Health Financial Systems E WEST SUBURBAN -HOSP MED CTR In Lieu of Form CM5-2552-10
This report is required by law (42 usC 1395g; 42 CFR 413.20(b)). Falure to report can result in all interim FORM APPROVED

payments made since the beginning of the cost reporting period being deemed overpayments (42 usc 1395qg) . OMB NO. 0938-0050
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION | Provider CCN: 140049 |Period: | worksheet s
AND SETTLEMENT SUMMARY From 05/01/2012 | parts I-III

To 04/30/2013 | pate/Time Prepared:

[PART =/ COST REPORT. STATUS.

provider 1.[ x 1Electronically filed cost report " pate: 9/27/2013  Time: 4:05 pm

use only 2. JImanually submitted cost report
3.[ 0 ]If this is an amended report enter the number of times the provider resubmitted this cost report
B 4,[ F ]medicare utilization. Enter "F" for full or "L” for Tow.

Contractor S. [ 1 ]JCost Report Status 6. Date Received: 10.NPR Date:

use only (1) As Submitted 7. Contractor No. ) 11. contractor's vendor Code: 4
(2) settled without audit 8. [ N l1initial Report for this provider CCN 12.[ 0 J1f Tine 5, column 1 is 4: Enter
(3) settled with Audit 9, [ N ]Final Report for this provider CCN number of times reopened = 0-9.
(4) Reopened
(5) Amended

(AR T T e R L CA T I DU i oS0 D gt T B e L 2 Myl L A S A e Ty m

MISREPRESENTATION OR FALSIFICATION OF ANY INFORMA1LON CONTAINED IN THIS COST REPORT MAY BE PUNISHABLE BY CRIMINAL, CIVIL AND
ADMINISTRATIVE ACTION, FINE AND/OR IMPRISONMENT UNDER FEDERAL LAW. FURTHERMORE, IF SERVICES IDENTIFIED IN THIS REPORT WERE
PROVIDED OR PROCURED THROUGH THE PAYMENT DIRECTLY OR INDIRECTLY OF A KICKBACK OR WERE OTHERWISE ILLEGAL, CRIMINAL, CIVIL AND
ADMINISTRATIVE ACTION, FINES AND/OR IMPRISONMENT MAY RESULT.

CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER(S)

T HEREBY CERTIFY that I have read the above certification statement and that I have examined the accompanying
electronically filed or manually submitted cost report and the Balance Sheet and Statement of Revenue and
Expenses prepared by WEST SUBURBAN HOSP MED CTR ( 140049 ) for the cost reporting period beginning 05/01/2012
and ending 04/30/2013 and to the best of my knowledge and belief, this report and statement are true, correct,
complete and prepared from the books and records of the provider in accordance with applicable instructions,
except as noted. I further certify that I am familiar with the Tlaw§ and regulation regarding the provision of
health care services, and that the services identified in this cos port Ajere prffidegd in coepiﬁance with such
laws and regulations.

Encryption Information (signed) i ! b o
ECR: Date: 9/27/2013 Time: 4:05 pm / offfifer or )adhigistratdr of Ppovider(s)
yv0a9x3d3drpI58RyU7 rakwlb9upQl é

TYMs60WBYXFKbrFD4ePfD. . RmSjb23 a7 a(, /i -
11Im1u64010Rophk Tifle '/ i il &

PI: pate: 9/27/2013 Time: 4:05 pm
IfwzjYKHIMTSBYET703MpywlmxjBOO
IdtHROMWXo0. YG. 8cfcsyER4v0QoOmD

EXS rQPI476O1‘ans
" AT ¥ ! g part B ';.:d....._.; w k T4: A
i S T s el LN T 300 FEGi e =400 4= Sl 5 13
Lid SETTLEMENT SUMMARY =L £ S DA AL $4TE !
1.00 |Hospital 0 705,785 0 0 1.00
2.00 |Subprovider - IPF 0 0 0| 2.00
3.00 |[subprovider - IRF 0 0 0/ 3.00
5.00 |[swing bed - SNF 0 0 0| 5.00
6.00 |swing bed - NF 0 0| 6.00
7.00 SKILLED NURSING FACILITY 0 0 0 0 7.00
200.00{Total 0 86, 600 705,785 0 0[200.00

The above amounts represent "due to" or "due from” the applicable program for the element of the above complex indicated.
According to the paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it
displays a valid oMB control number. The valid oMB control number for this information collection is 0938-0050. The time
required to complete and review the information collection is estimated 673 hours per response, including the time to review
instructions, search existing resources, gather the data needed, and complete and review the information collection. If you
have any comments concerning the accuracy of the time estimate(s) or suggestions for improving the form, please write to: CMS,
7500 security Boulevard, Attn: PRA Report Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

MCRIF32 - 3.23.147.0



Health Financial Systems WEST SUBURBAN HOSP MED CTR - In Lieu of Form CMs-2552-10
This report is required by law (42 USC 1395g; 42 CFR 413.20(b)). Falure to report can result in all interim FORM APPROVED

payments made since the beginning of the cost reporting period being deemed overpayments (42 USC 1395g). OMB NO. 0938-0050
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION provider CCN: 140049 |Period: worksheet S
AND SETTLEMENT SUMMARY From 05/01/2012 | Parts I-III

To  04/30/2013 | bate/Time Prepared:
9/27/2013 4:05 pm

[PART, %= COST/ REPORT/ STATUS " 0 3
provider 1.[ X JElectronically filed cost report

~ Dpate: 9/27/2013 Time: 4:05 pm

use only 2. [  Imanually submitted cost report
3.[ 0 ]If this is an amended report enter the number of times the provider resubmitted this cost report
4.[ F Imedicare utilization. Enter "F" for full or "L" for low. .
Contractor 5. [ 1 1cost Report Status 6. Date Received: 10.NPR Date:
use only (1) As submitted 7. Contractor No, 11.Contractor's Vendor Code: 4
(2) settled without Audit 8. [ N ]Initial Report for this Provider ccni12.[ 0 11f line 5, column 1 is 4: Enter
(3) settled with Audit 9. [ N ]Final Report for this Provider CCN number of times reopened = 0-9.

(4) Reopened
(5) Amended

[PART 'IT = CERTIFICATION ORI 3 e O e WS R I R T
MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS COST REPORT MAY BE FUNISHABLE BY CRIMINAL, V= AND,
ADMINISTRATIVE ACTION, FINE AND/OR IMPRISONMENT UNDER FEDERAL LAW. FURTHERMORE, IF SERVICES IDENTIFIED IN THIS REPORT WERE
PROVIDED OR PROCURED THROUGH THE PAYMENT DIRECTLY OR INDIRECTLY OF A KICKBACK OR WERE OTHERWISE ILLEGAL, CRIMINAL, CIVIL AND

ADMINISTRATIVE ACTION, FINES AND/OR IMPRISONMENT MAY RESULT.

CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER(S)

I HEREBY CERTIFY that I have read the above certification statement and that I have examined the accompanying
electronically filed or manually submitted cost report and the Balance Sheet and Statement of Revenue and
Expenses prepared by WEST SUBURBAN HOSP MED CTR ( 140049 ) for the cost reporting period beginning 05/01/2012
and ending 04/30/2013 and to the best of my knowledge and belief, this report and statement are true, correct,
complete and prepared from the books and records of the provider in/accordance wjth applicable instructions,
except as noted. I further certify that I am familiar with the 1 “and regulagfons regarding the provision of
health care services, and that the services identified in this c epl provided in compliance with such
Jaws and regulations.

IPART III - SETTLEMENT | L TR AR it N YA S e pea bl ]
1.00 |Hospital 0 86, GO0 ~ 705,785 o 1.00
2.00 |Subprovider - IPF 0 0 0 0| 2.00
3.00 |Subprovider - IRF 0 0 0 0| 3.00
5.00 |swing bed - SNF 0 0 0 0| 5.00
6.00 |swing bed - NF 0 0| 6.00
7.00 |SKILLED NURSING FACILITY 0 0 0 | 0| 7.00
200.00{Total 0 86, 600/ 705,785 0 0[200.00

The above amounts represent "due to" or "due from" the applicable program for the element of the abave complex indicated.
aAccording to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of infarmation unless it
displays a valid OMB control number. The valid oMB control number for this information collection is 0938-0050. The time
required to complete and review the information collection is estimated 673 hours per response, including the time to review
instructions, search existing resources, gather the data needed, and complete and review the information collection. If you
have any comments concerning the accuracy of the time estimate(s) or suggestions for improving the form, please write to: CMS,
7500 Security Boulevard, Attn: PRA Report Clearance officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

MCRIF32 - 3.23.147.0



Health Financial Systems WEST SUBURBAN HOSP MED CTR : In Lieu of Form cms-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA | Provider CCN: 140049 |Period: worksheet s-2
From 05/01/2012 | Part I

To  04/30/2013 | Date/Time Pregared:
9/27/2013 12:31 pm

Hospital 07/01/1966
CTR
4.00 |Subprovider - IPF 4.00
5.00 |subprovider - IRF 5.:00
6.00 |subprovider - (Other) 6.00
7.00 |swing Beds - SNF 7.00
8.00 |swing Beds - NF 8.00
9.00 |Hospital-Based SNF WEST SUBURBAN SNF 145743 16974 12/28/1992 N P N 9.00
10.00 |Hospital-Based NF . 10.00
11.00 |Hospital-Based OLTC 11.00
12.00 |Hospital-Based HHA 12.00
13.00 |Separately Certified ASC 13.00
14.00 [Hospital-Based Hospice 14.00
15.00 |Hospital-Based Health Clinic - RHC 15.00
16.00 |Hospital-Based Health Clinic - FQHC 16.00
17.00 |Hospital-Based (CMHC) I 17.00
18.00 |Renal Dialysis 18.00

poes this facility qualify for and is it currently receiving payments for
disproportionate share hospital adjustment, in accordance with 42 CFR §412.1067 1In
column 1, enter "Y" for yes or "N" for no. Is this facility subject to 42 CFR section
§412.06(c) (2) (Pickle amendment hospital?) In column 2, enter "v" for yes or "N" for no.
ich method is used to determine Medicaid days on lines 24 and/or 25 below? In column
, enter 1 if date of admission, 2 if census days, or 3 if date of discharge. Is the
this cost reporting period different from the method
enter "y" for yes or "N" for no.

23.00 23.00

1

if this provider is an IPPS hospital, enter the
in-state Medicaid paid days in col. 1, in-state
Medicaid eligible unpaid days in col. 2,
out-of-state Medicaid paid days in col. 3,
lout-of-state Medicaid eligible unpaid days in col.
4, Medicaid HMO paid and eligible but unpaid days in
column 5, and other Medicaid days in column 6.

25.00 |If this provider is an IRF, enter the in-state 0 0 0 0 0 0/ 25.00
Medicaid paid days in col. 1, the in-state Medicaid
eligible unpaid days in col. 2, out-of-state
Medicaid days in col. 3, out-of-state Medicaid
eligible unpaid days in col. 4, medicaid HMO paid
and eligible but unpaid days in col. 5, and other
Medicaid days in col. 6

JEnter y6ur standard geographic classification (not wage) status at the beginning:af-the
cost reporting period. Enter "1" for urban or "2" for rural.

27.00 [Enter your standard geographic classification (not wage) status at the end of the cost 27.00
reporting period. Enter in column 1, "1" for urban or "2" for rural. If applicable,
enter the effective date of the geographic reclassification in column 2.

35.00 |1f this is a sole community hospital (SCH), enter the number of periods SCH status in 35.00

effect in the cost reporting period.

g

MCRIF32 - 3.23.147.0



Health Financial Systems

WEST SUBURBAN HOSP MED CTR

In Lieu of Form CMS-2552-10

HOSPI

'36.00
37.00

38.00

39.00 |

45.00

46.00

47.00

48.00

56.00

57.00

58.00

59.00
60.00

A

~ [Prospective Payment System (PPS)-Capital

_lprovider-operated criteria under §413.857 Enter

TAL AND HOSPITAL HEALTH CARE CaMPLEX IDENTIFICATION DATA | Provider CCN: 140049 | Period:

worksheet 5-2

From 05/01/2012 | Part I
pate/Time Prepared:

: M ‘ e A ; 3ls
|Enter applicable beginning and ending dates of SCH status. Subscript Tine 36 for number

of periods in excess of one and enter subsequent dates.

If this is a Medicare dependent hospital (MDH), enter the number of periods MDH status
in effect in the cost reporting period.

Enter applicable beginning and ending dates of MDH status. subscript line 38 for number
of periods in excess of one and enter subsequent dates.

1

Does the facility potentially qualify for the inpatient hospital adjustment for low
volume hospitals as deemed by CMS according to the Federal Register? Enter in column 1
"y" for yes or "N" for no. Additionally, does the facility meet the mileage
requirements in accordance with 42 CFR 412.101(bh)(2)7 Enter in column 2 "Y"
"N" for no.

for yes or

Does this facility qualify and receive capital
with 42 CFR Section §412.3207 (see instructions)

Ts this facility eligible for additional payment exception for extraordinary circumstances
pursuant to 42 CFR §412.348(f)? 1f yes, complete worksheet L, Part III and L-1, Parts I through
III.

Ts this a new hospital under 42 CFR §412.300 ppS capital? Enter "Y for yes or "N'" for no.
lTs the facility electing full federal capital payment? Enter "Y" for yes or “N" for no.
[Teaching Hospitals ] :
iIs this a hospital invol
or "N" for no.

1f line 56 is yes, is this the first cost reporting period during which residents in approved
GME programs trained at this facility? Enter "Y" for yes or "N" for no in column 1. If column
is "Y" did residents start training in the first month of this cost reporting period?
for yes or “N" for no in column 2. If column 2 is "Y", complete worksheet E-4. If column 2 is
"N", complete worksheet D, Part III & 1V and D-2, Part II, if applicable,

1f line 56 is yes, did this facility elect cost reimbursement for physicians' services as
defined in cMs Pub. 15-1, section 21487 If yes, complete worksheet D-5.

Are costs claimed on line 100 of worksheet A? If yes, complete worksheet D-2, Part I.

Are you claiming nursing school and/or allied health costs for a program that meets the

payment for disproportionate share in accordance |

ved 1E’EFA?H€H§’FéE{aéH£§ in approved GME prograﬁé? Enter "Y" for yes

Enter "Y"

00

Y/N-
RO0RYA]

1

To 04/30/2013

_"__

o

_Ending: |
2.00

YN
2.00

= __lx.‘_i.'l?. 7/2013 12:31 pm_

I Beginning:

36.00
37.00

38.00

39.00

56.00

57.00

58.00

59.
60.

00
00

"y" for yes or "N" for no. (see instructions)

ME AV

e | Direct GME |
| Average

o~ o
Wyt J= foaiy B o] F1 e

o 3id0,

61.00

62.00

62.01

63.00

64.00

pid your facility receive additional FTE sTots under ACA section 55037
Enter "Y" for yes or "N" for no in column 1. If "v", effective for
portions of cost reporting periods beginning on or after July 1, 2011
enter the average number of primary care FTE residents for IME in column -
2 and direct GME in column 3, from the hospital’s three most recent cost
reports ending and submitted before March 23, 2010. (see instructions) | I
ACA Provisions Affecting the Health Resources and Services Administration (HRSAY' —
Enter the number of FTE residents that your hospital trained in this 0.00
cost reporting period for which your hospital received HRSA PCRE funding

(see instructions)

Enter the number of FTE residents that rotated from a Teaching Health
Center (THC) into your hospital during in this cost reporting period of
HRSA THC program. (see instructions)
Teaching Hospitals that Claim Residents in Non-Provider Settings:
Has your facility trained residents in non-provider settings during this
cost reporting period? Enter "Y" for yes or "N” for no in column 1. If
lyes, complete lines 64-67. (see instructions)

0.00)

| Unweighted
FTEs
Nonprovider

|

0.00

" Unweighted éaatié'fioii'ijp
FTES 1in
Hospital

(col. 1 + coli
2)

Section 5504 of the ACA Base Year FTE Residents in Nonprovider settings--This base year i
period that begins on or after july 1, 2009 and before Jun 201 0TSSR TRt
Enter in column 1, if line 63 is yes, or your facility train esidents
in the base year period, the number of unweighted non-primary care
resident FTEs attributable to rotations occurring in all non-provider
settings. Enter in column 2 the number of unweighted non-primary care
residant FTEs that trained in your hospital. Enter in column 3 the ratio
of (column 1 divided by (column 1 + column 2)). (see instructions)

2.00

3000

s your cost reporting

0. E}Ei__ ~0.000000

| 62.

| 63.

61.

00

62.01

00

64.00

MCRIF32 - 3.23.147.0



Health Financial Systems WEST SUBURBAN HOSP MED CTR In Lieu of Form CMs-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 140049 |Perio worksheet S-2

From 05/01/2012 Part I

To  04/30/2013 | pate/Time Prepared:
9/27/2013 12:31 pm

% ne | Program Code | U sad | U
. ” E ;#,‘aﬁ ‘? \ o
e RS ey
. e U e e e ]
65.00 |[Enter in column 1, if line 63 |FAMILY MEDICINE 1350 0.00] 26.00 0.000000 65.00

is yes, or your facility
trained residents in the base
year period, the program name.
Enter in column 2 the program
code, enter in column 3 the
number of unweighted primary
care FTE residents attributable
to rotations occurring in all
non-provider settings. Enter in
column 4 the number of
unweighted primary care
resident FTEs that trained in
your hospital. Enter in column
5 the ratio of (column 3
divided by (column 3 + column
4)). (see instructions)

_JINTERNAL MEDICINE . .00 24. 0.000000

Tumn 1 the number o unwe1ghted non-pri : ide : 5 0.000000, 66.00
FTEs attributable to rotations occurring in all nun—pmwder settings.
Enter in column 2 the number of unweighted non-primary care resident
FTES that trained gn your hospitaT enter in column 3 the ratio of
0’ : d colum colum i

67.00 |1f Tine 63 is yes, then, for FAMILY MEDICINE ; i 0.032409
each primary care residency
program in which you are
training residents, enter in
~|column 1 the program name. — — | — — — - — =

Enter in column 2 the program
code. Enter in column 3 the
number of unweighted primary
care FTE residents attributable
to rotations that occurred in
nonprovider settings for each
applicable program. Enter in
column 4 the number of
unweighted primary care FTE
residents in your hospital for
each applicable program. Enter
in column 5 the ratio of column
3 divided by the sum of columns
3 and 4. use subscripted lines
67.01 through 67.50 for each
additional primary care
program. If you operated a
primary care program that did
not have FTE residents in a
nonprovider setting, enter zero
in column 3 and complete all
ather columns for each
applicable program.

67.01 INTERNAL MEDICINE 1400 0.00| 20,41 0.000000| 67.01

MCRIF32 - 3.23.147.0



Health Financial Systems WEST SUBURBAN HOSP MED CTR

In Lieu of Form €MS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA | Provider CCN: 140049 |Period: worksheet $-2
From 05/01/2012 | Part I
To 04/30/2013 | bate/Time Prepared:
— . o | I R o 9/??/?013 12:31 pm_
A [ 1.0012.00 l 3 00| nhis o
_Eaﬁent Ps_ycl_ﬁatnc Facﬂ'ityp PPS e : _'____________ L &7
70.00 |Is this facility an Inpatient Psych1atr1c Fac111ty (IPF), “or does it conta1n ‘an IPF subprov1der7 N r 70.00
Enter "Y" for yes or "N" for no.
71.00 |If Tine 70 yes: Column 1: Did the facility have a teaching program in the most recent cost 0 71.00
report filed on or before November 15, 20047 Enter "Y" for yes or "N" for no. Ccolumn 2: Did
this facility train residents in a new teaching program in accordance with 42 CFR §412.424
() (W) Gii) (D)7 Enter "Y" for yes or "N" for no. Column 3: If column 2 is Y, enter 1, 2 or 3
respectively in column 3. (see instructions) If this cost reporting period covers the beginning
of the fourth year, enter 4 in column 3, or if the subsequent academic years of the new teaching
lprogram in existence, enter i__(;gg_]pg;ruct1ons) SRR B P || —
{Inpatient Rehabilitation Facility PPS . . : B
75.00 |Is this facility an Inpatient rRehabilitation Facility (IRF), or does it contain an IRF N 75.00
subprovider? Enter "Y" for yes and "N" for no,
76.00 |If Tine 75 yes: Column 1: Did the faciiity have a teaching program in the most recent cust ¢ 75.00
reporting period ending on or before November 15, 20047 Enter "Y" for yes or "N" for no. Column
2: pid this facility train residents in a new teach1ng program in accordance with 42 CFR
§412.424 (d)(1)(ii1)(D)? Enter "Y" for yes or "N" for no. column 3: If column 2 is Y, enter 1, 2
or 3 respectively in column 3. (see instructions) If this cost reporting period covers the
beginning of the fourth year, enter 4 in column 3, or if the subsequent academic years of the
new_teaching program in existence, enter 5. (see instructions) I — -
Long Term C_are Hospital PPS. P e e L . T P i e W e SEEEIAT
80.00 [Is this a long term care al (LTCH)? Enter Y for yes and ”N" for no. S 1N 80.00
TEERA Providers ; FeLl) el
B5.00 |Is-this a new hospital undPr 42 CFR Section §413.40(F) (1)) TEFRA” “Enter "v" for yes or "N" for no N 85.00
86.00 |pid this facility establish a new other subprovider (excluded unit) under 42 CFR Section 86.00
§413,40(F) (1) (ii)? Enter "Y" for yes and "N" for no. - - ) .
PRI LS ol 7 : ; = AR T ) _}_"‘ SV i TR
N I o e A e i
N Y 90.00
yes or "N" for no in the applicable column.
91.00 |rs this hospital reimbursed for title V and/or XIX through the cost report either in N N 91.00
full or in part? Enter "Y" for yes or "N" for no in the applicable column.
92.00 |are title XIX NF patients occupying t1t1e XVIII SNF beds (dval certification)? (see N 92.00
instructions) Enter "y" for yes or "N" for no in the applicable column.
93.00 |poes this facility operate an ICF\MR facility for purposes of title v and XIX7 Enter N N 93.00
"y" for yes or "N" for no in the applicable column.
94.00 |poes title Vv or XIX reduce capital cost? Enter "y" for yes, and "N" Tor no in the N N 94,00
applicable column.
95,00 [If Tine 94 is "Y", enter the reduction percentage in the applicable column. 0.00 0.00| 95.00
96.00 lpoes title V. or XIX reduce operating cost? Enter "y" for yes or "N" for no in the N N 96.00
applicable column.

97.00 |If line 96 is "v", _enter the reductmn percentage in the apphcable column. N 0.00f  0.00 97.00
Rural Providers = Rl S8 MokF o =~1 3F 4 AVi ===
105.00|poes this hosp1taT qua“l1fy as a cr1t1ca1 ACCBSS Hosp‘lta'l (CAH)‘> N 105.00
106.00|1f this facility qualifies as a CaH, has it elected the all-inclusive method of payment 106.00

for outpatient services? (see instructions)
107.00|coTumn 1: If this facility qualifies as a CAH, is it eligible for cost reimbursement 107.00
for T &R training programs? Enter "¥" for yes or "N" for no in column 1. (see
instructions) If yes, the GME elimination would not be on worksheet B, Part I, column
25 and the program would be cost reimbursed. If yes complete wnrksheet p-2, Part II.
column 2; If this facility is a CaH, do I&Rs in an approved medical educatmn program
train in the CAH's excluded IPF and/or TRF unit? Enter "Y" for yes or "N" for no in
column 2. (see instructions)
108.00[Ts this a rural hospital qualifying for an exception to the CiNa Fee schedule? see 42 N 108.00
CFR Section §412.113(c). Enter "Y' for yes or "N" for no. AR e | [=== -
- AR o R T PSR, physicall | occupational “Speech | Respiratory |
il L e A A s O RN 5 e s PR Sk R i U FERE S ot SR D) o (25008S 3.00 400
If this hospital qualifies as a CAH or a cost provider, are 109.00
therapy services provided by outside supplier? Enter "v"
= ,,,..,ﬁjr,..y_e,s,_gr,r,,'lN,"_er,ﬁno for,eapb,_t_henagy_:_ N _ I W —
Qjﬁﬂhneous_tﬁt Reporting Infurmat1on S s 2T el oML
115.00/rs this an all-inclusive rate provider? Enter "Y" for yes or "N" for no in  column 1. If ‘yes, N 0 |115.00
anter the method used (A, B, or E only) in column 2. If column 2 is "E", enter in column 3
either "93" percent for short term hospital or "98" percent for Teng term care (includes
psychiatric, rehabilitation and Jong termn hospital providers) based on the definmition in CMS
15-1, §2208.1.
116,00(ts th1s facility classified as a referral center? enter "Y" for yes or "N" for no. N 116,00
117,00|ts this facility legally-required to carry malpractice insurance? Enter "y" for yes or "N" for Y 117.00
no.
118.00[Ts the malpractice insurance a claims-made or occurrence policy? Enter 1 if the policy is 1 118.00
claim-made. Enter 2 if the policy is occurrence.

MCRIF32 - 3.23.147.0



Health Financial Systems WEST SUBURBAN HOSP MED CTR In Lieu of Form CmM5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN 140049 Perio worksheet 5-2

From 05/01/2012 part I

To 04/30/2013 | pate/Time Prepared:
19/27/2013 12:31 pm

o Preﬁ1ums ‘?T:T Losses | Insurance
A;,._.,{..,,_, o A e TR Ll AR SN I e e e L A AT AR LU LS 100 Bt 3;(& == T &
118.01jList amounts of malpractice premiums and paid 1 372,555 _ 0l118.01
: - 2L00hT e 1
118.02Are ma]practwce prem1ums and paid Tosses reported in a cost center other than the 118.02
administrative and General? If yes, submit supporting schedule listing cost centers
and amounts contained therein.
119.00/D0° NOT USE THIS LINE 119,00
120.00iTs this a SCH or EACH that qualifies for the outpatient Hold Harmless provision in ACA N N 120,00

§3121 and applicable amendments? (see instructions) Enter in column 1 "Y" for yes or
"N" for no. Is this a rural hospital with < 100 beds that qualifies for the outpatient
Hold Harmless provision in ACA §3121 and applicable amendments? (see instructions)
Fnter in column 2 "Y" for ves or "N" for no.

121.00[pid this facility incur and report costs for implantable devices charged to patients? \ 121.0
enter "Y" for yes or "N" for no.
Transplant Center:

Ch

125.00[poes this facility operate a tran5p1ant center? Enter "Y' for yes and "N for no. IF N 125.00
yes, enter certification date(s) (mm/dd/yyyy) below.

126.00[TFf this is a Medicare certified kidney transplant center, enter the certification date 126.00
in column 1 and termination date, if applicable, in column 2.

127.001F this is a Medicare certified heart transplant center, enter the certification date 127.00
in column 1 and termination date, if applicable, in column 2.

128.00|Tf this is a Medicare certified liver transplant center, enter the certification date 128.00
in column 1 and termination date, if applicable, in column 2.

129.00|Tf this is a Medicare certified lung transplant center, enter the certification date in 129.00
column 1 and termination date, if applicable, in column 2.

130.00lIf this is a Medicare certified pancreas transplant center, enter the certification 130.00
date in column 1 and termination date, if applicable, in column 2.

131.00/Tf this is a Medicare certified intestinal transplant center, enter the certification 131.00
date in column 1 and termination date, if applicable, in column 2.

132.00Tf this is a Medicare certified islet transplant center, enter the certification date 132.00
in column 1 and termination date, if applicable, in column 2.

133.00[If this is a Medicare certified other transplant center, enter the certification date 133.00
in column 1 and termination date, if applicable, in column 2.

134.00|xf this is an organ procurement organization (oP0), enter the OPO number in column 1 134.00
and termination date, if app11cab1e in co1umn 2. -
,4;\12!Jnrov3‘durs__. R KA Vi i1 e A Y D e e s WX |

140.00lare there any related organ1zat1on or home of ice costs as def1ned in CMS Pub 15 1 Y 44H108 140.00
chapter 10?7 Enter "Y" for yes or "N" for no in column 1. If yes, and home office costs
are claimed enter in r01umn 2 the home uff1ce cha1n number (see 1nstruct1ans)

By 3 10n .__ L {

y is part of a cha1 i rqanifatﬁ

L EN =L
_e name and address of the

enter on I'Hnes 4141 thml.[gh'_ 143

. fice an i+ the hom ice contractor name and contractor numbem. . .
141.00Name: Vanguard ealth Systems Contractor's Name: Cahaba GBA Contractor s Number 10101 141.00
142.00|street: 20 Burton Hill Blvd, suite 100 (PO Box: 142.00
_}43.00qi£xj Nashv11le__ . |statex AL Zip Code: — 352{2 (143,00
BACETRE AR £ S ser ey == 45 4 i i e LN e e PO RN A E 30 T ST e L S 112 (SRS S A 1 s e i
144 .00lare provider based physicians' costs included in worksheet A? Y 144.00
145.00|TF costs for renal services are claimed on Worksheet A, 1line 74, are they costs for inpatient k4 145.00

Iservices only? Enter "Y" for yes or "N" for no. _

g ; 2.00 i
146, Um_as the cost allocation methodo1ogy changed from the prev1ou51y Filed cost report7 N 146.00
entar "Y" for yes or "N" for no in column 1. (See CMs pub. 15-2, section 4020) If yes,
enter the approval date (mm/dd/yyyy) in column 2.
147.00\was there a change in the statistical hasis? Enter "Y" for yes or "N" for no. N 147.00
148.00was there a change in the order of allocation? Enter "Y" for yes or "N" for no. N 148.00
149.00was there a change to the simplified cost finding method? Enter "Y" for yes or "N" for N 149.00
no.
R Part B T1t1e v Title XIx :
il 0 A IR R e S R S
:jhis faci]ity contain a provider n from the ‘application of the Tower of costs
or. charges? Enter 'Y" for _yes or "N" for no for each component for Part A and Part B. (See 42 CFR 5413 13) 4]
155.00Hospital N N N N 155.00
156.00|subprovider - IPF N N N N 156.00
157.00|subprovider - IRF N N N N 157.00
158. 00|SUBPROVIDER 158.00
159, 00|sNF N N N N 159.00
160.00{HOME HEALTH AGENCY N N | N N 160.00
161.00|CMHC N N N 161.00
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) In Lieu of Form €MS-2552-10

Period: worksheet S-2

From 05/01/2012 | Part I

To  04/30/2013 | pate/Time Prepare
9/27/2013 12:3

Health Financial Systems WEST SUBURBAN HOSP MED CTR
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 140049

If line 165 is yes, for each

campus enter the name in column
0, county in column 1, state in
column 2, zip code in column 3,
CBSA in column 4, FTE/Campus in

Hea nro T incentive 1 he Al ac 1
167.00|Ts this provider a meaningful user under Section §1886(n)? Y r yes or "
168.00|If this provider is a CAH (Tine 105 is "Y") and is a meaningful user (line 167 is "Y"), enter the
reasonable cost incurred for the HIT assets (see instructions) )
0.00]

169,00[tf this provider is a meaningful user (line 167 is "Y") and is not a CAH (line 105 is "N"), enter the
transition factor. (see instructions)

MCRIF32 - 3.23.147.0



Health Financial Systems WEST SUBURBAN HOSP MED CTR In Lieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE Provider CCN: 140049 |Per worksheet S-2
From 05/01/2012 part II
To  04/30/2013 | pate/Time Prepared:
I I _19/27/2013 12:31 pm
2l '_ YN TR E NS (5 o et
ST ) i V2000
N far- all NO responses. Enter all dates in the e |

‘TééEEFET"iEéEFEEE¥EH ‘Enter Y for a11 YES responses
mm/dd/yyyy format. . . ... .

COMPLETED BY ALL HOSPITALS i, Prges o b & Sl SRR = A T A T
iProvider Organization and { Operation

1.00 |Has the provider changed ownership 1mmed1ate1y pr1or to the beginning “of the cost N 1.00
|reporting period? If yes, enter the date of the change 1n column 2. (see instructions) o I———— T
FEE S N [ DA tel 22 S V/L 2
NS, s S SO0 BEEEE N0 0 0 Wbl anl I35 00 PRI 1 - i
2.00 |Has the provider terminated part1c1pat1on in the Medicare Program? If N 2.00

yes, enter in column 2 the date of termination and in column 3, "v" for
voluntary or "I" for involuntary.

3.00 |Is the provider involved in business transactions, including management N 3.00
contracts, with individuals or entities (e.g., chain home offices, drug
|or medical supply companies) that are reWated to the provider or its
officers, medical staff, management personnel, or members of the board
of directors through ownersh1p, control, or family and other similar

F1nanc1a1 Data and Rey Reports_ ; 3 i £ e e R L RS R By

4.00 |cColumn 1: were the financial statements prepared by a “Certified Pub11c Y C 06/30/2013 4.00
Accountant? Column 2: If yes, enter "A" for audited, "c" for compiled,
or "R" for Reviewed. Submit complete copy or enter date available in
column 3. (see instructions) If no, see instructions.

5.00 |Are the cost report total expenses and total revenues different from N 5.00
| those on the filed financial statements? If yes, submit reconciliation. |

: VN [tegalioper. 1T
: v ST
Apﬂ'oved Educationaﬂ A 'iv'lt-ies ; : ] LN N S T ot UAVIVAN ¢ ____f
6.00 |column 1: Are costs claimed for nursing schoo17 Co1umn 2 If yes, is the provider is N 6.00
the Tegal operator of the program?
7.00 |Are costs claimed for Allied Health Programs? If "Y" see instructions. N 7.00
8.00 |were nursing school and/or allied health programs approved and/or renewed during the N 8.00
cost reporting period? If yes, see instructions.
9.00 |Are costs claimed for Intern-Resident programs claimed on the current cost repart? If Y 9.00
yes, see instructions.
10.00 |was an Intern-Resident program been initiated or renewed in the current cost reporting N 10.00
period? If yes, see instructions.
11.00 |Are GME cost directly assigned to cost centers other than I & R in an Approved N 11.00

| Teaching Program on worksheet A? If yes, see instructions

— |Bad Debts S X Ll PR S == A i ==
12.00 |1s the prov1der seek1ng re1mbursemen1 for had debts? If yes, see instructiens.
13.00 |Tf Tine 12 is yes, did the provider's bad debt collection policy change during this cost reporting N 13.00

period? If yes, submit copy.
14,00 |If line 12 is yes, were patient deductibles and/or Co-
Zomplement ;

yments waived? If yes, see ?',!'_S,_U_U_CE*& . N |14.00

_total beds avaJWab1e change from the pr

PS&R Data | Ry RIS = DO S Acr S0 T TSR
16.00 |was the cost report prepared us1ng g the PS&R | Y 08/08/2013 Y 16.00
Report only? If either column 1 or 3 is yes,
enter the paid-through date of the PS&R
Report used in columns 2 and 4 .(see
instructions)

17.00 |was the cost report prepared using the PS&R N N 17.00
Report for totals and the provider's records
for allocation? If either column 1 or 3 is
yes, enter the paid-through date in columns
2 and 4. (see instructions)

18.00 |If 1ine 16 or 17 is yes, were adjustments N N 18.00
made to PS&R Report data for additional
claims that have been billed but are not
included on the PS&R Report used to file
this cost report? If yes, see instructions.
19.00 |If line 16 or 17 is yes, were adjustments N N 19.00
made to PS&R Report data for corrections of
other PS&R Report information? If yes, see
instructions.

20.00 |If Tine 16 or 17 is yes, were adjustments N N 20.00
made to PS&R Report data for Other? Describe
the other adjustments:

MCRIF32 - 3.23.147.0



Health Financial Systems WEST SUBURBAN HOSP MED CTR In Lieu of Form cMs-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE provider CCN: 140049 |Period: worksheet S-2
From 05/01/2012 | Part II
To  04/30/2013 | pate/Time Prepared:
9/27,/2013 12:31 pm

report prepared only using the
provider's records? If yes, see
: ruc}'

AL, \ ==
=1 pac !‘:'L.

COMPLETED BY COST REIMBURSED AND TEFRA HOSPIT/ NLY' (EXCEP NS _HOSPITALS) =~
T s HaTatatCos et et R ST e i e S 0 e 7 1 1

22.00 |Have assets been relifed for medicare purposes? If yes, see jnstructions 22.00

23.00 |Have changes occurred in the Medicare depreciation expense due to appraisals made during the cost N 23.00
reporting period? If yes, see instructions.

24.00 |were new Teases and/or amendments to existing leases entered into during this cost reporting period? N 24.00
If yes, see instructions

25.00 |Have there been new capitalized leases entered into during the cost reporting period? If yes, see N 25.00
instructions.

26.00 |were assets subject to Sec.2314 of DEFRA acquired during the cost reporting period? If yes, see N 26.00
jnstructions.

27.00 |Has the provider's capitalization policy changed during the cost reporting period? If yes, submit N 27.00
copy.
T A T e e Sl e ey 0T ]| S P R J U

28.00 |were new loans, mortgage agreements or letters of credit entered into during t N 28.00
period? If yes, see instructions.

29.00 |Did the provider have a funded depreciation account and/or bond funds (Debt Service Reserve Fund) N 29.00
treated as a funded depreciation account? If yes, see instructions

30.00 |Has existing debt been replaced prior to its scheduled maturity with new debt? If yes, see N 30.00
instructions.

31.00 |Has debt been recalled before scheduled maturity without issuance of new debt? If yes, see N 31.00
instructions.
Purchased ‘services L 2 EyE s I TR 5

32.00 |Have changes or new curred in patient care services furnished through contractual 32.00
arrangements with suppliers of services? If yes, see instructions.

33.00 |If 1ine 32 is yes, were the requirements of Sec. 2135.2 applied pertaining to competitive bidding? If 33.00
no, see instructions. -

34.00 |Are services furnished at the provider facility under an arrangement with provider-based physicians? Y 34.00
If yes, see instructions.

35.00 |If 1ine 34 is yes, were there new agreements or amended existing agreements with the provider-based N 35.00
) eriod? If yes, see instructions.

physicians during the cost reporti

Lo e s il = 9L L 255
36.00 |were home office costs claimed on the cost report? Y
_ 37.00./1f line 36 is yes, has a home office cost statement been prepared by the home office? Y 37.00

If yes, see instructions.

38.00 |If 1ine 36 is yes , was the fiscal year end of the home office different from that of Y 06/30/2012 38.00
the provider? If yes, enter in column 2 the fiscal year end of the home office.

39.00 |Tf line 36 is yes, did the provider render services to other chain components? If yes, N 39.00
see instructions.

40.00 |If Tine 36 is yes, did the provider render services to the home office? If yes, see N 40.00
instructions. .

7 e o e =) T = = 7 o 5T ) , f _-ta‘}.' —.?.

::_ H3 _.-1-"?""- s : . ] -S?&"“Ei"":_':&
205’ F [ tac orma ; RN SRR

41.00 [Enter the first name, Tast name and the title/position ZEBIA NELSON 41.00
held by the cost report preparer in columns 1, 2, and 3,
respectively.

42.00 |enter the employer/company name of the cost report MELSON, JONES & CO., INC 42.00
preparer.

43.00 |Enter the telephone number and email address of the cost 4104808498 [ZEBNELSON@AOL . COM 43.00
report preparer in columns 1 and 2, respectively.

MCRIF32 - 3.23.147.0



Health Fipancial Systems

WEST SUBURBAN HOSP

MED CTR

In Lieu of Form (M5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE

17.00

18.00

19.00

was the cost report prepared using the PS&R

Report only? If either column 1 or 3 is yes,
enter the paid-through date of the PS&R
Report used in columns 2 and 4 .(see
instructions)

was the cost report prepared using the PS&R
Report for totals and the provider's records
for allocation? If either column 1 or 3 is
yes, enter the paid-through date in columns
2 and 4. (see instructions)

If 1ine 16 or 17 is yes, were adjustments
made to PS&R Report data for additional
claims that have been billed but are not
included on the PS&R Report used to file
this cost report? If yes, see instructions.
If line 16 or 17 is yes, were adjustments
made to PS&R Report data for corrections of
other PS&R Report information? If yes, see
instructions.

If line 16 or 17 is yes, were adjustments
made to PS&R Report data for Other? Describe
the other adjustments:

was the cost report prepared only using the
provider's records? If yes, see

instructions

L parer Cont
Enter the first name, la

respectively.

Enter the employer/company name of the cost report

preparer.
Enter the telephone number and email address

report preparer in columns 1 and 2, respectively.

Provider CCN: 140049

Period: worksheet S-2

From 05/01/2012 | Part II

To  04/30/2013 DaEe/Time prepared:
9

08/08/2013

1L J R Tt ="
st name and the title/position
held by the cost report preparer in columns 1, 2, and 3,

of the cost

7/2013 12:31 pm _

17.00

18.00

19.00

20.00

21.00

42.00

43.00

MCRIF32 - 3.23.147.0



Health Financial Systems

WEST SUBURBAN HOSP MED CTR

Non-CMS HF5 Worksheet

HFS Supplemental Information

[Provider CCN: 140049 |Period:
From 05/01/2012 | Part IX

worksheet S-2

To  04/30/2013 | pbate/Time Prepared:
—— S _ 9/27/2013 12:31 pm
i ' O eV Title XIx |
W Lo VN e e y FRsRE 00N I e e
TITLES V. AND/OR XIX FOLLOWING MEDICARE Voo P R R e T =L e Y § 2 L T S0 S Al
1.00 Do Title V or XIX follow Medicare (Title XvIII) for the Interns and Residence post Y Y 1.00
stepdown adjustments on wW/S B, Part I, column 257 Enter Y/N in column 1 for Title V
and Y/N in column 2 for Title XIX.
2.00 |po Title vV or XIX follow Medicare (Title XvIII) for the reporting of charges on w/s C, Y Y 2.00
part I (e.g. net of Physician's component)? Enter Y/N in column 1 for Title v and Y/N
in column 2 for Title XIX.
3.00 |Do Title V or XIX follow Medicare (Title XvIII) for the calculation of Observation Bed Y Y 3,00
Cost on W/s D-1, Part IV, line 89? Enter Y/N in column 1 for Title v and Y/N in column
b forTitlexx. R I
RN _._outpatient |
D i e (I JoTn e v it S g g LT 5 S ] R
CRITICAL ACCESS HOSPITALS e I N S e e e o S VXV oy i
4.00 |poes Title v follow Medicare (Title XvVIIT) for Critical Access Hospitals (CAH) being N N 4.00
reimbursed 101% of cost? Enter Y or N in column 1 for inpatient and Y or N in column 2
for outpatient.
5.00 |Does Title XIX follow Medicare (Title XvIII) for Critical Access Hospitals (CAH) being N N 5.00
reimbursed 101% of cost? Enter Y or N in column 1 for inpatient and Y or N in column 2
______|for outpatient. o _ R [ 2
; TRk ; Title v i
IRGES 0 TS AU OWANC EVEREN S 07 ) o A G e S RO A M S ) 1150 e e ) CERS B
6.00 |po Title vV or XIX follow Medicare and add back the RCE pisallowance on W/s C, Part I Y Y 6.00
column 4? Enter Y/N in column 1 for Title V and Y/N in column 2 for Title xIx. | -
PASS THROUGH COST . = = P R e I T SR G : eI BiZE e
7.00 |Do Title Vv or XIX follow Medicare when cost reimbursed (payment system is "o") for Y Y 7.00

worksheets D, parts I through Iv? Enter Y/N in column 1 for Title v and Y/N in column
2 for Title XIX.

MCRIF32 - 3.23.147.0



Health Financial Systems WEST SUBURBAN HOSP MED CTR ~ In Lieu of Form CMS-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA provider CCN: 140049 |Period: worksheet s-3
From 05/01/2012 | part I
To 04/30/2013 | pate/Time Prepared:
9/27/2013 12:31 pm _

i 1/ Days ] /el
ST o b Al (s visits / Trips
- component LA /No. of Beds: TitleV

PR fre g R A (S R 15 00 e M o O R B300700 s e ga
1.00 |Hospital Adults & Peds. (columns 5, 6, 7 and 30.00 134 0| 1.00

8 exclude Swing Bed, Observation Bed and

Hospice days)
2.00 |HMO 2.00
3.00 |HMO IPF Subprovider 3.00
4,00 |HMO IRF Subprovider 4,00
5.00 |Hospital Adults & Peds. Swing Bed SNF 0| 5.00
6.00 |Hospital Adults & Peds. Swing Bed NF 0| 6.00
7.00 |Total Adults and Peds. (exclude observation 134 48,910 0.00 0| 7.00

beds) (see instructions)
8.00 |Intensive Care Unit 31.00 18 6,570 0.00 0| 8.00
9.00 CORONARY CARE UNIT 9.00
10.00 |BURN INTENSIVE CARE UNIT 10.00
11.00 [SURGICAL INTENSIVE CARE UNIT 11.00
12.00 |OTHER SPECIAL CARE (SPECIFY) 12.00
13.00 [Nursery 43,00 0| 13.00
14.00 [Total (see instructions) 152 55,480 0.00 0| 14.00
15.00 |CAH visits 0| 15.00
16.00 |SUBPROVIDER - IPF 16.00
17.00 |SUBPROVIDER - IRF 17.00
18.00 | SUBPROVIDER 18.00
19.00 |SKILLED NURSING FACILITY 44,00 50 18,250 0| 19.00
20.00 |NURSING FACILITY 20.00
1.00 [|OTHER LONG TERM CARE 21.00
22.00 |HOME HEALTH AGENCY 22.00
23.00 |AMBULATORY SURGICAL CENTER (D.P.) 23.00
24.00 [HOSPICE 24.00
25.00 [CMHC - CMHC 25.00
26.00 |RURAL HEALTH CLINIC 26.00
26.25 | FEDERALLY QUALIFIED HEALTH CENTER 26.25
27.00 |Total (sum of lines 14-26) 202 27.00
28.00 |Observation Bed Days 0| 28.00
29.00 |Ambulance Trips 29.00
30.00 |Employee discount days (see instruction) 30.00
31.00 |Employee discount days - IRF 31.00
32.00 |Labor & delivery days (see instructions) 32.00
33.00 [LTCH non-covered days 33.00

MCRIF32 - 3.23.147.0



Health Financial Systems -
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA

WEST SUBURBAN HOSP MED CTR

In Lieu of Form CMS-2552-10

|

Provider CCN: 140049

Period:

worksheet S-3

From 05/01/2012 | Part I

TOo

04/30/2013 | pate/Time Prepared:

9/27/2013 12:31 pm

T/p Days / o/F Visits / Trips |

“FUT Time Equivalents

i

Title XVIIT

Title XIX

|Hospital Adults & Peds. (columns 5, 6, 7 and

8 exclude swing Bed, Observation Bed and
Hospice days)

HMO

HMO IPF Subprovider

HMO IRF Subprovider

Hospital Adults & Peds. Swing Bed SNF
Hospital Adults & peds. Swing Bed NF
Total Adults and Peds. (exclude observation
beds) (see instructions)

Intensive Care unit

CORONARY CARE UNIT

BURN INTENSIVE CARE UNIT

SURGICAL INTENSIVE CARE UNIT

OTHER SPECIAL CARE (SPECIFY)

Nursery

Total (see instructions)

CAH visits

SUBPROVIDER - IPF

SUBPROVIDER - IRF

SUBPROVIDER

SKILLED NURSING FACILITY

NURSING FACILITY

OTHER LONG TERM CARE

HOME HEALTH AGENCY

AMBULATORY SURGICAL CENTER (D.P.)
HOSPICE

CMHC - CMHC

RURAL HEALTH CLINIC

FEDERALLY QUALIFIED HEALTH CENTER

Total (sum of lines 14-26)

Observation Bed Days

Ambulance Trips

Employee discount days (see instruction)
Employee discount days - IRF

Labor & delivery days (see instructions)
LTCH non-covered days

10,501

8,585

1,263
0

0

0

0
11,648

0

11,648

Total All

26,689

3,126

4,818
34,633

11,984

1,752

MCRIF32 - 3.23.147.0
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54.09

0.00

54,08

oc o

852.55

43.63

896.18
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Health Financial Systems

WEST SUBURBAN

HOSP MED CTR

In Lieu of Form Cms-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA Provider CCN: 140049 |Period: worksheet s-3
From 05/01/2012 | Part I
To 04/30/2013 | pate/Time Prepared:
- L _19/27/2013 12:31 pm__
' T biscfarges R e
i i L tEquivalentsii ol A B e JANETONTY : e
Component Nonpaid; | Title V . Title xix | Total All '
AL S aWonkersaol | NS ST TN ; ] S parianTs. GEINT
O e AR AR S N ISTa1,00 73l R 0 P V) B i G )
1.00 |Hospital Adults & Peds. (columns 5, 6, 7 and 2,327 4,315 1.00
8 exclude Swing Bed, Observation Bed and
Hospice days)
2.00 |HMO 0 2.00
3.00 |HMO IPF Subprovider 3.00
4.00 |HMO IRF Subprovider | 4.00
5.00 |Hospital Adults & Peds. Swing Bed SNF 5.00
6.00 |Hospital Adults & Peds. Swing Bed NF 6.00
7.00 |Total Adults and Peds. (exclude observation 7.00
beds) (see instructions)
8.00 |Intensive Care uUnit 8.00
9.00 CORONARY CARE UNIT 9.00
10.00 [BURN INTENSIVE CARE UNIT 10.00
11.00 [SURGICAL INTENSIVE CARE UNIT 11.00
12.00 |OTHER SPECIAL CARE (SPECIFY) 12.00
13.00 [Nursery 13.00
14.00 |Total (see instructions) 0.00 2,327 4,315 9,423| 14.00
15.00 [CAH visits 15.00
16.00 |SUBPROVIDER - IPF 16.00
17.00 |SUBPROVIDER - IRF 17.00
18.00 |SUBPROVIDER 18.00
19.00 |SKILLED NURSING FACILITY 0.00 19.00
20.00 |[NURSING FACILITY 20.00
21.00 |OTHER LONG TERM CARE 21.00
22.00 |HOME HEALTH AGENCY 22.00
23.00 |AMBULATORY SURGICAL CENTER (D.P.) 23.00
24.00 [HOSPICE 24.00
25.00 [CMHC - CMHC 25.00
26.00 [RURAL HEALTH CLINIC 26.00
26.25 |FEDERALLY QUALIFIED HEALTH CENTER 26.25
27.00 [Total (sum of Tines 14-26) 0.00 27.00
28.00 |Observation Bed Days 28.00
29.00 |Ambulance Trips 29.00
30.00 |Employee discount days (see instruction) 30.00
31.00 |Employee discount days - IRF 31.00
32.00 |Labor & delivery days (see instructions) 32.00
33.00 |LTCH non-covered days 33.00

MCRIF32 - 3.23.147.0




Health Financial Systems

WEST SUBURBAN

HOSP MED CTR

In Lieu of Form CM5-2552-10

HOSPITAL WAGE INDEX INFORMATION

‘Worksheet A | Afiount  [Reclassificati d'.a uns “laverage Hour"ly
Line Number |  Reportad age (col,
{f | S e (co 3 59,
S VL i Sl ___;__'Norksheet A—G) kS
R 1 I i e ) E PSS VAV I LS E [ R
|PART IT - WAGE DATA & SISl N S e e
[SALARIES : T
1.00 |Total salaries (see 200.00 59,215,604 0
instructions) | |
2.00 |Non-physician anesthetist Part 0 ] 0 0.00| 0.00| 2.00
A
3.00 INon—physician anesthetist Part 0 0 0 0.00 0.00| 3.00
B
4.00 |pPhysician-Part A - 0 0 0 0.00 0.00] 4.00
Administrative
4.01 |physicians - pPart A - Teaching| 1,334,777 0 1,334,777 17,100.00 78.06, 4.01
5.00 |[Physician-Part B | 0 0 0 0.00 0.00, 5.00
6.00 |Non-physician-Part B 0 0 0 0.00 0.00| 6.00
7.00 |Interns & residents (in an 21.00 4,189,252 0 4,189,252 137,349.00 30.50| 7.00
approved program)
7.01 |Contracted interns and 0 0 0 0.00 0.00| 7.01
residents (in an approved
programs)
8.00 |[Home office personnel 0 0 0 0.00 0.00{ 8.00
9.00 |[SNF 44.00 2,381,307 0 2,381,307 90,760.00 26.24) 9.00
10.00 |Excluded area salaries (see 655,288 51,688 706,976 13,219.00 53.48| 10.00
instructions) N S| . | | —
OTHER' WAGES & RELATED COSTS il P R ; I T A RN
11.00 |Contract labor (see 1,573,591 0 1,573,591 50,622.00[ 31,09| 11.00
instructions)
12.00 |contract management and 0 0 0 0.00 0.00| 12.00
administrative services
13.00 |Contract labor: Physician-Part 0 0 0 0.00 0.00, 13.00
A - Administrative
14.00 |Home office salaries & 1,477,300 0 1,477,300 21,861.00 67.58| 14.00
wage-related costs
15.00 |Home office: Physician Part A 0 0 0 0.00 0.00| 15.00
- Administrative
16.00 [Home office and Contract 0 0 0 0.00] 0.00| 16.00
Phys1c1ans Part A - Teach1ng
17.00 |wage-related costs (core) wkst 10,571,629 0 17.00
S$-3, Part IV line 24
18.00 wage—re]ated costs (other)wkst 2,069 0 18.00
S-3, Part IV line 25 _ o | _ R I =
19.00 |Exciuded areas 576,002 0 576,002 19.00
20.00 |Non-physician anesthetist Part 0 0 0 20.00
A
21.00 |Non-physician anesthetist Part 0 0 0 21.00
B
22.00 [Physician Part A - 0 0 0 22.00
Administrative
22.01 |physician Part A - Teaching 0 0 0 22.01
23.00 |physician Part B 0 0 0 23.00
24.00 |wage-related costs (RHC/FQHC) 0 0 0 24.00
25.00 |Interns & residents (in an 63,286 0 63,286 J 25.00
lapproved program) . _ e — . - L ~
[OVERHEAD COSTS - DIRECT SALARIES L E e e P e G e ST N e
26.00 |Employee Benefits | 4.00] —13? 467 277,303 139,836 0.00 0.00| 26.00
27.00 |Administrative & General 5.00 10,727,944 -1,142,718 9,585,226 276,443,001 34,67 27.00
28.00 |Administrative & General under 2,102 0 2,102 17.00! 123.65| 28.00
contract (see inst.)
29.00 |Maintenance & Repairs 6.00 0 0 D 0.00 0.00( 29.00
30.00 |operation of Plant 7.00 1,692,528 0 1,692,528 67,783.00 24.97| 30.00
31.00 |Laundry & Linen Service 8.00 12,681 0 12,681 1,011.00 12.54| 31.00
32.00 |Housekeeping 9.00 1,169,521 4] 1,169,521 88,259.00 13.25| 32.00
33.00 |Housekeeping under contract 0 0 0 0.00 0.00] 33.00
(see instructions)

34,00 |Dietary 10. 00| 1,119,752 (0] 1,119,752 75,807.00 14,77 34.00
35,00 |Dietary under contract (see 0 ] 0 0.00 0.00/ 35.00
instructions) |
36.00 |cafeteria 11.00 0 0 0 0.00 0.00;36.00
37.00 [maintenance of Personnel 12.00 0 0 ; 0.00 0.00] 37.00
38.00 [Nursing Administration 13.00 801,516 0 801,516 17,280.00] 46,38 38.00
39.00 |central Services and Supply 14.00 235,171 0 235,171 0.00 0.00! 9.00
40.00 | Pharmacy 15.00 1,430,289 102 1.430.391 39,295.00 36,40/ 40.00
41.00 |Medical Records & Medical 16.00 465,786 801,205 1,266,991 53,907.00 23.50( 41.00

Records Library

Provider CCN: 140049

To

Period:
From 05/01/2012 | Part II

[ worksheet s-3

04/30/2013 | pate/Time Prepared:
| 9/27/2013 12:31 pm

MCRIF32 - 3.23.147.0




Health Financial Systems WEST SUBURBAN HOSP MED CTR In Lieu of Form CMS-2552-10
HOSPITAL WAGE INDEX INFORMATION provider CCN: 140049 |pPeriod: worksheet S-3
From 05/01/2012 | Part II )
To  04/30/2013 Ba‘r:e/‘nme Prepared:
9/27/2013 12:31 pn

42.00 |social service 17.00 0 0|
43.00 |other General Service 18.00 0 0]

MCRIF32 - 3.23.147.0



pealth Financial Systems ; WEST SUBURBAN HOSP MED CTR In Lieu of Form ¢M§-2552-10

HOSPITAL WAGE INDEX INFORMATION Provider CCN: 140049 |Period: worksheet S-3

From 05/01/2012 | Part III

To  04/30/2013 | pate/Time Prepared:
9/27/2013 12:31 pm

PNy 25 2

1.00 |Net salaries (see 53,693,677 1.00
instructions) -

2.00 |Excluded area salaries (see 3,036,595 51, GBS 3,088,283 103,979.00 29,700 2.00
instructions)

3.00 |subtotal salaries (line 1 50,657,082 -51, 688 50,605,394 1,605,649.00 31.52) 3.00
minus Tine 2)

4.00 |subtotal other wages & related 3,050,891 0 3,050,891 72,483.00 42.09| 4.00
costs (see inst.) | )

5.00 |sSubtotal wage-related costs 10,573,698 0 10,573,698 0.00 20.89, 5.00
(see inst.)

6.00 |Total (sum of lines 3 thru 5) 64,281,671 -51,6G88 64,229,983 1,678,132.00 38.27| 6.00

7.00 |[Total overhead cost (see 17,519,823 -64,108 17,455,715 619, 802.00 28.16/ 7.00
instructions)

MCRIF32 - 3,23.147.0



Health Financial Systems WEST SUBURBAN HOSP MED CTR

Tn Lieu of Form CMS-2552-10

HOSPITAL WAGE RELATED COSTS Provider CCN: 140049 |Period:

From 05/01/2012

| worksheet S-3
Part Iv

B/??/ZOlS 12:3

To 04/30/2013 Date/Time Prep%red
bpm_

SwN R

Par’d a - Core. List
RETIREMENT COST

401K Emp1oyer contnbutwns

Tax Sheltered Annuity (TSA) Employer Contribution
Nonqualified Defined Benefit Plan Cost (see instructions)
Qua'['lﬁed Deﬁned Beneﬁt P"Ian cost (see 1nstruct1ons)

401K/TSA P1an Adm';mstrat‘ron fees
Legal/Accounting/Management Fees-Pension Plan
Employee Managed Care Program Admi nistration Fees

HEALTH AND INSURANCE COST

Prescription Drug Plan
pDental, Hearing and vision Plan
Life Insurance (If employee is owner or beneficiary)

Accident Insurance (If employee is owner or beneficiary) 126 081
Disability Insurance (If employee is owner or beneficiary) 171,858
Long-Term Care Insurance (If employee is owner or beneficiary) 0
'Workers' Compensation Insurance 406,153
Retirement Health Care Cost (Only current year, not the extraordinary accrual required by FASB 106. 0
Non cumulative portion) e - o
TARES SR -4 s s e A R L U e AL =T 3 e I CEE T SR 1= R
FICA-Employers Portion (:lnly 3,699,562
Medicare Taxes - Employers Portion only 0
Unemployment Insurance 0
State or Federa] Unemp1oyment Taxes — 517,678
OTHER : SRS R =
Executive Deferred Compensatwn (other' Than Retdrement Cost Reported on lines 1 through 4 above (see 0
instructions))

Day Care Cost and Allowances 6,143
Tuition Reimbursement 141,325
Total wage Related cost (Sum of Tines 1 -23) 10 571 629
Part B - Other than Core Related Cost AR TR [y ST P RS S s IR A b e O RO AR SrA o At S L /i
OTHER WAGE RELATED COSTS (SPECIFY) | 2.069

W
(=
o

~Noywn
o
o

MCRIF32 - 3.23.147.0



Health Financial Systems WEST SUBURBAN HOSP MED CTR . In Lieu of Form cMs-2552-10
HOSPITAL CONTRACT LABOR AND BENEFIT COST Provider CCN: 140049 |Period: worksheet S-3

From 05/01/2012 | Part v

To  04/30/2013 | bate/Time Prepared:
9/2?/201;_ 12:31 pm

; 3 'contrar.t 'Labur Bene1-‘-_
1.00 Tota1 facility's contract labor and benefit cost 1,578,487 11 ?12 987 1.00
2.00 |Hospital 1,577,623 11,182,978 2.00
3.00 |[Subprovider - IPF 3.00
4.00 |Subprovider - IRF 4.00
5.00 |Subprovider - (Other) 0 0| 5.00
6.00 |Swing Beds - SNF 0 0| 6.00
7.00 |[Swing Beds - NF 0 0| 7.00
8.00 |[Hospital-Based SNF 864 30,009| 8.00
9.00 |Hospital-Based NF 9.00
10.00 |Hospital-Based OLTC 10.00
11.00 |Hospital-Based HHA 11.00
12.00 |separately Certified ASC 12.00
13.00 |Hospital-Based Hospice 13.00
14.00 [Hospital-Based Health Clinic RHC 14.00
15.00 |[Hospital-Based Health Clinic FQHC 15.00
16.00 [Hospital-Based-CMHC 16.00
17.00 |Renal Dialysis 0 0| 17.00
18.00 |other 0] 0| 18.00

MCRIF32 - 3.23.147.0



Health Financial Systems

WEST SUBURBAN HOSP MED CTR

In Lieu of Form CMS-2552-10

PROSPECTIVE PAYMENT FOR SNF STATISTICAL DATA Provider CCN: 140049 |period: worksheet S-7
From 05/01/2012
\To 04/30/2013 | pate/Time Prepared:
_________ = ﬁ . SN . . o o 9/27/2013 12:31 pm
| Wy { ;
(SIS T et Flla U VL) LR S (S T R VIR S 1 oI i RS £ ey S G Sl e g - = i __i_"_dﬁ_ 200 | SRR
1.00 |1f this facility contains a hospital-based SNF, were all patients under managed care N 1.00
or was there no Medicare utilization? Enter "¥" for yes in column 1 and do not
complete the rest of this worksheet.
2.00 |poes this hospital have an agreement under either section 1883 or section 1913 for N 2.00
swing beds? Enter "Y" for yes or "N" for no in column 1. 1f yes, enter the agreement
date (mm/dd/yyyy) in column 2. N I R -
Group ["7SNF Days |swing Bed SNF|Total (sum of
il a2 S O Wiat T8 e A S A L1 e J 2 SE D Hl e
! L8l tr il 2 SRS At SNSRI S VT R A P T T N e Sl b AVl S5
3.00 RUX 4 0 4| 3.00
4.00 RUL 30 0 30| 4.00
5.00 RVX 0 0 0| 5.00
6.00 RVL 28 0 28| 6.00
7.00 RHX 0 0 0, 7.00
8.00 RHL ' 0 0 0| 8.00
9.00 RMX 0 0 0| 9.00
10.00 RML 0 0 0| 10.00
11.00 RLX 0 0 0| 11.00
12.00 RUC 849 0 849( 12.00
13.00 RUB 995 0 995! 13.00
14.00 RUA 3,406 0 3,406| 14.00
15.00 RVC 524 0 524| 15.00
16.00 RVB 503 0 503| 16.00
17.00 RVA 1,561 0 1,561| 17.00
18.00 RHC 52 0 52| 18.00
19.00 RHB 24 0 24| 19.00
20.00 RHA 166 0 166| 20.00
21.00 RMC 36 0 36| 21.00
22.00 RMB 50 0 50| 22.00
23.00 RMA 240 0 240| 23.00
24.00 RLB 0 0 0| 24.00
25.00 RLA 0 0 0| 25.00
26.00 ES3 0 0 0| 26.00
27.00 ES2 0 0 0| 27.00
28.00 ESl Q 0 0| 28.00
29.00 HE2 0 0 0| 29.00
30.00 HE1l 0 0 0| 30.00
31.00 HD2 0 0 0| 31.00
32.00 HD1 1 0 1| 32.00
33.00 HC2 0 0 0| 33.00
34.00 HC1 17 0 17| 34.00
35.00 | HB2 0 0 0| 35.00
36.00 B . — HBL 22 of 22| 36:00—
37.00 LE2 0 0 0| 37.00
38.00 LE1l 0 0 0| 38.00
39.00 LD2 0 0 0| 39.00
40.00 LDl 2 0 2| 40.00
41.00 LC2 0 0 0| 41.00
42.00 LCl 6 0 6| 42.00
43.00 LB2 0 0 0| 43.00
44,00 LBl 3 0 3| 44.00
45.00 CE2 0 U. 0| 45.00
46.00 CE1 4] 0| 0| 46.00
47.00 cD2 4] 0 0| 47.00
48.00 cDl 2 0 2| 48.00
49.00 cc2 0 o] 0| 49.00
50.00 ccl 5 0 5| 50.00
51.00 CB2 0 0 0| 51.00
52.00 CB1 14 0 14| 52.00
53.00 CA2 0 0 0| 53.00
54.00 cal 16 0 16| 54.00
55.00 SE3 0 0l 0| 55.00
56.00 SE2 0 ol 0| 56.00
57.00 SE1 (¢] 0 0| 57.00
58.00 SSC 4] 0 0| 58.00
59,00 SSB 0 0 0| 59.00
60.00 SSA 0 0 0| 60.00
61.00 IB2 0 0 0| 61.00
62.00 181 0 0 0| 62.00
63.00 IA2 0 0 0| 63.00
64.00 IAl 0 0 0| 64.00
65.00 BB2 0 0 0| 65.00
66.00 BBl 0 0 0| 66.00
67.00 BA2 0 [l 0| 67.00
68.00 BAL 0 0i 0| 68.00

MCRIF32 - 3.23.147.0



Health Financial Systems WEST SUBURBAN HOSP MED CTR In Lieu of Form CMS-2552-10

PROSPECTIVE PAYMENT FOR SNF STATISTICAL DATA pProvider CCN: 140049 |period: worksheet S-7

From 05/01/2012

To  04/30/2013 nata/Time Pre

'27/2013 12:31
- ='fff.’r

gared ]

) 0 0
70.00 PE1 0 0 0| 70.00
71.00 PD2 0 0| 0| 71.00
72.00 PD1 3 0 3| 72.00
73.00 PC2 0 0 0| 73:00
74.00 pcl 6 0 6| 74.00
75.00 PB2 0] 0 0| 75.00
76.00 PB1 3 0 3| 76.00
77.00 PA2 0 0 0| 77.00
78.00 PAL 17 0 17| 78.00
199.00 AAA 0 0 0/199.00

0 200.

0
203.00|Recruitment 0
204.00|Retention of employees 0

205.00|Training 0|

206.00[OTHER (SPECIFY) 0 .

207.00|Total SNF revenue (Worksheet G-2, Part I, line 7, column 3) 8,185,049 . 207 00

MCRIF32 - 3.23.147.0



Health

HOSPITAL UNCOMPENSATED AND INDIGENT CARE DATA

Financial Systems WEST SUBURBAN HOSP MED CTR In Lieu of Form CMS-2552-10

From 05/01/2012

[ Provider ccn: 140049 |Period: worksheet s-10

To 04/30/2013 pate/Time Prepared:
9/2?/2013 12 31 gm

{Unconpensated and are c ST T I AR e 650 1) o iy P R oA
| Cost to charge ratio (worksheet C, Part T line ?02 column 3 divided by Tine 202 column 8) |

_0.174620| 1.00

1.00 rksheet ¢ I
e instructions for ‘each 1ine) N P T T ey o S A A T B TR )
2.00 |Net revenue from Medicaid 20,896,720 2.00
3.00 |Did you rece1ve DSH or supplemental payments from Medicaid? Y 3.00
4.00 |If line 3 is "yes", does Tine 2 include all DSH or supplemental payments from Medicaid? N 4.00
5.00 |If line 4 is "no", then enter DSH or supplemental payments from Medicaid 1,907,175 5.00
6.00 |[Medicaid charges 185,978,642 6.00
7.00 |Medicaid cost (3ine 1 times Tline 6) 32,475,590 7.00
8.00 |Difference between net revenue and costs for Medicaid program (line 7 minus sum of Tines 2 and 5; if 9,671,695| 8.00
< zero t then enter zero) S o
Children's Health Insurance Program (SCHIP) (see instructions for each Tine) o] TINEE
9.00 |Met revenue from stand-alone SCHIP 0| 9.00
10.00 |stand-alone SCHIP charges 0| 10.00
11.00 |stand-alone SCHIP cost (line 1 times 1ine 10) 0| 11.00
12.00 |Difference between net revenue and costs for stand-alone SCHIP (line 11 minus 11ne 9; if < zero then 0| 12.00
enter zero) -
Other state or local governament indigent _care program (see instructions for each line)
13.00 |Net revenue from state or local indigent care program (Mot included on Tines 2, 5 or 9) 0| 13.00
14.00 |charges for patients covered under state or Tocal indigent care program (Not 1nc'|uded in lines 6 or 0| 14.00
10)

15.00 |state or local indigent care program cost (1ine 1 times Tine 14) 0| 15.00
16.00 |pifference between net revenue and costs for state or local indigent care program (Tine 15 minus line 0| 16.00
13; if < zero then enter zero) o . ]

Uncompensated cane (see jnstructions for each 1ine) S e =5 e . (ERIN
17.00 |private grants, donations, or endowment income restricted to fund1ng char1ty care 0| 17.00
18.00 |Government grants, appropriations or transfers for support of hospital operations 4,499,097 18.00
19.00 |Total unreimbursed cost for Medicaid , SCHIP and state and local indigent care programs (sum of lines 9,671,695| 19.00
8, 12 and 16)
e e R T Insm‘ed
S ' ] b fents
e = A e SR Iy i : ke : ; NS e 0! ZUREIY
20.00 Totaﬂ 1n1t1a1 obhgatwn of pat1ent5 approved for char‘1ty care (at fuTI 7, 828 037 446, 726 8, 274 763 20.00
charges excluding non-reimbursable cost centers) for the entire facility
21.00 |cost of initial obligation of patients approved for charity care (Tine 1 1,366,932 78,007 1,444,939| 21.00
times 1ine 20)
22.00 |partial payment by patients approved for charity care 497 0 497 22.00
23.00 Cost of char"lt care (T1ine 21 minus 1ine 22) 1,366,435 78 007 1,444, 442 23.00

AT ST ==

?’FT:(MI I‘ry‘*"r"'_d]_ 'J"’i-‘iw'l 1* 'r '“ et

1= i 4-7\"-1'» .-v‘r] A"l"“"'k “." 2 )
Does the amount in Tine 20 column 2 include charges for pat1ent days beyond a 1ength uf stay 11m‘it
imposed on patients covered by Medicaid or other indigent care program?

—25.00 1Tf Tine 24 1s “yes," charges for patient days beyond an indigent care program's tength of stay-—Himit|— —O-25-00—
26.00 |Total bad debt expense for the entire hospital complex (see instructions) 48,066,139| 26.00
27.00 |Medicare bad debts for the entire hospital complex (see instructions) 1,962,437| 27.00
28.00 |Non-medicare and Non-Reimbursable bad debt expense (line 26 minus line 27) 46,103,702| 28.00
29.00 |cost of non-Medicare bad debt expense (line 1 times line 28) 8,050,628| 29.00
30.00 |cost of non-Medicare uncompensated care (line 23 column 3 plus Tine 29) 9,495,070| 30.00
31.00 |Total unreimbursed and uncompensated care cost (line 19 plus 1line 30) 19,166,765| 31.00

MCRIF32 - 3.23.147.0



Health Financial Systems

WEST SUBURBAN HOSP MED CTR

In Lieu of Form CM5-2552-10

RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES

" Cost Center Descniption

[GENERAL SERVIGE COST CENTERS
.00 |00100|cap Rel Costs-Bldg & Fixt
00200|Cap Rel Costs-Mvbie Equip
00201| CAP REL COSTS-MVBLE EQUIP-RIVER FOR
00400|Employee Benefits
00500|Administrative & General
DO700|operation of Plant
00701| OPERATION OF PLANT-RIVER FOREST
00800| Laundry & Linen Service
00900| Housekeeping
01000|Dietary
01100 CAFETERIA
01300{Nursing Administration
01400|central Services & Supply
01500| Pharmacy
01600|mMedical Records & Library
02100/ I&R Services-Salary & Fringes Apprvd
02200 : ices-
;_I_um'_rIEN_T ROUTINE SERVICE COST CENTERS
103000|Adults & Pediatrics
03100|Intensive Care uUnit
04300|Nursery
04400[ SKILLED NURSING FACILITY )
|ANCTUUARY. SERVICE COST CENTERS
05000|operating Room
05100| Recovery Room
05200|Labor Room & Delivery Room
05300| Anesthesiology
05400|Radiology - Diagnostic
05500|Radiology - Therapeutic
03340|Gastro Intestinal Services
03630|uTtra Sound
05600|Radioisotope
05700{CT Sscan
05800|Magnetic Resonance Imaging (MRI)
05900|cardiac Catheterization
06000| Laboratory
06300|Blood Storing, Processing, & Trans.
06500|Respiratory Therapy
06600| Physical Therapy
06700|0ccupational Therapy
06800|speech Pathology
06900|Electro cardiology
07100{Medical supplies Charged to Patients
07200(Implantable Devices Chrgd to Patient
07300|Dprugs Charged to Patients
07400 RENAL DIALYSIS -
GUTPATIENT SERVICE COST. CENTERS_
09000[clinic
04950| piabetology
04951| cancer Center
09100 Emergency
(09200| observation Beds (Non-Distinct Part)

SPECIAL PURPOSE COST CENTERS
SUBTOTALS (sum of lines 1- 117)
[NONREIMBURSABLE COST CENTERS .
19000 wat F1ower coffee shop, & Canteen
19200| physicians' private Offices
07950|marketing

07951{Hospitalist

07952|rRetail Pharmacy

07953|Community Relations

07954|Physician Clinics

07955|Guest Meals

07956|catering Meals

07957|RIVER FOREST Nonreimbursable

ToTAL (sum of Tines 118-199)

Weoo~N~NUV NN

.00

190.
192.
194.
194.
194.
194.
194.04
194.05
194.06
194.07
200,00

00
00
00
01
02
03

MCRIF32 - 3.23.147.0

I&R Services-Other Prgrm Costs Apprvd

Period:
From 05/01/2012
To  04/30/2013

Provider CCN: 140049

worksheet A

Date/Time Prepared:

1 9/27/2013 12:31 pm

salaries. | Other iTotal (col. 15Rec1assfficaET_Rec]assified
- r : i co1 2) lons (See A-6) Trial Balance
' : 3 (col. 3 +-
=l .I . B #_ e e e e __Cd_1.1_ﬂ)_'__4[_.__ =<
1,00 0 R T D L QUS| SRERIS L 00T s | g
0 0 2,920,740 2,920,740| 1.00
0 0 2,801,389 2,801,389 2.00
0 0 0 ol 2.01
~137,467 10,439,163 10,301, 696 402,151 10,703,847 4.00
10,727,944 25,806,742 36,534,686 -7,271,266 29,263,420 5.00
1,692,528 4,037,878 5,730,406 -181,724 5,548,682 7.00
0 0 0 179,088 179,088 7.01
12,681 641,528 654,209 150,663 804,872| 8.00
1,169,521 517,636 1,687,157 -7,121 1,680,036 9.00
1,119,752 746,507 1,866,259 -22,431 1,843,828 10.00
0 0 0 0l 0| 11.00
801,516 58,146 859, 662 -4,078 855,584| 13.00
235,171 262,365 497,536 11,394 508,930| 14.00
1,430,289 3,205,758 4,636,047 1,433,114 3,202,933 15.00
465,786 345,158 810,944 943,218 1,754,162 16.00
4,189,252 4,189,252 0 4,189,252| 21.00
_ 0 1,014,431 _-G6,041]  1,008,390| 22.00
9,115,898 11,550,902 -361,435 11,189,467| 30.00
2,209,423 2,638,208 -180,141 2,458,067| 31.00
784,365 864,855 -44,520 820,335| 43.00
2,381,307 2,683,041  -88,536] 2,594,505] 44.00
3,812,266 7,436,711 11,248,977 —4,266,787 6,982,190| 50.00
698,323 91,900 790,223 -72,577 717,646 51.00
2,179,067 425,798 2,604,865 -209,713 2,395,152| 52.00
99,416 622,341 721,757 -145,808 575,949 53.00
2,296,354 1,609,289 3,905, 643 -267,054 3,638,589 54.00
0 0 0 0 0| 55.00
632,195 497,294 1,129,489 -163,798 965,691 55.01
572,079 123,425 695,504 -17,162 678,342 55.02
182,752 273,571 456,323 -142,996 313,327| 56.00
534,539 440,220 974,759 -9,928 964,831| 57.00
188,354 217,143 405,497 -2,552 402,945| 58,00
433,125 1,432,788 1,865,913 -799,225 1,066,688| 59,00
173,030 4,553,645 4,726,675 1,568 4,728,243| 60.00
0 798,616 798, 616 -2,932 795,684 63.00
1,071,425| 210,355 1,281,780] -53,827 1,227,953] 65.00
2,087,587 86,264 2,173,851 -13,;233 2,160, 618| 66.00
148,242 1,739 149,981 -60 149,921 67.00
153,459 -7,562 145, 897 15,140 161,037| 68.00
513,352 101,230 614,582 -12,814 601,768| 69.00
0 0 0 2,243,923 2,243,923| 71.00
0 0 0 4,095,872 4,095,872| 72.00
0 0 0 5,595,595 5,595,595| 73.00
0 405,216 405,216|  -4,792] 400,424 74.00
2,189,825 4,425,435 6,615,260 -292,946 6,322,314] 90.00
64,194 4,709 68,903 -1,846 67,057| 90.01
449,266 4,128,104 4,577,370 2,836,751 1,740,619 90.02
3,883,500 2,158,839 6,042,339 -377,793 5,664,546| 91.00
. - - - - - ]92.00
58,560,316/ 80,358,395 138,918,711 65,740]  138,984,451]118.00
7 - 5 ¥ |
50,703 64,185 114,888 0 114, 888[190.00
0 0 0 0 0[192.00
182,213 140,336 322,549 557,497 880,046 (194,00
0 0 0 0 0[194.01
282,781 677,053 959,834 -619,771 340,063 [194.02
3,111 14,834 17,945 -1, 396 16,549(194.03
136,480 6,586 143,066 -2,070 140,996(194.04
0 0 0 0 0[194.05
0 0 0 0 0[194.06
0 0 0 0 0[194.07
59,215,604 81,261,389 140,476,993 0| 140,476,993|200.00




Health Financial Systems

WEST SUBURBAN HOSP MED CTR

_ In Lieu of Form CMs-2552-10

CoSt center Descrij pt_:i_i':_n‘n

Provider CCN: 140049

Period:
From 05/01/2012
To 04/30/2013

worksheet A

pate/Time Prepared:

19/27/2013 12:31 pm _

GE"ERAL §§B?$CE CUSI_FEHIEES___““__. 2SS X A Pl 1L
1.00 |00100|cap Rel Costs-Bldg & Fixt 6,410,079 9,330,819
2.00 |00200{cap Rel Costs-Mvble Equip 4,948,654 7,750,043
2.01 |00201/CAP REL COSTS-MVBLE EQUIP-RIVER FOR 180,823 180,823
4.00 |00400|Employee Benefits -188,704 10,515,143
5.00 |00500/Administrative & General -13,855,317 15,408,103
7.00 |00700|0peration of Plant -44,939 5,503,743
7.01 |00701|OPERATION OF PLANT-RIVER FOREST 0 179,088
8.00 |00800|Laundry & Linen Service 0 804,872
9.00 |00900|Housekeeping 0 1,680,036
10.00 [01000|pietary -486,258 1,357,570
11.00 |01100| CAFETERIA 0 0
13.00 |01300|Nursing Administration 0 855,584
14.00 |01400|Central services & supply 0 508,930
15.00 |01500| Pharmacy -3,600 3,199,333
16.00 |01600|Medical Records & Library -6,052 1,748,110
21.00 |02100|I&R Services-Salary & Fringes Apprvd 0| 4,189,252
22.00 02200 I&R Services-Other Prgrm Costs Apprvd -35,107] 973,283
[TNPATIENT ROUTINE SERVICE COST CENTERS D PG e RS :
30.00 503000 Adults & Pediatrics -1,523,267 9 666, ,200(
31.00 (D3100|Intensive Care uUnit -65,714 2,392,353
43,00 |04300|Nursery 0 820,335
44.00 |04400(SKILLED NURSING FACLLITY 14,646 2,579,859|
ANGILLARY SERVICE COST CENTERS 1 o e, ey )
50.00 |05000] Operating Room -397,262 6,584,928
51.00 [05100|{Recovery Room 0 717,646
52.00 [05200|Labor Room & Delivery Room 0 2,395,152
53.00 |05300|Anesthesiology -397,223 178,726
54.00 |05400|Radiology - Diagnostic -96,234 3,542,355
55.00 |05500|Radiology - Therapeutic 0 0
55.01 |03340|Gastro Intestinal Services -15,467 950,224
55.02 [03630{ultra Sound 0 678,342
56.00 |05600(Radioisotope 0 313,327
57.00 |05700|CT Scan 0 964,831
58.00 |05800{Magnetic Resonance Imaging (MRI) 0 402,945
59.00 |05900|cardiac catheterization 0 1,066,688
60.00 |06000|Laboratory 0 4,728,243
63.00 |06300|Blood Storing, Processing, & Trans. 0 795,684
65.00 |06500|Respiratory Therapy -9,835 1,218,118
66.00 |06600{Physical Therapy 0 2,160,618
67.00 106700/ 0ccupational Therapy ] I 149,921
68.00 |06800|speech pathology 0 161,037
69.00 |06900|Electro cardiology -51,905 549,863
71.00 |07100{Medical supplies Charged to Patients 0 2,243,923
72.00 |07200! Implantable Devices Chrgd to Patient 0 4,095,872
73.00 |07300|Dprugs charged to Patients 0 5,595,595
74.00 |07400|RENAL DIALYSIS U 0 400,424
(OUTPATIENT SERVICE COST CENTERS A e 2 L
90.00 [09000|Clinic -3,862,184 2,460,130
90.01 |04950|Diabetology -1,107 65,950
90.02 |04951|Cancer Center 0 1,740,619
91.00 (09100| Emergency -1,310,904 4,353,642
92.00 {09200| observation Beds (Non-Distinct part) - o e
SPECTAL 'PURPOSE COST CENTERS . S Tpc v SRS PRI s
118.00 isuaromLs (sum of lines _1—&?_)___ | -10,826,169] 128,158,282
INONREIMBURSABLE COST CENTERS WU SN e e R
190.00{19000|Gifr, Flower, cCoffee Shop, & Canteen 0 114,888
192.00|19200| Pphysicians' Private offices 0 0
194.00/07950|Marketing 0 880,046
194.01|07951|Hospitalist 0 0
194.02|07952|Retail Pharmacy 0 340,063
194.03({07953| Community Relations 0 16, 549|
194.04:07954| physician Clinics 0 140,996
194,05/07955|Guest Meals 0 0
194.06/07956|Catering Meals 0 0
194.07/07957| RIVER FOREST Nonreimbursable 0 0
200.00 TOTAL (sum of Tines 118-199) -10,826,169 129,650,824

MCRIF32 - 3.23.147.0
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Health Financial Systems WEST SUBURBAN HOSP MED CTR ) _In Lieu of Form €Ms-2552-10
COST CENTERS USED IN COST REPORT Provider CCN: 140049 |Period: worksheet Non-CMS W
From 05/01/2012 .
To 04/30/2013 | pate/Time Prege]tr'ed:

e — . S | R __19/27/2013
Cost Center .Descr‘lption ] Do R _ J "M Coder || ‘Standard Label For
A USRS - ST : cE § Non-st:aqda.rd Codes
TP e e e e 2 L g v VS SIS LR TN TN HErRO0EE F = St
GENERAL SERVICE €OST CENTERS fy e = ! I T AT L Rl N 2 i Ak
1.00 |cap Rel Costs-Bldg & Fixt | 00100 1.00
2.00 |Cap Rel Costs-Mvble Equip | 00200 2.00
2.01 |CAP REL COSTS-MVBLE EQUIP-RIVER FOR 00201 2.01
4,00 |Employee Benefits 00400 4.00
5.00 |Administrative & General 00500 5.00
7.00 |operation of Plant 00700 7.00
7.01 |OPERATION OF PLANT-RIVER FOREST 00701 7.01
8.00 |Laundry & Linen Service 00800 8.00
9.00 |Housekeeping 00900 9.00
10.00 |Dietary 01000 10.00
11.00 |CAFETERIA 01100 11.00
13.00 |Nursing Administration 01300 13.00
14.00 | central Services & Supply 01400 14.00
15.00 !Pharmacy 01500 15.00
16.00 |Medical Records & Library | 01600 16.00
21.00 |I&R Services-salary & Fringes Apprvd 02100 21.00
22.00 |1&R services-Other Prgrm Costs Apprvd _ L —— — | 02200 - I || 22.00
'INPATIENT ROUTINE SERVICE COST CENTERS = I R oAl TS T I A ) |
30.00 |Adults & Pediatrics 03000 30.00
31.00 |Intensive Care Unit 03100 31.00
43,00 |Nursery 04300 43.00
44.00 |SKILLED NURSING FACILITY ] I . | 04400 = 44.00
IANCILLARY SERVICE COST CENTERS S O T o ey o R el IR ) be 4y SR
50.00 |Operating Room 05000 50.00
51.00 |Recovery Room 05100 51.00
52.00 |Labor Room & Delivery Room 05200 52.00
53.00 |Anesthesiology 05300 53.00
54.00 |Radiology - Diagnostic 05400 54.00
55.00 |Radiology - Therapeutic 05500 55.00
55.01 |Gastro Intestinal Services 03340 55.01
55.02 |Ultra Sound 03630 55.02
56.00 |Radioisotope 05600 56.00
57.00 |CT Scan 05700 57.00
58.00 |Magnetic Resonance Imaging (MRI) 05800 58.00
59.00 |cardiac catheterization 05900 59.00
60.00 |Laboratory 06000 60.00
63.00 |Blood Storing, Processing, & Trans. 06300 63.00
65.00 |Respiratory Therapy ~ . _ o 06500 65.00
66.00 |Physical Therapy 06600 66.00
67.00 |occupational Therapy 06700 67.00
68.00 |Sspeech Pathology 06800 68.00
69.00 |Electro cardiology 06900 69.00
71.00 |Medical supplies charged to Patients 07100 71.00
72.00 |Implantable Devices chrgd to Patient 07200 72.00
73.00 |Drugs charged to Patients 07300 73.00
74.00 |RENAL DIALYSIS o | or400 | 17400
( \TIENT SERVICE COST CENTERS. ' . . &= ... AT EP T [ 03 AL \P T sl Sl A et o TR
90.00 [clinic 09000 90.00
90.01 |Diabetology 04950 90.01
90.02 |cCancer Center 04951 90.02
91.00 |Emergency 09100 91.00
92.00 |Observation Beds (Non-bistinct part) S | 0900 | | 92.00
|SPECTAL PURPOSE COST CENTERS = J : Tz S S ]
118,00/ SUBTOTALS (sum of lines 1-117) - 1 [ - l118.00
INONREIMBURSABLE COST' CENTERS' TR0, G e L s L DT o e e A e e Sk e P W1 1
190.00|G1 ft, F'Iower, coffee shop, & canteen 19000 190.00
192.00|Physicians' Private offices 19200 192.00
194.00|Marketing 07950 194.00
194.01|Hospitalist 07951 | 194.01
194.02|Retail Pharmacy 07952 194.02
194.03| Community Relations | 07953 194.03
194,04/ Physician Clinics 07954 194,04
194,05|Guest Meals 07955 194.05
194.06|catering Meals 07956 194.06
194.07|RIVER FOREST Nonreimbursable 07957 184.07
200.00| TOTAL (sum of lines 118-199) 200.00

MCRIF32 - 3.23.147.0



Health Financial Systems WEST SUBURBAN HOSP MED CTR . In Lieu of Form CMS-2552-10 -

RECLASSIFICATIONS provider CCN: 140049 |Period: worksheet A-6

From 05/01/2012

To  04/30/2013 | pate/Time Prepared:
27/2013 12:31 pm

1.00 ap Rel Costs-Bldg & Fixt 1.00 0 1.00
2.00 [cap Rel Costs-Mvble Equip 2.00 0 2,00

TOTALS 0

B REN TS U LEAGES S | bV [0 o e ! R VO S0 1S NI LI o s S LV S AN G
1.00 |Ccap Rel Costs-Bldg & Fixt 1.00 0 273,574 1.00
2.00 |cap Rel Costs-Mvble Equip 2.00 0 378,534 2.00
3.00 |Laboratory 60.00 0 4,025 3.00
4.00 0.00 0 0 4,00
5.00 0.00 0 0 5.00
6.00 0.00 0 0 6.00
7.00 0.00 0 0 7.00
8.00 0.00 0 0 8.00
9.00 0.00 0 il 9.00
10.00 0.00 0 0 10.00
11.00 0.00 0 0 11.00
12.00 0.00 0 0 12.00
13.00 0.00 0 0 13.00
14.00 0.00 0 0 14.00
15.00 0.00 0 0 15.00
16.00 0.00 0 0 16.00
17.00 0.00 0 0 17.00
18.00 0.00 0 0 18.00
19.00 0.00 0 0 19.00
20.00 0.00 0 0 20.00
21.00 0.00 0 0 21.00
22.00 0,00 0 0 22.00
23.00 0.00 0 0 23.00
24.00 0.00 0 0 24.00
25.00 0.00 0 0 25.00
26.00 0.00 0 0 26.00
27.00 0.00 0 0 27.00
28.00 0.00 0 0 28.00
29.00 0.00 0 0 29.00

133
1.00 1.00
1.00 0 5,595,595 1.00
—2:00———— 0.00| 0 o —_ ——2.00

3.00 0.00 0 o 3.00
4.00 0.00 0 0 4.00
5.00 0.00 0 0 5.00
6.00 0.00 0 0 6.00
7.00 0.00 0l 0 7.00
8.00 0.00 0 0 8.00
9.00 0.00 0 0 9.00
10.00 0.00 0 0 10.00
11.00 0.00 0 0 11.00
12.00 0.00 0 0 12.00
13.00 0.00 0 0 13.00
14.00 0.00 0 0 14.00
15.00 0.00 0 0 15.00
16.00 0.00 0 0 16.00
17.00 0.00 0 0 17.00
18.00 0.00 0 0 18.00
19.00 0.00 0 0 19.00
20.00 0.00 0 0 20.00
21.00 0.00 0 0 21.00
22.00 0.00 0 0 22.00
23.00 0.00 0 0 23.00
24.00 0.00 0 0 24.00
25.00 0.00 0 0 25.00
26.00 0.00 0 0 26.00
27.00 0.00 0 0| 27.00
28.00 0.00 0 0 28.00
29.00 0.00] 0 0 29.00
30.00 0.00 0 0 30.00
31.00 | o 0.00 0 0 31.00

TOTALS 0 5,595,595

MCRIF32 - 3.23.147.0



Health Financial Systems

WEST SUBURBAN HOSP MED CTR

In Lieu of Form CMS-2552-10

RECLASSIFICATIONS

Provider CCN: 140049

[Period:

From 05/01/2012
To  04/30/2013

worksheet A-6

pate/Time Prepared:

__.9/27/2013 12:31 pm_

_Increases
1. 8.00 o o 1.00
2 Clinic 90.00 2.00
3.00 0.00 3.00
4.00 0.00 4,00
5.00 0.00 5.00
6.00 0.00 6.00
7.00 0.00 7.00
8.00 0.00 8.00
9.00 0.00 9.00
10.00 0.00 10.00
11.00 0.00 11.00
12.00 0.00 12.00
13.00 0.00 13.00
14.00 0.00 14.00
15.00 0,00 15.00
16.00 0.00 16.00
17.00 0.00 17.00
18.00 0,00 18.00
19.00 - ~0.00 19.00
CHARGEABLE SUPPLIES i AT [S=aes TEeT

1.00 Med1ca1 supplies charged to 71.00 1.00

Patients
2.00 |central Services & Supply 14,00 0 17,478 2.00
3.00 |physical Therapy 66.00 0 621 3.00
4.00 |Speech pathology 68.00 0 15,699 4.00
5.00 [|Physician Clinics 194,04 0 289 5.00
6.00 0,00 0 0 6.00
7.00 0.00 0 0 7.00
8.00 0.00 0 0] 8.00
9.00 0.00 0 0 9.00
10.00 0.00 0 0 10.00
11.00 0.00| 0 0 11.00
12.00 0.00! 0 0 12.00
13.00 0.00 0 0 13.00
14.00 0.00 0 0 14.00
15.00 0.00 0 0 15.00
16.00 0.00 a 0 16.00
17.00 0.00 0 0 17.00
18.00 — _— o.opl. o 0 . I _18.00
19.00 0.00 0| 0 19.00
20.00 0.00 0 0 20.00
21.00 0.00 0 0 21.00
22.00 0.00 0 0 22.00
23.00 0.00 0 0 23.00
24.00 0.00 0 0 24.00
25.00 0.00 0 0 25.00
26.00 0.00 0 0 26.00
27.00 0.00 0 0 27.00
28.00 0.00 0 0 28.00
29.00 0.00 0 0 29.00
30.00 0.00 0 0 30.00
31.00 0.00 0 0 31.00
32.00 0.00 0 0 32.00
33.00 0.00 0 0 33.00
34.00 0.00 0 0 34.00
35.00 | 1 o0.00 o 0 35.00

TOTALS T ] o 2,78, 010 -

G = IMPLANTABLE DEVICE. = | FEE RN . ' =]
1.00 (Implantable pevices chrgd to 72.00 0 4,095,8?2 1.00

Patient
2.00 0.00 0 0 2.00
3.00 0.00 0 0 3.00
4.00 0.00 4] 0 4.00
5.00 0.00 o] 0 5.00
6.00 | ] ~0.00 o 0 6.00

TOTALS B | 0 4,095,872 - .

= TRANSCRIPTION FEES ] ==Y R ; ) v S

1.00 Me_d'lca'l_Rechs & Library ;’7 16 .00 0 0 077 1.00

TOTALS 0] 30, 077

MCRIF32 - 3.23.147.0



Health Financial Systems

WEST SUBURBAN HOSP MED CTR

In Lieu of Form €M5-2552-10

RECLASSIFICATIONS

Provider CCN: 140049

Period: worksheet A-6

From 05/01/2012

To  04/30/2013 | pate/Time Prepared:
9/27/2013 12:31

e e e e

ol \'.”_”,r .'d
: Employee Benefits
2.00 |Pharmacy
3.00 edical Records & Library
4.00 |operating Room 0
5.00 [Emergency 0
6.00 [|marketin o 06, 368,
m—i 763, 340)
ORI =R T o TN AL
1.00 135,778 43,310
TOTALS 135,778 43,310
500.00 [Grand Total: Increases 1,278,498 18,683,441

MCRIF32 - 3.23.147.0




WEST SUBURBAN HOSP MED CTR

In Lieu of Form CMS-2552-10

RECLASSIFICATIONS

Provider CCN: 140049

period:

worksheet A-6

From 05/01/2012

To

04/30/2013 | pate/Time Prepared:
12:31 pm

] X Decr‘eases I : i
_Cost Center . Salary other  wks

Fais (e | ey, 6 00 155 - 8.00: e ) T e e e e e P e

AV DEPRECIA‘TION N AR RIS E 2 Fa TOLE ST ) R A e e o e B
1,00 |administrative & General | 5.00 l 3,422,953 9 1.00
2.00 - 0,000 o o 9 2.00

ToTALS ) R e VI Y R S ——

B - RENTS LEASES D S, SO : TR a [ Y SRR U
1.00 |Employee Benefits 4,00 o} 3,062 10 1.00
2.00 |Aadministrative & General 5.00 0 291,839 10 2.00
3.00 |operation of Plant 7.00 0 2,503 0 3.00
4.00 |Housekeeping 9.00 0 559 0 4.00
5.00 |Dietary 10,00 0 20,835 0 5.00
6.00 |Mursing Administration 13.00 0 3,793 0 6.00
7.00 Icentral Services & Supply 14.00 0 5,884| 0} 7.00
8.00 |Pharmacy 15.00 0 1,118 0 8.00
9,00 |Medical Records & Library 16.00 0 3,751 0 9.00
10.00 |T&R Services-Other Prgrm 22.00 0 3,889 0 10.00

Costs Apprvd
11.00 |adults & pediatrics 30.00 0 6,951 0 11.00
12.00 [fntensive Care uUnit 31.00 0 2,503 0 12.00
13.00 ([Mursery 43.00 0 558 0 13.00
14.00 |SKILLED NURSING FACILITY 44,00 0 2,486 0 14.00
15.00 |operating Room 50. 00 0 188,610 0 15.00
16.00 |Labar Room & Delivery Room 52.00 0 4,447 ol 16.00
17.00 |radiology - Diagnostic 54.00 0 43,019 0 17.00
18.00 |Gastro Intestinal Services 55.01 0 2,503 0] 18.00
19.00 |Respiratory Therapy 0 15,649 0 19.00
20.00 |Physical Therapy 0 1,434 0 20.00
21.00 |speech pathology 0 559 0 21.00
22.00 |Electro cardiology 0 4,530 0 22.00
23.00 [Clinic 0 24,107 0 23.00
24.00 |piabetology 0 1,844 0 24.00
25.00 |[cancer Center 0 4,093 0 25.00
26.00 |[Emergency 0 13,028 0 26.00
27.00 |marketing 0 559 0 27.00
28.00 |Community Relations 0 75 0 28.00
29.00 |Physician Clinics - - 0 1,944 0] 29.00

[TOTALS 0 656,133

\C = PROPERTY TAXES s L AT (D ey '-‘*’-'Pi"'wlr'.'“.’ =
1.00 |Administrative & Genera1 o - 0 1 647 ,068| o 1.00

TofALS | . 0 1= 647@!__ |

D= CHARGEABLE DRUGS TSl R R P e LY vl
1.00 |Employee Benefits 4.00 oL 12,789 o R — 1.00
2.00 |administrative & General 5.00 0 2,425 0 2.00
3.00 |operation of Plant 7.00 0 18 0 3.00
4.00 |Nursing Administration 13.00 0 275 0 4.00
5.00 |Pharmacy 15.00 0 1,417,392 0 5.00
6.00 |adults & Pediatrics 30.00 0 70,647 0 6.00
7.00 |Intensive Care Unit 31.00 0 30,068 0 7.00
8.00 |Nursery 43.00 0 1,959 0 8.00
9.00 |[SKILLED NURSING FACILITY 44.00 0 4,582 0 9.00
10.00 [operating Room 50.00 0 64,104 0 10.00
11.00 [Recovery Room 51.00 0 6,290 0 11.00
12.00 [Labor Room & Delivery Room 52.00 0 30,432 0 12.00
13.00 |Aanesthesiology 53.00 0 53,084 0 13.00
14.00 jRadiology - Diagnostic 54. 00! 0 3,203 0 14,00
15.00 |Gastro Intestinal Services 55.01 0 9,620 0 15.00
16.00 Ultra Sound 55.02 0 1,041 0 16.00
17.00 [Radioisotope 56.00 0 139,614 0 17.00
18.00 (T Scan 57.00 0 1,172 0 18.00
19.00 [Magnetic Resonance Imaging 58.00 0 1,700 0 19.00

(MRI)
20.00 |cardiac Catheterization 59.00 0 2,073 0 20.00
21.00 |Laboratory 60.00 0 160 0 21.00
22.00 |Blood Storing, Processing, & 63.00 0 2,177 0 22.00

Trans.
23.00 |Respiratory Therapy 65 .00 0 2,500 1] 23.00
24.00 |physical Therapy 66.00 0 37 0 24.00
25.00 |Electro cardiology 69.00 0 319 0 25.00
26.00 |RENAL DIALYSIS 74.00 0 2,357 0 26.00
27.00 |clinic 90.00 4] 205,351 0 27.00
28.00 |cancer Center 90.02 0 2,802,522 0 28.00
29.00 |Emergency 91.00 0 108,005 0 29.00
30.00 |Retail Pharmacy 194.02 0 619,264 0 30.00
31.00 |physician Clinics ] 194044 o a8 0 31.00

TOTALS 0 5,595,595 |

MCRIF32 - 3.23.147.0



Health Financial systems

WEST SUBURBAN HOSP MED CTR

In Lieu of Form CMS-2552-10

RECLASSIFICATIONS

Provider CCN

1 140049

Period: worksheet A-6
From 05/01/2012
To 04/30/2013 | bate/Time Prepared:

___19/27/2013 12:31 pm _

e o b _ Decreases: i Bt A L e ; ]
cost center i N ety SalAnyai e ‘othen  wkst. A-7 ref.l :
=t WES ST 63 000 S WEZ G UIL S 8.00 ~ 9100 100 10..00; | ; et a] i
E - LAUNDRY LINEN . = b T ; T G A (R e R Vo R ) |
1.00 iAdministrative & General 5.00 0 765 0 1.00
2.00 [Central Services & Supply 14.00 0 200 0 2.00
3.00 [I&R Services-Other Prgrm 22,00 0 2,084 0 3.00
Casts Apprvd
4,00 |adults & pediatrics 30.00 0 15,191 0 4.00
5.00 |Intensive Care Unit 31.00 0 4,517 0| 5.00
6.00 {SKILLED NURSING FACILITY 44,00 0 1,587 0 6.00
7.00 |operating Room 50.00 0 99,640 0] 7.00
8.00 |rRecovery Room 51.00 0 10 0 8.00
9.00 |Labor Room & Delivery Room 52.00 0 677 0 9.00
10.00 [Radinlagy - niagnostic 54.00 0 4,718 0 10.00
11.00 |Gastro Intestinal Services 55.01 0 2 0 11.00
12.00 |ultra Sound 55.02 0 10 0 12.00
13.00 |cardiac Catheterization 59.00 0 416 0 13.00
14.00 |Laboratory 60.00 0 1,470 0 14.00
15.00 |Physical Therapy 66.00 0] 12,383 0 15.00
16.00 |Electro cardiology 69.00 0 1,617 0 16.00
17.00 |[RENAL DIALYSIS 74.00 0 2 0 17.00
18.00 [cancer Center 90.02 0 5,441 0 18.00
19.00 [Emergency - . 91.00] 0 353 Y 19.00
TotaLs = o 151,083 I —
F - CHARGEABLE SUPPLIES . IR s oAl o e RO W KL % i L
1.00 Employee Benefits 4,00 o] 586 0 1.00
2.00 jAdministrative & General 5.00 ol 158 0 2.00
3.00 |operation of Plant 7.00 0 115 0 3.00
4.00 |Housekeeping 9.00 0 6,562 0 4.00
5.00 |pietary 10.00 0 1,596 8] 5.00
6.00 |Mursing Administration 13.00 0 10 0 6.00
7.00 |pharmacy 15.00 0 14,706 0 7.00
8.00 |I&R Services-Other Prgrm 22.00 0 68 0 8.00
Costs Apprvd
9.00 |Adults & Pediatrics 30.00 0 268,646 0 9.00
10.00 |Intensive Care unit 31.00 0] 143,053 0 10.00
11.00 [Mursery 43,00 0 42,002 0 11.00
12.00 |SKILLED NURSING FACILITY 44,00 0 79,881 0 12.00
13.00 |operating Room 50.00 0 687,302 0 13.00
14.00 |[Recovery Room 51,00 0 66,277 0 14.00
15.00 {Labor Room & Delivery Room 52.00 0 174,157 0 15.00
16.00 |Anesthesiology 53.00 0 92,350 0 16,00
17,00 |radialogy - Diagnostic 54.00 0 105;3§§& 0 . 17.00
18.00 |Gastro Intestinal Services 55.01! 0 130,218 0 18.00
19.00 (ultra Sound 55.02 0 16,111 o] 19.00
20.00 [Radioisotope 56.00 0 3,382 0 20.00
21.00 |CT Scan 57.00 0 8,756 0 21.00
22.00 |Magnetic Resonance Imaging 58.00 0 852 0 22.00
(MRI)
23.00 |cardiac Catheterization 59.00 a 69,500 0 23.00
24.00 [Laboratory 60.00 0 827 0 24.00
25.00 [Blood storing, Processing, & 63.00 ] 755 0 25.00
Trans.
26.00 |[Respiratory Therapy 65.00 0 35,678 D 26.00
27.00 |0ccupational Therapy 67.00 0 60| 0 27.00
28.00 |Electro cardiology 69.00 0 6,348 0 28.00
29,00 |[RENAL DIALYSIS 74.00 0 2,433 0 29.00
30.00 |Clinic 90.00 0 31,795 0 30.00
31.00 |piabetology 90,01 0 2 0 31.00
32.00 |[cancer Center 90.02 0 24,695 0 32.00
33.00 |Emergency 91.00 0 260,933 0 33.00
34,00 |retail Pharmacy 194.02 0 507 1] 34.00
35.00 |Community Relations | 194,03 I 1,321 I 35.00
totaLs | . — o 22mso10l |
G - IMPLANTABLE DEVICE [ = = B AR L S = 2
1.00 |operating Room 50.00| 0 3,235,025 0 1.00
2.00 |Anesthesiology 53.00 0 374 0 2.00
3,00 |radiology - Diagnostic 54.00 0 79,669 0 3.00
4,00 |Gastro Intestinal Services 55.01 0 21,455 0 4.00
5.00 |cardiac Catheterization 59.00 0 727,236 0 5.00
6.00 |clinic B 90.00] o 32,113 0 6.00
TOTALS - - — ol 4,095,872 ) I —
R ANS G T ONURE Eov s By (et e s v B SR ' SN e
1.00 |radiology - Diagnostic ____54,00] B _j%____ 1.00
TOTALS | 0

MCRIF32 - 3.23.147.0



Health Financial Systems WEST SUBURBAN HOSP MED CTR In Lieu of Form CMs-2552-10
RECLASSIFICATIONS Provider CCN: 140049 |Perio worlisheet A-6

From 05/01/2012
To 04/30/2013

Date!Time Prepared:
9/27,/2013 1

If’ A N
1.00 763, 340 0 1.00
2.00 0 0 2.00
3.00 0 0 3.00
4,00 0 0 4,00
5.00 0 0 5.00
6.00 0 6.00
3 .- S L L f ¥ ) e ¥ b i :ﬁ M. " i
1.00 oge .0 135,778 43,310 _..0 1.00
[TOTALS 135,778 43,310
500.00 |Grand Total: Decreases 1,278,496 18,683.441 500.00

MCRIF32 - 3.23.147.0



Health Financial Systems

WEST SUBURBAN HO5P MED CTR

In Lieu of Form cmM5-2552-10

RECLASSIFICATIONS

Provider CCN: 140049

worksheet A-6
Non-CMS worksheet
pate/Time Prepared:
| 9/27/2013 12:31 pm_

Perjod:
From 05/01/2012
To 04/30/2013

N, A Incrr.' : Tl
. 'cost:e'e'nt'er. Salary. :
ik s EF g NS ~8.00! G
A - DEPRECIA __- s il BT, P IRLr
1.00 |cap Rel Costs- B]dg Fixt 1.00 0 ! 0 1.00
2.00 |cap Rel Costs-Mvble Equip _2.00 I | ) o _D.00 0 2.00
[TOTALS S| — . O[TOTALS - ] L 0
{8 -~ RENTS LEASES G T T AR At s e WA N oy e B
1.00 |cap rel Costs-Bldg & Fixt 1..00! Oemployee Benefits 4.00 o 1.00
2.00 |cap Rel Costs-Mvble Equip 2.00 Oladministrative & General 5. 00 0 2.00
3.00 (Laboratory G0, 00 Oloperation of Plant 7.00 0 3.00
4.00 0.00 O|Housekeeping 9.00 0 4.00
5.00 0.00 Olpietary 10.00 0 5.00
6.00 0.00 OlNursing Administration 13.00 Dl 6.00
7.00 n.no Olcentral services & Supply 14.00 0| 7.00
8.00 0.00 Olpharmacy 15.00 0 8.00
9.00 0.00] OiMedical Records & Library 16.00 0l 9.00
10.00 0. 00 0jT&R Services-other Prgrm 22.00 0/ 10.00
| Costs Apprvd |
11.00 0.00 Oladults & Pediatrics 30.00 o 11.00
12.00 0.00 O|Intensive Care uUnit 31.00 0] 12.00
13.00 0.00 O|Nursery 43,00 0] 13.00
14.00 0.00 O|SKILLED NURSING FACILITY 44.00 0| 14.00
15.00 0.00 Oloperating Room 50.00 0] 15.00
16.00 0.00 OlLabor Room & Delivery Room 52.00 0| 16.00
17.00 0.00 Olradiology - Diagnostic 54.00 0 17.00
18.00 0.00 OlGastro Intestinal Services 55.01 Dj 18.00
19.00 0.00 O|Respiratory Therapy 65.00 0] 19.00
20.00 0.00 O|Physical Therapy 66.00 0] 20.00
21.00 0.00 O|speech Pathology 68.00 0| 21.00
22.00 0.00 OlElectro cardiology 69.00 0| 22.00
23.00 0.00 0lclinic 90,00 0| 23.00
24.00 0.00 0ipiabetology 90.01 0| 24.00
25.00 0.00 Olcancer Center 90.02 0| 25.00
26.00 0.00 OiEmergency 91.00 0| 26.00
27.00 0.00 0Marketing 194.00 0 27.00
28.00 0.00 O|community Relations 194.03 0l 28.00
29.00 - 0.00] __Olphysician clinics 1 194,04 0 29.00
0 0
R TR el
1.00 — — 0JAc 0 1.00
- ~ 0 0
1.00 Drugs. charged to patients _73.00 - Q]Emjﬂ uy_ee_B_Eﬂ_ef:{ts _4.00 0 1.00
2.00 0.00] Oladministrative & General 5.00 of 2.00
3.00 0.00 Olpperation of Plant 7.00 o 3.00
4.00 0.00 O[Nursing Administration 13.00 0 4.00
5.00 0.00 OjPharmacy 15.00 0l 5.00
6.00 0.00 Oladults & pediatrics 30.00 0 6.00
7.00 0.00 OjIntensive Care unit 31.00 of 7.00
8.00 0.00 O|Nursery 43,00 0 8.00
9.00 0,00 0ISKILLED NURSING FACILITY 44.00 0 9.00
10.00 0.00 Oloperating Room 50.00 0| 10.00
11.00 0.00 O|Recovery Room 51.00 0| 11.00
12.00 0.00 OlLabor Room & Delivery Room 52.00 0} 12.00
13.00 0.00 Olanesthesiology 53.00 af 13.00
14.00 0.00 OjRadiology - Diagnostic 54.00 al 14.00
15.00 0.00 Olcastro Intestinal Services 55.01 0] 15.00
16.00 0.00 Oiultra sound 55.02 0 16.00
17.00 0.00 Olradioisotope 56.00 0f 17.00
18.00 0.00 0|CT Scan 57.00 0f 18.00
19.00 0.00 OMagnetic Resonance Imaging 58.00 0l 19.00
(MRI)
20.00 0.00 Olcardiac Catheterization 59.00 0] 20.00
21.00 0.00 OlLaboratory 60.00 0/ 21.00
22.00 0.00 Olglood Storing, Processing, & 63.00 0] 22.00
Trans.
23.00 | 0.00 O|Respiratory Therapy 65.00 0] 23.00
24.00 0.00 Olrhysical Therapy 66.00 0| 24.00
25.00 0.00 0lElectro cardiology 69.00 0f 25.00
26.00 0.00 O/RENAL DIALYSIS 74.00 0 26.00
27.00 0.00 Olclinic 90.00 0 27.00
28.00 0.00 Ojcancer Center 90.02 0| 28.00
29.00 0.00 O|Emergency 91.00 o0l 29.00
30.00 | 0.00 Olretail pPharmacy 194.02 0] 30.00
31.00 | — | ~0.00 ~_ Ophysician Clinics 194.04 0 31.00
TOTALS D{TOTALS 0

MCRIF32 - 3.23.147.0



Health Financial Systems

WEST SUBURBAN HOSP MED CTR

In Lieu of Form CMS-2552-10

RECLASSIFICATIONS

Provider CCN: 140049

. Increase

Period: | worksheet A-6
From 05/01/2012 | Non-CMS Worksheet

04/30/2013 ‘ pate/Time Prepared:

. iCost center

_e---.,wuoav JLINEN
1.00 |Laundry & Linen Service
2,00 |Clinic
3

TOTALS

al supplies charged to
Patients

2.00 |central Services & Supply
3.00 |(Physical Therapy

4.00 |speech Pathology

5.00 [pPhysician Clinics
6
7
8

TOTALS
G - IMPLANTABLE DEVICE =
1.00 Implantable Devices chrgd to

Patient

2,00

3.00

4.00

5.00

6.00 - R
TOTALS

MCRIF32 - 3.23.147.0

=R=2=]

RGEABLE SUPPLTES

Lo o T B o R e [ Y e e
o000 CcCcoo
coocooco =

o9
S S
cocoocoocoboconoeo

|
=R =N=lallaNalloNololNeleNoRoRe)

ocoo
coo

COoO0O0OOoe0Do

lcoocoocooocoocooooec

[N e NNl

| T "7 1s8/27/2013 12:31 pm
sl A pecreases: e | M v
.. COSt Center = Line # salary’ |
ELA GO0 S DORGeat] g.00.
administrative & General 5.00{ 0| 1.00
central Services & Supply 14.00 0| 2.00
1&R Services-Other Prgrm 22.00 0 3.00
costs Apprvd
adults & Pediatrics 30.00 0| 4.00
Intensive Care Unit 31.00 0| 5.00
SKILLED NURSING FACILITY 44.00 0 6.00
Operating Room 50.00 0| 7.00
Recovery Room 51.00 0 8.00
Labor Room & Delivery Room 52.00 0| 9.00
Radiology - Diagnhostic 54.00! 0| 10.00
Gastro Intestinal Services 55.01 0| 11.00
ultra Sound 55.02 0 12.00
cardiac Catheterization 59.00 0| 13.00
Laboratory 60,00 0| 14.00
pPhysical Therapy 66.00 0| 15.00
Electro cardiology 69.00 0| 16.00
RENAL DIALYSIS 74.00 0| 17.00
Cancer Center 90.02 0| 18.00
Emergency 91,000 0] 19.00
TOTALS - - - 0
- |
EmpTloyee Benefits 4.00 0| 1.00
Administrative & General 5.00 0| 2.00
operation of Plant 7.00 0| 3.00
Housekeeping 9.00 0| 4.00
Dietary 10.00 0 5.00
Nursing Administration 13. 00 0f 6.00
Pharmacy 15,00 0 7.00
I&R Services-Other Prgrm 22.00 0| 8.00
Costs Apprvd
Adults & pediatrics 30.00 0| 9.00
Intensive care unit 31.00 0| 10.00
Nursery 43.00 0| 11.00
SKILLED NURSING FACILITY 44,00 0 12.00
Operating Room 50. 00| 0| 13.00
Recovery Raom 51.00 0| 14.00
Labor Room & Delivery Room 52.00 0| 15.00
anesthesiolagy 53.00f 0 16.00
Radiology - Diagnostic 54.00 0| 17.00
Gastro Intestinal Services 55.01 0 18.00
ultra Sound 55.02 0| 19.00
Radioisotope 56.00 0| 20.00
CT Scan 57.00 0| 21.00
Magnetic Resonance Imaging 58.00 0| 22.00
(MRI)
cardiac Catheterization 59.00 0| 23.00
Laboratory 60.00 0| 24.00
Blood Storing, Processing, & 63.00 0| 25.00
Trans.
Respiratory Therapy 65.00 0| 26.00
Occupational Therapy 67.00 0 27.00
Electro cardiology 69.00 0| 28.00
RENAL DIALYSIS 74.00 0/ 29.00
Clinic 90.00 0| 30.00
Diabetology 90.01 0| 31.00
Cancer Center 90.02 0] 32.00
Emergency 91.00 0| 33.00
Retail Pharmacy 194.02 0| 34.00
Community Relations 194.03] 0] 35.00
ToTALS R 0
Operating Room 50.00 o 1.00
anesthesiology 53.00 ol 2.00
Radiology - Diagnostic 54.00) 0l 3.00
Gastro Intestinal Services 55.01 0f 4.00
cardiac Catheterization 59.00 0l 5.00
IClinic ~90.00, 0] 6.00
TOTALS 0




Health Financial Systems WEST SUBURBAN HOSP MED CTR ) In Lieu of Form CMS-2552-10

RECLASSIFICATIONS Provider CCN: 140049 |period: worksheet A-6

From 05/01/2012 | Non-CMS Worksheet

To  04/30/2013 Date/'nme Pragared
013 123

Al A OD AL

ﬂ: ___m g ES 1 5 T] =
1.00 Med1ca1 “Records & % Library _Jkadio'l gy - Diagnostic
TOTALS 0[TOTALS
T O TGO ARKE 15 DE T 70 e et NN A e B 6 sy PP T W (=i il NG
1.00 |Employee Benefits 4.00 277, 303Admin'lstr‘at1ve & Genera1 1.00
2.00 |Pharmacy 15.00 102 2.00
3.00 |Medical Records & Library 16.00 801,205 3.00
4.00 |operating Room 50.00 7,894 4.00
5.00 |Emergency 91.00 4,526 5.00
6.00 |marketing o 194.00 51,688 o 6.00
TOTALS 1; 142 ?18 TGTALS
! 3 il '{E (J"J-‘.‘-."iﬁ-i;j??gﬂ '_‘L-'-E-"-\‘-' A AN e A D (o) A S T R I ctuld. e
1.00 UPERATIGN OF PLANT-RIVER 7.01 135. BOperatmn of P1ant 1.00
FOREST = N S e = E———
TOTALS 135,778|TOTALS 135,778
500.00 icrand Total: Increases 1,278,496tGr'and Total: Decreases 1,278,@( 500.00

MCRIF32 - 3.23.147.0



Health Financial Systems WEST SUBURBAN HOSP MED CTR in Lieu of Form €mMs-2552-10

RECONCILIATION OF CAPITAL COSTS CENTERS Provider CCN: 140049 |Period: worksheet A-7
From 05/01/2012 | Part I
To 04/30/2013 | pate/Time Prepared:
_____ : . = |9/27/2013 12:31
' b ; ~ Acquisitions :
e ~ Purchases .-::Bana_ﬁtion._ RSSO Tal = Dispusa'ls andi
S QDRI 400l i
PART L - ANALYSIS OF CHANGES m CAPITAL _ASSET | BALANCES S e e N ARG T T R R
1.00 |Land 0 0 0} 1.00
2.00 |Land Improvements 0 0 0| 2.00
3.00 |[Buildings and Fixtures 152,018,842 1,027,268 0} 1,027,268 0| 3.00
4.00 |Building Improvements 0 0 0 0 0| 4.00
5.00 |[Fixed Equipment 20,640,059 0 0 0 0| 5.00
6.00 |Movable Equipment 89,339,276 7,909,264 0 7,909,264 0| 6.00
7.00 [HIT designated Assets 0 0 &} 0 0| 7.00
8.00 |[subtotal (sum of lines 1-7) 266,288,918 8,936,532 0 8,936,532 0| 8.00
9.00 |Reconciling Items 0 0 0 0 0| 9.00
10.00 [7otal (line 8 minus Tine 9) — 766,288,918 8,936,532 0l 8,936,532 0| 10.00
TG, L el : _ 133 ~  Endina Ba'la.nce"" : -Fu11y i) 3
S : T AR o el i ARG 00 : A Sy :
PART I - ANALYSIS OF CHANGES IN CAPITAL ASSET BALANCES . S TAR BN A &iNE ESE et
1.00 |Land 1,930,352 0 1.00
2.00 |Land Improvements 2,360,389 0 2.00
3.00 |Buildings and Fixtures 153,046,110 0 3.00
4,00 |Building Improvements 0 0 4.00
5.00 |Fixed Equipment 20,640,059 0 5.00
6.00 |Movable Equipment 97,248,540 0 6.00
7.00 |HIT designated Assets 0 0 7.00
8.00 |subtotal (sum of lines 1-7) 275,225,450 0 8.00
9.00 |Reconciling Items 0 0 9.00
10.00 |Total (line 8 minus line 9) 275,225,450 0 10.00

MCRIF32 - 3.23.147.0



In Lieu of Form CM5-2552-10

Period worksheet A-7

From 05/31/1812 part IT

To  04/30/2013 gatefﬁme_ Preg?red:
: =

Health Financial Systems WEST SUBURBAN HOSP MED CTR
RECONCILIATION OF CAPITAL COSTS CENTERS Provider CCN: 140049

Cap Re1 Costs- B]dg & Fixt
cap Rel Costs-Mvble Equip
CAP REL COSTS-MVBLE EQUIP-RIVER FOR
'sum of 11nes 1-2)

{CILIA
cap Rel Costs-Bldg & Fixt

2.00 Ccap Rel Costs-Mvble Equip
2,01 CAP REL COSTS-MVBLE EQUIP-RIVER FOR 2,01
3.00 |Total (sum of lines 1-2) 3.00

MCRIF32 - 3.23.147.0




Health Financial Systems

WEST SUBURBAN HOSP MED CTR

In Lieu of Form tM5-2552-10

RECONCILIATION OF CAPITAL COSTS CENTERS

Cép_ﬁeT-Costs—B1dg & Fixt
Cap Rel Costs-Mvble Equip
CAP REL COSTS-MVBLE EQUIP-RIVER FOR

Cap Rel Costs-Bldg & Fixt

cap Rel Costs-Mvble Equip

CAP REL COSTS-MVBLE EQUIP-RIVER FOR
sum of lines 1-2)

Cap Rel Costs-Bldg & Fixt

Cap Rel Costs-Mvble Equip

CAP REL COSTS-MVBLE EQUIP-RIVER FOR
Total (sum of lines 1-2)

Provider CCN: 140049

155,406,
117,888,599

1,223,932

period:
From 05/01/2012 | Part III

To

worksheet A-7
04/30/2013 | pate/Time Preggt-‘ad-:
7 1 pm

9,330,819
7,750,043
180,823
17,261,685

MCRIF32 - 3.23.147.0




Health Financial Systems

WEST SUBURBAN HOSP MED CTR

In Lieu of Form €M5-2552-10

ADJUSTMENTS TO EXPENSES

9r:
10

11

12.
13.
15:
16.
17.
18.
19.
20.

21.

22.

23

24.

25.

26.

27.

27.

28.

30.

31.

.00

.00

.01

.00

.00

.00

.00

.00

.00

00
.00

.00

00

00

00

00

00

00

00

.00

00

00

00

00

01

00

00

00

Cost Center Description (Basis/Code (2)]

Investment income - Cap Rel
Costs-Bldg & Fixt (chapter 2)
Investment income - Cap Rel
costs-Mvble Equip (chapter 2)
Investment income - CAP REL
COSTS-MVBLE EQUIP-RIVER FOR
(chapter 2)

Investment income - other
(chapter 2)

Trade, quantity, and time
discounts (chapter 8)
Refunds and rebates of
expenses (chapter 8)

Rental of provider space by
suppliers (chapter 8)
Telephone services (pay
stations excluded) (chapter
2D

Television and radio service
(chapter 21)

parking lot (chapter 21)
Provider-based physician
adjustment

sale of scrap, waste, etc.
(chapter 23)

Related organization
transactions (chapter 10)
Laundry and linen service
cafeteria-employees and guests
Rental of quarters to employee
and others

sale of medical and surgical
supplies to other than
patients

sale of drugs to other than
patients

sale of medical records and
abstracts

Nursing school (tuition, fees,
books, etc.)

vending machines

Income from imposition of
interest, finance or penalty
charges (chapter 21)
Interest expense on Medicare
overpayments and borrowings to
repay Medicare overpayments
Adjustment for respiratory
therapy costs in excess of
Timitation (chapter 14)
Adjustment for physical
therapy costs in excess of
limitation (chapter 14)
utilization review -
physicians' compensation
(chapter 21)

Depreciation - Cap Rel
Costs-Bldg & Fixt
Depreciation - Cap Rel
Costs-Mvble Equip
Depreciation - CAP REL
COSTS-MVBLE EQUIP-RIVER FOR
Non-physician Anesthetist
Physicians' assistant
Adjustment for occupational
therapy costs in excess of
Jimitation (chapter 14)
Adjustment for speech
pathology costs in excess of
Timitation (chapter 14)

MCRIF32 - 3.23.147.0

!Provider CCN: 140049 |pPeriod: worksheet A-8
From 05/01/2012
To 04/30/2013 | Date/Time Prepared:
— . e | R | 9/27/2013 12:31 pm
S b (Expense. Tassification on Worksheet A= | = 7 T
i (17 : h the Amount is to be Adjusted
‘Amount ~ Cost center | Lin
AELT 0 SRS 00 e sulE
Olcap Rel Costs-Bldg & Fixt
plcap Rel Costs-Mvble Equip 2.00 0 2.00
0OlcAP REL COSTS-MVBLE 2.01 0 2.01
EQUIP-RIVER FOR
] 0.00 o 3.00
0 0.00 g 4.00
0 0.00 a 5.00
4] 0.00| 0f 6.00
0 0.00| o 7.00
0 0.00 0| 8.00
0 0.00 0 9.00
A-8-2 -7,542,959 0| 10.00
0 0.00 0| 11.00
A-8-1 -5,557,200 0| 12.00
0 0.00 0| 13.00
B -486,258bietary 10.00 0l 14.00
0 0.00 0| 15.00
0 0.00 0| 16.00
0 0.00 0| 17.00
0| M 0.00 0| 18.00
0 0.00 0) 19.00
0 0.00 0| 20,00
] 0.00 0] 21,00
0 0.00 0 22.00
A-8-3 O|Respiratory Therapy 65.00 | 23.00
A-8-3 Olphysical Therapy 66.00 24.00
O|*** Cost Center Deleted *** 114.00 25.00
A 3,615, 608/cap Rel Costs-Bldg & Fixt 1.00 91 26.00
[
A 4,695,079|cap Rel Costs-Mvble Equip 2.00 9} 27.00
0ICAP REL COSTS-MVBLE 2.01 0] 27.01
EQUIP-RIVER FOR
0|*** Cost Center Deleted *¥¥ 19.00 28.00
0 0.00 0] 29.00
A-8-3 Oloccupational Therapy 67.00 30.00
A-8-3 Olspeech pPathology 68.00 31.00
|




Health Financial Systems

~ WEST SUBURBAN HOSP MED CTR

Ih Lieu of Form CmM5-2552-10

From
To

Perio

d: worksheet A-8
05/01/2012
04/30/2013 | pate/Time Prepared:

s to b

ADJUSTMENTS TO EXPENSES Provider CCN: 140049
| To/From which the Amount i
| _ AT

Cost Centep Description Eﬂsislﬁqﬂg;é?l. _Amount |
Lo B ) 20070FEan
CAH HIT Adjustment for 0
Depreciation and Interest |
DIRECT PHONE COSTS A -112,583Administrative & General
| PBX SALARY A -124,777administrative & General
PBX BENEFITS A -18,117|employee Benefits
TELEPHONE DEPRECIATION A -8,060|cap Rel Costs-Mvble Equip
TELEVISION DEPRECIATION A -7,077|cap Rel Costs-mvble Equip
TELEVISION CABLE & SATELITE A -133,587|administrative & General
BADGE REPLACEMENT B -1,170/empTloyee Benefits
RENTAL INCOME B -144,230ladministrative & General
PCP CAP B -33,536ladministrative & General
INTEREST & PAYMENTS B 858administrative & General
MEDICAL STIPEND FEES B -25,000administrative & General
DOCUMENT REQUEST B -52iadministrative & General
TRIAL SUBPEONA B -6,052|Medical Records & Library
RESIDENT STIPENDS B -32,344[1&R Services-Other Prgrm
Costs Apprvd
MATERNAL CHILD CARE CLASSES B -8,070ladults & Pediatrics
COPY OF X-RAYS B -2,597iRadiology ~ Diagnostic
PT BELONGINGS B 200|Gastro Intestinal Services
RENTAL INCOME B -15, 667/Gastro Intestinal Services
RENTAL INCOME B -3,213|respiratory Therapy
INTEREST PAYMENTS B -117|eTectro cardiology
INTEREST PAYMENTS B -86,716|Clinic
INTEREST PAYMENTS B -1,107|piabetology
ADVERTISING A -3,778ladministrative & General
ADVERTISING A -2,763|1&R Services-Other Prgrm
Costs Apprvd
OTHER EMPLOYEE BENEFITS A ~-465Employee Benefits
OTHER EXPENSE A -73, 318 administrative & General
OTHER EXPENSE A -20,549|Radiology - Diagnostic
OTHER EXPENSE A -855|Emergency
PURCHASED SVCS A -1,000/empToyee Benefits
PURCHASED SVCS A -102,134administrative & General
PURCHASED SVCS A -44,939operation of Plant
PURCHASED SVCS A -33,322|Radiology - Diagnostic
PURCHASED SVCS o A -4, 723ETectro cardiology
PHYSICIAN RECRUITMENT A -5,219/administrative & General
PHYSICIAN INCENTIVES A -29,876/Clinic
PHYSICIAN INTERVIEW A -101jadministrative & General
| PHYSICIAN RELOCATION A -283,422administrative & General
TRAVEL A —49,89slu\dmin'istr‘at'ive & General
TRAVEL A -1,296{Radiology - Diagnostic
ALCOHOL A -1,777administrative & General
MEALS A -8,276ladministrative & General
PROPERTY TAXES A 1,635,205/|cap Rel Costs-Bldg & Fixt
DONATIONS/CONTRIBUTIONS A -15,030/administrative & General
DONATIONS/CONTRIBUTIONS A -1,289Emergency
DUES & SUBSCRIPTION A -29,432|administrative & General
DUES & SUBSCRIPTION A -2,815|clinic
LOBBYING A -30,736|administrative & General
LEGAL A -12,836/administrative & General
LEGAL A -2,500|Radiology - Diagnostic
IDPA TAX ASSESSMENT A -5,560,392|administrative & General
PENALTIES & FINES A -1,193administrative & General
NON-PATIENT BAD DEBT EXPENSE A -255,949Administrative & General
NON-PATIENT BAD DEBT EXPENSE A -4,711|radiology - Diagnostic
PURCHASED SVCS- CHICAGO MKT A -13,859Administrative & General
RIVER FOREST DEPRECIATION ADD A 180, 823|caP REL COSTS-MVBLE
|ON EQUIP-RIVER FOR
0
TOTAL (sum of Tines 1 thru 49) -10,826,169
(Transfer to worksheet A,
column 6, line 200.)

MCRIF32 - 3.23.147.0

19/27/2013 12:31 pm _
5.00 0| 33.00
5.00 0| 33.01
4,00 0| 33.02
2.00 9| 33.03
2.00 9| 33.04
5.00 0f 33.05
4.00 0| 33.06
5.00 o| 33.07
5.00 0| 33.08
5.00 0| 33.09
5.00 0| 33.10
5.00 0 33.11
16.00 0| 33.12
22.00 0| 33.13
30.00 0| 33.14
54,00 0| 33.15
55.01 0| 33.16
55.01 o| 33.17
65.00 0| 33.18
69.00 0l 33.19
90.00 0| 33.20
90.01 0| 33.21
5.00 o| 33.22
22.00 o| 33.23
4.00 0| 33.24
5.00 0| 33.25
54.00 0| 33.26
91.00 0| 33.27
4,00 0| 33.28
5.00 0| 33.29
7.00 ol 33.30
54.00 0| 33.34
®TOO[ 0] 33036
5.00 0| 33.38
90.00 0| 33.39
5.00 0| 33.40
5.00 ol 33.41
5.00 0| 33.42
54.00 0l 33.43
5.00 0| 33.44
5.00 0| 33.45
1.00 13| 33.46
5.00| 0| 33.47
91.00 0| 33.48
5.00 0l 33.49
90.00 0| 33.50
5.00 0| 33.51
5.00 0| 33.52
54,00 0| 33.53
5,00 0| 33.54
5,00 0| 33.55
5.00 0| 33.56
54,00 o| 33.57
5.00 ol 33.58
2.01 9| 33.59
0.00 0| 33.60
50.00

|




Health

Financial systems

WEST SUBURBAMN HOSP MED CTR

In Lieu of Form €Ms-2552-10

STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME

OFFICE

COSTS

provider CCN: 140049

Period:
From 05/01/2012
To 04/30/2013

0
e 1y Tt

"
-
nf
S = R T
AT

°§llﬂ§éii§i

L

worksheet A-8-1

pate/Time Prepared:
9/27/2013 12:
e

=¥

The secretary, by virtue of the authority granted under section 1814(b) (1) of the Social Security Act,

1.00 5.00ladministrative & General 0 1,
2.00 5.00/administrative & General OTHER INSURANCE 0 2.00
3.00 54.00|Radiology - Diagnostic OTHER INSURANCE 0 3.00
4.00 5.00/administrative & General AUTO INSURANCE 0 4.00
4,01 5.00ladministrative & General MALPRACTICE INSURANCE 0 4.01
4.02 4,00lEmpToyee Benefits WORKERS COMP 0 4.02
4.03 5.00/administrative & General IWORKERS COMP 0 4.03
4.04 54.00{Radiology - Diagnostic WORKERS COMP 0 4.04
4.05 5.00/administrative & General INTEREST EXPENSE 0 4,05
4.06 5.00administrative & General INTEREST EXPENSE 0 4.06
4.07 5.00/administrative & General MANAGEMENT FEE 0 4.07
4.08 5.00administrative & General MANAGEMENT FEE 0 4.08
4.09 1.00|/cap Rel Costs-Bldg & Fixt DIRECT ALLOC.-INSURANCE 12,510 4.09
4.10 2.00lcap Rel Costs-Mvble Equip DIRECT ALLOC.-INSURANCE 14,712 4,10
4.11 5.00ladministrative & General DIRECT ALLOC.-~PROF. 372,555 4.11
LIABILITY

4.12 4.00/Employee Benefits DIRECT ALLOC.-WORKERS COMP 247,628 0 4.12
4,13 1.00|cap Rel Costs-Bldg & Fixt DIRECT ALLOC.-INTEREST EXP. 969,932 0 4.13
4.14 2.00|cap Rel Costs-Mvble Equip DIRECT ALLOC.-INTEREST EXP. 254,000 0| 4.14
4.15 1.00|cap Rel Costs-Bldg & Fixt POOLED ALLOC.-CAPITAL 176,824 o 4.15
4.16 S.OBPdministrative & General POOLED ALLOC.-MGMT FEES 1,387,035 o 4.16
4.17 60.00|Laboratory GENESIS LAB 3,098,154 3,098,154 4,17
4,18 0,00 0 o 4.18
5.00 [TOTALS (sum of lines 1-4). 6,533,350 12,090,550 5.00

Transfer column 6, line 5 to

worksheet A-8, column 2,

Tine 12,

# The amounts on lines 1-4 (and subscripts as appropriate) are transferred in detail to worksheet A, column 6, Tines as
appropriate.Positive amounts increase cost and negative amounts decrease cost.For related organization or home office cost which
has not been posted to Worksheet A, columns 1 and/or 2, the amount allowable should be indicated in column 4 of this part.
e et = - — T e e R L

- il f . a =3 A . - - = ¥

0/0 = Ja1
requires that you furnish
the information requested under Part B of this worksheet.

This information is used by the Centers for Medicare and Medicaid services and its intermediaries/contractors in determining that
the costs applicable to services, facilities, and supplies furnished by organizations related to you by common ownership or
control represent reasonable costs as determined under section 1861 of the social Security Act. If you do not provide all or any
part of the request information, the cost report is considered incomplete and not acceptable for purposes of claiming
reimbursement under title XVIII.

6.00 B 0.00|VANGUARD HLTH S 100.00, 6.00

7.00 0.00 0.00, 7.00

8.00 0.00 0.00, 8.00

9.00 0.00 0.00, 9.00

10.00 0.00 0.00| 10.00

100,00 |G. other (financial or 100.00
non-financial) specify:

(1) Use the following symbols to indicate interrelationship to related organizations:

tndividual has financial interest (stockholder, partner, etc.) in both related organization and in provider.
corporation, partnership, or other organization has financial interest in provider.

provider has financial interest in corporation, partnership, or other organization.

. Director, officer, administrator, or key person of provider or relative of such person has financial interest in related

organization.
E. Individual is director, officer, administrator, or key person of provider and related organization.
ion or relative of such person has financial interest in

F. Director, officer, administrator, or key person of related organizati
provider.

0N ®m >
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Health Financial Systems . WEST SUBURBAN HOSP MED CTR In Lieu of Form €Ms-2552-10

STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME Provider CCN: 140049 |Perjod: worksheet A-8-1
OFFICE COSTS From 05/01/2012 ; o
To  04/30/2013 | pate/Time prepared:

9/27/2013 12:31 pm

1.00 -40,871 0

2.00 -9,002 0 2.00
3.00 -332 0 3.00
4,00 -4,724 0 4.00
4,01 -1,976,948 0 4.01
4.02 -415,580 0 4.02
4.03 -90 0 4.03
4.04 -12.157 0 4.04
4,05 -4,090,756 0 4,05
4.06 -116,840 0 4.06
4,07 -1,699,265 0 4.07
4.08 -625,831 0 4.08
4.09 12,510 12 4.09
4.10 14,712 12 4.10
4.11 372,555 0| 4.11
4.12 247,628 0 4,12
4.13 969,932 11 4.13
4,14 254,000 11 4.14
4,15 176,824 9 4.15
4,16 1,387,035 0 4.16
4,17 0 0 4.17
4,18 0 0 4.18
5.00 -5,557,200 5.00

# The amounts on lines 1-4 (and subscripts as appropriate) are transferred in detail to worksheet A, column 6, lines as
appropriate.Positive anmounts increase cost and negative amounts decrease cost.For related organization or home office cost which
1 and/or 2, the amount allowable should be indicated in colunn 4 of this part.

The secretary, by virtue of the authority granted under section 1814(b)(1) of the social Security Act,
the information requested under Part B of this worksheet.

requires that you furnish

This information is used by the Centers for Medicare and Medicaid Services and its intermediaries/contractors in determining that
the costs applicable to services, facilities, and supplies furnished by organizations related to you by common ownership or
control represent reasonable costs as determined under section 1861 of the Social security Act. If you do not provide all or any
part of the request information, the cost report is considered incomplete and not acceptable for purposes of claiming
reimbursement under title XVIII.

6.00 |HLTHCARE 6.00
7.00 7.00
8.00 8.00
9.00 9,00
10.00 10.00
100.00 100.00

(1) Use the following symbols to indicate interrelationship to related organizations:

. Individual has financial interest (stockholder, partner, etc.) in both related organization and in provider.

Corporation, partnership, or other organization has financial interest in provider.

provider has financial interest in corporation, partnership, or other organization.

Director, officer, administrator, or key person of provider or relative of such person has financial interest in related
organization.

E. Individual is director, officer, administrator, or key person of provider and related organization.

F. Director, officer, administrator, or key person of related organization or relative of such person has financial interest in
provider.

oONw>
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Health Financial Systems - WEST SUBURBAN HOSP MED.CTR In Lieu of Form CM$-2552-10
PROVIDER BASED PHYSICIAN ADJUSTMENT Provider CCN: 140049 |Peri worksheet A-8-2
From 05/01/2012
To 04/30/2013 | Date/Time Prepared:
9/27/2013 12: 31 pm
e

1

2 ]

3. Adults & pediatrics 1,515,197

4.00 31.00/Intensive Care Unit 103,284 17,244 86,040 177,200 441 4.00
5.00 44 ,00/SKILLED NURSING FACILITY 36,029 8,101 27,928 177,200 251 5.00
6.00 50.00|operating Room 397,262 397,262 0 0 0, 6.00
7.00 53.00Anesthesiology 397,223 397,223 0 0 0 7.00
8.00 54.00/Radiology - Diaghostic 18,770 18,770 0 0 0| 8.00
9.00 65.00|Respiratory Therapy 12,756 2,126 10,630 177,200 72| 9.00
10.00 69.00ETectro cardiology 48,540 29,073 19,467 177,200 76| 10.00
11.00 90.00icTinic 3,742,777 3,742,777 0| 0

12.00 91.00/Emergency 1,308,760 1,308,760 0

200.00 - 7,614,521 7,470,456 144, 065

Gost e

e P

Bt - [unadjusted;Reel

AL . $i] R AR ,.(JL-:,E-“_;C 2 ! R D A e i 3 42y
1.00 5.00ladmini istrative & General 0 0 0 0 0| 1.00
2.00 15.00|pharmacy 0 0 0 0 0| 2.00
3.00 30.00/adults & pediatrics 0 0 0 0 o 3.00
4.00 31.00|Intensive Care unit 37,570 1,879 0 0 0| 4.00
5.00 44 ,00|SKILLED NURSING FACILITY 21,383 1,069 0 0 0 5.00
6.00 50.00/0perating Room 0 0 0 0 0 6.00
7.00 53.00/anesthesiology 0 0 0| 0 0 7.00
8.00 54.00|Radiology - Diagnostic 0 0 0 0 of 8.00
9.00 65.00Respiratory Therapy 6,134 307 0 0 0| 9.00
10.00 69.00Electro cardiology 6,475 324 0 0 0| 10.00
11.00 90.00|Clinic 0 0 0 0 0| 11.00
12.00 91.00[Emergency 0 0 0 0 0| 12.00
200.00 71,562 3,579 0) 0 0] 200.00

1.00 5.00jadministrative & General 0 0 0 30,32

2.00 15.00Pharmacy 0 0 0 3, 600 2.00
3.00 30.00|adults & Pediatrics 0 0 0 1,515,197 3.00
4.00 31.00{Intensive Care unit 0 37,570 48,470 65,714 4.00 :
5.00 44.00[SKTLLED NURSING FACILITY o] 21,383 6,545 T4, 646 N R 010 R
6.00 50.00/operating Room 0) 0 0 397,262 6.00 '
7.00 53.00ianesthesiology 0 0 0 397,223 7.00
8.00 54.00Radiology - Diagnostic 0 o} 0 18,770 8.00
9.00 65.00|Respiratory Therapy 0 6,134 4,496 6,622 9.00
10.00 69.00[ETectro cardiology 0 6,475 12,992 42,065 10.00
11.00 90.00|Cinic 0 0 0 3,742,777 11.00
12.00 91.00Emergency 0 0 0 1,308,760 12.00
200.00 0 71,562 72,503 7,542,959 200.00

MCRIF32 - 3.23.147.0



Health Financial Systems WEST SUBURBAN HOSP MED CTR In.Ljeu of Form CMS-2552-10
COST ALLOCATION - GENERAL SERVICE COSTS Provider CCN: 140049 |Period: worksheet B

From 05/01/2012 | Part I

To 04/30/2013 | pate/Time Prepared:
9/27/2013 12:31 pm__

: R e R R W CAPTTAL RELATED cosTS e ETRAn
Cost Center Description 1 Net Expenses B'Idg & F1xt i va'le Equ1p " MVRLE . Employee
L LS WY - for Cost : : : ‘EQUIP-RIVER | ' Benefits
Allocation n FOR f
(from wkst A :
=00 ORI et e SR e ] e ap e VR e Y Do S L s ot 2
3 BB Sl L [V R0 PR 5 a7 15 OO e 2 1 D0 o 2R O DI el SO0 AR
[GENERAIMSERVATGE RGO SR GENTE RS 01 QU Ao yce 0 TP FO0 0 7o B (1 = SOV N L R b s =
1.00 [00100[cap Rel Costs-Bldg & Fixt 9,330,819 9,330,819| 1.00
2.00 |00200|cap Rel Costs-Mvble Equip 7,750,043 7,750,043 2.00
2.01 |00201|cAP REL COSTS-MVBLE EQUIP-RIVER FOR 180,823 0 180,823 2.01
4.00 |00400/EmpTloyee Benefits 10,515,143 0 0 0 10,515,143 4.00
5.00 |00500|Administrative & General 15,408,103 605,420 502,853 0| 1,706,122 5.00
7.00 100700/ operation of Plant 5,503,743 2,415,234 2,006,054 o 277,092 7.00
7.01 I00?01: OPERATION OF PLANT-RIVER FOREST 179,088 0 0| U 24,168 7.01
8.00 IOOSOOILaundry & Linen Service 804,872 31 ;27 5! 25,977| 0 2,257 8.00
9.00 |00900|Housekeeping 1,680,036 69,239 57,509 0 208,168 9.00
10.00 |01000|Dietary 1,357,570 313,156 260,103 0 199,309| 10.00
11.00 |[01100|CAFETERIA 0 0 0 0 0| 11.00
13.00 [01300|Nursing Administration 855,584 27,049 22,466 0 142,665| 13.00
14.00 |01400|central Services & Supply 508,830 113,359 94,154 0 41,859 14.00
15.00 |01500| Pharmacy 3,199,333 67,787 56,303 0 254,601| 15.00
16.00 |01600|medical Records & Library 1,748,110 13,267 11,020 0 225,517| 16.00
21.00 [02100|1&R services-salary & Fringes Apprvd 4,189,252 0 0 0 745,662| 21.00
22.00 |02200| I&R Services- -Other Prgrin Costs Apprvd | ~973,283]  149,485] 124,160 [ 0] 22.00
INPAT D ENEBSE RV GE RGOS [IRGE NTIE RS A 25 A ot e S T BT T z AN A e e
30.00 [03000[Adults & Pediatrics 9,666,200 1,182,210 981,927 0 1,622,575| 30.00
31.00 |02100|Intensive Care uUnit 2,392,353 289,378 240,354 0 393,264| 31.00
43.00 [04300|Nursery 820,335 15,031 12,485 0 139,612| 43.00
44.00 [04400| SKILLED NURSING FACILITY | 2,579,859 _ 297,353 246,977] 0 423,858| 44.00
CILLARS VICE COST CENTERS i T e Oy : T S e SO U STTITE LL L L
50.00 [05000]operating Room 6,584,928 523,226 434,584 0 679,966| 50.00
51.00 [05100|Recovery Room 717,646 0 0 4] 124,297| 51.00
52.00 |05200|Labor Room & Delivery Room 2,395,152 323,318 268,543 0 387,861| 52.00
53.00 |05300|Anesthesiology 178,726 13,065 10,852 0 17,695 53.00
54.00 |05400|Radiology - Diagnostic 3,542,355 377,232 313,323 31,557 408,737 54.00
55.00 |05500|Radiology - Therapeutic 0 0 0 0 0| 55.00
55.01 |03340|Gastro Intestinal Services 950,224 358,562 297,817 0 112,527| 55.01
55.02 |03630|ultra Sound 678,342 0 0 0 101,827| 55.02
56.00 |05600|Radioisotope 313,327 52,885 43,925 0 32,529| 56.00
57.00 |05700|CT Scan 964,831 0 0 0 95,145( 57.00
58.00 |05800|Magnetic Resonance Imaging (MRI) 402,945 0 0 0 33,526| 58.00
59.00. |05900| cardiac Catheterization 1,066,688 56,339 46,795 0 77,094| 59.00
60.00 |06000|Laboratory | 4,728,243 269,955 224,27 727 30,798] 60,00
63.00 |06300{Blood Storing, Processing, & Trans. 795,684 12,440 10,333 0 0| 63.00
65.00 |06500|Respiratory Therapy 1,218,118 64,149 53,281 0 190,707| 65.00
66.00 |06600|Physical Therapy 2,160,618 45,204 37,546 9,627 371,578| 66.00
67.00 |06700|0ccupational Therapy 149,921 0 0 0 26,386| 67.00
68.00 |06800|Speech pathology 161,037 27,490 22,833 (4] 27,315| 68.00
69.00 |06900|Electro cardiology 549,863 51,874 43,0860 7,952 91,374| 69.00
71.00 |07100|medical Supplies Charged to Patients 2,243,923 0] 0 0 0| 71.00
72.00 |07200|1mplantable Devices Chrgd to Patient 4,095,872 0 0 0 0| 72.00
73.00 |07300|prugs charged to Patients 5,595,595 0 0 0 0| 73.00
74.00 |07400|RENAL DIALYSIS e _____400, 424"_ 9,83 8,165 o 0] 74.00
OUTPATIENT SERVICE Gl COST.CENTERS. i D e b e e L et ol SE AR VSR = I
90.00 |09000[clinic 2 460 130 114,921 95,452 0 389,776| 90.00
90.01 |04950|piabetology 65,950 0 0 0 11,426| 90.01
90.02 |04951|Cancer Center l,?40.619 0 0 26,723 79,967| 90.02
91.00 |09100| Emergency 4,353,642 694,596 576,922 0 692,045| 91.00
92.00 |09200|observation Beds (Non-Distinct Part) I S | [ |- | 92.00
PECTAL PURPOSE COST CENTERS s e e S R 9 DA S R 0 VL U oA ol
ISUBTm‘Mm of lines 1-117) [ 128, 158 282\ 8,584, 3301 7,130,020  76,586] _ 10,389,305|118.00
NONREIMBURSABLE COMERS P ; - - A TR Y. ___'___ Lissea A oa il S 4 4 ___ SEARITY
190.00|19000| Gift, F1ower Coffee shop, & canteen 114,888 40,481[ 33,623' 0| 9,0251190.00
192.00[19200| Physicians' Private offices 0 646,434 536,919 0 0/192.00
194.,00/07950 Marketing 880,046 0 0 0 41,633]194.00
194.01/07951| Hospitalist 0 0 0 0 0{194.01
194,02(07952|Retail Pharmacy 340,063 0 0 727 50,333/194.02
194,03}07953| Community Relations 16,549 0 0 0 5541194.03
194.04{07954|Physician Clinics 140,996 59,574 49,481 0 24,2931194.04
194,05{07955|Guest Meals 0 0 0 0 0/194.05
194.06/07956| Catering Meals 0 0 0 0 0{194.06
194,07/07957|RIVER FOREST Nonreimbursable 0l 0 0 103,510 0/194.07
200.00 Cross Foot Adjustments 200.00
201,00 Negative Cost Centers 0 0 0 ({201.00
202,00 TOTAL (sum lines 118-201) 129,650,824 9,330,819 7,750,043 180,823 10,515,143 202.00

MCRIF32 - 3,23.147.0



Health Financial Systems

WEST SUBURBAN

HOSP MED CTR

In Lieu of Form CMs-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS -

Provider CCN: 140049

period:

worksheet B

From 05/01/2012 |Part I

To

04/30/2013 | pate/Time Prepared:
| 9/27/2013 12:31 pm

: Cost Center Description OPERATION OF Laundry & |
5 ; PLANT-RIVER |Linen Service
; SIECRES TR S | |
) ! RN WS 7,01 8.00 Eale st
GENERAL ssnv:ce cos-r csmsns TN pa L i A ]
1.00 [0D100[cap Rel Costs-Bldg & Fixt 1.00
2.00 |00200|cap Rel Costs-Mvble Equip 2.00
2.01 |00201|CAP REL COSTS-MVBLE EQUIP-RIVER FOR 2.01
4.00 |00400|Employee Benefits 4.00
5.00 |00500/Administrative & General 18,222,498 18,222,498 5.00
7.00 |00700|operation of Plant 10,202,123 1,668,414 11,870,537 | 7.00
7.01 |00701|OPERATION OF PLANT-RIVER FOREST 203,256 33,240 0 236,496 7.01
8.00 |00800[Laundry & Linen Service 864,381 141,357 58,834 0 1,064,572 8.00
9.00 [0D0D900|Housekeeping 2,014,952 329,517 130,251 0 0| 9.00
10.00 01000 pietary 2,130,138| 348,354 589,102 0 0| 10.00
11.00 |01100| CAFETERIA | 0 a 0 0 U} LL1.00
13.00 |01300{Nursing Administration 1,047,764 171,347 50,884 0 0| 13.00
14.00 |01400|central Services & Supply 758,302 124,010 213,248 0 865| 14.00
15.00 |01500|Pharmacy 3,578,024 585,136 127,520 0 0| 15.00
16.00 |[01600|Medical Records & Library 1,997,914 326,731 24,958 5] 0| 16.00
21.00 |[D2100|I&R Services-Salary & Fringes Apprvd 4,934,914 807,036 0 0 0| 21.00
22.00 |02200|1&R Services-Other Prgrm Costs Apprvd | 1,246,928 203,918 281,208 - -0 0] 22.00
INPATIENT ROUTINE SERVICE COST CENTERS : i o R S e S S TS, Telesayy
30.00 |03000|AduTts & Pediatrics 13,452,912 2,199,988 2,223,944 0 475,460 30.00
31.00 |03100|Intensive Care uUnit 3,315,349 542,179 544,372 0 101,684| 31.00
43.00 |04300(Nursery 987,463 161,486 28,276 0 ] 43.00
44.00 |04400[SKILLED NURSING FACILITY 3,548,047 580,233 559,374 0] 122,517 44.00
IANGILLARY SERVICE COST CENTERS A e e S (AL e e ; e
50.00 |05000|0perating Room 8,222,704 1,344,708 984,280 0 114,000| 50.00
51.00 |05100|Recovery Room 841,943 137,688 0 0 0| 51.00
52.00 |05200|L.abor Room & Delivery Room 3,374,874 551,913 608,218 0 5,144| 52.00
53.00 |05300|Anesthesiology 220,338 36,033 24,578 0 0| 53.00
54.00 |05400|Radiology - Diagnostic 4,673,204 764,237 709,640 41,272 58,597| 54.00
55.00 [05500{Radiology - Therapeutic 0 0 0 0 0| 55.00
55.01 |03340|Gastro Intestinal Services 1,719,130 281,140 674,519 0 17,243| 55.01
55.02 |03630|ultra Sound 780,169 127,586 0 0 0| 55.02
56.00 |05600|Radioisotope 442,666 72,392 99,486 0] 0| 56.00
57.00 [05700(CT Scan 1,059,976 173,344 o] 0 0| 57.00
58.00 |05800|Magnetic Resonance Imaging (MRI) 436,471 71,379 0 0 0| 58.00
59.00 |05900|cardiac Catheterization 1,246,916 203,916 105,984 0| 1,962 59.00
60.00 (0GO00|Laboratory 5,253,544 859,209 507,834 951 0| 60.00
63.00 [06300|BTood Storing, Processing, & Trans. 818,457 133,847 23,402 4] 0| 63.00
65.00 |06500|Respiratory Therapy 1,526,255 249,598 120,676 0 1,805| 65.00
66.00 |06600| physical Therapy _ 2,624,573 429,212 85,036 12,5911 5,498 66.00
67.00 |06700{0ccupational Therapy 176,307 28,833 0 0 0| 67.00
68.00 |0GBOO|Speech Pathology 238,675 39,032 51,713 0 0| 68.00
69.00 |06900|Electro cardiology 744,149 121, 695 97,585 10,400 852| 69.00
71.00 |07100|medical Supplies Charged to Patients 2,243,923 366,962 0 0 0| 71.00
72.00 |07200| 1mplantable Devices Chrgd to Patient 4,095,872 669,823 0 0 0| 72.00
73.00 |07300|Drugs Charged to Patients 5,595,595 915,081 vl 0 0| 73.00
74.00 |07400| RENAL DIALYSTS 418, 4zoi 68,427 18,494 R 1,789 74.00
TPATIENT SERVICE COST CENTERS DA O Fi DL e A R _
90.00 09000 Clinic I 3 060 2?9 216 186 ] 4,642| 90.00
90.01 |04950|Diabetology 77,376 0 li] 0| 90.01
90.02 |04951|Cancer Center 1,847,309 302 102 0 34,951 0| 90.02
91.00 |09100|Emergency 6,317,205 1,033,090 1,306,658 3] 152,514| 91.00
92.00 |09200|observation Beds (Non-Distinct Part) | o | | 92.00
SPECIAL PURPOSE COST CENTERS T Iv2 T R o
118.00 “[susToTALS (sum of lines 1-117) | 126,561,695 __1;'_ 717 31%| 10, 466 ZGOI 100, 165 1,064,572]118.00
INONREIMBURSABLE COST CENTERS DAT g & 2 R S|
190.00[19000]Gift, Flower, Coffee Shop. & Canteen 198,017 32 383 76 153 0 0(190.00
192.00({19200| Physicians' Private Offices 1,183,353 193,521 1,216,056 0 0(192.00
194.00[{07850|Marketing 921,679 150,728 0 0 0/194.00
194.01/07951 Hospitalist 0 0 0 0 0(194.01
194.02|07952|Retail Pharmacy 391,123 63,963 0 951 0(194.02
194.03|07953| Community Relations 17,103 2,797 0 0 01194.03
194.04107954{ Physician Clinics 274,344 44, BG5S 112,068 0 0(194.04
194,05/07955|Guest Meals 0 0 0 0 0/194.05
194.06{07956| Catering Meals 0 0 0 0 0(194.06
194.07|07957|RIVER FOREST Nonreimbursable 103,510 16,928 0 135, 380, 0(194.07
200.00 Cross Foot Adjustments 0 200.00
201.00 Negative Cost Centers 0| 0 0 0 0(201.00
202.00| TOTAL (sum Tines 118-201) 129,650,824 18,222,498 11,870,537 236,496/ 1,064,572|202.00

MCRIF32 - 3.23.147.0



Health Financial Systems

WEST SUBURBAM HOSF MED CTR

In Lieu of Form CMS-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

Provider CCN: 140049

| period:

| worksheet B

From 05/01/2012 | part I
To  04/30/2013 | pate/Time Prepared:
R _ R _ 19/27/2013 12:31 pm_
Cost Center pescription 'Housekeeping | Dietary | (CAFETERIA Nur‘s1ng . central
B LR bt 2y : - Al L T e .._'Adnﬁm at'ion _-semi'_ces-.-_-&
2 Ty pEetty e et i O TN 10.00 11,00 13.00. 14,00
GENERAL SERVICE COST CENTERS RS ORIV SRV e S R E ST S
1.00 |00100|Cap Rel Costs-Bldg & Fixt 1.00
2.00 |00200|cap Rel Costs-Mvble Equip 2.00
2.01 |00201|CAP REL COSTS-MVBLE EQUIP-RIVER FOR 2.01
4.00 |00400/Employee Benefits 4.00
5.00 [00500|Administrative & General 5.00
7.00 [00700|operation of Plant 7.00
7.01 00701/ OPERATION OF PLANT-RIVER FOREST 7.01
8.00 |00800|Laundry & Linen Service 8.00
9.00 |00900|Housekeeping 2,474,720 9.00
10.00 |01000IDietary 139,303 3,206,897 10.00
11.00 |01100| CAFETERIA 0 1,549,296 1,549,296 11.00
13.00 |01300{Nursing Administration 12,032 0 27,294 1,309,321 13.00
14.00 |01400|Central Services & Supply 50,426 0 8,008 0 1,154,859| 14.00
15.00 [01500|Pharmacy 30,154 0 48,709 0 0| 15.00
16.00 |01600|Medical Records & Library 5,802 0 43,145 o 0| 16.00
21.00 |02100|I&R Services-Salary & Fringes Apprvd 0 0 142,657 0 0| 21.00
22.00 (02200 1&R Services-Other Prgrm Costs Apprvd | 66,496 0 o 0 0] 22.00
|INPATIENT ROUTINE SERVICE COST CENTERS = =) . e AP 3 T N R S|
30.00 03000‘Adu1ts & pediatrics 525,892 829,416 310,441 468, 668 0| 30.00
31.00 03100,Intens1ve Care uUnit 128,726 97,146 75,237 102,197 0| 31.00
43.00 |04300|Nursery 6,686 0 26,710 29,284 0| 43.00
44,00 |04400| SKILLED NURSING FACILITY 132,273 372,423 81,091 147,856 0] 44.00
ANCILLARY SERVICE COST CENTERS R e T L S E SIS i S :
50.00 [05000|operating Room 232,750 0 130,088 190,033 0| 50.00
51.00 |05100|Recovery Room 0 0 23,780 26,766 0| 51.00
52.00 |05200|Labor Room & Delivery Room 143,823 0 74,204 96,293 0| 52.00
53.00 [05300|Anesthesiology 5,812 0 3,385 6,561 0| 53.00
54.00 |05400|Radiology - Diagnostic 167,806 0 78,198 0 0| 54.00
55.00 |05500|Radiology - Therapeutic 0 0 0 0 0| 55.00
55.01 |03340|Gastro Intestinal Services 159,501 0 21,528 33,659 0| 55.01
55.02 |03630/ultra Sound 0 0 19,481 0 0| 55.02
56.00 |05600|Radioisotope 23,525 0 6,223 0 0| 56.00
57.00 [05700|CT Scan 0 0 18,203 0 0| 57.00
58.00 |05800|Magnetic Resonance Imaging (MRI) 0 0 6,414 0 0| 58.00
59,00 |[05900|cardiac Catheterization 25,062 0 14,749 0 0| 59.00
60.00 |06000| Laboratory 120,086 0 5,892 0 0| 60.00
63.00 |06300/B1ood Storing, Processing, & Trans. 5,534 0 0 0 0| 63.00
65.00 [0G500|Respiratory Therapy 28,536 0 36,485 0 0| 65.00
66,00 |06600| Physical Therapy . 20,108 0 71,089 0 0| 66.00
67.00 |06700|0ccupational Therapy 0 0 5,048 0| 0| 67.00
68.00 |0D6800| speech Pathology 12,228 0 5,226 1] 0| 68.00
69.00 |06900|Electro cardiology 23,076 0 17,481 0 0| 69.00
71.00 |07100/Medical supplies Charged to Patients 0 0 0 0 408,753| 71.00
72.00 |07200| Implantable Devices Chrgd to Patient (0] 0 0 4] 746,106| 72.00
73.00 |07300|prugs charged to Patients 0 0 0 0| 73.00
74.00 [07400| RENAL DIALYSIS . 0 o o 0] 74.00
OUTPATIENT SERVICE COST CENTERS e RS N s T .
90.00 [09000[cTinic 4] 74,570 o] 0| 90.00
90.01 |04950| piabetology 0 2,186 0 0| 90.01
90.02 |04951{Cancer Center 0 15,299 0 0] 90.02
91.00 (09100 Emergency 0 132,349 208,004 0| 91.00
92.00 ngnﬂlobservatwn_@ (Non-pistinct Part) I R J ] - 92.00
SPECIAL POSE | i e (1 W R i Tl e (WAL NI= Al 2Rl
118.00[  |sus OTALS (sum of Tines 1- -117) | _?_.L.’;O_,M_l_[ _ﬂ_2.843.2§_1]— 1 525 220| 1.309,321] 1,154,859(118.00
Honnam@__s_.,\al.s COST CENTERS - = o ) EELISEE T, | el
190.00(19000[Gi ft, Flower, Coffee Shop, ‘& canteen 8,008 0 1 ?2? 0 0(190.00
192.00{19200 Phys1c1ans pPrivate Offices 0 358,616 0 0l 0[192,00
194.00{07950|Marketing D (] 7,965 0 0(194.00
194,01/07951 Hospitalist 0] 0 0 0 0(194.,01
194.02!07952|Retail Pharmacy 0 0 9,630 0 0/194.02
194.03,07953! Community Relations 0 0 106 0 0/194.03
194.04/07954| Physician Clinics 26,500 0 4,648 0 0(184.04
194.05/07955|Guest Meals 0 0 0 0 0[194.05
194.06|07956|Catering Meals 0 0 0 0 0[194.06
194.07{07957|RIVER FOREST Nonreimbursable 0 0 0 0 0[194.07
200.00 Cross Foot Adjustments 200.00
201.00 Negative Cost Centers 0 0 0 0 0[201.00
202.00 TOTAL (sum Tines 118-201) 2,474,720 3,206,897 1,549,296 1,309,321 1,154,859(202.00

MCRIF32 - 3.23.147.0



Health Financial Systems

WEST SUBURBAN HOSP MED CTR

In Lieu of Form CMS-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

Provider CCN: 140049

ey

To

INTERNS & RESIDENTS -

| Period:
From 05/01/2012 | Part I
04/30/2013 | bate/Time Prepared:

R : |
Cost Center pescription ) Pharmac:y Medical
i ; ' 1 Records & |
‘Library
2 s { 5.00 - | 16,00
[GENERAL SERVICE COST CENTERS e R s
1.00 _rU()lOO Cap ) Rel Costs-Bldg & Fixt [
2.00 |00200|cap Rel Costs-Mvbie Equip
2.01 100201/ cap REL COSTS-MVBLE EQUIP-RIVER FOR
4.00 |00400|Employee Benefits
5.00 |00500|Administrative & General
7.00 |00700|0peration of Plant |
7.01 |00701|OPERATION OF PLANT-RIVER FOREST
8.00 |NOAON|Laundry & Linen Service
9.00 [00900|Housekeeping
10.00 (01000|Dietary
11.00 |[01100{ CAFETERIA
13.00 |01300/Nursing Administration
14.00 |01400|central Services & Supply :
15.00 [01500(Pharmacy 4,369,543
16.00 |01600{Medical Records & Library 0 2,398,650
21.00 |02100|1&R Services-Salary & Fringes Apprvd ol 0
22.00 |02200{1&R Services-Other Prgrm Costs Apprvd - o 0|
INPATIENT ROUTINE SERVICE Ci Thad
30.00 |03000|Adults & Pediatrics 0 238,923
31.00 [03100|Intensive Care Unit 0 37,841
43.00 |D4300{Nursery 0 38,612
44.00 |04400| SKILLED NURSING FACILITY - 0 129,450]
IANCILLARY SERVICE COST CENTERS iy AR
50.00 |05000|0perating Room 0 264,888
51.00 |05100| Recovery Room 0 48,777
52.00 |05200|Labor Room & Delivery Room 0 119,545
53.00 |05300|Anesthesiology 0 26,859
54.00 |05400|Radiology - Diagnostic 0 92,109
55.00 |05500{Radiology - Therapeutic 0 0
55.01 |03340|Gastro Intestinal Services 0 65,827
55.02 |03630/uTtra Sound 0 38,722
56.00 |05600|(Radioisotope 0 16,743
57.00 [05700|CT Scan 0 132,270
58.00 |05800|Magnetic Resonance Imaging (MRI) 0 28,614
59.00 |05900| cardiac Catheterization 0 56,049
60.00 [0GO0O|Laboratory 0 235,490
63.00 |06300!Blood Storing, Processing, & Trans, | 0 22,605
65.00 |06500!Respiratory Therapy 0 65,117
66.00 |06600| Physical Therapy 0 53,919
67.00 |06700|0ccupational Therapy 0 5,216
68.00 |06800|speech pathology 0 3,833
69.00 |06900|Electro cardiology 0 52,517
71.00 |07100|{Medical Supplies Charged to Patients 0 86,712
72.00 |07200|Implantable Devices Chrgd to Patient 0 49,806
73.00 |07300|Drugs Charged to Patients 4,369, 543 213,639
74.00 |07400| RENAL DIALYSIS o 6,999
[DUTPATIENT SERVICE COST CENTERS i Ak ISy il
90.00 [09000/clinic of 29,589
90.01 |04950! Diabetology 0 118!
90.02 |D4951|cancer Center 0 74,592!
91.00 |09100| Emergency 0 263,269
92,00 [09200|0bservation Beds (Non-Distinet Part) | _|
'SPECIAL PURPOSE COST CENTERS . s S
118.00{ [SUBTOTALS (sum of lines 1-117) | 4,369,543 2,398, rsur_
INONRETMBURSABLE COST CENTERS = : REOSNISY !
190.00{19000|Gift, Flower, Coffee shop. & Canteen 0 0
192.00[19200|Physicians' Private Offices 0 0
194.00|07950|Marketing 0l 0|
194.01{07951|Hospitalist ol 0
194,02|07952| Retail Pharmacy 0 0
194.03|07953| Community Relations 0 0
194, 04|07954| Physician Clinics 0 0
194,05|07955| Guest Meals 0 0
194 .06|07956|Catering Meals 0 0
194.07|07957| RIVER FOREST Nonreimbursable 0 0
200.00 Cross Foot Adjustments
201.00 Negative Cost Centers 0 0
202.00 TOTAL (sum Tlines 118-201) 4,369,543 2,398,650

MCRIF32 - 3.

y & Eringes

5,884,607
oL

5,823,683
0
0

=]
|
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[ad I
N

lccococcococccoocooccooocooo

=

oo o

5,884, sﬂﬁfl_

cCooocococoos

0
5,884,607

23.147.0

worksheet B

9/27/2013 12:31 pm_

Services-Salarjservicas-other,  Subto
Pngrm CoSEs”

1,798,550

1,779,929
0
0

0. =T

___.15:62i;"”__ :

=R ol~R=1

U
0
0
0
0
0
0
0
0
0
0
0
0

1,798,55

GGDDQOOGQOODOQDDODOCOO

2,972,547
965,958
661,035

1,383,793
542,878

1,654,638

6,983,406

1,003,845

3,302,026
215,404
350,707

1,067,755

3,106, 350

5,561,607

11,093,858

3,936,853

92,334
2,274,253
9,722,120

326,288
2,951,546
1,080,372
0
465,667
20,006

462,425

255,818

0

0
129,650,824

2,028,472 1

518,502

1,798,550 124,088,702

0L
0
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Health Financial Systems

WEST SUBURBAM HOSP MED CTR

In Lieu of Form £ms-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

Cost center pescription’

}GENERJ\L SERVICE COST CENTERS
00100i Cap Rel Costs-Bldg & Fixt
.00 |00200|cap Rel Costs-Mvble Equip

.01 |00201|CAP REL COSTS-MVBLE EQUIP-RIVER FOR

.00 |00400 EmpToyee Benefits

00500\ Administrative & General
.00 |00700|operation of Plant

.01 |[00701|OPERATION OF PLANT-RIVER FOREST
.00 |00800! Laundry & Linen Service
.00 |D0Y900|Housekeeping

10.00 |[01000|Dietary

11.00 [01100! CAFETERIA

13.00 |[01300|Nursing Administration
14.00 |01400 Central Services & Supply
15.00 [D1500|Pharmacy

16.00 |01600|Medical Records & Library

WO~N~NVANNPRE
(=1
o

21.00 [02100|1&R Services-Salary & Fringes Apprvd
22.00 |02200| 1&R services-Other Prgrm Costs Apprvd

30.00 [03000[Adults & Pediatrics
31.00 |03100|Intensive Care uUnit
43.00 |D4300|Nursery

44,00 |04400|SKILLED NURSING FACTLITY

50.00 |05000/operating Room

51.00 [05100/Recovery Room

52.00 |05200|Labor Room & Delivery Room
53.00 [05300|Anesthesiology

54,00 |05400|/Radiology - Diagnostic
55.00 |05500|Radiology - Therapeutic
55.01 |03340|Gastro Intestinal Services
55.02 |03630|ultra Sound

56.00 |05600(Radioisotope

57.00 |05700{CT Scan

58.00 |05800|Magnetic Resonance Imaging (MRI)

59.00 |05900|cardiac Catheterization
60.00 |06000|Laboratory

63.00 |06300|Blood Storing, Processing, & Trans.

65.00 |06500|Respiratory Therapy
66.00 {06600|Physical Therapy
67.00 |06700|0ccupational Therapy
68.00 |06800|Speech Pathology
69.00 |06900|Electro cardiology

71.00 [07100|Medical supplies Charged to Patients
72.00 |07200/Implantable Devices Chrgd to Patient

73.00 |07300|prugs Charged to Patients
74.00 |07400| RENAL DIALYSIS

90.00 |09000|Clinic

90.01 |04950|Diabetology
90.02 |D4951|Cancer Center
91.00 |09100|Emergency

92.00 [09200|0bservation Beds (Non_[ns.t"lnct Part)

[SPECTAL PURPOSE COST |

IN?ATIEHT ROUTINE SERVICE COST CENTERS

IANCILLARY SERVICE COST CENTERS

(OUTPATIENT SERVICE COST CENTERS

SUBTOTALS (sum of hnes 1 ll?) o ____

provider CCN: 140049

Period:

| worksheet B

From 05/01/2012 | Part I
To 04/30/2013 | pate/Time Prepared:

| 9/27/2013 12:31 pm

NONREIMBURSABLE COST CENTERS

190.00[19000|Gift, Flower, Coffee shop, & Canteen

192.00|19200|Physicians' Private Offices
194.00|07950|Marketing
194.01/07951|Hospitalist
194.02/07952|Retail Pharmacy

194.03/07953| Community Relations
194.04/07954| physician Clinics
194,05/07955|Guest Meals
194,06|07956|Catering Meals
194.07|07957|RIVER FOREST Nonreimbursable

200.00 Cross Foot Adjustments
201.00 Negative Cost Centers
202.00 TOTAL (sum lines 118-201)

Intern & Total
Res'idents cost s
stepdown' i
'__&gjustments I ik |
| 25.00 26.00! N SR R s i e ERESS e ﬁ it
] - N - 1.00
| 2.00
2.01
4.00
5.00
7.00
7.01
8.00
9.00
10.00
11.00
13.00
\ 14.00
15.00
16.00
21.00
o - - - B 22.00
-7,603,612] 20,725,644 ‘ 30.00
0 4,944,731 31.00
0 1,278,517 | 43.00
I 5,573,264 - | 44.00
-79,545  11,483,451] 50.00
0 1,078,954 51.00
0 4,974,014 52.00
0 323,566 53.00
0 6,585,063 54.00
0 0 55.00
0 2,972,547 55.01
0 965,958 55.02
0 661,035 56.00
0 1,383,793 57.00
0 542,878 58.00
0 1,654,638 59.00
0 6,983,406 60.00
— 0 1,003,845 63.00
0 2,028,472 65.00
0 3,302,026 66.00
0 215,404 67.00
0 350,707 68.00
0 1,067,755 69.00
0 3,106,350 71.00
0 5,561,607 72.00
ol 11,093,858 73.00
il . 0 518,502) . 74.00
0 3,936,853 90.00
0 92,334 90.01
0l 2,274,253 90.02
ol 9,722,120 91.00
o R - | 92.00
1
=7 533 15?]_11 405 545[ - ) ~ Jr18.00
0 325.233 190.00
0 2,951,546 192.00
0 1,080,372 104.00
ol 0 194,01
0 465, 667! 194,02
0 20,006 194.03
0 462,425 194,04
0 0 194,05
0 0 194,06
0 255,618 194,07
0 0 200.00
0 0 201.00
-7,683,157| 121,967,667 202.00

MCRIF32 - 3.23.147.0



In Lieu of Form CMS-2552-10
worksheet Non-CMS W

Health Financial Systems
COST ALLOCATION STATISTICS

Provider CCN: 140049 |Period:
From 05/01/2012
To 04/30/2013 | pate/Time Prepared:

9/27/2013 12:31 pm _

Cost Center Descripti 'z : i ' statistics Statistics Description
LA PR T . Code = iz ALY
_____ SRR S RS e 1,00 T (N AR il )
GENERAL SERVICE COST CENTERS! O s SRR TER: g T :

1.00 |cap Rel Costs-Bldg & Fixt 1 Ssquare Feet 1.00
2.00 |cap Rel Costs-Mvble Equip 1 Sguare Feet 2.00
2.01 CAP REL COSTS-MVBLE EQUIP-RIVER FOR 3 SQUARE FEET 2.01
4.00 |Employee Benefits S GROSS SALARIES 4.00
5.00 |Administrative & General -5 wecum. Cost 5.00
7.00 |operation of Plant 1 Square Feet 7.00
7.01 OPERATION OF PLANT-RIVER FOREST 3 SQUARE FEET 7.01
8.00 |Laundry & Linen Service 8 Pounds of Laundry 8.00
9.00 |Housekeeping 4 ISQUARE FEET 9.00
10.00 |Dietary 10 Meals Served 10.00
11.00 |CAFETERIA S (GROSS SALARIES 11.00
13.00 |Nursing Administration 13 pDirect Nurs. Hrs. 13.00
14.00 |Central Services & Supply 14 Costed Requis. 14.00
15.00 |Pharmacy 15 Costed Requis. 15.00
16.00 |Medical Records & Library [« Gross Charges 16.00
21.00 |1&R services-Salary & Fringes Apprvd 21 nssigned Time 21.00
22.00 |I&R Services-Other Prgrm Costs Apprvd 21 nssigned Time 22.00

MCRIF32 - 3.23.147.0



Health Financial Systems

WEST SUBURBAN HOSP MED CTR

In Lieu of Form CMS-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

pProvider CCN: 140049

Cost center bescription

Directly |
‘Assigned New'
_-capital§

Perio
From 05/01/2012
To 04/30/2013

worksheet B
part IT

pate/Time Prepared:

B'Idg & Fixt

1.00

GENERAL SERVICE COST CENTERS 7 'n
1.00 |00100|cap Rel Costs-Bldg & Fixt |
2.00 |00200|cap Rel Costs-Mvble Equip |
2.01 |00201|CAP REL COSTS-MVBLE EQUIP-RIVER FOR
4,00 |D0400|Employee Benefits 0 0
5.00 |00500|Administrative & General 0 605,420|
7.00 [00700{operation of Plant 0 2,415,234
7.01 [00701|OPERATION OF PLANT-RIVER FOREST 0 0
8.00 |0D800|Laundry & Linen Service 0 31,275
9.00 |D0900|Housekeeping 0 69,239
10.00 [01000|Dietary 0 313,156
11.00 [01100|CAFETERIA 0 0
13.00 |01300|Nursing Administration 0 27,049
14.00 |D1400|Central Services & Supply 0 113,359}
15.00 |01500| Pharmacy 0 67,787
16.00 |01600|Medical Records & Library 0 13,267
21.00 |02100|I&R Services-Salary & Fringes Apprvd 0 0
22.00 |02200| &R Services-Other Prgrm Costs Apprvd 0 149,485

TNPATIENT ROUTINE SERVICE COST CENTERS 37 TR (3 DA e
30.00 (03000 Adults & pediatrics | 0 1,182,210
31.00 |03100|Intensive Care Unit 0 289,378
43,00 |04300|Nursery o] 15,031
44.00 |04400|SKILLED NURSING FACILITY o 297,353}

ANCTLLARY SERVICE COST CENTERS s R L TR Ry
50.00 [05000 Operating Room 0 523,226
51.00 [05100|Recovery Room 0 0
52.00 |05200|Labor Room & Delivery Room 0 323,318
53.00 |05300|Anesthesiology 0 13,065
54,00 |05400{Radiology - Diagnostic 0 377,232
55.00 [05500(Radiology ~ Therapeutic 0 0
55.01 |03340|Gastro Intestinal Services 0 358,562
55.02 |03630|ultra Sound 0 0
56.00 |05600|Radioisotope 0 52,885
57.00 |05700|CT Scan 0 0
58.00 |05800|Magnetic Resonance Imaging (MRI) D 0
59,00 |05900|cardiac Catheterization 0 56,339
60.00 |06G000|Laboratory 0 269,955
63.00 |06300|Blood Storing, Processing, & Trans. 0 12,440
65.00 |06500|Respiratory Therapy 0 64,149
66.00 |06600|Physical Therapy 0 45,204
67.00 |[06700|0ccupational Therapy 0 0
68.00 |06800|Speech Pathology 0 27,490
69.00 |06900|Electro cardiology 0 51,874|
71.00 |07100|Medical Supplies Charged to Patients 0 0
72.00 |07200/Implantable Devices chrgd to Patient 0 0
73.00 |07300/Drugs Charged to Patients 0 0
74.00 |07400] RENAL DIALYSIS - 0 9,831

[OUTPATIENT SERVICE COST CENTERS ) D v AN
90.00 109000|clinic 0] 114,921
90.01 |04950|piabetology 0 0
90.02 |04951|Cancer Center 0 0
91.00 {09100| Emergency 0 694,596
92.00 |09200| Observation Beds (Non- D1st1nct Part) |

[SPECTAL PURPOSE [COST CENTERS S Y Al
118.00 TSUBTOTALS (sum of Tines 1- 11?3 | 0| 8,584,33

NONREIMBURSABLE COST CENTERS D IEy i3
190.00({19000| G ft, F1ower, coffee shop, & canteen 0
192.00(19200 Phys1 cians' Private Offices 0
194.00{07950{marketing 0
194,01{07951|Hospitalist 0
194.02|07952|Retail Pharmacy 0
194.03|07953| Community Relations 0
194.04|07954| Pphysician Clinics 0
194.05/07955|Guest Meals 0
194.06/07956|Catering Meals 0
194,.07/07957|RIVER FOREST Nonreimbursable 0
200. 00 Ccross Foot Adjustments
201.00 Negative Cost Centers 0
202.00 TOTAL (sum Tines 118-201) 0 9,330,819

MCRIF32 - 3.23.147.0

cnp:cm_ REUATED COSTS
va'le Er.lum

2.00
0 0 0
502,853 0 1,108,273
2,006,054 0 4,421,288
0 0 0
25,977 0 57,252
57,509 0 126,748
260,103 0, 573,259
0 0 0
22,466 0 49,515
94,154 0 207,513
56,303 0 124,090
11,020 0 24,287
0 0 0
124,160 _ O 273,645
981,927| 0 5,164.13:7'
240,354 0 529,732
12,485 0 27,516
246,977 0l 544,330
434,584 0 957,810
0 0 0
268,543 0 591, 861
10,852 0 23,917
313,323 31,557 722,112
0 0 0
297,817 0 656,379
0 0 0
43,925 0 96,810
0 0 0
0 0 0
46,795 0 103,134
224,221 727 494,903
10,333 o 22,773
53,281 o 117,430
37,546 9,627 92,377
0 0 0
22,833 0 50,323
43,086 7,952 102,912
0 0 0
0 0 0
0 a 0
8,165] O _ 17,996
95,452 0 210,373
0 0 0
0 26,723 26,723
576,922 0 1,271,518
I 0
7,130,020 76,586 15,790,936
33,623 0 74,104
536,019 0 1,183,353
0 0 0
0 0 0
0 727 727
0 0 0
49,481 0 109,055
0 0 0
0 0 0
0 103,510 103,510
0
0 0 0
7,750,043 180, 823 17,261,685/

| 9/27/2013 12:31 pn_

00 NNV RN

OO0 Q
OCROOOKROO

w
o
o

92.00
115.00

190.00
192.00
194.00
184.01
194.02
194.03
184.04
194.05
194.06
194.07
200.00
201.00

202.00




Health Financial Systems

WEST SUBURBAN HOSP MED CTR

In {ieu of Form CMS-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

Provider CCN: 140049

Period:
From 05/01/2012
To  04/30/2013 |

worksheet B
part II

pate/Time Prepared:
| 9/27/2013 12: 31 _pm_

~ Cost Center Description Employee _'_Admimstratwe Operation of | OPERATION OF Laundry &
SR ; i3 ! : 8enef1ts ' & General Plant : PLANT-RIVER _L1nen service
. <=1 ML T FOREST : -
o : Al 4.‘00'-' g '5.00 7.00 01" 820050z
GENERAL SERVICE COST CENTERS ; R e O g
1.00 |00100|cap Rel Costs-Bldg & Fixt 1
2.00 |00200|cap Rel Costs-Mvble Equip 2.
2.01 |00201|CAP REL COSTS-MVBLE EQUIP-RIVER FOR 2.
4.00 |0D400|Employee Benefits 0 4.
5.00 |00500(Administrative & General 0 1,108,273 5.
7.00 |00700|0peration of Plant 0 101,470 4,522,758 7.
7.01 |00701|OPERATION OF PLANT-RIVER FOREST 0 2,022 0 2,022 e
8.00 |00800|Laundry & Linen Service 0 8,597 22,416 0 88,265| 8.
9.00 [0D0900|Housekeeping 0 20,041 49,627 0 0| 9.
10.00 101000 Dietary 0 21,186 224,452 0 0| 10
11.00 |01100| CAFETERIA 0 0 0 0 0| 11
13.00 |01300|Nursing Administration 0 10,421 19,387 0 0| 13
14.00 |01400|central Services & Supply 0 7,542 81,249, 0 72| 14
15.00 [01500| pharmacy 0 35,587 48,586/ 0 0| 15.
16.00 |01600|Medical Records & Library 0 19,871 9,509 0 0| 16.
21.00 |02100|I&R Services-salary & Fringes Apprvd 0 49,083 0 0 0| 21.
22.00 |02200/ 18R services-other prgrm Costs Apprvd | 0] _12,402{  107,142] S| 0] 22
INPATIENT ROUTINE SERVICE COST CENTERS. T OO IOty T LT ED T : 23
30.00 |03000|Adults & Pediatrics 0 133,808 847,342 0 39,419| 30.
31.00 |03100|Intensive Care Unit 0 32,974 207,409 ] 8,431| 31.
43.00 [04300|Nursery 0 9,821 10,773 0 0l 43
44.00 |04400|SKTLLED NURSING FACILITY R 0 35,289 213,125 0 10,158] 44
MCILLARY, SERVICE COST CENTERS DA S YR ATk TR IERUR | 5 '
50.00 [05000 Operating Room 0 81,783 375,018 0 9,452| 50.
51.00 |05100|{Recovery Room 0 8,374 0 0 0| 51.
52.00 |05200{Labor Room & Delivery Room 0 33,566 231,735 0 427( 52.
53.00 |05300|Anesthesiology 0 2,191 9,364 0 0| 53
54.00 |05400|Radiology - Diagnostic 0 46,480 270,378 353 4,858] 54.
55.00 |05500|Radiology - Therapeutic 0 0 0 0 0| 55
55.01 |03340{Gastro Intestinal Services 0 17,098 256,996 0 1,430] 55
55.02 |03630|ultra Sound 0 7,760 0 0 0| 55.
56.00 |05600|Radioisotope 0 4,403 37,905 0 0| 56.
57.00 |05700|CT Scan 0 10,543 0 0 0| 57.
58.00 |05800|Magnetic Resonance Imaging (MRI) 0 4,341 0 0 0| 58.
59.00 |05900|cardiac Catheterization 0 12,402 40,381 0 163| 59.
60.00 |06000|Laboratory 0 52,256 193,488 8 0| 60.
63.00 |06300|Blood Storing, Processing, & Trans. 0 8,140 8,916 0 0] 63
65.00 |06500|Respiratory Therapy 0 15,180 45,978 0 150 65
_ 66.00 |06600| physical Therapy — 0 26,104 32,399 108| 456| 66
67.00 |06700|0ccupational Therapy 0 1,754 0 0 0| 67
68.00 [0GBOD|Speech pathology 0 2,374 19,703 0 0| 68
69.00 [06900/Electro cardiology 0 7,401 37,180 89 71| 69.
71.00 |07100!Medical supplies Charged to Patients 0 22,318 0 0 0| 71.
72.00 |07200{Implantable Devices Chrgd to Patient 0 40,738 0 0 0| 72
73.00 |07300|prugs Charged to Patients | 01 55,654 0 0 0l 73.
74.00 |07400|RENAL DIALYSIS | ol 4,162 7,046 O] ~148| 74.
-g_grgarxsuT SERVICE COST CENTERS i R e i H VR 2 Zi% o (et
90.00 [09000|clinic 30,438 82,368 0 385 90.
90.01 |04950|Diabetology 770 0 0 0] 90
90.02 |04951|Cancer Center 18,373 0| 299 0] 90
91.00 |09100|Emergency 62,831 497,846 0 12,645| 91
92.00 |09200!0bservation Bads (Non-Distinct Part) | . B [ P
SPECIAL PURPOSE COST CENTERS ot et S A, e BB il
118. oo‘ [suBTOTALS (sum of Tines 1-1 117 - N o 1, 0?? 543| 3,987,718 857 65118,
[NONREIMBURSABLE COST CENTERS 3 : S L e T IR PNHIET S L SN Ao T,
190.00{19000 G1ft Flower, Coffee shop, & Canteen 0 1.559 29,015 0 0190,
192.00({19200| Physicians' Private offices 0 11,770 463,326 0| 0192,
194.00[07950{Marketing a 9,167 0 0 0{194.
194.01/07951|Hospitalist 0 0 Q 0 0[194.
194.02|07952|Retail Pharmacy 0 3,890 0 8 0{194.
194,03|07953|Community Relations 0 170 0 0 0[194.
194.04|07954| Physician Clinics 0 2,729 42,699 0} 01194,
194.05/07955|Guest Meals 0 0 0 0 01194,
194.06/07956|Catering Meals 0 0 0 0 (0194,
194.07/07957|RIVER FOREST Nonreimbursable 0 1,030 0 1,157 0194,
200.00 Cross Foot Adjustments 200,
201.00 Negative Cost Centers 0 4] 0 0 0201,
202.001 TOTAL (sum Tlines 118-201) 0 1,108,273 4,522,758 2,022 88,265202.

MCRIF32 - 3.23.147.0



Health Financial Systems

~ WEST SUBURBAN HOSP MED CTR

In Lieu of Form CMS-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

Provider CCN: 140049

Perio

From 05/01/2012

worksheet B
Part II

To 04/30/2013 | Date/Time Prepared:
L — - - ) - | - 9K27/2013 12:31 pm
Cost Center pescription ; HouseKeeping: Dietary | CAFETERTA Nursing central i
L) R 1 R SRR [ e Admimst at‘.'lcn services &
. : i : i =
i Sgnl g AT L el R 9,00 [ 510500/ iy 21100 13 oo S Al
{GENERAL SERVICE COST CENTERS £ S AT, I T TR o N e g A
1.00 |00100|cap Rel Costs-Bldg & Fixt 1.00
2.00 |00200|cap Rel Costs-Mvble Equip 2.00
2,01 |00201|CAP REL COSTS-MVBLE EQUIP-RIVER FOR 2.01
4.00 |00400/ Employee Benefits | 4.00
5.00 |00500| Administrative & General | 5.00
7.00 |00700|0peration of Plant 7.00
7.01 |DO701|OPERATION OF PLANT-RIVER FOREST 7.01
8.00 |0080O0|Laundry & Linen Service 8.00
9.00 [00900|Housekeeping 196,416 9.00
10.00 [01000|Dietary 11,056 829,953 10.00
11.00 |D1100|CAFETERIA 0 400,961 400,961 | | 11.00
13.00 {01300|Nursing Administration 955 0 7,064 87, 3421 13.00
14,00 [01400|cCentral services & supply 4,002 0 2,073 0| 302,451| 14.00
15.00 |01500| Pharmacy 2,393 0 12,606 ] 0| 15.00
16.00 |01600 Medical Records & Library 468 0 11,166 0 0| 16.00
21.00 |02100|1&R Services-Salary & Fringes Apprvd 0 0 36,920 0 0| 21.00
22.00 |02200( 1&R_Servi ther Prgrm Costs Apprvd | 5,278 0 o o 02200
INPATIENT ROUTINE SERVICE COST CENTERS % DAY AT R
30.00 |03000[Adults & Pediatrics 41,742 214,655 80,343 31,263 0| 30.00
31.00 |03100|Intensive Care Unit 10,217 25,142 19,472 6,817 0| 31.00
43.00 [04300|Nursery 531 0 6,913 1,953 0| 43.00
44.00 |04400| SKILLED NURSING FACILITY | 10, 493 96,384 20,986 9,863 - 0| 44.00
ANCILLARY. SERVICE COST CENTERS. =0 5P 5 2R R A
50,00 [05000 Opeérating Room 18,473 0 33,667 12,677 0| 50.00
51.00 |05100|Recovery Room 0 0 6,154 1,786 0| 51.00
52.00 |05200|Labor Room & Delivery Room 11,415 0 19,204 6,424 0| 52.00
53.00 |05300|Anesthesiology 461 0 876 438 0| 53.00
54.00 |05400|Radiotogy - Diagnostic 13,319 0 20,238 0 0| 54.00
55.00 |05500|Radiology - Therapeutic 0 0 0 0 0| 55.00
55.01 |03340|Gastro Intestinal Services 12,6549 0 5,572 2,245 0| 55.01
55.02 |03630|UTtra Sound 0 0 5,042 0 0| 55.02
56.00 |05600|Radioisotope 1,867 0 1,611 0 0| 56.00
57.00 |05700|CT Scan 0 0 4,711 0 0| 57.00
58.00 |05800|Magnetic Resonance Imaging (MRI) 0 0 1,660 0 0| 58.00
59,00 |05900|cardiac Catheterization 1,989 0 3,817 0 0| 59.00
60.00 |06000|Laboratory 9,531 0 1,525 0 0| 60.00
63.00 |06300|Blood Storing, Processing, & Trans. 439 0 0 0 0| 63.00
65.00 |06500|Respiratory Therapy 2,265 0 9,442 0 0l 65.00
_ 66.00 [06600|Physical Therapy o 1,596 0 18,398 o 0] 66.00
67.00 |06700|0ccupational Therapy 0 0 1,306 0 0| 67.00
68.00 |06800|Speech Pathology 471 0 1,352 0 0| 68.00
69.00 [06900|Electro cardiology 1,831 0 4,524 0 0| 69.00
71.00 |07100|Medical supplies Charged to Patients 0 0 0 0 107,051| 71.00
72.00 |07200| Implantable Devices chrgd to Patient 0 0 0 0 195,400| 72.00
73.00 |07300|Drugs Charged to Patients 0 0 0 0 0| 73.00
74.00 [07400|RENAL DIALYSIS - ) 347 e | S —— | S — 0l 0] 74.00
OUTPATIENT SERVICE COST CENTERS . Ay i
90.00 |09000[cTinic 19,294 0 0| 90.00
90.01 [04950|Diabetology 566) 0 0| 90.01
90.02 |04951|Cancer Center 3,959 0 0| 90.02
91.00 [09100|Emergency 34,265 13,876 0| 91.00
92.00 |09200|0bservation Beds (Mon-Distinct Part) | - NN | 92.00
SPECIAL PURPOSE COST CENTERS A AR LY Tl 7
118.00 |SUBTQI§E§_ﬁ5umIOf lines 1- 11?] _ 12,6 £ 394,731 83L353| 302,451/118.00
INONREIMBURSABLE COST CENTERS ' G My aeat I T R T
190.00{19000|6ift, Flower, Coffee Shop. & Canteen 1,429 0 447 0 (/190.00
192.00(19200| Physicians' Private offices 0 92,811 0 0 0[192.00
194.00/07950{Marketing 0 0 2,061 D! 0/194.00
194.01[07951| Hospitalist 0 ¥] 0 o 0(194,01
194.02({07952|Retail Pharmacy 0 0 2,492 0 0(194.02
194.03|07953.COmmun1ty Relations 0 0 27| 0 0[194.03
194.04/07954 | Physician Clinics 2,103 0 1,203'I 0 0(194.04
194.05/07955|Guest Meals ¢} 0 0 0 0[194.05
194.06/07956|catering Meals 0 0 0 0 0(194.06
194.07|07957| RIVER FOREST Nonreimbursable 0 0 0 0 0194.07
200,00 Cross Foot Adjustments 200.00
201.00 Negative Cost Centers 0 0 0 0 0[201.00
202.00 TOTAL (sum Tines 118-201) 196,416 829,453 400,961 87,342 302,451;202.00

MCRIF32 - 3.23.147.0




Health Finan

cial systems

WEST SUBURBAN HOSP MED CTR

In Lieu of Form CMS-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

g

00100
00200
00201
00400
00500
00700
00701
[ODRON
00300
01000
01100
01300
01400
01500
01600
02100
02200
-INFAT
03000
03100
04300
04400

Woo N~V RARNNE
[=2
(=}

GENERAL SERVICE CDST CENTERS

Provider CCN: 140049

Cap Rrel Costs- -Bldg & Fixt
cap Rel Costs-Mvble Equip
CAP REL COSTS-MVBLE EQUIP-RIVER FOR
Employee Benefits

|Administrative & General

i0peration of Plant

OPERATION OF PLANT-RIVER FOREST
Laundry & Linen Service
Housekeeping

Dietary

CAFETERIA

Nursing Administration

central Services & Supply

Pharmacy

Medical Records & Library

I&R Services-Salary & Fringes Apprvd
FTENT ROUTINE SERVICE COST Ci
iadults & pediatrics
Intensive Care uUnit
Nursery

SKILLED NURSING FACILITY

T&R services-other Prgrm Costs Apprvd |

.Phaqmacy%?

223,262

0
0
0

coooall

ANCIL
Q5000
05100
05200
05300
05400
05500
03340
03630
05600
05700
05800
05900
06000
06300
06500
06600
Q6700
06800
6900
07100
07200
07300
07400

LARY SERVICE COST CENTERS =
Operating Room

Recovery Room

Labor Room & Delivery Room
Anesthesiology

Radiology - Diagnostic

Radiology - Therapeutic

Gastro Intestinal Services
ultra Sound

Radioisotope

CT Scan

Magnetic Resonance Imaging (MRI)
cardiac Catheterization
Laboratory

Blood Storing, Processing, & Trans.
Respiratory Therapy

physical Therapy

occupational Therapy

Speech Pathology

Electro cardiology

Medical Supplies Charged to Patients
Implantable Devices chrgd to Patient
pDrugs Charged to Patients

RENAL DIALYSIS

OUTPATIENT SERVICE COST CENTERS |

09000
04950
04951
09100
09200

Clinic

Diabetology

Cancer Center

Emergency

observatjon Beds (Nun D1st1nct Part)

_TEﬁBTOTAfé (sum of 11nes 1-117)

|

coocooccocoocooo

223,26

lonooocoocoe

.00
.00
.00
.01
.02
.03
.04

119000|
19200
07950
07951
07952
07953
07954
07955
07956
7107957

G1ft F1ower, cnffee shop. & Canteen
Physicians' Private offices
Marketing

Hospitalist

Retail Pharmacy

Community Relations
physician Clinics

Guest Meals

Catering Meals

RIVER FOREST Nonreimbursable
Cross Foot Adjustments
Negative Cost Centers

ToTAL (sum 1ines 118-201)

0
223,262

o0 O o

cococ oo ool

Re ords &

INTERNS & RESIDENTS,

period:
From 05/01/2012
To 04/30/2013

worksheet B
Part IIX

pate/Time Prepared:

Medical ©

T As00 | 1600

cocoooocooc)

65,301

Services-salarservices-othar
"y & Fringes

86,003
L 398,467

86,003

86,003

Prgrm: Costs

_!.‘_ —t =i}
| X T

398,467
0 0

o__ 14

398,467

3,559,217

841,225
58,559

__941,435]

1,496,059

17,643
897,888
37,979
1,080,247
0

954,172
13,857
143,052
18,857
6,780

14, 636 963

105.964
1,751,260
11,228

0

7,117

197
157,789

0
0
105,697
484,470

0
17,261,685

MCRIF32 - 3.

23.147.0
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190.
192.
194,
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194.
194,
194,
200.
201.
202.
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Health Financial Systems

WEST SUBURBAN HOSP MED} CTR

in Lieu of Form CMS-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

Provider CCN: 140049

Period:

From 05/01/2012

To

Cost Center Description . Intern & Total
Jae Ry e T Residents (Cost '
& rost 45
Stepduwn :
1 nd1ust'ents e
bl ST Rt 2% 26.00. £iust
IGENERAL SERVICE COST CENTERS = i il Wi WL AP SNE T == it
1.00 [00100|cap Rel Costs-Bldg & Fixt
2.00 |D0200|{cap Rel Costs-Mvble Equip
2.01 |00201|CAP REL COSTS-MVBLE EQUIP-RIVER FOR
4,00 |00400 Employee Benefits
5.00 |00500|Administrative & General
7.00 |00700/operation of Plant
7.01 |00701|OPERATION OF PLANT-RIVER FOREST
8.00 |00800|Laundry & Linen Service
9.00 |00900|Housekeeping
10.00 [01000(Dietary
11.00 |01100|CAFETERIA
13.00 [01300|Nursing Administration
14.00 (01400|central Services & Supply
15.00 |01500{Pharmacy
16.00 |01600|Medical Records & Library
21.00 |D2100{T&R Services-Salary & Fringes Apprvd
22.00 02200/ 1&R services-Other Prgrm Costs Apprvd o R
I TENT ROUTINE SERVICE COST CENTERS 5] ot i iaiis
adults & pediatrics 0 3,559,217
Intensive Care uUnit 0 841,225
Nursery (i] 58,559
LLED NURSING FACILITY - 0] 941,435
A SERVICE COST CENTERS ' o L e e T
50.00 (05000, Operating Room 0 1,496,059
51.00 |0510D|Recovery Room 0 17,643
52.00 |05200|Labor Room & Delivery Room 0 897,888
53.00 |05300|Anesthesiology 0 37,979
54,00 |05400|Radiology - Diagnostic 0 1,080,247
55.00 |05500|Radiology - Therapeutic 0 0
55.01 |03340/Gastro Intestinal Services 0 954,172
55.02 [03630/ultra Sound 0 13,857
56.00 [05600|Radioisotope 0 143,052
57.00 [05700|CT Scan 0 18,857
58.00 |05800|Magnetic Resonance Imaging (MRI) 0 6,780
59,00 [05900|cardiac catheterization 0 163,413
60.00 |0G6000|Laboratory 0 758,125
63.00 [06300|81lood Storing, Processing, & Trans. o 40,884
65.00 |06500|Respiratory Therapy 0 192,219
66.00 |06600|Physical Therapy 0 172,907
67.00 |06700|0ccupational Therapy 0 3,202
68.00 |06800(Speech Pathology 0 74,827
69.00 |06900|Electro cardiology 0 155,438
71.00 |07100|Medical Supplies Charged to Patients 0 131,731
72.00 |07200|Implantable Devices Cchrgd to Patient 0 237,495
73.00 |07300|prugs Charged to Patients 0 284,735
74.00 [07400{RENAL DIALYSIS ) . 0 29,890
OUTPATIENT SERVICE COST CENTERS = 3 UG
90.00 |09000|Clinic 0 347,726
90.01 |04950|Diabetology 0 1,339
90.02 |04951|Cancer Center 0 51, 386
91.00 |09100|Emergency 0 1,924,676
92.00 |09200| observation Beds (Non-Distinct Part) I ——— ;] | -
FTALl FURFOSE €OST CENTERS SR, 3 SR A
118.00 SUBTOTALS (sum of 1ines 1- 17) - o 14,636,963 _
00| G!Ft F1ower, offee Shop, & canteen 0 106,964
192.00|19200|Physicians' Private offices 0 1,751,260
194.00|07950| Marketing 0 11,228
194.01{07951|{Hospitalist 0 0
194,02|07952|Retail Pharmacy 0 7,117
194,03[07953| Community Relations 0 1497|
194.04|07954| Physician Clinics 0 157,789
194,05/07955|Guest Meals 0 0
194.06/07956| Catering Meals 0 0
194,07/07957| RIVER FOREST Nonreimbursable 0 105,697
200.00 Cross Foot Adjustments 0 484,470
201.00 Negative Cost Centers 0 0
202.00 TOTAL (sum lines 118-201) 0 17,261,685

04/30/2013

| worksheet 8
Part IT

pate/Time Prepared:

MCRIF32 - 3.

23.147.0

Wo~N~NUVTAENNE
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Health Financial Systems

WEST SUBURBAN HOSP MED CTR

COST ALLOCATION - STATISTICAL BASIS

Cost Center Description:

i
{
|
IS
e (|

P17 000 iy <2100t v 2101y _ SA

" [GENERAL SERVICE COST CENTERS X024 BT 7 3 NV TS ol b e Foe
1.00 [00100 Cap Rel Costs- B1dg & Fixt 507,784 | |
2.00 |00200|Cap Rel Costs-Mvble Equip 507,784
2.01 [00201|CAP REL COSTS-MVBLE EQUIP-RIVER FOR 0 77,815| /
4.00 |00400|Employee Benefits 0 0 0 59,075,768
5.00 |00500|Administrative & General 32,947 32,947 0 9,585,226 -18,222,498
7.00 |00700|operation of Plant 131,437 131,437 0 1,556,750 0
7.01 |00701| OPERATION OF PLANT-RIVER FOREST 0 0 0 135,778 0
8.00 |00800|Laundry & Linen Service 1,702 1,702 0 12,681 0
9.00 |00900|Housekeeping 3,768 3,768 0 1,169,521 0
10.00 |01000|Dietary 17,042 17,042 0 1,119,752 0
11.00 |01100|CAFETERIA 0 0l 0 0
13.00 |01300|Nursing Administration 1,472 1,472 0 801,516 0
14.00 |01400|Central Services & Supply 6,169 6,169 0 235,171 0
15.00 |01500| Pharmacy 3,689 3,689 0} 1,430,391 0
16.00 |01600|Medical Records & Library 722 722 of 1,266,991 0
21.00 |02100|I&R Services-Salary & Fringes Apprvd 0 0 0 4,189,252 0
22.00 |02200|1&R Services-Other Prgrm Costs Apprvd 8,135 8,135 0 0] 0]

'INPATIENT ROUTINE SERVICE COST CENTERS e NN AR Gl T D |
30.00 |03000]Adults & Pediatrics 64,330 64,336 0 9,115,898 0
31.00 |03100|Intensive Care unit 15,748 15,748 0 2,209,423 0
43.00 |04300|Nursery 818 818 0 784,365 0
44.00 |04400/ SKILLED NURSING FACILITY 16,182 16,182 o 238137 0

IANCILLARY. SERVICE COST CENTERS. B e U, i
50.00 [05000|0perating Room 28,474 28,474 0 3,820, 160 0
51,00 [D5100|Recovery Room 0 0 0 698,323 0
52.00 |05200|Labor Room & Delivery Room 17,595 17,595 [¥] 2,179,067 0
53.00 |05300(Anesthesiology 711 711 0 99, 416 0
54.00 |05400|Radiology - Diagnostic 20,529 20,529 13,580 2,296,354 0
55.00 |05500{Radiology - Therapeutic 0 0 0 0 0
55.01 |03340|Gastro Intestinal Services 19,513 19,513 0 632,195 0
55.02 |03630|ultra Sound 0] 0 0 572,079 0
56.00 |05600|Radioisotope 2,878 2,878 0 182,752 0
57.00 |05700|CT Scan 0 0 0 534,539 0
58.00 |05800|Magnetic Resonance Imaging (MRI) 0 0 0 188,354 0
59.00 |05900|cardiac Catheterization 3,066 3,066 4] 433,125 0
60.00 06000 Laboratory 14,691 14,691 313 173,030 0
63.00 |06300|8Tood Storing, Processing, & Trans. 677 677 0 0 0
65.00 |06500| Respiratory Therapy 3,491 3,491 (W] 1,071,425 0
66.00 |06600iPhysical Therapy 2,460 2,460 4,143 2,087,587 0
67.00 |06700|occupational Therapy 0 0 0 148,242 0
68.00 |06800|Speech Pathology 1,496 1,496 0l 153,459 0
69.00 |06900|Electro cardiology 2,823 2,823 3,422 513,352 0
71.00 |07100|Medical supplies Charged to Patients 0 0 0 0 0
72.00 |07200|Implantable Devices Chrgd to Patient 0 0 0 0 0
73.00 |07300|Dprugs Charged to Patients 0 0 0 0 0
74.00 |07400|RENAL DIALYSIS 535/ 535) o 0o 0

OUTPATIENT SERVICE COST CENTERS e AL ey 5 '
90.00 [09000|cTinic 6,254 6,254 0 2,189, 825 0
90.01 |04950|piabetology 0 0 0 64,194 0
90.02 |04951| Cancer Center 0 0 11,500 449,266 0
91.00 |09100| Emergency 37,800 37,800 0 3,888,026 0
92.00 |09200|0bservation Beds (Non-Distinct Party | | . e

SPECIAL. PURPOSE COST CENTERS. = ST D W R T o) i R VM e ) e N B
118 OOF_ [SUBTOTALS Qgg@_cf Tines 1- 11?) . | 467,1@@? 45?,150| 32,958 58-3§§L?2§Lm":}§;§2§m425

INONREIMBURSABLE (COST CENTERS | T iR e e e AN T 2=
190.00|19000|Gift, Flower, Coffee Shop, & Canteen 2,203 2,203 0 50,703 0
192.00{19200| Physicians' Private Offices 35,179 35,179 0 0 0
194.00/07950! Marketing 0 0 0 233,901 0
194.01|07951 Hospitalist 0 0 0 0| 0
194,02(07952|Retail Pharmacy 0 0 313 282,?81_! 0
194.03|07953| Community Relations 0 v} 0 3,111 0
194.,04|07954 Physician Clinics 3,242 3,242| 0 136,480 0
194.05|07955| Guest Meals 0 0 0 0 0
194,06/07956|Catering Meals 0 0 0 0 0
194.07|07957 RIVER FOREST Nonreimbursable 0 0 44 544 0 0
200,00 Cross Foot Adjustments [
201.00 Negative Cost Centers |
202.00 Cost to be allocated (per wkst. B, 9,330,819 7,750,043 180,823 10.515,143|

part I)

Provider CCN: 140049

CAPITAL RELATED COSTS. 7

Period:
From 05/01/2012
To  04/30/2013

| worksheet B-1

~ 1In Lieu of Form M5-2552-10

pate/Time Prepared:

Bldg & F1xt | Mvble Equip |
(5quare Feet)!| (Square Feet)\ Eauw-ntvea
FOR

' | (SQUARE FEET)

Employes
genefits
(GROSS

|
thy
T—

19/27/2013 12:31 pm_

Reconciliation

118.

190.
192.
194.
194,
194.
194,
194.
194.
194,
194.
200.
201.
202.

.00

00

00
00
00
01
02
03
04
05
06
07
00
00
00

MCRIF32 - 3.23.147.0



Health Financial Systems WEST SUBURBAN HOSP. MED CTR In Lieu of Form cMs-2552-10
COST ALLOCATION - STATISTICAL BASIS provider CCN: 140049 |Period: ‘worksheet B-1
From 05/01/2012 o )
To 04/30/2013 | Date/Time Prepared:

2

203.00]  |unit cost multiplier (wkst. 8, Part I) |

204.00 Cost to be allocated (per wkst. B, ' o 1204.00
) Part II) !
205.00 unit cost multiplier (wkst. B, Part 0.000000| 205.00
II)

MCRIF32 - 3.23.147.0



Health Financial Systems

WEST SUBURBAN HOSP MED CTR

In Lieu of Form CMs-2552-10

COST ALLOCATION - STATISTICAL BASIS

Provider CCN: 140049

To

Perio
From 05/01/2012

worksheet B-1

iCost center Description’ “admin stranwe?f operat-lqn \of

IGENERAL SERVICE COST CENTERS . . et
1.00 [00100/cap Rel Costs-Bldg & Fixt | 1.
2.00 |00200|cap Rel Costs-Mvble Equip 2z
2.01 [00201|CAP REL COSTS-MVBLE EQUIP-RIVER FOR 2.
4,00 |00400 Employee Benefits 4,
5.00 |00500 Administrative & General | 111,428,326 5
7.00 |00700{operation of Plant 10,202,123 343,400 7.
7.01 |00701|OPERATION OF PLANT-RIVER FOREST 203,256 0 77,815 7.
8.00 |00800|Laundry & Linen Service 864,381 1,702 0 1,050,451 8.
9.00 |D0200|Housekeeping 2,014,957 3,768 0 ol 302,751, 9.
10.00 |01000|Dietary 2,130,138 17,042 0 0 17,042| 10.
11.00 |01100| CAFETERIA 0 0 0 0 0| 11.
13.00 |01300|Nursing Administration 1,047,764 1,472 0 0 1,472 13
14.00 |01400|central Services & Supply 758,302 6,169 0 854 6,169| 14
15.00 [01500|Pharmacy 3,578,024 3,689 0 0 3,689| 15.
16.00 {01600 Medical Records & Library 1,997,914 722 0 0 722| 16.
21.00 |02100|1&R Services-salary & Fringes Apprvd 4,934,914 0 0 0 0l 21.
22.00 |02200| T&R Services-Other Prgrm Costs Apprvd 1,246,928 8,135 0 _pf” 8,135| 22.

{INPATIENT ROUTINE SERVICE COST CENTERS PN (2 B ST G M = Sl T
30.00 [03000|Adults & Pediatrics 13,452,912{ 64,336 0 469,153 64,336| 30.
31.00 |03100|Intensive Care Unit 3,315,349 15,748 0 100,335 15,748 31.
43.00 |04300|Nursery 987,463 818 (¥} 0 818| 43
44.00 |04400| SKILLED NURSING FACILITY 3,548,047 16,182 o 120,892| 16,182 44

ANCILUARY. SERVICE COST CENTERS. L i TE R | A (e S - [ N e PR EEE o ik
50.00 [05000|operating Room 8,222,704 28 4?4 0 112,488 28,474| 50.
51.00 [05100|Recovery Room 841,943 0 0 0 0| 51.
52.00 [05200(Labor Room & Delivery Room 3,374,874 17,595 0 5,076 17,595 52.
53.00 |[05300|Anesthesiology 220,338 711 0 0 711 53.
54.00 |05400|Radiology - Diagnostic 4,673,204 20,529 13, 580 57,820 20,529| 54.
55.00 |05500|Radiology - Therapeutic 0 0 0 0 0| 55.
55.01 [03340|Gastro Intestinal Services 1,719,130 19,513 0 17,014 19,513 55
55.02 [03630{Ultra Sound 780,169 0 0 0 0| 55.
56.00 |05600{ Radioisotope 442,666 2,878 0 0 2,878| 56.
57.00 |05700|CT Scan 1,059,976 0 0 0 0| 57.
58.00 |05800|Magnetic Resonance Imaging (MRI) 436,471 0 0 0 0| 58.
59.00 |05900|cardiac Catheterization 1,246,916 3,066 0 1,936 3,066/ 59.
60.00 |06000|Laboratory 5,253,944 14,691 313 0 14,691| 60.
63.00 |06300|Blood Storing, Processing, & Trans. 818,457 677 0 0 677| 63
65.00 |06500|Respiratory Therapy T 1,526,255 3,491 _0 1,781 3,491] 65
66.00 |06600|Physical Therapy 2,624,573 2,460 4,143 5,425 2,460| 66
67.00 |06700|0ccupational Therapy 176,307 0 0 0 0| 67
68.00 |06800| Speech Pathology 238,675 1,496 (4] 0 1,496| 68
69.00 [06900(Electro cardiology 744,149 2,823 3,422 841 2,823| 69.
71.00 |07100|Medical Supplies Charged to Patients 2,243,923 0 0| 71.
72.00 |07200| Implantable Devices Chrgd to Patient 4,095,872 0 0l 72
73.00 |07300{prugs Charged to Patients 5,595,595 0 0| 73.
74.00 |07400| RENAL DIALYSIS S 418,420 | 1,765  535| 74.

OUTPATIENT SERVICE COST CENTERS R TRt e o) £ g i 2 2703 ]
90.00 |090D0|CcTlinic 3,060,279 4,580 6,254| 90.
90.01 |04950(Diabetology 77,376 0 0| 90.
90,02 |D4951|cancer Center 1,847,309 0 0| 90.
91.00 |09100| Emergency 6,317,205 150,491 37,800| 91.
92.00 |09200|observation Beds (Mon-Distinct Part) | - __ | —— 71

|SPECTAL PURPOSE COST CENTERS ARC NI PO, Y e . TasE
118.00 r_ﬁBTOTALS (sum of lines 1-117) | 108,339.19?{ 1¢Q§p:ﬁ§1L.“.___§2E3§9§ 118.

NOMREIMBURSABLE COST CENTERS . T A NS R e T E = TP S A e
190.00/19000|Gift, Flower, Coffee Shop, & canteen 198,017 0 2,203(190,
192.00/19200! physicians' Private Offices 1,183,353 0 0/192.
194.00/07950|Marketing 921,679 0 0(194.
194.01|07951|Hospitalist 0 0 0(194.
194.02|07952|Retail Pharmacy 391,123 0 0[194,
194.03/07953| Community Relations 17,103 0 0|194.
194.04/07954|Physician Clinics 274,344 (¥ 3,242(194.
194,05|07955|Guest Meals 0 0 0[194.
194.06|07956|Catering Meals V] 0 0194,
194,07|07957|RIVER FOREST Nonreimbursable 103,510 0 44,544 0l 0[194,
200.00 Cross Foot Adjustments 200.
201,00 Negative Cost Centers 201.
202. 00/ Cost to be allocated (per wkst. B, 18,222,498 11,870,537 236,496 1,064,572 2,474,720{202.

Part I)

203.00 Unit cost multiplier (wkst. B, Part I) 0.163536 34.567667 3.039208 1.013443 8.174110(203.

MCRIF32 - 3.23.147.0

04/30/2013 | bate/Time Prepared:
9/??/2013 1? 31 _pm



Health Financial Systems WEST SUBURBAN HOSP MED CTR In Lieu of Form CMS-2552-10
COST ALLOCATION - STATISTICAL BASIS Provider CCN: 140049 |Period: worksheet B-1
From 05/01/2012

To 04/30/2013 | pate/Time P're‘gare‘d:.
27/2013 1 pm

LD PN
Cost to be allocated (per wkst. B,
Part II)

unit cost multiplier (wWkst. B, Part
I1)

13.170524

MCRIF32 - 3,23.147.0




Health Financial Systems

WEST SUBURBAN HOSP MED CTR

In tieu of Form CM5-2552-10

COST ALLOCATION - STATISTICAL BASIS

~ Cost Center Description

[GENERAL SERVICE COST CENTERS

pietany

(Mesﬂs Served) '

Provider CCN: 140049

CAFETERIA | ©°
(GROSS |
smﬁﬂa’s} ;

.00 |00100/Cap Rel Costs-Bldg & Fixt

.00 |0D200{cap Rel Costs-Mvble Equip

.01 [00201CAP REL COSTS-MVBLE EQUIP-RIVER FOR
.00 |00400| Employee Benefits

00500/Administrative & General

.00 |00700|0Operation of Plant
.01 |00701|OPERATION OF PLANT-RIVER FOREST
.00 [00800|Laundry & Linen Service
.00 |00900|Housekeeping
10.00 {01000|Dietary
11.00 |01100|CAFETERIA
13.00 |01300{Nursing Administration
14.00 |01400|Central Services & Supply
15.00 |01500( Pharmacy
16.00 |01600|Medical Records & Library
21.00 |02100/1&R Services-Salary & Fringes Apprvd

Woe~N~NVTRER NN
o
o

22.00 [02200| I&R Services-Other Prgrm Casts Apprvd

) RDUTINE SERVICE COST CENTERS

adults & pPediatrics

31.00 |03100|Intensive Care Unit
43.00 |04300|Nursery
44.00 |04400|SKILLED NURSING FACILITY

442,910
213,976

50.00 |05000|0operating Room

LARY SERVICE COS[' ENTERS

51.00 |05100{Recovery Room

52.00 |05200|Labor Room & Delivery Room

53.00 |05300|Anesthesiology

54.00 |05400|Radiology - Diagnostic

55.00 |05500{Radiology - Therapeutic

55.01 |03340|Gastro Intestinal Services

55.02 |03630{ultra Sound

56.00 |05600|Radioisotope

57.00 [05700({CT Scan

58.00 |05800|Magnetic Resonance Imaging (MRI)
59.00 |05900|cardiac Catheterization

60.00 |06000|Laboratory

63.00 |06300|8lood Storing, Processing, & Trans.
65.00 |06500|Respiratory Therapy

66.00 [06600|Physical Therapy

67.00 [06700|0ccupational Therapy

68.00 |06800(speech Pathology

69.00 |06900(Electro cardiology

71.00 [07100|Medical supplies Charged to Patients
72.00 |[0720Q|Implantable Devices Chrgd to Patient
73.00 |07300|Drugs Charged to Patients

74.00 |07400{RENAL DIALYSIS

{OUTPATIENT SERVICE COST CENTERS

90.00 |09000|Clinic

90.01 |04950 piabetology
90.02 |D4951! Cancer Center
91.00 |09100; Emergency

118.00[

ISEECIAL PHRFQSE COST CENTERS

| SUBTOTALS (sum of

lcoococococococoocccoococoooono)

190.00/19000|Gi ft, F1ower, coffe

NONREIMBURSABLE! COST

hop, & Canteen

192.00|19200|physicians' Private offices
194, 00/07950({Marketing

194.01/07951
194.02|07952
194.03|07953

Hospitalist
Retail Pharmacy
Community Relations

194.04[07954|Physician Clinics

194.05/07955

Guest Meals

194.06{07956|Catering Meals
194.07|07957| RIVER FOREST Nonreimbursable

200,00
201.00
202.00

203.00

Cross Foot Adjustments

Negative Cost Centers

Cost to be allocated (per wkst. B,
part I)

unit cost multiplier (wkst. B, Part I)

0
0
0
0

===k}

3,206,897

7.240516

MCRIF32 - 3.

23.147.0

1100

45,496,060

801,516
235,171

1,430,391
1,266,991
4,189,252

[¢]

9,115,898
2,209,423

784,365

_2,381,307]

3,820,160

698,323

2,179,067
99, 416
2,296,354
0

632,195
572,079
182,752

534,539

188,354
433,125
173,030

0

1,071,425
2,087,587

148,242

153,459

513,352

0
0
0
0
2 189 82&
64,194
449,266
3,888,026

136 480

0
0
0

1,549,296

0.034053

Administration

(Direct Nurs.

287,739
62,744
17,979

116,671
16,433
59,119

4,028
0

0
20,665

0
0
0
127,704

Period:
From 05/01/2012
To

Nursing | .

803, 858

ococoo

0
0
0
0

looo of

lococococococoococoooco olllcoocol

__90,776]

cocoocoocooocoonococococ oo

cCDOoOCCGOCOoOooooLoCoS

oo

== =g=]

803,858 6,

worksheet B-1

pate/Time Prepared:
1 9/27/2013 12:31 Q
Pharmacy

NS L

5,595,595
0

oo

0
0
0
0
0
0
0
5

5,595,59

CSoOCcCOoOOoD oo al

1,309,321

ccooocoo ool

1.628796|

cococoocooococoo Ol

4,369,543

0.780890




Health Financial Systéms . WEST SUBURBAN HOSP_MED CTR In Lieu of Form cMs-2552-10
COST ALLOCATION - STATISTICAL BASIS Provider CCN: 140049 |Period: worksheet B-1

From 05/01/2012 .

To 04/30/2013 gagg{TB e Prepared:

Cost to be allocated (per wkst.

I Part II)

205.00 unit cost multiplier (wkst. B, Part
I1)

MCRIF32 - 3.23.147.0



Health Fin

WoONNUTAE NN
(=]

ial systems

WEST SUBURBAM HOSP MED CTR.

In Lieu of Form CMS-2552-10

ION - STATISTICAL BASIS

[GENERAL SERVICE COST CENTERS
00100
00200

100201,

01500
01600
02100
02200

{00400
00500
00700
00701
00800
00900
01000
01100
01300
01400

[INPATIENT ROUTINE SERVICé ~COST CENTERS

Cost Center Description

Cap Rel Costs- Bng & Fixt

Cap Rel Costs-Mvble Equip

CAP REL COSTS~MVBLE EQUIP-RIVER
Employee Benefits
Administrative & General
Operation of Plant

OPERATION OF PLANT-RIVER FOREST
Laundry & Linen Service
Housekeeping

Dietary

CAFETERIA

Nursing Administration

Central Services & Supply
Pharmacy

Medical Records & Library

I&R Services-Salary & Fringes Apprvd
I&R Services-pther Pryrm Costs Apprvd

FOR

03000
03100
04300
04400
ANCILIARY SERVICE COST CENTERS

adults & pediatrics
Intensive Care Unit
Nursery

SKILLED NURSING FACILITY

03340
03630
05600

05000
05100
05200
05300
05400
05500

05700
05800

Operating Room

Recovery Room

Labor Room & Delivery Room
Anesthesiology

Radiology - Diagnostic
Radiology - Therapeutic
Gastro Intestinal Services
uUltra Sound

Radioisotope

CT Scan

Magnetic Resonance Imaging (MRI)
Cardiac Catheterization

190.

194,
194,
194.
194.
194,
194.
194.

200.
201.

.00

00
.00
00|
0L
02
03
04
05
06
.07
0o
00

07300
07400

Laboratory

Blood Storing, Processing, & Trans.
Respiratory Therapy

Physical Therapy

Occupational Therapy

speech pathology

Electro cardiology

medical Supplies Charged to Patients
Implantable Devices Chrgd to Patient
Drugs Charged to Patients

RENAL DIALYSIS

09000
04950
04951

OUTPATIENT SERVICE COST CENTERS

09100
09200

clinic

Diabetology

Cancer Center

Emergency

Observation Beds (Non-bistinct Part)

SPECIAL PURPOSE COST. CENTERS

07952
07953

07955
07956
07957

NONREIMBURSABLE COST CENTER
19000
19200
07950
07951

07954

[SUBTOTALS (sum of ]1ng5 l_IITI'

Gift, Flower, Coffee S op. , & Canteen
physicians® pPrivate offices
Marketing

Hospitalist

Retail pharmacy

Community Relations
physician Clinics

Guest Meals

Catering Meals

RIVER FOREST Nonreimbursable
Cross Foot Adjustments

R——

Negative Cost Centers

MCRIF32 - 3.23.147.0

Me'ﬁca1
‘Records &
L1brary

666,622,879
0
0

66,404,383

10,517,159
10,731,598

13,556,657
33,225,283
7,464,911
25,599,978
0

18,295,444
10,762,128
4,653,335
36,762,099
7,952,714
15,577,800
65,450,260
6,282,651
18,098,202
14,985,780
1,449,790
1,065,207
14,596,122
24,099,936
13,842,636
59,377,187
1,945,206
8,223,756
32,765
20,731,541
73,170,817

666,622,870

cocoocococococooo

2100

73,582,485]

provider CCN: 140049

services 5aTar@erv1ces

y & Frninges.
(Assigned
T ﬂ'ie)

INTERNS & RESIDENTS_:'

Period:
From 05/01/2012
To 04/30/2013

worksheet B-1

IRngIm Costs
(Assigned
Time)

Wil

coccococoocooooooocoooooo

0 0|
0 0l
0 0|
0 0
5,408 5,409 I
0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 0

O NNV A NN R

w0
(=]
o

pate/Time Prepared:
9/27/2013 12:31 pm _

[oNoNoloNo o Nl ol
OHOOOROQ



Tn Lieu of Form €M5-2552-10

Health Financial Systems WEST SUBURBAN HOSP MED CTR
‘Worksheet B-1

COST ALLOCATION - STATISTICAL BASIS Provider CCN: 140049

period:
From 05/01/2012 )
To 04/30/2013 ga;;/Twme

;ghbe_aj?acat d (per
1 I
203.00 uUnit cost multiplier (wkst. B, Part I)
204.00 Cost to be allocated (per wkst. B,

Part II) o
205,00 it cost multiplier (Wkst. B, Part i . 17 05.00

MCRIF32 - 3.23.147.0




WEST SUBURBAN HOSP MED CTR

_ In Lieu of Form CMS-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES

Provider CCN: 140049

period:
From 05/01/2012
To 04/30/2013

worksheet C

Part I

pate/Time Prepared:
9/27/2013 12:31 pm _

R .

20,725,644| 30,00
4,993,201| 31.00
1,278,517| 43.00
5,579,809 44.00

1,078,954 51.00
4,974,014| 52.00
323,566| 53.00
6,585,063| 54.00
0| 55.00
2,972,547| 55.01
965,958| 55.02
661,035| 56.00
1,383,793| 57.00
542,878| 58.00
1,654,638| 59.00
6,983,406 60.00
1,003,845| 63.00
2,032,968| 65.00
3,302,026| 66.00
215,404| 67.00
350,707| 68.00
1,080,747| 69.00
3,106,350| 71.00
5,561,607| 72.00
11,093,858| 73.00

— o _ Title XVIII Hospital _ PPS
i e ; . AT, o COSTS
‘Cost Center Description . RGE | Total Costs
: pisallowance
%
- e B e S P B e R L e e P Ty T i T et — ..- ._?_ o L 5"_00 -
[INPATIENT ROUTINE SERVICE COST CENTERS . . . . SHCHE EIS
30.00[03000 Adults & Pediatrics [ 20,725,644 20,725,644 q
31,00 03100/ Intensive Care uUnit 4,944,731 4,944,731 48,470
43.00 |04300|Nursery 1,278,517 1,278,517 0
44.00 |04400|SKILLED NURSING FACILITY 5,573,264 1 5,573,264 6,545 |
ANCTILLARY SERVICE COST CENTERS = ) TS ST SR N EY!
50.00 |05000|0perating Room 11,483,451 11,483,451 E[ 11,483,451| 50.00
51.00 |05100) Recovery Room 1,078,954 1,078,954 0
52.00 |05200|Labor Room & Delivery Room 4,974,014 4,974,014 0
53.00 |05300|Anesthesiology | 323,566 323,566 0
54.00 [05400{Radiology - Diagnostic 6,585,063 6,585,063 0
55.00 |05500{Radiology ~ Therapeutic 0 0 0
55.01 (03340!Gastro Intestinal Services 2,972,547 2,972,547 0
55.02 [03630/Ultra Sound 965,958 965,958 0
56.00 |05600|Radioisotope 661,035 661,035 0
57.00 |05700|CT Scan 1,383,793 1,383,793 0
58.00 |05800|Magnetic Resonance Imaging (MRI) 542,878 542,878 0
59,00 |05800|cardiac Catheterization 1,654,638 1,654,638 0
60.00 |06000| Laboratory 6,983,406 6,983,406 0
63.00 [06300|Blood Storing, Processing, & Trans. 1,003,845 1,003,845 0
65.00 |06500|Respiratory Therapy 2,028,472 0 2,028,472 4,496
66.00 |D6600| Physical Therapy 3,302,026 0 3,302,026 0
67.00 |06700|0ccupational Therapy 215,404 0 215,404 0l
68.00 |06800|speech Pathology | 350,707 0 350,707 0
69.00 [06900|Electro cardiology 1,067,755 1,067,755 12,992
71.00 |07100|Medical supplies Charged to Patients 3,106, 350, 3,106,350
72.00 |07200|Implantable Devices Chrgd to Patient 5,561,607 5,561, 607 0
73.00 |07300|prugs charged to Patients 11,093,858 11,093, 858 0
74.00 |07400| RENAL DIALYSIS 518,502 518,502 ol 518,502| 74.00
OUTPATIENT SERVICE COST CENTERS & T T Lo A TE S W 5l PR S el |
90.00 |09000|Clinic 3,936,853 3,936,853 0l 3,936,853| 90.00
90.01 |04950|Diabetology 92,334 92,334 0
90.02 |04951|Cancer Center 2,274,253 2,274,253 0
91.00 [09100|Emergency 9,722,120 9,722,120 0
92.00 |09200|0bservation Beds (Non-Distinct Part) 1,276,717 1,276,717
200.00] subtotal (see instructions) 117,682,262 0 117,682,262 72,503 117,754,765|200.00
201.00 Less Observation Beds 1,276,717 1,276,717 . o /171201, 08
202. 00 Total (see instructions) 116,405,545 0 116,405,545 72,503 116,478,048|202.00

MCRIF32 - 3.23.147.0

92,334| 90.01
2,274,253| 90.02
9,722,120| 91.00
1,276,717| 92.00

1,276,717|201.00




Health Financial Systens
COMPUTATION OF RATIO OF COSTS TO CHARGES

WEST SURURBAN HOSP MED CTR

In tieu of Form CM5-2552-10

Provider CCN: 140049 |Period:
| From 05/01/2012

worksheet C
part I

To  04/30/2013 | pate/Time Prepared:
- 9/27/2013 12:31 pm
N e | Titlexvirz___| _ Hospital PPS
P Ry 3 = - - Charges Sk . S 1
Cost Centel Description) Inpatient | oOutpatient | Tota (G cost on other| | TERRA
1 : <l AR ) (Ratio Inpatient
L] i ¢ P SR S . Ratio e
R i, = 6U0D ] 7.00 9700 10,00
INPATIENT ROUTINE SERVICE COST CENTERS S IR 0 (e U e S e R UL S|
30.00 [03000|Aadults & pediatrics 62,614,935 62,614,935 30.00
31.00 |03100|Intensive Care uUnit 10,517,159 10,517,159 31.00
43.00 (D4300{Nursery 10,731,598 10,731,598 43.00
44.00 04400/ SKILLED NURSING FACILITY | 8,185,049 | sass049 | |44.00
ANCILLARY SERVICE COST CENTERS = R A N R P SN SO 0 S
50.00 |D5000|0perating Room | 36,563,764} 37,018,721 73,582,485 0.156062 0.
51.00 |D5100|Recovery Room 6,857,120 6,699,537 13,556,657 0.079589 0.
52.00 |05200|Labor Room & Delivery Room 32,184,537| 1,040.746, 33,225,283 0.149706 0.
53.00 |05300|Anesthesiology 3,842,386 3,622,525] 7,464,911 0.043345 0.
54.00 |05400|Radiology - Diagnostic 5,434,953 20,165,025 25.599,9?8| 0,257224 0.
55.00 |05500|Radiology - Therapeutic 0 0 0| 0. 000000 0.
55.01 |D3340|Gastro Intestinal Services 3,127,014 15,168,430 18,295,444 0.162475 0.
55.02 |03630/ultra Sound 2,263,360 8,498,768 10,762,128 0.089755 0.
56.00 |05600|Radioisotope 1,332,460 3,320,875 4,653,335 0.142056 0.
57.00 |05700|CT Scan 11,770,858 24,991,241 36,762,099 0.037642 0.
58.00 |05800|Magnetic Resonance Imaging (MRI) 1,737,623 6,215,091 7,952,714 0.068263 0.
59.00 |05900{cardiac Catheterization 7,140,687 8,437,113 15,577,800 0.106218 0.
60.00 |06000| Laboratory 44,570,420 20,879, 840 65,450,260 0.106698 0.
63.00 |06300/ Blood Storing, Processing, & Trans. 5,313,002| 969, 649 6,282,651 0.159780] 0.
65.00 |06500|Respiratory Therapy 14,876,697 3,221,505 18,098,202 0.112081 0.
66.00 |06600{Physical Therapy 10,021,573 4,964,207 14,985,780 0.220344 0.
67.00 ]06?(}0 Occupational Therapy 1,400,629 49,161 1,449,790 0.148576 0.
68.00 |06800|Speech Pathology 1,016,114 49,093 1,065,207 0.329238| 0.
69.00 |06800|Electro cardiology 6,488,331 8,107,791 14,596,122 0.073153 0.
71.00 |07100/Medical Supplies Charged to Patients 12,119,919 11,980,017 24,099,936 0.128895 0.
72.00 |07200|Implantable Devices Chrgd to Patient 8,097,183 5,745,453 13,842,636 0.401774 0.
73.00 |07300|prugs Charged to Patients 42,451,246 16,925,941 59,377,187 0.186837 0.
74.00 |[07400|RENAL DIALYSIS 1,793,874 151,332 1,945,206 0.266554 0
IOUTPATIENT 'SERVICE COST GENTERS T T e R T A B AR RS 7T (1] i
90.00 |D9000|Clinic 0 8,223,756 8,223,756 0.478717 0.000000| 90.00
90.01 |04950|Diabetology 0 32,765 32,765 2.818068 0.000000| 90.01
90.02 |04951|cancer Center 114,585 20,616,956 20,731,541 0.109700 0.000000| 90.02
91.00 |09100| Emergency 15,552,304 57,618,513 73,170,817 0.132869 0.000000| 91.00
92.00 |09200|observation Beds (Non-Distinct Part) 91,512 3,697,936 3,789,448 0.336914 0.000000| 92.00
200.00 Subtotal (see instructions) 368,210,892 298,411,987| 666,622,879 200.00
201.00 Less Observation Beds 201.00
202.00 Total (see instructions) 368,210,892| 298,411,987 666,622,879 _ 202.00

MCRIF32 - 3.23.147.0



WEST SUBURBAN HOSP MED CTR

In Lieu of Form €Ms-2552-10

Health Financial Systems

COMPUTATION OF RATIO OF COSTS TO CHARGES Provider CCN: 140049 |Pper worksheet C
From 05/01/2012 Part I
To  04/30/2013 | pate/Time Prepared:
- 0/27/2013 12:31 pm
- S R | Title XVIIT Hospital PPS
‘Cost’ Ceniter DESQ[‘_‘;‘ipt‘il"c_l'n- : “[rps 2pS Inpatient | e
¢ | gatio |
. oo 1 G S e Y N ol - sl
~ [INPATIENT ROUTINE SERVICE COST CENTER_S ______ # o2t Eie e AR T AT ) 4
30.00 [03000[AduTts & Pediatrics 30.00
31.00 {03100 Intensive Care Unit | 31.00
43.00 [04300{Nursery 43.00
44,00 |04400| SKILLED NURSING FACILITY - o o — = - I __J 44.00
ANCILUARY SERVICE COST CENTERS IR AL CE AU 1170, 2o RS =i R T B
50.00 {05000 Operating Room 0.156062] 50.00
51.00 [05100|{Recovery Room 0.079589 51.00
52.00 |05200|Labor Room & Delivery Room 0.145706 52.00
53.00 |05300{Anesthesiology 0.043345 53.00
54.00 [05100/Radiology - Diagnostic 0.257229 54.00
55.00 [05500|Radiology - Therapeutic 0.000000 55.00
55.01 |03340|Gastro Intestinal Services 0.162475 55.01
55.02 |03630|ultra Sound 0.089755 55.02
56.00 |05600|Radioisotope 0.142056 56.00
57.00 |05700|CT Scan 0.037642 57.00
58.00 |05800|Magnetic Resonance Imaging (MRI) 0.068263 58.00
59.00 |05900|Cardiac Catheterization 0.106218 59.00
60.00 |06000|Laboratory 0.106698 60.00
63.00 |06300/Blood Storing, Processing, & Trans. 0.159780 63.00
65.00 |06500|Respiratory Therapy 0.112330 65.00
66.00 (06600 Physical Therapy 0.220344 66.00
67.00 [06700|0ccupational Therapy 0.148576 67.00
68.00 |06800|Speech Pathology 0.329238 68.00
69.00 [06900|Electro cardiology 0.074043 69.00
71.00 |07100|Medical supplies Charged to Patients 0.128895 71.00
72.00 [07200|Implantable Devices Chrgd to Patient 0.401774 72.00
73.00 [07300|prugs charged to Patients 0.186837 73.00
74.00 |[07400|RENAL DIALYSIS ] 02665854 I - | 74.00
OUTPATIENT SERVICE COST CENTERS e A T e b S N VY
90.00 |09000|clinic 0.478717 90.00
90.01 {04950|Dpiabetology 2.818068 90.01
90.02 |04951|Cancer Center 0.109700 90.02
91.00 |09100|Emergency 0.132869 91.00
92.00 |09200 Observation Beds (Non-Distinct Part) 0.336914 92.00
200.00 subtotal (see instructions) 200.00
201.00 Less Observation Beds 201.00
202.00 Total (see instructions) 202.00

MCRIF32 - 3.

23.147.0



Health Financial Systems . WEST SUBUREBAN HOSP MED CTR In Lieu of Form CMs-2552-10
APPORTIONMENT OF INPATIENT ROUTINE SERVICE CAPITAL COSTS Provider CCN: 140049 |pPeriod: worksheet D
From 05/01/2012 | Part T =~
To  04/30/2013 | pate/Time Prepared:
9/27/2013 12:31 pm
PPS )

adults & pediatrics
Intensive Care Unit
Nursery

) [SKILLED NURSING FACILITY
200.00 Tﬁ;aT'( ines 30-19

31.00

30.00 |Adults & pediat 30.00
31.00 |Intensive Care Unit 31.00
43,00 Nursery 43.00
44.00 |SKILLED NURSING FACILITY 44.00

200,00

200.00{Total (lines 30-199)

MCRIF32 - 3.23.147.0




Health fipancial Systems - WEST SUBURBAN HOSP MED CTR In Lieu of Form CM5-2552-10
APPORTIONMENT OF INPATIENT ANCILLARY SERVICE CAPITAL COSTS Provider CCN: 140049 |Period: worksheet D

From 05/01/2012 | Part II

To  04/30/2013 | pate/Time Prepared:

I I Hospital Y ——
.~ Cost Centeér Description I ‘capital Costs ||
STt it e B SR S i T 4000 SrallaFR o
[ANCILLARY: SERVICEICOS T CENTE RS i o e e e e LT PRt | . i A U N I
50.00 |05000|Operating Room 1,496,059 73,582,485 0.020332 13,641,448 277,358| 50.00
51.00 |05100|Recovery Room 17,643 13,556,657 0.001301 2,167,029 2,819| 51.00
52.00 |05200|Labor Room & Delivery Room 897,888 33,225,283 0.027024 98,282 2,656| 52.00
53.00 [05300|Anesthesiology 37,979 7,464,911 0.005088 1,342,511 6,831| 53.00
54.00 |05400|Radiology - Diagnostic 1,080,247 25,599,978 0.042197 2,352,399 99,264| 54.00
55.00 [05500|Radiology - Therapeutic 0 0 0.000000| 0 0| 55.00
55.01 [03340/Gastro Intestinal Services 954,177 18,295,444 0.052154 1,225,735 63,927| 55.01
55.02 |03630{ultra Sound 13,857 10,762,128 0.001288 322,248 415| 55.02
56.00 |05600|Radioisotope 143,052 4,653,335 0.030742 565,171 17,374| 56.00
57.00 |05700|CT Scan 18,857 36,762,099 0.000513 3,915,044 2,008 57.00
58.00 |05800|Maghetic Resonance Imaging (MRI) 6,780 7,952,7141 0.000853 568,160 485| 58.00
59.00 |05900|Cardiac Catheterization 163,413 15,577,800 0.010490 2,432,257 25,514 59.00
60.00 [06000|Laboratory 758,125 65,450,260 0.011583 16,359,743 189,495| 60.00
63.00 [06300|Blood Storing, Processing, & Trans. 40,884 6,282,651 0.006507 1,274,427 8,293| 63.00
65.00 |06500|Respiratory Therapy 192,219 18,098,202 0.010621 3,326,683 35,333| 65.00
66.00 |06600|Physical Therapy 172,907 14,985,780 0.011538 1,002,962 11,572| 66.00
67.00 |06700|0ccupational Therapy 3,202 1,449,790 0.002209 706,477 1,561| 67.00
68.00 |06800|speech pathology 74,827 1,065,207 0.070246 191,771 13,471| 68.00
69.00 |06900|Electro cardiology 155,438! 14,596,122 0.010649 2,894,292 30,821| 69.00
71.00 |07100|Medical supplies Charged to Patients 131,731 24,099,936 0.005466 3,283,167 17,946| 71.00
72.00 [07200|Implantable Devices chrgd to Patient 237,495 13,842,636 0.017157 5,821,433 99,878| 72.00
73.00 |07300|prugs Charged to Patients 284,735 59,377,187 0.004795 14,653,980 70,266| 73.00
74.00 |07400| RENAL DIALYSIS | 29,890| 1,045,206 _ 0.015366| 1,068,194 ____16,414] 74.00
IOUTPATIENT SERVICE COST. GENTERS. | ) e R M s S AR e D AP

90.00 |09000|Clinic 347,726 8,223,756 0.042283 0 0] 90.00
90.01 |04950|Diabetology 1,339 32,765 0.040867 0 0| 90.01
90.02 |04951|Cancer Center 51, 386 20,731,541 0.002479 0 0| 90.02
91.00 |09100| Emergency 1,924,676 73,170,817 0.026304 3,613,486 95,049| 91.00
92.00 |09200|0bservation Beds (Non-Distinct Part) 219,251 3,789,448 0.057858| 0 0| 92.00
200,00 Total (lines 50-199) 9,455,778 574,574,138 82,826,899 1,088,750|200.00

MCRIF32 - 3.23.147.0



Health Financial Systems. WEST SUBURBAN HOSP MED CTR. In L‘ieu__.of Form CM5-2552-10

APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS provider CCN: 140049 |Period: : ‘worksheet D

From 05/01/2012 | Part IIX :

To 04/30/2013 | pate/Time Prepared:
) 9/27/2013 12:31 pm

Title XVIII Hospital PPS

30.00 |03000|AduTts & Pediatrics 0 0 0 0 0| 30.00

31.00 |03100 Intensive Care unit 0 0 0 0| 31.00

43.00 |04300|Nursery 0 0 0 0| 43.00

44,00 |04400|SKILLED NURSING FACILITY 0 0 0 0| 44.00

200.00 Total (lines 30-189) 0 0 0 0[200.00
.."E'_r; [}

; SRR A ENSITL TR 5

30.00 |03000|AduTts & Pediatrics 28,441 0.00 9,226 0 0| 30.00

31.00 |03100|Intensive Care unit 3,126 0.00 1,275 0 0| 31.00

43.00 |04300|Nursery 4,818 0.00 0 0 0| 43.00

44,00 |04400|SKILLED NURSING FACILITY 11,984 0.00 8,585 0 0| 44.00

200.00 Total (Tines 30-199 48, 369 19,086 0 0(200.00

o 7|

3 AT i

i

30.00 |03000|Adults & pediatrics 0 0 30.00

31.00 |D3100|Intensive Care unit 0 0 31.00

43.00 |04300|Nursery 0 0 43.00

44.00 |04400|SKILLED NURSING FACILITY 0 0 44.00

200.00 |Total (lines 30-199) 0 0 200.00

MCRIF32 - 3.23.147.0



Health Financial Systems

WEST SUBURBAN HOSP MED CTR

In Lieu of Form €MS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

provider CCN: 140049

Period: worksheet D

From 05/01/2012 | Part IV

To  04/30/2013 | pate/Time Prepared:
9/27/2013 12:31 pm

o R ~Title XVIII Hosp
‘i cost centenbescription’ ing School éﬁ]’!ﬁ:‘é‘d: Healthi ATl : 1.- Tits
[ st! through coll.
: - )
il e == ol 4.00 | 5000
IANCILLARY. SERVICE COST CENTERS Ttmrot - A i :
50.00 |D5000|0operating Room 0 0 0 0 0| 50.00
51.00 [05100{Recovery Room 0 0 0 0 0| 51.00
52.00 |05200|Labor Room & Delivery Room 0 0 0 0 0| 52.00
53.00 |[D5300|Anesthesiology 0 0 0 0 0| 53.00
54.00 [05400|Radiology - Diagnostic 0 0 0 0 0] 54.00
55.00 |05500 Radiology - Therapeutic 0 0 0 0 0| 55.00
55.01 |03340[Gastro Intestinal Services 0 0 0 0 0| 55.01
55.02 [03630/uTltra Sound 0 0 0 0 0| 55.02
56.00 |05600 Radioisotope 0 0 0 0 0| 56.00
57.00 |05700|CT Scan 0 0 0 0 0| 57.00
58.00 |05B00/Magnetic Resonance Imaging (MRI) 0 0 0 0 0| 58.00
59.00 |05900|cardiac Catheterization 0 0 0 0 0| 59.00
60.00 |06000|Laboratory 0 0 0 0 0| 60.00
63.00 |06300|BTood Storing, Processing, & Trans. 0 0 0 0 0} 63.00
65.00 |06500(Respiratory Therapy 0 0 0 0 0| 65.00
66.00 {06600|Physical Therapy 0 0 0 0 0| 66.00
67.00 |06700|0ccupational Therapy 0 0 0 0 0| 67.00
68.00 |06800|Speech pathology 0 0 0 0 0| 68.00
69.00 |06900/Electro cardiology 0 0 0 0 0| 69.00
71.00 |07100|Medical supplies Charged to Patients 0 0 0 0 0| 71.00
72.00 |07200| Implantable Devices chrgd to Patient 0 0 0 0 0| 72.00
73.00 |07300|Drugs Charged to Patients 0 [¢] 0 0 0| 73.00
74.00 |07400|RENAL DIALYSIS 0 0 0 of _ 0]74.00
OUTPATIENT. SERVICE COST CENTERS S e DREVE
90.00 |09000|clinic 0 0 0 0 0| 90.00
90.01 |04950|Diabetology 0 0 0 0 0| 90.01
90.02 |04951|Cancer Center 0 0 0 0 0| 90.02
91.00 |09100|Emergency 0 0 0 0 0| 91.00
92.00 |09200|0bservation Beds (Non-Distinct Part) 0 0 0 0) 0| 92.00
200. 00 Total (lines 50-199) 0 0 0 0 0(200.00

MCRIF32 - 3.23.147.0



Health Financial Systems

WEST SUBURBAN HOSP MED CTR

In Lieu of Farm CMS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

Provider CCN: 140049

| Period: worksheet D

From 05/01/2012 | Part IV

To 04/30/2013 ‘ pate/Time Prepared:
9/27/2013 12:31 pm

Title XVIIX

Cost center Description

ANCILLARY SK$VTCE COST CENTERS
50.00 |05000|0perating Room
51.00 |05100|Recovery Room
52.00 [05200|Labor Room & Delivery Room
53.00 |[05300|Anesthesiology
54.00 |05400|Radiology - Diagnostic
55.00 |05500|Radiology - Therapeutic
55.01 |03340|Gastro Intestinal Services
55.02 |03630|ultra Sound
56.00 [05600|Radioisotope
57.00 |05700/cT Scan
58.00 |05800/Magnetic Resonance Imaging (MRI)
59.00 |05900/cardiac Catheterization
60.00 [0G000| Laboratory
63.00 |06300|Blood Storing, Processing, & Trans.
65.00 |06500|Respiratory Therapy
66.00 06600 Physical Therapy
67.00 |06700|0ccupational Therapy
68.00 |06800|speech pPathology
69.00 |06900(Electro cardiology
71.00 |07100|Medical supplies Charged to Patients
72.00 |07200| Implantable Devices Chrgd to Patient
73.00 |07300iprugs charged to Patients
74.00 |07400{RENAL DIALYSIS _

Total
outpatient
Cost ((sum of

| Part T, col. I(co
Icol: 2, 3and  8)

600 17000

13,556,657
33,225,283
7,464,911
25,599,978
0
18,295,444
10,762,128
4,653,335
36,762,099
7,952,714
15,577,800
65,450,260
6,282,651
18,098,202
14,985,780
1,449,790
1,065,207
14,596,122
24,099,936
13,842,636
59,377,187

OO0 OO

OUTPATIENT SERVICE COST CENTERS

90.00 |09000|Clinic

90.01 |04950|piabetology

90.02 |04951{cancer Center

91.00 |09100|Emergency

92.00 [09200|0bservation Beds (Non-Distinct Part)
Total (lines 50-199)

32,765
20,731,541
73,170,817

3,789,448
574,574,138

cDooooo
|

73,582,485|

__1,945, 206

8,223,756

| Hospital_ I N
5 : Inpatient :
Progran
S 0 s
0.000000! 0.000000 13,641,448| 50.00
0.000000| 0.000000 2,167,029| 51.00
0,000000 0.000000 98,282 52.00
0.000000 0.000000 1,342,511 53.00
0.000000 0.000000 2,352,399 54.00
0.000000 0.000000 0| 55.00
0.000000 0.000000 1,225,735| 55.01
0. bovovy 0.000000 322,248 55.02
0.000000] 0.000000 565,171| 56.00
0.000000 0.000000 3,915,044| 57.00
0. 000000 0.000000 568,160| 58.00
0.000000 0,000000 2,432,257 59.00
0.000000 0.000000 16,359,743| 60.00
0.000000 0.000000 1,274,427| 63.00
0.000000 0.000000 3,326,683| 65.00
0.000000 0.000000 1,002,962| 66.00
0. 000000 0.000000 706,477| 67.00
0.000000 0.000000| 191,771| 68.00
0.000000 0.000000 2,894,292| 69.00
0.000000 0.000000 3,283,167 71.00
0.000000 0.000000 5,821,433| 72.00
0.000000 0.000000 14,653,980| 73.00
0.000000, __ 0.000000| 1,068,194/ 74.00
0.000000 0.000000 0| 90.00
0.000000 0.000000 0| 90.01
0.000000 0.000000 0| 90.02
0.000000 0.000000 3,613,486 91.00
0.000000 0.000000 0| 92.00
82,826,899(200.00

MCRIF32 - 3.23.147.0



Health Financial Systems

WEST SUBURBAN HOSP MED CTR

In Lieu of Form CMS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLKEY SERVICE OTHER PASS

THROUGH COSTS

Provider CCN: 140049

Pe

riod:

From 05/01/2012

worksheet D
part IV

To 04/30/2013 | pate/Time Prepared:
- 1 9/27/2013 12:31 pm
. | Title XVIIX Hospital -
Cost Genteri Description ‘Outpatient | Outpatient |PSA Adj. Non | —Ps/
j R St o Progran j | Physician  Nursi
; Charges. Anesthetist
T eose

R | 2 SEL2 00 S0 b S 21.00 Z.
50.00 |05000|0operating Room 0 11,728,351 0 0 0| 50.00
51.00 |05100|Recovery Room 0 2,619,333 0 0 0| 51.00
52.00 [05200|Labor Room & Delivery Room 0 2,418 0 0 0| 52.00
53.00 (05300 Anesthesiology 0 849,637 0 0 0| 53.00
54.00 |05400/Radiology - Diagnostic 0 3,429,072 0 0 0| 54.00
55.00 |05500|Radiology - Therapeutic 0 0 0 0 0| 55.00
55.01 |02340|Gastro Intestinal Services 0 3,708,801 0 0 0| 55.01
55.02 |[03630|ultra Sound 0 583,976 0 0 0| 55.02
56.00 [05600|Radioisotope 0 1,142,732 0 0 0| 56.00
57.00 |05700|CT Scan 0 4,975,129 0 0 0| 57.00
58.00 |G5800|Magnetic Resonance Imaging (MRI) 0 1,279,773 0| 0 0! 58.00
59.00 |05900|cardiac Catheterization 0 2,661,572 0 0 0| 59.00
60.00 |06000|Laboratory 0 10,755,433 0 0 0| 60.00
63.00 |0D6300|Blood Storing, Processing, & Trans. ol 384,412 0 0 0| 63.00
65.00 |DBE500|Respiratory Therapy 0 301,287 0 0 0| 65.00
66.00 |06600| Physical Therapy 0 0 0 0 0| 66.00
67.00 [06700 occupational Therapy 0 1,464 0 0 0| 67.00
68.00 |[0GBOQ|Speech pPathology 0 0 0 0 0| 68.00
69.00 |06900|electro cardiology 0 2,672,904 0 0 0| 69.00
71.00 |07100|Medical supplies charged to Patients 0 3,300,184 0 0 0| 71.00
72.00 |07200|Implantable Devices Chrgd to Patient 0 2,475,173 0 0 0| 72.00
73.00 |07300|prugs Charged to Patients 0 3,343,289 0 0 0| 73.00
74.00 |07400| RENAL DIALYSIS o N 0 90,562 0 0| 0| 74.00

OUTPATIENT SERVICE COST CENTERS TR T Y, 5 I i T B E Sos CAC (e—

90.00 |05000(Clinic 0 211,255 0 0 0| 90.00
90.01 |04950|{Diabetology 0 0 0 0 0| 90.01
90.02 |04951]|Cancer Center 0 3,096 0 0 0| 90.02
91.00 |09100| Emergency 0 6,118, 366 0 0 0| 91.00
92.00 |09200|0observation Beds (Non-Distinct Part) 0 1,043,961 0 0 0| 92.00
200,00 Total (lines 50-199) 0 63,682,180 0 0 0{200.00

MCRIF32 - 3.23.147.0



Health Financial Systems WEST SUBURBAN HOSP MED CTR In Lieu of Form €Ms-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 140049 |Period: worksheet D
THROUGH COSTS From 05/01/2012 | part IV
To  04/30/2013 | pate/Time prepared:
- 0/27/2013 12:31 pm_
A I Title XVIII | Hospital | PPS
¢ _Cost Center Description. S| T Y ;
=, ' 5 T 4.00 el Rt N e e sk L
ANCTILLARY SERVICE COST CENTERS RN EEU A RS T T N ) OO B 7 v s DS S S §
50.00 |05000|0perating Room 0 0 50.00
51.00 |05100({Recovery Room 0 0 51.00
52.00 |05200|Labor Room & Delivery Room 0 0 52.00
53.00 [05300|Anesthesiology 0 0 53.00
54.00 |05400|Radiology - Diagnostic 0| 0 54.00
55.00 |05500|Radiology - Therapeutic 0| 0 55.00
55.01 |03340|Gastro Intestinal Services 0 0 55.01
55.02 |03630|ultra Sound 0 0 55.02
56.00 105600 Radioisotope 0 0 56.00
57.00 |05700|CT Scan 0 0 57.00
58.00 |05800|Magnetic Resonance Imaging (MRI) 0 0 58.00
59.00 [05900|cardiac catheterization 0 0 59.00
60.00 |06000|Laboratory 0 0 | 60.00
63.00 |06300(Blood Storing, Processing, & Trans. 0 0 63.00
65.00 |06500|Respiratory Therapy 0 0 65.00
66.00 |06600{Physical Therapy 0 0 66.00
67.00 |06700|0ccupational Therapy 0 0 67.00
68.00 |06800|speech pathology 0 0 68.00
69.00 |06900|Electro cardiology 0 0 69.00
71.00 |07100{Medical supplies Charged to Patients 0 0 71.00
72.00 |07200|Implantable Devices chrgd to Patient 0 0 72.00
73.00 |07300|prugs Charged to Patients 0 0 73.00
74.00 |07400{RENAL DIALYSIS L 0 0 o | 74.00
OUTPATIENT. SERVECE COST! CENTERS . 1 [ B i e |
90.00 |09000|Clinic 0 0 90.00
90.01 |04950|Diabetology 0 0 90.01
90.02 |04951|Cancer Center 0 0 90.02
91.00 [09100|Emergency 0 0 91.00
92.00 |09200|0bservation Beds (Non-Distinct Part) 0 0 92.00
200.00 Total (lines 50-199) 0 0 200.00

MCRIF32 - 3.23.147.0



Health Financial Systems WEST SUBURBAN HOSP MED CTR In Lieu of Form €M5-2552-10
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST Provider CCN: 140049 |Per worksheet D

From 05/01/2012 pPart v

To 04/30/2013 | pate/Time Prepared:
9/27/2013 12:31 pm

I e — Title XVIII ~__Hospital ]
o : : : : (=8 = charges . P |
‘Cost Center Bescription : o,st to charge PRS- Reimbursed Cost _ Cost !
éx S Ratio. From services (see Reimbursed Reimbunsed
VorKs - dnst.) Seryices | Services Not
iy, subject To | subject To
ped. & coins. |bed. & Coins.
bl igsee Anst.) | (see dnst.) |
£21 T : £ = ERR 00 o 37 005 [T 77 4w00 Sre Tl =
- ANCILLARY. _55_3155 _COST GENTERS PE R = Yo v e I e ARG B |
50.00 |05000 Operating Room | 0.156062 11,728,351 0 0 1,830,350| 50.00
51.00 |05100|Recovery Room 0.079589 2,619,333 0 0 208,470| 51.00
52.00 |05200|Labor Room & Delivery Room 0.149706 2,418 0 0 362| 52.00
53.00 |05300|Anesthesiology 0.043345 849,637 0 0 36,828| 53.00
54.00 |05400|Radiology - Diagnostic 0.257229 3,429,072 0 0 882,057| 54.00
55.00 |05500|Radiology - Therapeutic 0.000000 0 0 0 0| 55.00
55.01 |0D3340|Gastro Intestinal Services 0.162475 3,708,801 0 0 602,587| 55.01
55.02 |03630{ultra Sound 0.089755 583,976 ol 0 52,415| 55.02
56.00 |05600|Radioisotope 0.142056 1,142,732 0 0 162,332| 56.00
57.00 |05700|CT Scan 0.037642 4,975,129 0 0 187,274| 57.00
58.00 |05800/Magnetic Resonance Imaging (MRI) 0.068263 1,279,773 0 0 87,361| 58.00
59.00 |05900|cardiac Catheterization 0.106218 2,661,572 0 0 282,707| 59.00
60.00 |06000|Laboratory 0.106698 10,755,433 0 55,514 1,147,583| 60.00
63.00 |06300|Blood Storing, Processing, & Trans. 0.159780 384,412 0 0 61,421| 63.00
65.00 |06500|Respiratory Therapy 0.112081 301,287 0 0 33,769 65.00
66.00 |06600|Physical Therapy 0.220344 0 0 0 0| 66.00
67.00 |06700|0ccupational Therapy 0.148576 1,464 0| 0 218| 67.00
68.00 |06800|speech Pathology 0.329238 0 0 0 0| 68.00
69.00 |06900|Electro cardiology 0.073153 2,672,904 0 0 195,531| 69.00
71.00 |07100/mMedical supplies Charged to Patients 0.128895 3,300,184 0 0 425,377| 71.00
72.00 |07200|Implantable Devices Chrgd to Patient 0.401774 2,475,173 0 0 994,460| 72.00
73.00 [07300{Drugs Charged to Patients 0.186837 3,343,289 0 o] 624,650| 73.00
74.00 |07400|RENAL DIALYSIS 0.266554] 90,562 0 0 24,140] 74.00
OUTPATIENT SERVICE COST CENTERS _ : P b = :
90.00 [09000|Clinic 0.478717 211,255 0l 0 101,131| 90.00
90.01 |04950|Diabetology 2.818068 0 ] 0 0| 90.01
90.02 |04951|Cancer Center 0.109700 3,096 0 0 340| 90.02
91.00 |09100| Emergency 0.132869 6,118,366 0 0] 812,941| 91.00
92.00 |09200|observation Beds (Non-Distinct Part) 0.336914 1,043,961 0 0 351,725| 92.00
200.00 subtotal (see instructions) 63,682,180 0 55,514 9,106,029/200.00
201.00 Less PBP Clinic Lab. Services-Program 0 0 201.00
only charges
202.00 Net charges (line 200 +/- line 201) 63,682,180 0| 55,514 9,106,029(202.00

MCRIF32 - 3.23.147.0



Health Financial Systems WEST SUBURBAN HOSP MED CTR B In Lieu of Form CMS-2552-10
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST Provider CCN: 140049 |pPeriod: worksheet D

From 05/01/2012 | Part V

To 04/30/2013 | pate/Time prepared:
9/27/2013 12:31 pm
Title XVIII ~_ Hospital ___PP5___

sé s No!
_Subject To,
ped. & Coins.
(see inst.)

: 7.00 | |

ANCILLARY. SERVICE COST CENTERS . 3 T e ey S Y |
50.00 |05000|0operating Room [ 0| (}I 50.00
51.00 |05100|Recovery Room 0 0 51.00
52.00 |05200|Labor Room & Delivery Room | 0 0 52.00
53.00 |05300|Anesthesiology 0 0 53.00
54.00 |05400|Radiology - Diagnostic 0 0 54.00
55.00 |05500|Radiology - Therapeutic 0 0 | 55.00
55.01 [03340|Gastro Intestinal Services 0 0 55.01
55.02 [036320|ultra Sound 0 0 55.02
56.00 |05600|Radioisotope 0 0 56.00
57.00 |[05700/CT Scan 0 0 57.00
58.00 |05800/Magnetic Resonance Imaging (MRI) 0 0 58.00
59.00 |05900|cardiac Catheterization 0 0 59.00
60.00 |0GO0O|Laboratory 0 5,923 60.00
63.00 |06300|Blood Storing, Processing, & Trans. 0 0 63.00
65.00 [06500|Respiratory Therapy 0 0 65.00
66.00 |06600|Physical Therapy 0 0 66.00
67.00 |06700|0ccupational Therapy 0 0 67.00
68.00 |06800|Speech Pathology 0 0 68.00
69.00 |0D6900(ETectro cardiology 0 0 69.00
71.00 |07100(Medical Supplies Charged to Patients 0 0 71.00
72.00 |07200| Implantable Devices Chrgd to Patient 0 0 72.00
73.00 |07300|prugs Charged to Patients 0 0 73.00
74.00 |07400| RENAL DIALYSIS 0 0 7400

OUTPATIENT SERVICE COST CENTERS ERETED = 11 in
90.00 |09000|Clinic 0 0 90.00
90.01 |04950|Dpiabetology 0 0 90.01
90.02 [04951|Cancer Center 0 0 90.02
91.00 |09100|Emergency 0 0 91.00
92.00 |09200|0bservation Beds (Non-Distinct Part) 0 0 92.00
200.00 subtotal (see instructions) 0 5,923 200.00
201.00 Less PBP Clinic Lab. Services-Program 0 201.00

only cCharges

202.00] Net charges (line 200 +/- line 201) 0 5,923| 202.00

MCRIF32 - 3.23.147.0



Health Financial Systems

WEST SUBURBAN HOSP MED CTR

In Lieu of Form CM5-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

pProvider CCN: 140049

Component CCN: 145743 |To

Period:
Erom 05/01/2012

04/30/2013

worksheet D

Part IV

pate/Time Prepared:
9/27/2013 12:31 pm

Title XVIII

[Skiﬂed Nursing

“Cost Genter pescription.

IANCILLARY SERVICE COST CENTERS

g 'school|AlTied fiealth|

Fac111;y
; then

. 1
Education cost

( 2
through. co1
4)

=

2000 S el

300

KL 2 A

4.00

50.00 |05000|operating Room

51.00 [05100|Recovery Room

52.00 |05200| Labor Room & Delivery Room
53.00 |05300/Anesthesiology

54,00 |05400 Radiology - Diagnostic
55.00 |05500|Radiology - Therapeutic
55.01 |03340|Gastro Intestinal Services
55.02 |03630|uTtra Sound

56.00 [05600(Radioisotope

57.00 |05700|CT Scan

58.00 |05800|Magnetic Resonance Imaging (MRI)
59.00 |05900|Cardiac Catheterization

60.00 |06000|Laboratory

63.00 |06300|Blood Storing, Processing, & Trans.
65.00 |06500|Respiratory Therapy

66.00 |06600| Physical Therapy

67.00 |06700{0ccupational Therapy

68.00 |06800|Speech pathology

69.00 [06900|Electro cardiology

71.00 |07100|Medical supplies Charged to Patients
72.00 |07200| Implantable Devices Chrgd to Patient
73.00 |07300{Drugs Charged to Patients
74.00 |07400/RENAL DIALYSIS

OO0 0O0O0O0OOOODOOLODOOOO 0O O

OO0 OODTOO0ODODOOO0OODOOCOOO

%)
N
[=2
(=)

00000000 OCOOOCOOOOOOO
(%3]
o
(=]
(=]

OUTPATIENT SERVICE COST CENTERS

iOOOOOOOQOOOOOOOOOOOOOOO .:

0000000000000 O

90.00 (09000[clinic

90.01 |04950|DiabetoTogy

90.02 |04951|cancer Center

91..00 |09100|Emergency

92.00 |09200/0bservation Beds (Non-Distinct Part)
200.00 Total (lines 50-199)

cooccoaol

cocoocool

cooooo

GOGDDGI

cococooo
(V=)
=4
=
N
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Health Financial Systems

WEST SUBURBAN HOSP MED CTR

In Lieu of Form CmMs-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

Provider CCN: 140049

Period:
From 05/01/2012

|WOrksheet D
Part IV

Component CCN:145743 |To  04/30/2013 | Date/Time Prepared:
9/27/2013 12:31 pm__
Title XVIII skilled Nursing PPS
i . R B S 7V L 7 O ——
Cost Center Description [ Total ITotal charges |Ratio of Cost| oOutpatient | Inpatient
| outpatient ((from wkst. c; to Charges |Ratio of cost{ Rrogram
| cost (sum of | Part I, col. i(col. 5 + col,| to charges |  charges
%co1. 2, 3 and 8) 7). (col. 6 = col.
I ). Tt S B erte ey et St )R e S (VLR S o =
RSV e T R S T ERE [ 600 5 700 A e A8 200 6 7 2 V000 ] 10 0D PR
ANCILLARY, SERVICE COST CENTERS ST NOES T R D 8 ) REF
50.00 |05000/0perating Room 0 73,582,485 0.000000| 0.000000| 336| 50.00
51.00 |05100|Recovery Room 0 13,556,657 0.000000 0.000000 0| 51.00
52.00 |05200|Labor Room & Delivery Room 0 33,225,283 0.000000 0.000000 0| 52.00
53.00 |05300{Anesthesiology 0 7,464,911 0.000000 0.000000 0| 53.00
54.00 |05400/Radiology - Diagnostic 0 25,599,978 0.000000 0.000000 122,683| 54.00
55.00 |05500iRadiology - Therapeutic 0 0 0.000000 0.000000 0| 55.00
55.01 |03340/Gastro Intestinal Services 0 18,295,444 0.000000 0.000000 1,958| 55.01
55.02 |03630/Ultra Sound 0 10,762,128 0.000000 0.000000 8,116| 55.02
56.00 05600/Radioisotope 0 4,653,335 0.000000 0.000000 3,397| 56.00
57.00 |05700|CT Scan 0 36,762,099 0.000000 0.000000 4,867| 57.00
58.00 |D5800|Magnetic Resonance Imaging (MRI) 0 7,952,714 0.000000 0.000000 0| 58.00
59,00 |05900|cardiac Catheterization 0 15,577,800 0.000000 0.000000 23,633| 59.00
60.00 [06000|Laboratory 0 65,450,260 0.000000 0.000000 2,655,719| 60.00
63.00 |06300|Blood Storing, Processing, & Trans. 0 6,282,651 0.000000 0.000000 66,764| 63.00
65.00 [06500|Respiratory Therapy 0 18,098, 202 0.000000 0.000000 200,017| 65.00
66.00 |0G600| Physical Therapy 0 14,985,780 0.000000 0.000000 5,781,646| 66.00
67.00 |06700) occupational Therapy 0 1,449,750 0.000000 0.000000 0| 67.00
68.00 |0GBOO|Speech Pathology 0 1,065,207 0.000000 0.000000 416,607 | 68.00
69.00 |06900|Electro cardiology 0 14,596,122 0. 000000 0.000000 66,149| 69.00
71.00 |07100|Medical supplies Charged to Patients 0 24,099,936 0.000000 0.000000 941,924| 71.00
72.00 |07200{Implantable Devices Chrgd to Patient 0 13,842,636 0.000000 0.000000 244| 72.00
73.00 |07300|prugs charged to Patients 0 59,377,187 0.000000 0.000000 4,253,105| 73.00
74.00 |07400{RENAL DIALYSIS _ ) . 0 1,945,206f __ 0.000000] __0.000000 43| 74.00
OUTPATLENT SERVICE COST CENTERS. NP G R R e 4 L8 b o S R 2
90.00 (09000 0 8,223,756 0.000000] 0. 000000 0| 90.00
90.01 |04950|piabetology 0 32,765 0.000000 0.000000 0| 90.01
90.02 |04951|Cancer Center 0 20,731,541 0.000000 0.000000 0| 90.02
91.00 |09100| Emergency 0 73,170,817 0.000000 0.000000 0| 91.00
92.00 |09200|observation Beds (Non-Distinct Part) 4] 3,789,448 0.000000 0.000000 0| 92.00
200.00 Total (lines 50-199) 0 574,574,138 14,548,108{200.00

MCRIF32 - 3.23.147.0



Health Financial Systems WEST SUBURBAN HOSP MED CTR In Lieu of Form CMS-2552-10
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 140049 |Period: worksheet D

THROUGH COSTS From 05/01/2012 | Part IV

Component CCN: 145743 |To 04/30/2013 | pate/Time Prepared:
9/27/2013 12:31 pm

Title XVIII skilled Nursing PPS
S — _ B Facility |
Cost Center Description : | Inpatient outpatient | PSA Adj. Non |  PSA Ad].
' Tk T | Program i Program physician [Nursing School
‘Pass-Through | | pass-Through | Anesthetist =
Costs (col. 8 costs (col. 9 cost
X2 COlA eI 0) EUIES S Ve e A 2 12) =i et Lo
e = 'L : e 2_'1_'_00 A '22_'9.

B R

[ANCTLUARY. SERVICE COST CENTERS
50.00 |05000|0perating Room

51.00 |05100|Recovery Room

52.00 |05200|Labor Room & Delivery Room
53.00 |05300|Anesthesiology

54.00 |05400/ Radiology - Diagnostic
55.00 05500/ Radiology - Therapeutic
55.01 |03340/Gastro Intestinal Services |
55.02 |03630|ultra Sound

56.00 |05600|Radioisotope

57.00 |05700|CT Scan

58.00 |05800|Magnetic Resonance Imaging (MRI)
59.00 [05900|cardiac Catheterization

60.00 |06000|Laboratory

63.00 |06300|BTood Storing, Processing, & Trans.
65.00 |06500|Respiratory Therapy

66.00 |06600| Physical Therapy

67.00 [06700|0ccupational Therapy

68.00 |06800|Speech Pathology

69.00 (06800 Electro cardiology

71.00 |07100|Medical Supplies charged to Patients
72.00 |07200|Implantable pevices Chrgd to Patient
73.00 |07300|prugs Charged to Patients

74.00 |07400|RENAL DIALYSIS -
OUTPATIENT SERVICE COST CENTERS.

lcoococococoocooco0o000C0C00 0O
RN =R =R RN -R-R-R-R-R=-N-N-R=-R-R-N-N-R-R=K=
=R N R-R=-R=R-N-R-R-R-N-R=R=R=N-R=R=R=N ==
 C OO0 O000OO0O

v

©

o

S

|
{
1
|
|
|
|
[
I

cCooo0oo |OOOOQOOOOOOOOOOOOOOOOOO 1

90.00 |02000(Clinic 0 0 0 (] 90.00
90.01 |04950|Diabetology 0 0 0 0| 90.01
90.02 |04851|cancer Center 0 0 0 0| 90.02
91.00 |09100| Emergency 0 0 0 0| 91.00
92.00 |09200|0bservation Beds (Non-Distinct Part) 0 0 0 0| 92.00
200.00 Total (lines 50-199) 0 0 0 0{200.00

MCRIF32 - 3.23.147.0



Health

Financial Systems

WEST SUBURBAN HOSP MED CTR

In Lieu of Form £M5-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUG

H COSTS

Provider CCN: 140049
Component CCN: 145743 | To

period:
From 05/01/2012 | Part IV

worksheet D

04/30/2013 | pate/Time Prepared:
9/27/2013 12:31 pm

ANCILLARY SERVICE COST CENTERS
05000|operating Room
05100| Recovery Room
05200| Labor Room & Delivery Room

05300{ Anesthesiology

05400|Radiology - Diagnostic

05500 Radiology - Therapeutic

03340|Gastro Intestinal Services

03630/ ultra Sound

05600| Radioisotope

05700|CT Scan

05800|Magnetic Resonance Imaging (MRI)
05900|cardiac Catheterization

06000| Laboratory

06300|Blood Storing, Processing, & Trans.
06500|Respiratory Therapy

06600( Physical Therapy

D6700|0ccupational Therapy

06800| speech Pathology

06900 Electro cardiology

07100|Medical supplies Charged to Patients
07200/ Implantable Devices Chrgd to Patient
07300|prugs charged to Patients

07400\ RENAL DIALYSIS _
[OUTPATIENT SERVICE COST CENTERS
09000/ Clinic

04950| piabetology

04951| Cancer Center

09100| Emergency

09200|observation Beds (Non-Distinct Part)
Total (lines 50-199)

Title XVIII

TP AT AT
h |other Medical
Education Cost

Si=R-R-N-N-R-R-R-R-R-f-R-R=R-N-R-R-R=foR-R=K=] ol
Y- Y=Y -R-N=-R-R=R=R-N-R=-N-ReleReR-Rel-R=R=R=R=1

coccoocol
cooccoco

MCRIF32 - 3.23.147.0
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Health Financial Systems B WEST SUBURBAN HOSP MED CTR In Lieu of Form €M$-2552-10
COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 140049 |Pperiod: worksheet D-1
From 05/01/2012
To 04/30/2013 | pate/Time Prepared:
9/27/2013 12:31 pm

— S . I _Title XVIII |  Hospital _ ____PPS
“ Cost Center Descriptioh = e i (L
AL 3 A r = AL ) =i IR0 al
[PART I ~ ALL PROVIDER COMPONENTS oY S A B NS e TN TS
(NP AT ENTEDAYS ST N BB 1531 L PSS ae R N RTRPIL DT R s e vty L o S M S LN
1.00 [Inpatient days (including private room days and swing-bed days, excluding newborn) 28,441 1.00
2.00 |Inpatient days (including private room days, excluding swing-bed and newborn days) 28,441 2.00
3.00 |private room days (excluding swing-bed and observation bed days). If you have only private room days, 0| 3.00
do not complete this Jine.
4,00 |semi-private room days (excluding swing-bed and observation bed days) 26,689| 4.00
5.00 |Total swing-bed SNF type inpatient days (including private room days) through pDecember 31 of the cost 0| 5.00
reporting period
6.00 |Total swing-bed SNF type inpatient days (including private room days) after December 31 of the cost 0| 6.00
reporting period (if calendar year, enter 0 on this Tine)
7.00 |Total swing-hed NF type inpatient days (including private room days) through pDecember 31 of the cost 0| 7.00
reporting period
8.00 |Total swing-bed NF type inpatient days (including private room days) after December 31 of the cost 0| 8.00
reporting period (if calendar year, enter 0 on this Tine)
9.00 |Total inpatient days including private room days applicable to the Program (excluding swing-bed and 9,226/ 9.00
newborn days)
10.00 |Swing-bed SNF type inpatient days applicable to title XVIII only (including private room days) 0| 10.00
through pecember 31 of the cost reporting period (see instructions)
11.00 |swing-bed SNF type inpatient days applicable to title XVIII only (including private room days) after 0| 11.00
December 31 of the cost reporting period (if calendar year, enter 0 on this line)
12.00 |swing-bed NF type inpatient days applicable to titles v or XIX only (including private room days) 0| 12.00
through December 31 of the cost reporting period
13.00 [swing-bed NF type inpatient days applicable to titles V or XIX only (including private room days) 0| 13.00
after December 31 of the cost reporting period (if calendar year, enter 0 on this Tine)
14.00 |Medically necessary private room days applicable to the Program (excluding swing-bed days) 0| 14.00
15.00 |[Total nursery days (title V or XIX only) 0| 15.00
16.00 |Nursery days (title v or XIX only) ... _ __0/ 16.00
ISWING 'BED ADDUSTMENT " (00 o e e e e T e S
17.00 |Medicare rate for swing-bed SNF services applicable to services through December 31 of the cost 0.00| 17.00
reporting period
18.00 |Medicare rate for swing-bed SNF services applicable to services after December 31 of the cost 0.00| 18.00
reporting period
19.00 |Medicaid rate for swing-bed NF services applicable to services through December 31 of the cost 0.00| 19.00
reporting period
20.00 |Medicaid rate for swing-bed NF services applicable to services after December 31 of the cost 0.00| 20.00
reporting period
21.00 |Total general inpatient routine service cost (see instructions) 20,725,644| 21.00
22.00 |swing-bed cost applicable to SNF type services through December 31 of the cost reporting period (line 0| 22.00
5 x line 17)
23.00 |swing-bed cost applicable to SNF type services after pecember 31 of the cost reporting period (line 6 0| 23.00
x line 18)
24.00 |swing-bed cost applicable to NF type services through December 31 of the cost reporting period (line 0| 24.00
7 x 1line 19)
25.00 |swing-bed cost applicable to NF type services after December 31 of the cost reporting period (1ine 8 0| 25.00
x line 20)
26.00 |Total swing-bed cost (see instructions) 0| 26.00
27.00 |General inpatient routine service cost net of swing-bed cost (line 21 minus line 26) | 20,725,644] 27.00
PRIVATE ROOM DIFFERENTIAL ADIUSTMENT RSl D A 2 ik iR L R S h ey | Sy
28.00 |General inpatient routine servica charges (excluding swing-bed charges) 73,346,533| 28.00
29.00 |Private room charges (excluding swing-bed charges) 0| 29.00
30.00 |Semi-private room charges (excluding swing-bed charges) 73,346,533 30.00
31.00 |General inpatient routine service cost/charge ratio (line 27 = Tine 28) 0.282572| 31.00
32.00 |Average private room per diem charge (1ine 29 = Tine 3) | 0.00] 32.00
33.00 |Average semi-private room per diem charge (line 30 + Tine 4) 2,748,19| 33.00
34,00 |Average per diem private room charge differential (1ine 32 minus line 33)(see instructions) 0.00| 34.00
35.00 |Average per diem private room cost differential (line 34 x line 31) 0,00| 35.00
36.00 |private room cost differential adjustment (1ine 3 x line 35) 0| 36.00
37.00 |General inpatient routine service cost net of swing-bed cost and private room cost differential (line 20,725,644| 37.00
27 minus lipe 36) — e U S S
PART II - HOSPITAL AND SUBPROVIDERS ONLY. A e T I A AT
PROGRAM INPATIENT OPERATING COST 'BEFORE PASS THROUGH COST ADJUSTMENTS = 5 AN T =3 el
38,00 |Adjusted general inpatient routine service cost per diem (see instructions) 728.72| 38.00
39.00 |Program general inpatient routine service cost (line 9 x line 38) 6,723,171| 39.00
40.00 |Medically necessary private room cost applicable to the Program (line 14 x Tine 35) 0| 40.00
41.00 |Total Program general inpatient routine service cost (line 39 + Tine 40) 6,723,171 41.00

MCRIF32 - 3.23.147.0



Health Financial Systems

WEST SUBURBAN HOSP MED €TR

In Ljeu of rorm CMS-2552-10

COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 140049 |pPeriod: worksheet D-1
From 05/01/2012
To 04/30/2013 | Date/Time Prepared:
[9/27/2013 12:31 pm
________ - | Titlexvizr | Hospital | _ .
Cost Centep Description. ' Total . | Total | Average Per | Program bays:
, inparient CostiInpatient Dayspiem (col. 1 =+ "V
LR e S e R T PR (G S U b e (Sl
7 ARG O ey e ARATA L e R IO s B L [ R
42.00 [Nursery (title v & XIX only) [ 0 _ ocol 0 __0} 4.
Intensive Care Type Inpatient Hospital Units = = LT TRV e I WA T - £ YU s
43.00 |Intensive Care unit 4,993,201[ 3,126 1,597.31 1,275 2,036,570| 43.
44,00 |CORONARY CARE UNIT 44.
45.00 |BURN INTENSIVE CARE UNIT 45.
46.00 |SURGICAL INTENSIVE CARE UNIT 46.
47.00 [OTHER SPECTAL CARE (SPECIFY) | | I . . | |
Cost Center Description R A
Bt T e T R e S0 S i i O P e L Se ko N O et s et b o SR80 A el A
48.00 |Program inpatient ancillary service cost (wkst. D-3, col. 3, line 200 12,923,366| 48
49.00 |Total Program inpatient costs (sum of lines 41 through 48)(see instructions) I _21,683,107] 49
PASS THROUGH COST ADJUSTMENTS T o ST OO S R PR SPO L e A T
50.00 |Pass through costs applicable to Program inpatient routine services (from wkst. D, sum of Parts I and 1,497,657 50.
II1I)
51.00 |Pass through costs applicable to Program inpatient ancillary services (from wkst. D, sum of Parts II 1,088,750| 51.
and 1IV)
52.00 |Total Program excludable cost (sum of Tines 50 and 51) 2,586,407| 52.
53.00 |Total Program inpatient operating cost excluding capital related, non-physician anesthetist, and 19,096,700| 53.
medical education costs (Tine 49 minus Tine 52) - — o e il
TARGET AMOUNT AND LIMIT COMPUTATION BRI iy B och ST LV, R O\ =)
54.00 |Program discharges 0| 54.
55.00 |Target amount per discharge 0.00| 55.
56.00 |Target amount (line 54 x Tine 55) 0| 56.
57.00 |Difference between adjusted inpatient operating cost and target amount (1ine 56 minus line 53) 0| 57.
58.00 |Bonus payment (see instructions) 0| 58.
59.00 |Lesser of Tines 53/54 or 55 from the cost reporting period ending 1996, updated and compounded by the 0.00| 59.
market basket
60.00 |Lesser of lines 53/54 or 55 from prior year cost report, updated by the market basket 0.00| 60.
61.00 |If 1ine 53/54 is less than the Tower of lines 55, 59 or 60 enter the lesser of 50% of the amount by 0| 61.
which operating costs (line 53) are less than expected costs (1ines 54 x 60), or 1% of the target
amount (line 56), otherwise enter zero (see instructions)
62.00 |Relief payment (see instructions) 0| 62.
63.00 |Allowable Inpatient cost plus incentive payment (see instructions) - 0| 63.
[PROGRAM TNPATIENT ROU INE SWING BED cOST -~ . = CER TR i U e e Tt
64.00 [Medicare swing-bed SNF jnpatient routine costs through becember 31 of the cost reporting period (See 0| 64.
instructions) (title XVIII only)
65.00 |Medicare swing-bed SNF inpatient routine costs after December 31 of the cost reporting period (See 0| 65.
instructions) (title XVIII only)
66.00 |Total Medicare swing-bed SNF inpatient routine costs (line 64 plus line 65)(title XVIII only). For 0| 66.
CAH (see instructions)
67.00 |Title V or XIX swing-bed NF inpatient routine costs through December 31 of the cost reporting period 0| 67.
(line 12 x Tine 19)
68.00 |Title V or XIX swing-bed NF inpatient routine costs after December 31 of the cost reporting period 0| 68.
(line 13 x line 20)
69.00 |Total title V or XIX swing-bed NF inpatient routine costs (line 67 + line 68) _ | _ .9J 69
[PART TIX - SKILLED NURSING FAGILITY, OTHER NURSING FACILITY, AND ICF/MR ONLY i '
70.00 [skilled nursing facility/other nursing facility/ICF/MR routine service cost (line 37) 70.
71.00 |Adjusted general inpatient routine service cost per diem (line 70 + Tine 2) 71.
72.00 |Program routine service cost (line 9 x line 71) 72.
73.00 |Medically necessary private room cost applicable to Program (Tine 14 x 1ine 35) 73.
74.00 |Total Program general inpatient routine service costs (line 72 + Tline 73) 74.
75.00 |capital-related cost allocated to inpatient routine service costs (from Worksheet B, Part II, column 75
26, line 45)
76.00 |per diem capital-related costs (line 75 + line 2) 76.
77.00 |Program capital-related costs (line 9 x line 76) 77.
78.00 |Inpatient routine service cost (1ine 74 minus line 77) 78.
79.00 |Aggregate charges to beneficiaries for excess costs (from provider records) 79.
80.00 |Total Program routine service costs for comparison to the cost Timitation (line 78 minus line 79) 80.
81.00 |Inpatient routine service cost per diem limitation 81.
82.00 |Inpatient routine service cost limitation (line 9 x line 81) 82
83.00 |Reasonable inpatient routine service costs (see instructions) 83.
84.00 [Program inpatient ancillary services (see instructions) 84.
85.00 |utilization review - physician compensation (see instructions) 85.
86.00 |Total Program inpatient operating costs (sum of lines 83 through 85) - R | 86.
PART 1V - COMPUTATION OF OBSERVATION! BED PASS THROUGH COST iR I LTS
87.00 |Total observation bed days (see instructions) 1,752| 87
88.00 |Adjusted general inpatient routine cost per diem (line 27 = Tine 2) 728.72| 88
89.00 |Observation bed cost (line 87 x 1ine 88) (see instructions) 1,276,717| 89

MCRIF32 - 3.23.147.0



Health Financial Systems WEST SUBURBAN HOSP

MED CTR

In Lieu of Form CM5-2552-10

COMPUTATION OF INPATIENT OPERATING COST

provider CCN: 140049

period: ‘worksheet D-1
From 05/01/2012 o
To  04/30/2013 | Date/Time Prepared:

capital-related cost
Nursing School cost
Allied health cost

93.00 |A11 other Medical Education

Tit]

9/27/2013 12:31 pm

MCRIF32 - 3.23.147.0




Health Financial Systems

WEST SUBURBAN HOSP MED CTR

in Lieu of Form CMS-2552-10

COMPUTATION OF INPATIENT OPERATING COST provider CCN: 140049 |Period:
From 05/01/2012
Component CCN: 145743 | To 04/30/2013

worksheet D-1

pate/Time Prepared:
9/27/2013 12:31 pm__

10.

11.

12.

s,

14.

16.

17.

18.

19.

20.

21.
223

23.

24,

25.

.00

.00

.00

.00

00

00

00

00

00

00

00

00

00

00

00
00

00

.00
.00
.00
.00

Title XVIII skilled Nursing

PPS

e = Facility
Cost Center Description :

T I - ALL PROVIDER COMPONENTS

Il

Inpatient days (including private room days and swing-bed days, excluding newborn)
Inpatient days (including private room days, excluding swing-bed and newborn days)

private room days (excluding swing-bed and observation bed days). 1f you have only private room days,
do not complete this Tine.

semi-private room days (excluding swing-bed and observation bed days)

Total swing-bed SNF type inpatient days (including private room days) through December 31 of the cost
reporting period

Total swing-bed SNF type inpatient days (including private room days) after December 31 of the cost
ranarting perind (if calendar year, enter 0 on this Tine)

Total swing-bed NF type inpatient days (including private room days) through December 31 of the cost
reporting period

|Total swing-bed NF type inpatient days (including private room days) after December 31 of the cost
| reporting period (if calendar year, enter 0 on this line)

Total inpatient days including private room days applicable to the Program (excluding swing-bed and
newborn days)

swing-bed SNF type inpatient days applicable to title
through December 31 of the cost reporting period (see
swing-bed SNF type inpatient days applicable to title
December 31 of the cost reporting period (if calendar
swing-bed NF type inpatient days applicable to titles
through December 31 of the cost reporting period
swing-bed NF type inpatient days applicable to titles V or XIX only (including private room days)
after December 31 of the cost reporting period (if calendar year, enter 0 on this Tine)

Medically necessary private room days applicable to the Program (excluding swing-bed days)

Total nursery days (title v or XIX only)
Nursery days (title V or XIX only)
|SWING BED ADJUSTMENT 5 RN LT 00 [ TS R AR N R e SV W P Sl AN e o b U (Bl e
Madicare rate for swing-bed SNF services applicable to services through pecember 31 of the cost
reporting period

Medicare rate for swing-bed SNF services applicable to services after pecember 31 of the cost
reporting period

medicaid rate for swing-bed NF services applicable to services through December 31 of the cost
reporting period

Medicaid rate for swing-bed NF services applicable to services after pecember 31 of the cost
reporting period

Total general inpatient routine service cost (see instructions)

swing-bed cost applicable to SNF type services through December 31 of the cost reporting period (line
5 x Tine 17)

swing-bed cost applicable to SNF type services after December 31 of the cost reporting period (Tine 6
x Tine 18)

swing-bed cost applicable to NF type services through December 31 of the cost reporting period (1ine
7 x line 19)

swing-bed cost applicable to NF type services after pecember 31 of the cost reporting period (line 8
x line 20)

Total swing-bed cost (see instructions)

General inpatient routine service cost net of swing-bed cost (line 21 minus line 26)
PRIVATE ROOM DIFFERENTIAL ADIUSTMENT =~ . .
General inpatient routine service charges (excluding swing-bed charges)

private room charges (excluding swing-bed charges)

semi-private room charges (excluding swing-bed charges)

XVIII only (including private room days)
instructions)

XVIII only (including private room days) after
year, enter 0 on this line)

v or XIX only (including private room days)

General inpatient routine service cost/charge ratio (line 27 + line 28)

Average private room per diem charge (line 29 = Tine 3)

Average semi-private room per diem charge (line 30 + Tine 4)

Average per diem private room charge differential (Tine 32 minus line 33)(see instructions)

Average per diem private room cost differential (line 34 x Jine 31)

Private room cost differential adjustment (Tine 3 x line 35)

General inpatient routine service cost net of swing-bed cost and private room cost differential (line

27 minus line 36) A
{BARESIL: 0HOSRITALLAN SUBPR SEONLY RS IR T b )
|PROGRAM | INPATIENT ORERATING C! ST BEFORE PASS THROUGH COST ADJUSTMENTS
|adjusted general inpatient routine service cost per diem (see instructions)
Program general inpatient routine service cost (Tine 9 x Tline 38)

Medically necessary private room cost applicable to the Program (Tine 14 x line 35)

"

Total Program general inpatient routine service cost (Tine 39 + Tine 40)

o

oo o

0.00
0.00

5,579,809
0

0
0
0

0
_3,579,803

8,185,049
0
8,185,049
0.681707

5,579,809

10.
11.
12.
13.
14.
16.
00| 17.
18.
19.
20.

21.
22.

23.0
24.

25.
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Health Financial Systems

WEST SUBURBAN HOSP MED CTR

In Lieu of Form CMS-2552-10

COMPUTATION OF INPATIENT OPERATING COST | Provider CCN: 140049 |Period: worksheet D-1
| From 05/01/2012
Component CCN:145743 |To  04/30/2013 | bate/Time Prepared:
- o 9/27/2013 12:31 pm
Title XVIII skilled Nursing PPS
~ o _ T NN __Facility | - _
Cost Cenrer Description = i Total Total | Average Per | Program Days | Program Cost.
- Inpatient CostInpavient pDaysbDiem (col. 1+ i(col. 3 x col.
el =S 3 s AR S e ) LD |\ 5
A 1S w41 o Rty v T~ SR A Tl £ _L.00 R BEPRE RlOSEEE ST e L8 et
42.00 [Nursery (title v & xixonly) _ L l42.00
Intensive Care Type Inpatient Hospital Units S TG L) at i)
43.00 |Intensive Care Unit ' | | 43.00
44,00 | CORONARY CARE UNIT 44.00
45.00 |BURN INTENSIVE CARE UNIT 45.00
46.00 |SURGICAL INTENSIVE CARE UNIT 46.00
47.00 [OTHER SPECIAL CARE (SPECIFY) | = e — = - 47.00
oy ‘Cost Cepter Description: T s, o e B e T et SR I N = R, LS AL RN
e A S e R M TS ST Eyis G [
48.00 1Program inpatient ancillary service cost (wkst, D-3, col., 3, Tine 200) 48.00
49.00 |Total Program inpatient costs (sum of Tines 41 through 48)(see instructions) R B | 49.00
PASS THROUGH! COST ADJUSTMENTS R T N, St I AT e P A RS i
50.00 |Pass through costs applicable to Program inpatient routine services (from wkst. D, sum of Parts I and 50.00
II1)
51.00 |Pass through costs applicable to Program inpatient ancillary services (from wkst. D, sum of Parts II 51.00
and 1v)

52.00 |Total Program excludable cost (sum of Tines 50 and 51) 52.00
53.00 |Total Program inpatient operating cost excluding capital related, non-physician anesthetist, and 53.00
medical education costs (line 49 minus line 52) N _ . — —
TARGET AMOUNT AND LIMIT COMPUTATION S T U (R B Py U ML E s PR il
54.00 |Program discharges 54.00
55.00 |Target amount per discharge 55.00
56.00 |Target amount (line 54 x 1ine 55) 56.00
57.00 |pifference between adjusted inpatient operating cost and target amount (1ine 56 minus Tine 53) 57.00
58.00 |Bonus payment (see instructions) 58.00
59.00 |Lesser of lines 53/54 or 55 from the cost reporting period ending 1996, updated and compounded by the 59.00
market basket |
60.00 |Lesser of 1ines 53/54 or 55 from prior year cost report, updated by the market basket 60.00
61.00 |If line 53/54 is less than the lower of lines 55, 59 or 60 enter the lesser of 50% of the amount by 61.00
which operating costs (line 53) are less than expected costs (lines 54 x 60), or 1% of the target

amount (line 56), otherwise enter zero (see instructions)

62.00 |Relief payment (see instructions) 62.00
63.00 |Allowable Inpatient cost plus incentive payment (see instructions) o o | | 63.00
[PROGRAM ZNPATIENT ROUTINE SWING BED COST . ' . o = o o S v
64.00 |Medicare swing-bed SNF inpatient routine costs through December 31 of the cost reporting period (See 64.00

instructions) (ritle XVIXI only)
65.00 |Medicare swing-bed SNF inpatient routine costs after December 31 of the cost reporting period (See 65.00
instructions) (title XVIII only)
66,00 |Total Medicare swing-bed SNF inpatient routine costs (Tine 64 plus Tine 65) (ritle XvIII only). For 66.00
CAH (see instructions)
67.00 |Title Vv or XIX swing-bed NF inpatient routine costs through December 31 of the cost reporting period 67.00
(line 12 x line 19)
68.00 [Title vV or XIX swing-bed NF inpatient routine costs after December 31 of the cost reporting period 68.00
(1ine 13 x Tline 20)
69.00 |Total title Vv or XIX swing-bed NF inpatient routine costs (line 67 + line 68) I B 69.00
PART IIT - SKILLED NURSING FACILETY, OTHER NURSING FACILITY, AND ICF/MRONLY =~ . = o
70.00 |Skilled nursing facility/ether nursing facility/ICF/MR routine service cost (line 37) 5,579,809| 70.00
71.00 |Adjusted general inpatient routine service cost per diem (line 70 + Tine 2) 465.60| 71.00
72.00 |Program routine service cost (line 9 x line 71) 3,997,176/ 72.00
73.00 |Medically necessary private room cost applicable to Program (line 14 x line 35) 0| 73.00
74.00 |Total Program general inpatient routine service costs (line 72 + Tine 73) 3,997,176| 74.00
75.00 |capital-related cost allocated to inpatient routine service costs (from worksheet B, Part II, column 0| 75.00
26, lina 45)
76.00 |pPer diem capital-related costs (line 75 + line 2) 0.00| 76.00
77.00 |Program capital-related costs (line 9 x line 76) 0| 77.00
78.00 |Inpatient routine service cost (line 74 minus Tine 77) 0| 78.00
79.00 |Aggregate charges to beneficiaries for excess costs (from provider records) 0| 79.00
80.00 |Total Program routine service costs for comparison to the cost Timitation (line 78 minus line 79) 0| 80.00
81.00 |Inpatient routine service cost per diem Timitation 0.00| 81.00
82.00 |Inpatient routine service cost Timitation (Tine 9 x line 81) 0! 82.00
83.00 |Reasonable inpatient routine service costs (see instructions) 3,997,176, 83.00
84.00 [Program inpatient ancillary services (see instructions) 2,684,626/ 84.00
85.00 |utilization review - physician compensation (see instructions) 0| 85.00
86.00 |Total Program inpatient operating costs (sum of lines 83 through 85) ]  6,681,802| 86.00
PART TV = COMPUTATION OF OBSERVATION BED PASS THROUGHICOST 255 T A AN e T TR S e VT
87.00 [Total observation bed days (see instructions) 87.00
88.00 |Adjusted general inpatient routine cost per diem (line 27 + 1ine 2) 0.00| 88.00
89.00 |observation bed cost (line 87 x line 88) (see instructions) 0| 89.00

MCRIF32 - 3.23.147.0



Health Financial Systems WEST SUBURBAN HOSP MED CTR _ 1n Lieu of Form CMS-2552-10

COMPUTATION OF INPATIENT OPERATING COST Provider ccn: 140049 |period: ) worksheet D-1

o ~ | From 05/01/2012

Component CCN: 145743 |To  04/30/2013 | Date/Time P.mga'rad:
| 9/27/2013 12:31 pm
PPS

Title XVIII

Skilled Nursing
Facili

90.00 [capital-related c
'91.00 |Nursing School cost
192.00 |A11ied health cost

0.000000
93.00 |A17 other Medical Education

) i 0| 91.00
0.000000| j 0| 92.00
0.000000 |

MCRIF32 - 3.23.147.0



Health Financial Systems WEST SUBURBAN HOSP MED CTR In Lieu of Form CMs-2552-10

INPATIENT ANCILLARY SERVICE COST APPORTIONMENT Provider CCN: 140049 |Perio worksheet D-3

From 05/01/2012
To 04/30/2013 | pate/Time Prepared:
- - - 9/27/2013 12:31 pm
e - ~ Title XVIII Hospital PPS
| Cost Center Description Ratio of Cost Inpatient ! Inpatient
W L 0 il Y " Tol charges Program  Program COSES
LT Ny charges  |(col, 1 x-cal.
sl T ) sl
) e i) G0 i [ L3 GO 2,00 (ool STy 4
INPATIENT ROUTINE SERVICE COST CENTERS FIRren

30.00 [03000[Adults & Pediatrics 23,383, ?52| 30.00
31.00 |03100 Intensive Care unit 4,303, 73?. 31,00
43.00 |04300|Nursery e 5 3 ]| 43,00

ANCTLLARY. SERVICE COST (CENTERS : 7 T T i ETewf] _ = e el
50.00 |05000|0operating Room 0.156062 13,641, 448 2,128,912| 50.00
51.00 |05100|Recovery Room 0.079589 2,167,029 172,472| 51.00
52.00 [05200|Labor Room & Delivery Room 0.149706 98,282 14,713 52.00
53.00 105300/ Anesthesiology 0.043345 1,342,511 58,191| 53.00
54.00 |05400|Radiology - Diagnostic 0.257229 2,352,399 605,105| 54.00
55.00 |05500|Radiology - Therapeutic 0.000000 0 0| 55.00
55.01 |03340|Gastro Intestinal Services 0.162475 1,225,735 199,151| 55.01
55.02 |03630|ultra Sound 0.089755 322,248 28,923| 55.02
56.00 |05600|Radioisotope 0.142056 565,171 80,286| 56.00
57.00 |05700|CT Scan 0.037642 3,915,044| 147,370| 57.00
58.00 |05800{Magnetic Resonance Imaging (MRI) 0.068263 568,1501 38,784| 58.00
59.00 |05900|Ccardiac Catheterization 0.106218 2,432,257 258,349| 59.00
60.00 |06000(Laboratory 0.106698 16,359,743 1,745,552| 60.00
63.00 |06300/Blood Storing, Processing, & Trans. 0.159780 1,274,427 203,628| 63.00
65.00 |06500|Respiratory Therapy 0.112330 3,326,683 373,686| 65.00
66.00 |06600| Physical Therapy 0.220344 1,002,962 220,997| 66.00
67.00 |06700|0ccupational Therapy 0.148576 706,477 104,966| 67.00
68.00 |06800| Speech Pathology 0.329238 191,771 63,138| 68.00
69.00 |06900|Electro cardiology 0.074043 2,894,292 214,302| 69.00
71.00 |07100|Medical supplies charged to Patients 0.128895 3,283,167 423,184| 71.00
72.00 |07200|Implantable Devices Chrgd to Patient 0.401774 5,821,433 2,338,900| 72.00
73.00 |07300|prugs Charged to Patients 0.186837 14,653,980 2,737,906| 73.00
74.00 |07400| RENAL DIALYSIS B - ~0.266554 1,068,194  284,731| 74.00

|OUTPAT: EMERQICETGOS’I’EKGEHEE_];_&"-'?._';---1._ 2 ST k yravii R Tt P (b DA e (1 S0 B gL St T
90.00 |09000|Clinic 0.478717 0 0| 90.00
90.01 |04950|piabetology 2. 818068 0 0| 90.01
90.02 |04951|Cancer Center 0.109700 0 0| 90.02
91.00 |09100|Emergency 0.132869 3,613,486 480,120| 91.00
92.00 |N9200|observation Beds (Non-Distinct Part) 0.336914 0 0| 92.00
200.00 Total (sum of 1ines 50-94 and 96-98) 82,826,899 12,923,366(200.00
201.00 Less PBP Clinic Laboratory Services-Program only charges (line 61) 0 201.00
202.00 Net charges (line 200 minus line 201) 82,826,899 202.00

MCRIF32 - 3.23.147.0



Health Financial Systems

WEST SUBURBAN HOSP MED CTR

In Lieu of Form CMS-2552-10

INPATIENT ANCILLARY SERVICE COST APPORTIONMENT

Provider CCN: 140049

Component CCN: 145743

period: worksheet D-3
From 05/01/2012 )
To  04/30/2013 | Date/Time Prepared:

9/27/2013 12:31 pm

Title XVIII skilled Nursing PPS

o _ S Facility | — T

Cost Center pescription ). 0 Inpatient | Inpatient '

: " arg Program Program TS

| o charges  |(col. 1 xi co‘l
3 G S e 2 DSIUAR] Seey
S ' . o e 1.00, 20000 |- 300

IN?&T’IENT RDUTINE SERVICE . COS_T QENTERS Al Bk Call = % = .
30.00 |03000[Adults & pediatrics 0 30.00
31.00 |03100|Intensive Care unit 0] 31.00
43.00 04_300|Nursery - - | 143,00

ANCILLARY SERVI: i I withy e 79 ;: Wi
50.00 [05000|0operating Room 0.156062 336 52| 50.00
51.00 [05100|Recovery Room 0.079589 0 0| 51.00
52.00 105200| Labor Room & Delivery Room 0.149706 0 0f 52.00
53.00 |05300|Anesthesiology 0.043345 0 0| 53.00
54.00 |05400|Radiology - Diagnostic 0.257229 122,683 31,558| 54.00
55.00 |05500{Radiology - Therapeutic 0.000000 0 0| 55.00
55.01 |03340|Gastro Intestinal Services 0.162475 1.958| 318| 55.01
55.02 |03630{ultra Sound 0.089755 8,116 728| 55.02
56.00 |05600 Radioisotope 0.142056 3,397 483| 56.00
57.00 [05700{CT Scan 0.037642 4,B67 183| 57.00
58.00 |05800|Magnetic Resonance Imaging (MRI) 0,068263 0 0| 58.00
59.00 [05900|cardiac Catheterization 0.106218 23,633 2,510| 59.00
60.00 |06000|Laboratory 0.106698 2,655,719 283,360| 60.00
63.00 |06300|Blood Storing, Processing, & Trans. 0.159780 66, 764 10,668| 63.00
65.00 |06500|Respiratory Therapy 0.112081 200,017 22,418| 65.00
66.00 |06600(Physical Therapy 0.220344 5,781,646 1,273,951} 66.00
67.00 |06700|0ccupational Therapy 0.148576 0 0| 67.00
68.00 |06800|Speech Pathology 0.329238 416,607 137,163| 68.00
69.00 |06900|Electro cardiology 0.073153 66,149 4,839 69.00
71.00 |07100{mMedical supplies Charged to Patients 0.128895 941,924 121,409| 71.00
72.00 [07200| Implantable Devices Chrgd to Patient 0.401774 244 98| 72.00
73.00 |07300{Drugs Charged to Patients 0,186837 4,253,10% 794,637| 73.00
74.00 {07400/ RENAL DIALYSIS 0.266554 943 251| 74.00

OUTPATIENT SERVICE COST CENTERS R R T S AT SR T A I iy po 13 h 2y T e
90.00 |09000|Clinic 0.478717 0 90.00
90.01 |04950|Diabetology 2.818068 0 0] 90.01
90.02 |04951|Cancer Center 0.109700 0 0| 90.02
91.00 |09100|Emergency 0.132869 0 0| 91.00
92.00 |09200|observation Beds (Non-Distinct Part) 0.336914 0 0| 92.00
200.00 Total (sum of lines 50-94 and 96-98) 14,548,108 2,684,626(200.00
201.00 Less PBP Clinic Laboratory Services-Program only charges (line 61) 0 201.00
202.00 Net charges (line 200 minus line 201). . 14,548,108 202.00

MCRIF32 - 3.23.147.0



Health Financial Systems
CALCULATION OF REIMBURSEMENT SETTLEMENT

WEST SUBURBAN HOSP MED CTR

In Lieu of Form €M5-2552-10

‘ provider CCN: 140049

To

Period:
From 05/01/2012
04/30/2013

worksheet E
part A

W N

.00

.00

.01

.00

.01

.02

.00

 Title xvitr |

PPS

T iR ] Go/afeer 1/1°
AL il e ALS AN ST R AR AlE ] TEEDET DR =Sl
{PART A - INPATIENT HOSPITAL_ SERVICES UNDER PRS' ' [R5 AR e TR W P N s =4 1 die e St
DRG Amounts Other than Outlier Payments 19,608,336
outlier payments for discharges. (see instructions) 179,640
outlier reconciliation amount 0
Mahaged Care Simulated Payments 4,378,219
Bed days available divided by number of days in the cost reporting period (see 147.20
linstructions) . — | S| — r
iIndirect Medical Education Adjustment ' = ol o0 S ia Al L R o SR
FTE count for allopathic and osteopathic programs for the most recent cost reporting 55.47
period ending on or before 12/31/1996. (see instructions) |
FTE count for allopathic and osteopathic programs which meet the criteria for an 0.00
add-on to the cap for now programs in accordance with 42 CFR 413 79(e)
MMA Section 422 reduction amount to the IME cap as specified under 42 CFR 0.00
§412.105(FH (L) v (BY(D) |
ACA Section 5503 reduction amount to the IME cap as specified under 42 CFR 0.00
§412.105(F) (1) (iv) (B) (2) If the cost report straddles July 1, 2011 then see
instructions. |
adjustment (increase or decrease) to the FTE count for allopathic and osteopathic -0.33|
programs for affiliated programs in accordance with 42 CFR 413.75(b), 413.79(c)(2) (V)
and Vol. 64 Federal Register, May 12, 1998, page 26340 and vol. 67 Federal Register,
page 50069, August 1, 2002.
The amount of increase if the hospital was awarded FTE cap slots under section 5503 of 0.00
the ACA. If the cost report straddles July 1, 2011, see instructions.
The amount of increase if the hospital was awarded FTE cap slots from a closed 0.00
teaching hospital under section 5506 of ACA. (see instructions)
sum of lines 5 plus 6 minus Tines (7 and 7.01) plus/minus lines (8, 8,01 and 8,02) 55.14
(see instructions)
FTE count for allopathic and osteopathic programs in the current year from your 54.09
records
FTE count for residents in dental and podiatric programs. 0.00
current year allowable FTE (see instructions) 54.09
Total allowable FTE count for the prior year. 52,26
Total allowable ETE count for the penultimate year if that year ended on or after 48,40
September 30, 1997, otherwise enter zero.
sum of lines 12 through 14 divided by 3. 51.58
Adjustment for residents in initial years of the program 0,00
Adjusment for residents displaced by program or hospital closure 0.00
Adjusted rolling average FTE count 51.58
Current year resident to bed ratio (line 18 divided by Tine 4). 0.350408
Prior year resident to bed ratio (see instructions) 0.347058
Enter the lesser of lines 19 or 20 (see instructions) 0.347058
| IME payment adjustment (see instructions) — 4,152,6481 —
Tndirect Medical Education Adjustment for the Add=on for Section 422 of the MA. = AL i
number of additional allopathic and osteopathic IME FTE resident cap slots under 42 0,00
Sec. 412.105 (Y @Ewv)(C ).
IME FTE Resident Count Over Cap (see instructions) 0.00
If the amount on line 24 is greater than -0-, then enter the Tower of line 23 or Tine 0.00
24 (see jnstructions)
Resident to bed ratio (divide line 25 by line 4) 0., 000000
IME payments adjustment. (see instructions) 0. 000000
IME Adjustment (see instructions) 0l
Total IME payment ( sum of lines 22 and 28) S 4,152,648
Disproportionate Share Adjustment = ) (CAGEE SR |
percentage of SSI recipient patient days to Medicare Part A patient days (see 9.82
instructions)
percentage of Medicaid patient days to total days reported on worksheet S-2, Part I, 37.28
Tine 24. (see instructions)
sum of lines 30 and 31 47 .10
Allowable disproportionate share percentage (see instructions) 28.07
[Disproportionaté share adjustment (see instructions) i 5,504,060
Additional payment for high percentage of ESRD beneficiary discharges . TR AT SRR sy
Total Medicare discharges on Worksheet s-3, Part I excluding discharges for M5-DRGs 0
652, 682, 683, 684 and 685 (see instructions)
Total ESRD Medicare discharges excluding MS-DRGs 652, 682, 683, 684 an 685. (see 0 0
instructions)
Divide 1ine 41 by line 40 (if less than 10%, you do not qualify for adjustment) 0.00
Total Medicare ESRD inpatient days excluding MS-DRGs 652, 682, 683, 684 an 685. (see 0
instructions)
Ratio of average length of stay to one week (1ine 43 divided by Tine 41 divided by 7 0.000000
days)
Average weekly cost for dialysis treatments (see instructions) 0.00 0.00
Total additional payment (line 45 times line 44 times Tine 41) 0
subtotal (see instructions) 29,444 684
Hospital specific payments (to be completed by SCH and MDH, small rural hospitals 0
only. (see instructions)

| 40.
41,

42.
43.

44,

AW NN

Date/Time Prepared:
9/27/2013 12:31 pm

.00
.00
.00

.01

.00

.01

.02

.00

00

00

00
00

00
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Health Fipancial Systems WEST SUBURBAN HOSP MED CTR

In Lieu of Form CMs-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT | Provider CCN: 140049 |Perio worksheet E
From 05/01/2012 Part A
To 04/30/2013 | pate/Time Prepared:
B B B 9/27/2013 12:31 pm
e - —— _ Title XVIII ___Hospital | 5
“before 1/1 | anaft ;
P B T Y
49,00 [Total payment for 1npat1ent operat1ng costs SCH and MDH on1y (5ee “instructions) 29,444,684 49.00
50.00 |payment for inpatient program capital (from worksheet L, Parts I, II, as applicable) 2,049, 885| 50.00
51.00 |Exception payment for inpatient program capital (wWorksheet L, Part III, see 0] 51.00
instructions)
52.00 |Direct graduate medical education payment (from worksheet E-4, Tine 49 see 2,283,498 52.00
instructions).
53.00 |Nursing and Allied Health Managed Care payment 0 53.00
54.00 |Special add-on payments for new technologies 0 [ 54.00
55.00 |Net organ acquisition cost (worksheet D-4 Part III, col. 1, Tine 69) 0 55.00
56.00 |cost of teaching physicians (wWorksheet D-5, Part II, col. 3, line 20) 0 56.00
57.00 |Routine service other pass through costs (from wkst D, Part III, column 9, Tines 0| 57.00
30-35). |
58.00 |Ancillary service other pass through costs worksheet D, part Iv, col. 11 Tine 200) | 58.00
59.00 |Total (sum of amounts on lines 49 through 58) 33.778,56! 59.00
60.00 |Primary payer payments 0 60.00
61.00 |Total amount payable for program beneficiaries (1ine 59 minus line 60) 33,778,567 61.00
62.00 lDeductib1es billed to program beneficiaries 1,897,516 62.00
63.00 |Coinsurance billed to program beneficiaries 76,299 63.00
64.00 |Allowable bad debts (see instructions) 1,361,281 64.00
65.00 |Adjusted reimbursable bad debts (see instructions) 952,897 65.00
66.00 |a1lowable bad debts for dual eligible beneficiaries (see instructions) 1,002,084 66.00
67.00 |subtotal (line 61 plus Tine 65 minus lines 62 and 63) 32,757,644 67.00
68.00 |credits received from manufacturers for replaced devices applicable to MS-DRG (see 0 68.00
instructions)
69.00 |outlier payments reconciliation (sum of lines 93, 95 and 96).(For SCH see 0 69.00
instructions)
70.00 |OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0 70.00
70.93 |HVBP incentive payment (see instructions) -32,731 70.93
70.94 |Hospital readmissions reduction adjustment (see instructions) -13,858 70.94
70.95 |Recovery of Accelerated Depreciation 0 70.95
70.96 |Low Volume Payment-1 0 70.96
70.97 |Low Volume Payment-2 0 70.97
70.98 |Low volume Payment-3 0 70.98
71.00 |Amount due provider (line 67 minus Jines 68 plus/minus lines 69 & 70) 32,711,060 71.00
72.00 |[Interim payments 32,624,460 72.00
73.00 |Tentative settlement (for contractor use only) 0 73.00
74.00 |Balance due provider (Program) (line 71 minus the sum of Tines 72 and 73) 86,600 74.00
75.00 |pProtested amounts (nonallowable cost report items) in accordance with cMS Pub. 15-II, 400,902 75.00
|section 115.2 - _ | — I o
{TO BE. COMPLETED 8Y CONTRAGCTOR : ke L1 o A LTy R S
90,00 ;0perat1ng outlier amount from wOrksheet E part A line 2 (see instructions) 0 90.00
91.00 |capital outlier from worksheet L, Part I, line 2 0 91.00
92.00 |operating outlier reconciliation adjustment amount (see instructions) 0 92.00
93.00 |capital outlier reconciliation adjustment amount (see instructions) 0 93,00
94.00 |The rate used to calculate the Time value of Money O.UDI 94.00
95.00 |Time value of Money for operating expenses(see instructions) 0 95.00
96.00 |Time value of Money for capital related expenses (see instructions) 0| 96.00
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In Lieu of Form cMs-2552-10
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CALCULATION OF DSH PAYMENT PERCENTAGE Provider CCN: 140049 |Perio worksheet DSH
From 05/01/2012
To  04/30/2013 | bate/Time Prepared:
9/27/2013 12:31 pm
. - ~ Title XVIIT . Hospital = — PPS
cax| HFS Look: up Iﬁverl ide valle ne’v-i's’e’d Vallie:
______ I .I.OO__"_ =

|CALCULATION OF THE DSH PAYMENT PERCENTAGE b e R
Percentage of ssI patient days to Medicare 9.82 0.00
part A days (Previous from E, Part A, Tine
30 - Revised from CMS)
percentage of Medicaid patient days to total 37.28 0.00 37.28
days (From Tine 27)
sum of lines 1 and 2, if Tess than 15% DSH 47.10 0.00 37.28
payment Percentage = 0
provider Type * (urban, rural,SCH, RRC, urban urban
pickle - If pickle worksheet NA)
Bed days available divided by number of days 147. 20 0.00 147.20
in the cost reporting period (worksheet E, |
Part A, Line 4)
Disproportionate Share Payment Percentage 28.07 0.00 19.97
(transfer to worksheet E, Part A, line 33)
qQualify for oOperating DSH Eligibility (DPP Yes Yes
15% or more)?
S-2, Line 22 Yes Yes
qQualify for capital DSH Eligibility (urban Yes No
with 100 or more beds)?
s-2, Line 45 Yes Yes
Is the provider reimbursed under the fully Yes Yes
prospective method? (Worksheet L, Part I,
Tine 1 geater than -0-)
percentage of SSI patient days to Medicare 9.82 0.00 0.00 0.00 0.00
part A days (Previous from L, Part I, line 7
- Revised from CMS)
Is this an IRF provider or a provider with No No
an IRF excluded unit (worksheet 5-2, Tine
75, column 1 = "Y")
Medicare SSI ratio (Previous from E-3, Part 0.00 0.00 0.00 0.00 0.00
III, line 2 - Revised from cmMS) -
CAL(:I.ILlﬁoN TOF THE PERCENTAGE OF MEDICALD DAYS TO TOTAL DAYS AR : et 1 f{tid
In-state Medicaid paid days (worksheet s-2, 10,121 0 10,121
Tine 24, column 1)
In-State Medicaid eligible unpaid paid days 1,527 0 1,527
(worksheet s-2, line 24, column 2)
out-of-state Medicaid paid days (Worksheet 0 0 0
s-2, 1ine 24, column 3)
out-of-state Medicaid eligible unpaid days 0 0 0
(worksheet s-2, line 24, column 4) ]
N/A 0 0 0
Medicaid HMO days (worksheet s-2, Tine 24, 1,263 0 1,263
column 5)
other Medicaid days (worksheet s-2, Tine 24, 0 0 0
column 6)
Total Medicaid patient days for the DSH 12,911 0l 12,911
calculation (sum of Tines 15-20)
Total patient days (Worksheet S-3, Part T, 34,633 0 34,633
column 8, Line 14)
plus total labor room days (wWorksheet S-3, o] 0 0
part I, Column 8, Line 32)
Plus total employee discount days (Worksheet 0 0 0
s-3, Part I, Column 8, Line 30)
Less total Swing-bed SNF and NF patient days 0 0 0
(worksheet S-3, Part I, Column 8, Lines 5
and 6)
Total Medicaid patient days for the DSH 34,633 0 34,633
calculation (sum of lines 22-24, less line
25)
percentage of Medicaid patient days to total 37.28 0.00 37.28

27.

00

days (Line 21 divided by 1ine 26)

27.

00

MCRIF32 - 3.23.147.0
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WEST SUBURBAN HOSP MED CTR

In Lieu of Form CMS-2552-10

CALCULATION OF DSH PAYMENT PERCENTAGE pProvider CCN: 140049 |Period: worksheet DSH
From 05/01/2012
To  04/30/2013 | pate/Time Prepared:
9/27/2013 12:31 pm
o - e o Title XVIIT | Hospital |  PPS )
~original cmcrx values © | ‘Adjusted’.mcax values [ Revised
: tio ~ condition | Pé 30| dondition. 10
a = WA i - ; W L 1.00) e e ECE AR T e
CALCULATION OF MAXIMUM DSH PAYMENT PERCENTAGE
28.00 [If line 3 is greater than 20.2% - 5.88% plus True 28.07 True 28.00
82.5% of the difference between 20.2% and
Tine 3
29.00 |If Tline 3 is less than 20.2% - 2.5% plus 65% False 0.00 0.00 False 29.00
of the difference between 15% and line 3
30.00 |{Line 28 or 29 as applicable 28.07 0.00 30.00
31.00 |1f urban and fewer than 100 beds, Rural and 28.07 0.00 31.00
fewer than 500 beds, or an SCH the lower of
line 30 or .1200, if RRC, MDH or otherwise
enter Tine 30. L ! e e
AN original .mcrxadjusted .mcax: HFS: Laok Up: override Value Revised value
~values ~walues s s A e A 2
oAl ) e 1.00° 2:00 _3.00° _ 4,00 T
DETERMINATION OF PROVIDER TYPE . . E et
32.00 |poes the hospital qualify under the Pickle False 32.00
ammendment? (wWorksheet S-2, Part I, Line 22,
column 2 = "y")
33.00 [Is This a Rural Referral Center? (Worksheet False False 33.00
s-2, Part I, line 116, column 1 = "Y")
34.00 [Is this a Medicare Dependant Hospital? False False 34.00
(worksheet $-2, part I, Line 37 greater than
-0-)
35.00 |Is this a Sole Cummunity hospital? False False 35.00
(worksheet s5-2, Part I, Line 35 greater than
-0-)
36.00 |Is this an urban or Rural hospital? Urban Urban 36.00

(Worksheet s-2, part I, Line 26, Column 1,

uUrban=1, Rural=2)

MCRIF32 - 3.23.147.0
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WEST SUBURBAN HOSP MED CTR

In Lieu of Form CM5-2552-10

CALCULATION OF DSH PAYMENT PERCENTAGE

Provider CCN: 140049

period: warksheet DSH
From 05/01/2012
To  04/30/2013 | pate/Time Prepared:

9/27/2013 12:31 pm.

__Title XvIII

aevised

Hospital PPS

82.5% of the difference between 20.2% and
Tine 3

If line 3 is Tless than 20.2% - 2.5% plus 65%
of the difference between 15% and line 3
Line 28 or 29 as applicable

If urban and fewer than 100 beds, Rural and
fewer than 500 beds, or an SCH the lower of
T1ine 30 or .1200, if RRC, MDH or otherwise
enter Tine 30.

29.00

30.00
31.00

T Tine 3 is greater than 20. 2% - 5.88% plus|

19.97
19.97

28.00

29.00

30.00
31.00
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Health Financial Systems WEST SUBURBAN HOSP MED CTR In Lieu of Form CMS-2552-10
CALCULATION OF REIMBURSEMENT SETTLEMENT [ Provider ccn: 140049 |pPeriod: worksheet E
| From 05/01/2012 | Part B
To  04/30/2013 | pate/Time Prepared:
] 9/27/2013 12:31 pm

N -] Title xviir Hospital e _PPS

) |

SIS et 2 it i o R LA A o o A S B S S S Tl o PRI T 00N il

PART B - MEDICAL AND OTHER HEALTH. SERVICES T P T e A e s PN VT BT 7 AT ; T
1.00 |Medical and other services (see instructions) 5,923| 1.00
2.00 |Medical and other services reimbursed under OPPS (see instructions) 9,106,029| 2.00
3.00 |PPS payments 11,467,972 3.00
4.00 |outlier payment (see instructions) 20,920| 4.00
5.00 |Enter the hospital specific payment to cost ratio (see instructions) 0.000| 5.00
6.00 |Line 2 times line 5 0| 6.00
7.00 |sum of line 3 plus line 4 divided by line 6 0.00{ 7.00
8.00 |Transitional corridor payment (see instructions) 0| 8.00
9.00 |Ancillary service other pass through costs from worksheet D, Part Iv, column 13, line 200 0| 9.00
10.00 |organ acquisitions 0| 10.00
11.00 {Total cost (sum of lines 1-and_10)-(see instructs o — _ 5,923 11.00

COMPUTATION IOFALESSER:OF COSTNORUCHARGES " mev iy 0l i i e it e = = -

Reasonable charges ..~~~ i FEgH o P A S L s ik =
12.00 |ancillary service charges 55,514| 12.00

13.00 |organ acquisition charges (from worksheet D-4, Part III, Tine 69, col. 4) 0| 13.00

14.00 |Total reasonable charges (sum of Tines 12 and 13) — . _ — 55,5141 14.00
Customary charges S e WA NN R S S N AR U e e N SN iU N et o Y
15.00 |Aggregate amount actually collected from patients Tiable for payment for services on a charge basis 0| 15.00
16.00 |Amounts that would have been realized from patients liable for payment for services on a chargebasis 0| 16.00
had such payment been made in accordance with 42 CFR 413.13(e)
17.00 |Ratio of line 15 to line 16 (not to exceed 1.000000) 0.000000| 17.00
18.00 |Total customary charges (see instructions) 55,514 18.00
19.00 |Excess of customary charges over reasonable cost (complete only if Tine 18 exceeds line 11) (see 49,591| 19.00
jnstructions)
20.00 |Excess of reasonable cost over customary charges (complete only if line 11 exceeds line 18) (see 0| 20.00
instructions)
21.00 |Lesser of cost or charges (line 11 minus Tine 20) (for CAH see instructions) 5,923| 21.00
22.00 |Interns and residents (see instructions) 0| 22.00
23.00 |cost of teaching physicians (see instructions, 42 CFR 415.160 and cMS Pub. 15-1, section 2148) 0| 23.00
24.00 |Total prospective payment (sum of lines 3, 4, 8 and 9) . | ~11,488,892| 24.00
ICOMPUTATION OF REIMBURSEMENT SETTLEMENT . . o e O ST o
25.00 |peductibles and coinsurance (for CAH, see instructions) 0| 25.00
26.00 |Deductibles and Coinsurance relating to amount on 1ine 24 (for CAH, see instructions) 2,455,256| 26.00
27.00 |subtotal {(lines 21 and 24 - the sum of lines 25 and 26) plus the sum of lines 22 and 23} (for CAH, 9,039,559| 27.00
see jnstructions)
28.00 |Direct graduate medical education payments (from wWorksheet E-4, Tine 50) 696,590 28.00
29.00 |ESRD direct medical education costs (from worksheet E-4, line 36) 0| 29.00
30.00 |subtotal (sum of lines 27 through 29) 9,736,149 30.00
31.00 (Primary payer payments 2,429| 31.00
32.00 [subtotal (line 30 minus line 31) . _ - | 9,733,720| 32.00
L OWABLE BAD DEBTS (EXCLUDE| BAD/DEBTS FOR PROFESSIONAL SERVICES) . . .
33.00 |Composite rate ESRD (from worksheet I-5, Tine 11) 0| 33.00
34.00 |Allowable bad debts (see instructions) 1,442,200| 34.00
35.00 |Adjusted reimbursable bad debts (see instructions) 1,009,540| 35.00
36.00 |Allowable bad debts for dual eligible beneficiaries (see instructions) 1,220,764| 36.00
37.00 |subtotal (sum of lines 32, 33, and 34 or 35) (line 35 hospital and subprovider only) 10,743,260| 37.00
38.00 |MSP-LCC reconciliation amount from PS&R 0| 38.00
39.00 |OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0| 39.00
39.98 |AB Re-billing demo amount (see instructions) 0| 39.98
39.99 |[RECOVERY OF ACCELERATED DEPRECIATION 0| 39.99
40.00 |subtotal (1ine 37 plus or minus Tines 39 minus 38) 10,743,260| 40.00
41.00 |Interim payments 10,037,475| 41.00
42.00 |Tentative settlement (for contractors use only) 0| 42.00
43.00 |Balance due provider/program (line 40 minus the sum of Tines 41, and 42) 705,785| 43.00
44.00 |Protested amounts (nonallowable cost report items) in accordance ‘with cMs pub. 15-II, section 115.2 | 0] 44.00

0/ BE COMPLETED BY CONTRACTOR 73
90.00 [original outlier amount (see instructions) 0
91.00 |outlier reconciliation adjustment amount (see instructions) 0
92.00 |The rate used to calculate the Time value of Money 0.00| 92.00
0
0]

93.00 |Time value of Money (see instructions)

94.00 |Total (sum of lines 91 and 93> i — _ | 0]94.00

; ' _overrides Y
[P SO N 20 E D o ViR i el e sl TS et S AN A IO a2 (A 20,2 L 100l JI5
WORKS HE T OV ERRED A LU B e T o LT e R eSS '

112.00/0override of Ancillary service charges (line 12) 1 0112.00
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Health Financial Systems WEST SUBURBAN HOSP MED CTR Tn Lieu of Form €M5-2552-10
ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED Provider CCN: 140049 |Period: worksheet E-1

From 05/01/2012 | Part I

To 04/30/2013 | pate/Time Prepired:
9/27/2013 12:31 pm

Title XVIII Hospital — PPS
Inp i = wsit i P '.'&B"" 3
J 1! -~ o y r i‘_ ’F_ f ’.. va -
_-I-._ NI L) ‘ ,‘3;_‘,_.. e e e S TN |
1.00 Tota1 1nter1m payments pa1d to prov'lder' 32,029,032 10,026,189 1.00
2.00 |Interim payments payable on individual bills, either 0 0| 2.00

submitted or to be submitted to the contractor for
services rendered in the cost reporting period. If none,
write "NONE" or enter a zero

3.00 |List separately each retroactive Tump sum adjustment 3.00
amount based on subsequent revision of the interim rate
for the cost report1ng period. Also show date of each
\payment. If none, wr‘1te 'I'NGINE" or enter a zero. (1)

Program to Provider D e e R ) X S S A Rl e AR
3.01 |ADJUSTMENTS TO PROVIDER 10/12/2012 351,437 03/13/2013 11,286 3.0L
3.02 03/13/2013 243,991 0| 3.02
3.03 0 0| 3.03
3.04 0 0l 3.04
3.05 . 0 0| 3.05

Provider to Program

3.50 |ADJUSTMENTS TO PROGRAM 0 0| 3.50
3.51 0 0| 3.51
3.52 0 0| 3.52
3.53 0 0| 3.53
3.54 0 0| 3.54
3.99 |subtotal (sum of lines 3.01-3.49 minus sum of lines 595,428 11,286 3.99
3.50-3.98)
4,00 |Total interim payments (sum of lines 1, 2, and 3.99) 32,624,460 10,037,475| 4.00
(transfer to wkst. E or wkst. E-3, line and column as
‘0 BE COMPLETED B ?@‘Emaoa ¥
5.00 |List separate1y each tentative sett'lement payment after 5.00
desk review. Also show date of each payment. If none,
write "NONE" or enter a zero. (1
I3 e .'-;-“ R_’;'Egl! h"f'l'r",\_j n—-ql
5.01 5.01
5.02 5.02
5.03 | 5.03
5.50 TENTATIVE TO PROGRAM 0 0] 5.50
5.51 0 0| 5.51
5.52 0 0| 5.52
5.99 |[subtotal (sum of lines 5.01-5.49 minus sum of Tines 0 0| 5.99
5.50-5.98) - - === =
6.00 |Determined net settlement amount (balance due) based on 6.00
the cost report. (1)
6.01 |SETTLEMENT TO PROVIDER 86, 600 705,785| 6.01
6.02 |SETTLEMENT TO PROGRAM 0 0| 6.02
7.00 |Total Medicare program liability (see instructions) 10,743,260 7.00

= Sy, e o -
8.00 |Name of Contractor
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Health Financial Systems WEST SUBURBAN HOSP MED CTR In Lieu of Form €M5-2552-10
ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED Provider CCN: 140049 Per worksheet E-1

From 05/01/2012 pPart I

Component CCN:145743 |To 04/30/2013 | pate/Time Prepared:
9/27/2013 12:31 pm

Title XVIII SkiTled Nursing PPS

Total 1nter1m payments pa1d to prﬁu1der .

2,00 |Interim payments payable on individual bills, either 0| 2.00
submitted or to be submitted to the contractor for
services rendered in the cost reporting period. If none,
write "NONE" or enter a zero
3.00 |List separately each retroactive lump sum adjustment 3.00
amount based on subsequent revision of the interim rate
for the cost reporting per1od Also show date of each
-F.-?.g.’"e"t I‘F none, wr1te NaNE" ar entar' a zeru. 1) b L
Prog = = A e T S 7
3,01 |ADJUSTMENTS 10 PROVIDER ol 0| 3.01
3.02 0 0| 3.02
3.03 0 0| 3.03
3.04 0 0| 3.04
3.05 0 0| 3.05
; & FYE T } R MR B = P
3.50 ADJUSTMENTS TO PROGRAM 0 0 3.50
3.51 0 0| 3.51
3.52 0 0| 3.52
3.53 0 0| 3.53
3.54 0 0| 3.54
3.99 |subtotal (sum of lines 3.01-3.49 minus sum of lines 0 ol 3.99
3.50-3.98) '
4.00 |Total interim payments (sum of Tines 1, 2, and 3.99) 3,899,730 0| 4.00
(transfer to wkst. E or wkst. E-3, line and column as
TO B 9 INT =", i ‘: ¥ !
5.00 |List sﬁpar‘ate'ly pach tentative settlement payment after 5.00
desk rev1ew Also show date of each payment. If none,
OME" or enter a zero. (1) N
5.01
5.02
5.03
5.50 TENTATIVE TO PROGRAM
5.51
5.52
5.99 |subtotal (sum of 1ines 5:01=5.49 minus sum of 1ines -
5.50-5.98)
6.00 |petermined net settlement amount (balance due) based on
the cost report. (1)
SETTLEMENT TO PROVIDER
SETTLEMENT TO PROGRAM
Tota1 Med1ca

3 .gﬁga
e S S T T
Brle Sl et oy, L
8.00 —TName of Contractor
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Health Financial Systems WEST SUBURBAN HOSP MED CTR In Lieu of Form €M5-2552-10
CALCULATION OF REIMBURSEMENT SETTLEMENT Provider CCN: 140049 |Period: worksheet E-3

From 05/01/2012 | Part VI

Component CCN: 145743 |To 04/30/2013 | pate/Time Prepared:
9/27/2013 12:31 pm

Title XVIII skilled Nursing PPS
_ Faci'l'ity - -

ERVICES B e N U SV L i

IPROSPECTIVE PAYMENT AMOUNT (SEE INSTRUCTIUNS) L e
1,00 |Resource Utilization Group Payment (RUGS) 4,188,324] 1.00
2.00 |Routine service other pass through costs 0| 2.00
3.00 |Ancillary service other pass through costs 0| 3.00
4.00 S_ubtota'l (sum of lines 1 through 33 o L e = | 4,188,324 4.00

\COMPUTATION OF NET _COST OF COVERED SERVICES ' AL T T
5.00 |Medical and other services (Do not use this line as vaccine costs are included in line 1 of w/s E, 5.00

part B. This line is now shaded.)
6.00 |peductible 0| 6.00
7.00 |Coinsurance 288,594 7.00
8.00 |Allowable bad debts (see instructions) 0| 8.00
9.00 |Reimbursable bad debts for dual eligible beneficiaries (see instructions) 0| 9.00
10.00 |A1lowable reimbursable bad debts (see instructions) 0| 10.00
11.00 |utilization review 0| 11.00
12.00 |subtotal (sum of lines 4, 5 minus 6 & 7 plus 10 and 11)(see Instructions) 3,899,730| 12.00
13.00 |Inpatient primary payer payments 0| 13.00
14,00 |OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0| 14.00
14.99 |Recovery of Accelerated Depreciation 0| 14.99
15.00 |subtotal (line 12 minus 13 <+ lines 14 3,899,730| 15.00
16.00 |Interim payments 3,899,730| 16.00
17.00 |Tentative settlement (for contractor use only) 0| 17.00
18.00 |Balance due provider/program (line 15 minus the sum of Tines 16 and 17) 0| 18.00
19.00 |Protested amounts (nonallowable cost report items) in accordance with cMS 19 Pub. 15-2, section 115.2 0| 19.00
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Health Financial Systems WEST SUBURBAN HOSP MED CTR In Lieu of Form CM5-2552-10
DIRECT GRADUATE MEDICAL EDUCATION (GME) & ESRD OUTPATIENT DIRECT Provider CCN: 140049 |Perio

d:
MEDICAL EDUCATION COSTS From 05/01/2012

To  04/30/201

worksheet E-4

3 | pate/Time Prepared:
9/27/2013 12:31 pm

I N e - ~ Title XvIII | _ Hospital | PPS
e R O SRR O (RS AR 24 25 o )
COMPUTATION OF TOTAL DIRECT GME AMOUNT O T S A AR O e SEHL RSP \ ie 2 . SN
1.00 |unweighted resident FTE count for allopathic and osteopathic programs for cost reporting periods 57.10| 1.00
ending on or before December 31, 1996.
2.00 |unweighted FTE resident cap add-on for new programs per 42 CFR 413.79(e) (1) (see instructions) 0.00| 2.00
3.00 |Amount of reduction to Direct GME cap under section 422 of MmA 0.00| 3.00
3,01 |Direct GME cap reduction amount under ACA §5503 in accordance with CFR §413.79 (m). (see 0.00| 3.01
instructions for cost reporting periods straddling 7/1/2011)
4.00 |Adjustment (plus or minus) to the FTE cap for allopathic and osteopathic programs due to a Medicare -1.75| 4.00
GME affiliation agreement (42 CFR §413.75(b) and § 413.79 (f))
4.01 |ACA Section 5503 increase to the Direct GME FTE Cap (see instructions for cost reporting periods 0.00| 4.01
straddling 7/1/2011)
4.02 |ACA section 5506 number of additional direct GME FTE cap slots (see instructions for cost reporting 0.00| 4.02
periods straddling 7/1/2011)
5.00 |FTE adjusted cap (line 1 plus Tine 2 minus Tine 3 and 3.01 plus or minus line 4 plus line 4.01 plus 55.35| 5.00
Tine 4.02 plus applicable subscripts
6.00 |unweighted resident FTE count for allopathic and osteopathic programs for the current year from your 54.09/ 6.00
records (see instructions)
7.00 |Enter the lesser of line 5 or line 6 - I ol 54.09] 7.00
7 other.  “f . Total: 2
Eukis : i S ST B b 1l (R i) il SN2 008 TRl sy 13.00 ST
8.00 |weighted FTE count for physicians in an allopathic and osteopathic 4,13| 53.50( 8.00
program for the current year.
9.00 |If line 6 is less than 5 enter the amount from line 8, otherwise 49,37 4.13 53.50| 9.00
multiply line 8 times the result of line 5 divided by the amount on Tine
10.00 |weighted dental and podiatric resident FTE count for the current year 0.00 10.00
11.00 |Total weighted FTE count 49.37 4.13 11.00
12.00 |Total weighted resident FTE count for the prior cost reporting year (see 51.32 0.49 12.00
instructions)
13.00 |Total weighted resident FTE count for the penultimate cost reporting 48.76 0.00 1 13.00
year (see instructions)
Ro1ling average FTE count (sum of Tines 11 through 13 divided by 3). 49.82 1.54 14.00
Adjustment for residents in initial years of new programs 0.00 0.00 15.00
Adjustment for residents displaced by program or hospital closure 0.00 0.00 16.00
Adjusted rolling average FTE count 49.82 1.54 17.00
Per resident amount 136,151.25 128,988.46 18.00
. Approved amount for resident costs . . 6,783,055 198,642  6,981,697| 19.00
o NS L A e S . TR e i 4 Fat e e e ROt i L M RS I [ S MY R RS,
20,00 |Additional unweighted allopathic and osteopathic direct GME FTE resident cap slots received under 42 0.00| 20,00
Sec. 413.79(c Y(4)
21.00 |Direct GME FTE unweighted resident count over cap (see instructions) 0.00( 21.00
22.00 |ATlowable additional direct GME FTE Resident Count (see instructions) 0.00| 22.00
23.00 |Enter the locally adjustment national average per resident amount (see instructions) 0.00| 23.00
24.00 |Multiply line 22 time line 23 0| 24.00
25.00 |Total direct GME amount (sum of lines 19 and 24) _ | 6,981,697 25.00
R e s e K] ’ Tnpatient part ﬂanaged“carel
il Vo 2 g 1,00 BN FT002 0 SR
26.00 |Inpatient Days 10,501 2,594 26.00
27.00 |Total Inpatient Days (see instructions) 29,815 29,815 27.00
28.00 |Ratio of inpatient days to total inpatient days 0.352205 0.087003 28.00
29.00 |Program direct GME amount 2,458,989 607,429 29.00
30.00 |Reduction for direct GME payments for Medicare managed care 85,830 30.00
31.00 |Net Program direct GME amount 2,980,588| 31.00
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Health Financial Systems WEST SUBURBAN HOSP MED CTR

DIRECT GRADUATE MEDICAL EDUCATION (GME) & ESRD OUTPATIENT DIRECT provider CCN: 140049 |pPeriod:
MEDICAL EDUCATION COSTS T
o

worksheet E-4

From 05/01/2012
04/30/2013 | pate/Time Prepared:

In Lieu of Form CM5-2552-10

9/27/2013 12:31 pm

Title XVIII

| Hospital _

| ees_

[EDUCATION! COSTSJ

32.00 [Renal dialysis direct medical education costs (from WOrksheet B, Part I, sum of “columns 20 and 23 0
Tines 74 and 94)
33.00 |Renal dialysis and home dialysis total charges (wWorksheet C, Part I, column 8, sum of Tines 74 and 1,945,206
94)
34.00 |Ratio of direct medical education costs to total charges (line 32 + Tline 33) 0.000000
35.00 |Medicare outpatient ESRD charges (see instructions) 0
36.00 |Medicare outpatient ESRD direct medical education costs (line 34 x line 35) - . = 0!
/APPORTIONMENT BASED ON MEDICARE.REﬁSOHABLE €OST T TR EGONLY 7 o8 g e s 3 s 5
|Part A Reasonable Cost - 2y 2 S ey (akn, (Wit Tt
37.00 |Reasonable cost (see 1nstruct1ons) | 29,868,607
38.00 |organ acquisition costs (Worksheet D-4, Part III, column 1, Tine 69) 0
39.00 |Cost of teaching physicians (worksheet D-5, Part II, co1umn 3, line 20) 0
40.00 |primary payer payments (see instructions) 0
41.00 |Total Part A reasonable cost (sum of 11nes 37 through 39 minus line 40) - — 29,868,607
Part B Reasonable Cost e il g e T piet S SR )
42.00 |Reasonable cost (see 1nstruct1ons) 1 9,111,952
43.00 |Primary payer payments (see instructions) 2,429
44.00 |Total Part B reasonable cost (line 42 minus Tine 43) 9,109,523
45.00 |Total reasonable cost (sum of lines 41 and 44) 38,978,130
46.00 |Ratio of Part A reasonable cost to total reasonable cost (line 41 + line 45) 0.766291
47.00 |Ratio of Part B reasonable cost to tutal reasonable cost (line 44 + ]jqe_§§) - ~0.233709]
/ALLOCATION OF MEDICARE DIRECT GME COSTS BETWEEN PART A AND PART. B AR e R 0%~
48.00 [Total program GME payment (Tine 31) 2,980,588
49.00 !|Part A Medicare GME payment (line 46 x 48)(Title XVIII only)(see instructions) 2,283,998
50.00 1Part B Medicare GME payment (1ine 47 x 48) (title XVvIII only) (see instructions) 696,590
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Health Financial Systems

WEST SUBURBAN HOSP MED CTR

In Lieu of Form CMS-2552-10

BALANCE SHEET (If you are nonpropmetary and do not maintain

fund-type accounting records, complete the General Fund column only)

Provider CCN: 140049 |period worksheet G
From 05/01/2012

To 04/30/2013 | pate/Time Prepared:

o - S o 9/27/2013 12:31 pm
' T t;eneraJ Fund fe - TEndowment Fund| Hant Fund
: : i %y uo ST3E00L i | i3
CUHRENT ASSETS IhaNER S =K e S oL T 20 LT bt
1.00 |cash on hand in banks —1,935,633 0 0 0| 1.00
2.00 |Temporary investments 0 0 0 0| 2.00
3.00 |Notes receivable 0 0 0 of 3.00
4,00 |Accounts receivable 35,608, 855 0 0 0| 4.00
5.00 |other receivable 2,630,874 0 0 0| 5.00
6.00 |Allowances for uncollectible notes and accounts receivable| -12,030,357 0 0 0| 6.00
7.00 |Inventory 2,965,532 0 0 0| 7.00
8.00 |Prepaid expenses 1,102,393 0 0 0| 8.00
9.00 |other current assets 0 0 0 0| 9.00
10.00 |pue from other funds 0 0 0 0| 10.00
11.00 [Total current assets (sum of lines 1- 10) — 28,341,659 o oo 0| 11.00
[FIXED ASSETS s o] i g it TN O e S RS B DO SRR
12.00 |Land 3,170,000 0 0l 0| 12.00
13.00 |Land improvements 0 0 0 0| 13.00
14.00 |Accumulated depreciation 0 0 0 0| 14.00
15.00 |Buildings 15,552,065 0 0 0| 15.00
16.00 |Accumulated depreciation 8] 0 0 0| 16.00
17.00 |Leasehold improvements V] 0 0 0| 17.00
18.00 |Accumulated depreciation 0 0 0 0| 18.00
19.00 |Fixed equipment 0 0 0 0| 19.00
20.00 |Accumulated depreciation 0 0 0 0| 20.00
21.00 |Automobiles and trucks 0 0 0 0| 21.00
22.00 |Accumulated depreciation 0 0 0 0| 22.00
23.00 |Major movable equipment 15,430,892 0 0 0| 23.00
24.00 |Accumulated depreciation -6,885,367 0 0 0| 24.00
25.00 |Minor equipment depreciable 0 0 0 0| 25.00
26.00 |Accumulated depreciation 0 0 0 0| 26.00
27.00 |HIT designated Assets 0 0 0 0| 27.00
28.00 |Accumulated depreciation 0 0 0 0| 28.00
29.00 [Minor equipment-nondepreciable 354,641 0 0 0| 29.00
30.00 |Total fixed assets (sum of 'i':nes 12 29) 27, 622 231 0 0 0] 30.00
IOTHER ASSETS b Rl g U P e A S S R e g LS |
31.00 |Investments 766 16}' 0 0 0| 31.00
32.00 |Deposits on leases 0 0 0 0| 32.00
33.00 |pue from owners/officers 0 0 0 0| 33.00
34,00 |Oother assets 30, 000 0 0 0| 34.00
35.00 |Total other assets (sum of 1lines 31-34) 796, 167 0 0 0| 35.00
36.00 |Total assets (sum of 'I1nes 11 30, _and 35) - 56,760,057, 0O o 0f 36.00
CURRENT LIABILITIES. ey _ . Ty e G, T T R SO L T an,
37.00 |Accounts payable 6,587,031 0 0 0] 37.00
38.00 |salaries, wages, and fees payable 7,405,134 0 0 0| 38.00
39.00 |pPayroll taxes payable 0 0 0 0| 39.00
40.00 |Notes and loans payable (short term) -123,372 0 [} 0| 40.00
41.00 |[peferred income 0 0 0 0| 41.00
42.00 |Accelerated payments 0 42.00
43.00 |Due to other funds 0 0 0 0] 43.00
44.00 |other current liabilities 0 0 0 0| 44.00
45.00 |Total current 1_1_al_)1'|1t1e5 (sum of lines 37 thru 44) | 13,868,793 0 — 01 45.00
ILONG TERM LIABILITIES AL NS i PSR w3 TN W A O Ke e = ==
46.00 [Mortgage payable 41,923,065 0 0 0| 46.00
47.00 |Notes payable 2,958,496 0 0 0| 47.00
48.00 |Unsecured loans 0 0 0 0| 48.00
49,00 |other long term liabilities 678,423 0 0 0| 49.00
50.00 |[Total Tong term Tliabilities (sum of Tines 46 thru 49 45,559,984 0 0 0| 50.00
51.00 |Total Tiabilites (sum of 11nes 45 and 50) _59, 428 ??7 | A | B ~ 0] 51.00
[CAPITAL ACCOUNTS. : ) PR T N S 1 IR Py
52.00 |General fund balance —2 668 720 52.00
53.00 |specific purpose fund 0 53.00
54.00 |ponor created - endowment fund balance - restricted 0 54.00
55.00 |ponor created - endowment fund balance - unrestricted 0 55.00
56.00 |Governing body created - endowment fund balance 0 56.00
57.00 |plant fund balance - invested in plant 0| 57.00
58.00 |plant fund balance - reserve for plant improvement, 0| 58.00
replacement, and expansion
59,00 |Total fund balances (sum of lines 52 thru 58) -2,668,720 0 v] 0| 59.00
60.00 |Total liabilities and fund balances (sum of lines 51 and 56,760,05?| 0 0 0| 60.00
59)
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Health Financial Systems

WEST SUBURBAN HOSP MED CTR

_1h Lieu of Form cMs-2552-10

STATEMENT OF CHANGES IN FUND BALANCES Provider CCN: 140049 |Period: worksheet G-1
From 05/01/2012

To  04/30/2013 | pate/Time Prepared:
o o I I 9/27/2013 12:31 pm _

: ; - ; il Fund L ‘special purpose Fund  [Endowment Fund
: j A 1.00 SR (RS _3.00! HES 400 RGeS 00 o
1.00 |Fund balances at beginning of period -83,381,649 0 1.00
2.00 [Net income (loss) (from wkst. G-3, line 29) -7,490,195 2.00
3.00 |Total (sum of 1line 1 and line 2) -90, 871,844 0 3.00
4.00 |Additions (credit adjustments) (specify) 0 0 0| 4.00
5.00 0 0 0 5.00
6.00 0 0 0, 6.00
7.00 0 0 0| 7.00
8.00 0 0 0| 8.00
9.00 0 0 0| 9.00
10.00 |Total additions (sum of Tine 4-9) 0 0 10.00
11.00 |Ssubtotal (Tine 3 plus Tine 10) -90,871,844 0 11.00
12.00 |peductions (debit adjustments) (specify) 0 0 0| 12.00
13.00 0 0 | 0l 13.00
14.00 0 0 0| 14.00
15.00 0 0 0| 15.00
16.00 0 0 0| 16.00
17.00 0 0 0| 17.00
18.00 |Total deductions (sum of lines 12-17) 0 0 18.00
19.00 |Fund balance at end of period per balance -90,871,844 0 19.00

sheet (1ine 11 minus line 18) | —— . | I

sndhwmgqngundi L A

Sl s e T L E RN e U i §.00 IS £ S35 g iy AR e
1.00 |Fund balances at beginning of period 0 0 1.00
2.00 |Net income (loss) (from wkst. G-3, line 29) 2.00
3.00 |Total (sum of Tine 1 and line 2) 0 0 3.00
4.00 |Additions (credit adjustments) (specify) 0 4.00
5.00 0 5.00
6.00 0 6.00
7.00 0| 7.00
8.00 0 8.00
9.00 0 9.00
10.00 |Total additions (sum of 1ine 4-9) 0 0 10.00
11.00 |subtotal (line 3 plus Tine 10) 0 0 11.00
12.00 |peductions (debit adjustments) (specify) 0 12.00
13.00 0 13.00
14.00 0 14.00
15.00 0 15.00
16.00 0 16.00
17.00 0 17.00
18.00 |Total deductions (sum of Tines 12-17) 0 0 18.00
19.00 |Fund balance at end of period per balance 0 0 19.00

sheet (line 11 minus line 18)
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Health Finapcial Systems WEST SUBURBAN HOSP MED CTR In tieu of Form cM$-2552-10

STATEMENT OF PATIENT REVENUES AND OPERATING EXPENSES Provider CCN: 140049 |Period: | worksheet G-2
' From 05/01/2012 | Parts I & II

‘To 04/30/2013 | pate/Time Prepared:

e — e T e R ) | 9/27/2013 12:31 pm

'cost"'t:en'ter Des:‘f:ﬁpﬁon Tovdn : ; S T npA T etk Uu_pat'lent S oTotalic il
St : i it : .1 a0 0 00 0 3.00

L= FATIEHT REVENUES :
‘Inpatient Routine Servil ces

"73,346,533| N "~ 73,346,533

1.00 1.00
2.00 |SUBPROVIDER - IPF 2.00
3.00 |[SUBPROVIDER - IRF 3.00
4.00 |SUBPROVIDER 4.00
5.00 |swing bed - SNF | 0 0| 5.00
6.00 |[Swing bed - NF 0 0| 6.00
7.00 |[SKILLED NURSING FACILITY 8,185,049 8,185,049 7.00
8.00 |NURSING FACILITY 8.00
9.00 |OTHER LONG TERM CARE 9.00
10.00 |Total general inpatient care services (sum of Tines 1-9) | 81,531,582 - | 81,531,5821 10.00
Tntensive Care Tvpe Inpatient Hospital Services = g e e e G e
11.00 [Intensive Care unit 10,517,159] 10,517,159| 11.00
12.00 |CORONARY CARE UNIT 12.00
13.00 |BURN INTENSIVE CARE UNIT 13.00
14.00 |SURGICAL INTENSIVE CARE UNIT 14.00
15.00 |[OTHER SPECIAL CARE (SPECIFY) | 15.00
16.00 |Total intensive care type inpatient hospital services (sum of lines | 10,517,159 10,517,159 16.00
11-15)
17.00 |Total inpatient routine care services (sum of 1ines 10 and 16) 92,048,741 92,048,741| 17.00
18.00 |Ancillary services 260,403,750 208,222,064 468,625,814| 18.00
19.00 |outpatient services 15,758,401 90,771,669 106,530,070| 19.00
20.00 |RURAL HEALTH CLINIC 0 0 0| 20.00
21.00 |FEDERALLY QUALIFIED HEALTH CENTER 0 ] 0| 21.00
22.00 |HOME HEALTH AGENCY ‘ 22.00
23.00 |AMBULANCE SERVICES 23.00
24.00 |CMHC 24.00
25.00 |AMBULATORY SURGICAL CENTER (D.P.) 25.00
26.00 |HOSPICE 26.00
27.00 |OTHER (DIETARY) 1] 33,791 33,791| 27.00
28.00 |Total patient revenues (sum of lines 17-27) (transfer column 3 to wkst. 368,210,892 299,027,524 667,238,416| 28.00
G-3, hne 1)
N N O N b o o i A s e A A L A e e SR U S e N e S ey e et LAV L
29.00 |operating expenses (per Wkst. A, c.c:'lumn 3 line 200) 140,476,993 29.00
30.00 [ADD (SPECIFY) 0 30.00
31.00 0 31.00
32.00 0 32.00
33.00 0| 33.00
34.00 0 34.00
35.00 0 35.00
36,00 |Total additions (sum of lines 30-35) 0 36.00
37.00 |DEDUCT (SPECIFY) 0 37.00
38.00 0 38.00
39.00 0 39.00
40.00 0 40.00
41.00 0 41.00
42.00 [Total deductions (sum of Tines 37-41) 0 42.00
43.00 |Total operating expenses (sum of Tines 29 and 36 minus 1ine 42)(transfer 140,476,993 43.00

to wkst. G-3, Tine 4)
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Health Finapcial systems . WEST SUBURBAN HOSP MED CTR

In Lieu of Form €mMs-2552-10

STATEMENT OF REVENUES AND EXPENSES

.00 |Total patient revenues (from wkst. G-2, Part I, column 3, Tine 28)
.00 |Less contractual allowances and discounts on patients' accounts
Net patient revenues (line 1 minus Tine 2)

.00 |Less total operating expenses (from wkst. G-2, Part II, line 43)
.00 |Net income from service to patients (line 3 minus line 4)
IOTHER INCOME = | : 2 -3 HE

.00 |Contributions, donations, bequests, etc

.00 |Income from jnvestments

.00 |Revenues from telephone and telegraph service

.00 |Revenue from television and radio service

.00 |pPurchase discounts

Rebates and refunds of expenses

.00 |parking lot receipts

.00 |Revenue from Taundry and linen service

.00 |Revenue from meals sold to employees and guests

.00 |Revenue from rental of Tiving quarters

Revenue from sale of medical and surgical supplies to other than patients
Revenue from sale of drugs to other than patients

18.00 |Revenue from sale of medical records and abstracts

Tuition (fees, sale of textbooks, uniforms, etc.)

|Revenue from gifts, flowers, coffee shops, and canteen

Rental of vending machines

Rental of hospital space

Governmental appropriations

OTHER OPERATING REVENUE

RETAIL PHARMACY

Total other income (sum of lines 6-24)

Total (line 5 plus Tine 25)

OTHER EXPENSES (ROUNDING)

Total other expenses (sum of line 27 and subscripts)

Net income (or loss) for the period (line 26 minus line 28)

PN NEY
o
b=

Provider CCN: 140049 |Period:

worksheet G-3

| From 05/01/2012

To 04/30/2013 | pate/Time Prepared:
" 19/27/2013 12:31 pm

[ y
B0 2 b o i 20

667,238,416/ 1.00

537,539,523 2.00

129,698,893| 3.00

140,476,993| 4.00

| -10,778,100] 5.00

0| 6.00

0| 7.00

0| 8.00

0! 9.00

0| 10.00

0| 11.00

0| 12.00

0| 13.00

482,673| 14.00

0| 15.00

0| 16.00

0| 17.00

0| 18.00

0| 19.00

0| 20.00

0| 21.00

1,521,724} 22.00

0| 23.00

394,426| 24.00

889,079| 24.01

3,287,902 25.00

-7,490,198| 26.00

-3| 27.00

-3| 28.00

-7,490,195| 29.00
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Health Financial Systems
CALCULATION OF CAPITAL PAYMENT

_|Total inpatient program capital cost (line 3 x line 4

WEST SUBURBAN HOSP MEDR CTR

In Lieu of Form CMS-2552-10

provider CCN: 140049 |period:
From 05/01/2012
To  04/30/2013

worksheet L
parts I-III

pate/Time Prepared:
9/27/2013 12:31 pm

~ Title XVIII Hospital

Program inpatient routine capital cost (see instructions)
Program inpatient ancillary capital cost (see instructions)
Total inpatient program capital cost (line 1 plus 1ine 2)
capital cost payment factor (see instructions)

OoONOAVIEWNPE

e
RO

= e
ol N

15.

17.

[PART LIT - COMPUTATION OF EXCEPTION PAYMENTS

Program inpatient capital costs (see instructions)
Program inpatient capital costs for extraordinary circumstances (see instructions)

Net program inpatient capital costs (line 1 minus Tine 2)

Applicable exception percentage (see instructions)

capital cost for comparison to payments (line 3 x line 4)

percentage adjustment for extraordinary circumstances (see instructions)

Adjustment to capital minimum payment level for extraordinary circumstances (line 2 x line 6)
capital minimum payment level (line 5 plus Tline 7)

Current year capital payments (from part I, line 12, as applicable)

Current year comparison of capital minimum payment level to capital payments (Tine 8 less line 9)
carryover of accumulated capital minimum payment level over capital payment (from prior year
worksheet L, Part III, line 14)

Net comparison of capital minimum payment level to capital payments (line 10 plus Tine 11)

Current year exception payment (if line 12 is positive, enter the amount on this Tine)

carryover of accumulated capital minimum payment level over capital payment for the following period
(if line 12 is negative, enter the amount on this 1ine)

Current year allowable operating and capital payment (see instructions)

current year operating and capital costs (see instructions)

current year exception offset amount (see instructions)

____PPS____

A B g SR N RN AT o IR S G ) ORI IR o Lo e ikt o DO R
IPART I - FULLY. PROSPECTIVE METHOD g e TS A R BB A T D ) e
|CAPITAL FEDERAL/AMOUNT L Ut OSNEER TR 2] '
|capital DRG other than outTier 1,570,171
capital DRG outlier payments 16,200
Total inpatient days divided by number of days in the cost reporting period (see instructions) 81.68
Number of interns & residents (see instructions) | 51.58
Indirect medical education percentage (see instructions) 19.51]
Indirect medical education adjustment (line 1 times Tine 5) 306,340
Percentage of SSI recipient patient days to Medicare Part A patient days (worksheet E, part A line 9.82
30) (see instructions)
Percentage of Medicaid patient days to total days reported on worksheet s-3, Part I (see 37.28
instructions)
sum of lines 7 and 8 47.10
Allowable disproportionate share percentage (see instructions) 10.01
Disproportionate share adjustment (line 1 times Tine 10) 157,174
|Total prospective capital payments (sum of lines 1-2, 6, and 11) = S 2,049,885
| ,___'._..._..'._‘..'. s LR E R QU T T T U D e e ey it s S LA RS e e a2 e ler b e 1'.90
PART II - PAYMENT UNDER REASONABLE COST

(=]

o0 o

=3 |
COOO0O0O0O0O0OCOO|

0
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