Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In Lieu of Form CM5-2552-10
This report is required by law (42 usc 1395g; 42 crr 413,20(b)). Failure to report can result ih @il 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 HOSPLITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION Provider CCN: 141315 |Period: Worksheet s
AND SETTLEMENT SUMMARY From 10/01/2012 | Parts I-IIT

To  09/30/2013 | Date/Time Prepared:
2/28/2014 1:56 pm

B

Provider 1 Electronically Filed cost report Data; 2/28/2014 Time: 1:56 pm
use only 2 Imanually submitted cost report
3.[ 0 ]JIf this is an amended report enter the number of times the provider resubmitted this cost report
4. [ F |medicare utilization. Enter "F" for full or "L" for low.
Contractor 5. [ 1 ]cost Report Status 6. Date Received: 10.NPR Date:
use only (1) As submitted 7. Contractor No. 11. contractor's Vendor Code: 4
(2) sertled without audit 8. [ N ]JInitial Report for this Provider CCNI12.[ O JIf Tine 5, column 1 is 4: Enter
(3) settled with Audit 9. [ N JFinal Report for this Provider ccN number of times reopened = 0-9,

(4) Reopened
(5) Amended

MISREPRESENTATION OR FALSIFICATION OF ANY INMFORMATION 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
ADMINTSTRATIVE 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 Revenmue and
Expenses prepared by BCC DBA ILLINI COMMUNITY HOSPITAL { 141315 ) for the cost reporting period beginning
10/01/2012 and ending 09/30/2013 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 Ffamiliar with the laws and regulations regarding the
provision of health care services, and that the services identified in this cost report were provided in
compliance with such laws and regulations.

Encryption Information (Signed)
ECR: Date: 2/28/2014 Time: 1:56 pm Officer or Administrator of Provider(s)
FoTzgflsBCLOINHSsEGeWmUHTPRkmO
Ch1to01] . 801zib9zFIwTdoWpzVMnd
Dnv20K0Iwj0Al ros Title
PI: Dpate: 2/28/2014 Time: 1:56 pm
0 pDLUOF i IMPDMLKXbIB3MLL1UgdCO

DI 1xBOaQMFvOudc:wgys24pvciviox Date
OEBVZLQ1
Hospita 0 518,871 -242,373 0] 1.00
2.00 |subprovider - IPF 0 0 0 0 2.00
3.00 |Subprovider - IRF 0 0f 0 Q] 3.00
5.00 |swing bed - SNF 0 118,794 0 0| 5.00
6.00 [swing bed - NF 0 0| 6.00
10.00 [RURAL HEALTH CLINXIC I 0 21,784 Q| 10,00
200.00[Total 0, 637,665 -220, 589 i; 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 colfection. 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 €4-26-05, Baltimore, maryland 21244-1850,

MCRIF32 - 4.8.152.0



Health Financial Systems BCC DPBA TLLINT COMMUNITY HOSPITAL

Ih Lieu of Form CMS-2552-10

HOSPEITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA provider CCN: 141315 |Period:

From 10/01/2012
To

09/30/2013

worksheet s-2
Part I
Date/Time Prepared:

2/28/2014 1:51 pm

zip Code: 62363

~ o W

COMMUNITY HOSPLTAL
subprovider - IPF
Subprovider - IRF
Subprovider - (Other)

HOSP-SWINGBED
swing 8eds - NF
Hospital-Based SNF
Hospital-Based NF
Hospital-Based OLTC
Hospital-Based HHA
Separately Certified ASC
Hospital-Based Hospice

Hospital . o “|BCC DBA ILLINT 141315 | 99914 1 |oejo1/2001] N

swing Beds ~ SNF BCC DBA TILLINI COMM 142315 99914 09/01/2001, N

Hospital-Based Health Clinic - RHC [BCC DBA ILLINI COMM 143482 99914 07/03/2006] N

HOSP-RHC
Hospital-Based Health Clinic - FQHC
Hospital-Based (CMHC) I

Renal Dialysis
Other

23,

00

Cost Reporting Period (mm/dd/yyyy)

10/01/2012
2

720
09/30/2013 } 20.00

Type of Contro1_ﬁsee 1nstruct1ons)

boes this fac111ty‘qua11fy and is it currently receiving payments for d1sproport1onate
share hospital adjustment, in accordance with 42 CFR §412.1067? In column 1, enter "y"
for yes or "N" for no. Is this facility subject to 42 CFR Section §412.06(c)(2)(?1ck1e

amendment hospital?) In column 2, enter "¥" for yes or "N" for no.
which method is used to determine Medicaid days on lines 24 andfor 25 below? .In column
1, enter 1 if date of admission, 2 if census days, or 3 if date of discharge. Is the

method of identifying the days in this cost reporting period different from the method
used in the prigr cost_reporting period? In column 2, enter "v" for yes or "N" for no.

23.00

24.

25.

00

00

If this provider is an IPPS hospital, enter the 0 0 0
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,
out-of-state Medicaid eligible unpaid days in col.
4, Medicaid HMO paid and eligible but unpaid days in
column 5, and other Medicaid cdays in column 6.

If this provider is an IRF, enter the in-state 0f 0 0
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 e11g1b1e but unpaid days in col. 5, and other
dicaid d 1. 6

0f 25.00

26.

27.

35.

00
00

00

Enter your standard geographic classification (not wage) status at the beginning of the
cost reporting period. Enter "1" for urban or “2" for rural.

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

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

effect in the cost reporting period.

26.00

27.00

35.00

MCRIF32 - 4.8.152.0



Health Fingncial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In Lieu of Form CMS-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 141315 |Period: worksheet -2
From 10/01/2012 | Part T
To  09/30/2013 D?te/T1me Prepared
2

36.00 [Enter applicable beginning and ending dates of SCH status. Subscript line 36 for number
of periods in excess of one and enter subsequent dates.

37.00 [If this 1s a Medicare dependent hospital (MDH), enter the number of periods MDH status
in effect in the cost reporting period.

38.00 |Enter applicable beginning and ending dates of MDH status. Subscript Tine 38 for number
of periods in excess of one and enter subsequent dates

36.00
37.00

38.00

poes this facility qualify for the inpatient hospital payment adjustment for Tow volume
hospitals in accordance with 42 CFR §412.101(b)(2) (i1)? eEnter in column 1 *¥" for yes
or “N” for no. Does the Tacility meet the mileage requirements in accordance with 42
CFR 4172.101(h)(2)(ii)? Enter in column 2 "Y" for yes or "N" for no. (see instructions)

45.00 Does this fac111ty qua11fy and receive capital payment for disproportionate share in accordance N
with 42 CFR Section §412,3207 (see instructions)

46,00 [1s this facility eligible for additional payment exception for extraocrdinary circumstances
pursuant to 42 CFR §412.348(F)7 If ves, complete Worksheet L, Part III and L-1, parts I through
IIX.

47.00 [Is this a new hospital under 42 CFR §412.300 PPS capital? Enter "y for yes or "N for no.
48.00 [Ls the facility e1ecting full federal capital payment? Enter "Y" for yes or “N" for no.

N N 45.00
N N 46.00
N N 47.00
N N 48.00

Tedching Hospitalss

56.00 |Is this a hospital 1nvo1ved in tra1n1ng resi ents in approved GME programs7 Enter "y for yes M

or “N" for no.

57.00 |If 1ine 56 is yes, 1is this the first cost reporting period during which residents in approved
GME programs trained at this facility? Enter "vY" for yes or "N" for no in column 1. If column 1
is "Y" did residents start training in the first month of this cost reporting period? Enter "y"
for yes or "N" for no in column 2. If column 2 is "¥", complete Worksheet E-4. If column 2 is

"N", complete worksheet D, Part III & IV and P-2, Part IT, if applicable.

58.00 |If 1ine 56 is yes, did this facility elect cost reimbursement for physicians' services as
defined in CMS Pub. 15-1, section 21487 If vas, complete Worksheet D-5.

59,00 |are costs claimed on Tine 100 of worksheet A? If yes, complete worksheet D-2, Part I.
60.00 [are you claiming nursing school and/or allied health costs for a program that meets the

provider—operated criteria under §413.857 Enter "Y" for yes or "N" Tor no. (see 1nstruct1ons)

56.00

57.00

58.00

59.00
60,00

61.00 [pid your hospital receive FTE slots under ACA N
section 55037 Enter "y" for yes or "N" for no in
column 1. {see instructions)

61.01 [Enter the average number of unweighted primary care (.04 0.04
FTEs from the hospital’s 3 most recent cost reports
ending and submitted before Mmarch 23, 2010. (see
instructions)

61.02 |[Enter the current year total unweighted primary care 0.00 0.00
FTE count (excluding OB/GYN and general surgery)
added as a result of section 5503. (see
instructions)

61.03 [Enter the base line FTE count for primary care 0.00 0.00
and/or general surgery residents, which 1s used for
determining compliance with the 75% test. (see
instructions)

61.04 |[Enter the number of unweighted primary care/or 0.00 0.00
surgery allopathic and/or osteopathic FTEs in the
current cost reporting period. (see instructions).
61.05 |Enter the difference between the baseline primary 0.00 0.0Q
and/or general surgery FTEs and the current year's
primary care and/or general surgery FTE counts (line
61.04 minus Tine 61.03). (see instructions)

61.06 |[Enter the amount of ACA §5503 award that is being 0.0d 0.00
used for cap relief and/or FTEs that are nonprimary
care or general surgery. (see instructions}

0.04 61.00

61.01

61.02

61.03

61.04

61.05

61.06

of the FTEs in line 61.05, specify each new program
specialty, if any, and the number of FTE residents
for each new program. {see instructions) Enter in
column 1 the program name, enter in column 2 the
program code, enter in column 3 the IME FTE
unweighted count and enter in column 4 direct GME
FTE unweighted count.

MCRIF3Z - 4.8.152.0



Health Financial Systems BCC DBA TLLINT COMMUNITY HOSPITAL In Lieu of Form CMs-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 141315 | Period: worksheet S-2

From 10/01/2012| Part ¢

To 09/30/2013 | bate/Time Prepared:
2/28/2014 1:51 pin

508 TR e -

61.20 [of the FTEs in line 61.05, specify each expanded . 0.00 61.
program specialty, if any, and the number of FTE
residents for each expanded program. (see
instructions) Enter jn column 1 the program nhame,
enter in column 2 the program code, enter in column
3 the IME FTE unweighted count and enter in co'lumn 4

1di,

GME FTE_unweighted count.

62.00 [Enter the number of FTE rés1dentg'that your'hosp1ta1 tra1ned in th1s'cost report1ng per1od for which O.ﬁC 62.00

your hospital received HRSA PCRE fumding (see instructions)
62.01 |[Enter the number of FTE residents that rotated from a Teaching Health Center (THC) into your hospital 0.00 62.01

during in this_cost reporting period of HRSA THC program. (see instructions)

Taaching HospTtals that Claim Residants. in, NON-provwider SeLtings B
63.00 Has your facility trained residents in nen-provider settings during this c05t reporting period? Enter N 63.00
"v" for yes or "N" for no in columm 1. If ves, complete lines 64-67, (see 1nstruct1ons)

p | - of-or. after. g ;

Enter in column 1, if line 63 1s yes, or your fac111ty “trained res1dents . . 0. 000000
in the bhase year period, the number of unweighted non-primary care
resident FTEs attributable to rotations occurring in all non-provider
sattings. Enter in column 2 the number of unweighted non-primary care
resident FTEs that trained in your hospital. Enter Tn column 3 the ratio
ol divided by (column 1 um 2)). (see instru

s e i

5 K OO
65.00 |Enter in column 1, if Tine &3 0.00 0.00 0.000000 65,00
is yes, or your Facility
trained residents in the base
year period, the program name
associated with primary care
FTEs for each primary care
program in which you trained
residents. Enter in column 2
the program code, enter in
column 2 the number of
unweighted primary care FTE
residents attributable to
rotations occurring in all
neh-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)

bagin T v :

§6.00 [Enter in column 1 the number of unwe1ghted non-primary care resident 0.00 0. 00| 0.000000| 66.00
FTEs attributable to rotations occurring in all non-provider settings.
Enter in column 2 the number of unweighted non-primary care resident
FTEs that trained in your hospital. Enter in column 3 the ratio of
(column 1 divided by (column 1 + column 2)). (see instructions)

MCRIF32 - 4.8.152.0



Health

Financial Systems BCC DBA TLLINI COMMUNITY HOSPITAL

In Lie

u of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDEMTIFICATION DATA

period:
From 10/01/2012
To 09/30/2013

Provider CCN: 141315

worksheet 5-2
Part 1
Date/Time Prepared:

12/26/2014 1:51 pn

67.00

Enter in column 1 the program
name associated with each of
your primary care programs in
which you trained residents.
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)

67.00

0.000000|

70.00
71.00

75.00

76.00

1Y -PPS.

IHpatTent Psychiati

Is th1s fac111ty an Inpat1ent psychiatric Facility (IPF), or does it contain an IPF 5ubprov1der7

Enter "Y' for yes or "N" for no.
If Tine 70 yes: Column 1: pid the facility have a teaching program in the most recent cost
report filed on or before November 15, 20047 Enter "Y" for yes or "N" for no. Column 2: Did
this facility train residents in a new teaching program in accordance with 42 CFR §412.424
(YD G1)(0)? Enter "y" for yes or "N" for no. Column 3: If column 2 is Y, enter 1, 2 or 3
raspectively in column 3. (see instructions)} If this cost reporting pericd covers the beginning
of the fourth year, enter 4 in column 3, or if the 5th or subsequent academic years of the new
teaching program in existence, enter 5. (see instructions)

70.00

Thpatient RehabiliFAtion Facility BPS

Is this facility an Inpatient Rehabilitation Fac111ty (IRF), or does it contain an IRF
subprovider? Enter "¥" for yes and "N" for no.

If 1ine 75 yes: Column 1: Did the facility have a teaching pregram in the most recent cost
reporting period ending on or before November 15, 20047 Enter "v" for yes or "N" for no. Colutn
2: Did this facility train residents in a new teaching program in accordance with 4?2 CFR
§412.424 (Y (D113 (p)7? Enter "v" for yes or "N" for no. Column 3: IF column 2 is Y, enter 1, 2
or 3 raspectively in column 3. (see 1nstruct1ons) If this cost reporting periocd covers the
heginning of the fourth year, enter 4 1in column 3, or 1F the Sth or subsequent academic years of

| 75.00

LGg--Tarm '
Is this a 1ong term
EFRA Providers.:

Is this a new hospital under 42 CFR Section 13.40(F) (1) (1) TEFRA?
Did this facility establish a new other subprovider (excluded unit) under 42 CFR Section
§413.40¢fy(1)(ii)? Enter for yes and "N" for no.

85.00
86.00

90.00

91.00
92.00
93.00
94.00

95.00
96.00

97.00

105.00
106.00

Does th1s fac111ty have titie v and/or XIX inpatient hospital services? Enter "v" for N

yas or "N" for no in the appticable column.
Is this hespital reimbursed for title v and/or XIX through the cost report either in N

full or in part? Enter "Y" for ves or “N" for no +in the applicable column.

Are title XIX NF patients occupying title XVIII SNF beds (dual certification)? (see
instructions) Enter “¥" for ves or "N" for no in the applicable column.

Does this facility operate an ICF\MR facility for purposes of title v and XIX? Enter N
"¥" for yes or "N” for no in the applicable column.

Does title v or XIX reduce capital cost? Enter "Y" for yes,
applicable column.

TF Tine 94 is "v", enter the reduction percentage in the applicable column.
Does title V or XIX reduce operating cost? Enter "y" for yes or "N" for no in the N
applicable column.
If 1ine 96 is "y

and "N" for no in the N

enter the reduction percentage in the applicable column

0.00

Y 90.00
N 91.00
N 92.00
N 93.00
N 94.00

0.00 95.00
N 96.00

RUFE]Z Providars.

0.00

poes this hospital qualify as a Cr1t1ca1 Access Hosp1ta1 {camH)? A
it this facility qualifies as a caH, has it elected the all-inclusive method of payment N

Ffor outpatient services? (see instructions)

“|105. 00
106. 00

MCRIF3Z - 4.8,152.0



Health Financial Systems

BCC DBA ILLINY COMMUNITY HOSPITAL

In Lieu of Form CMs-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

Provider CCN: 141315

pPeriod;
From 10/01/2012

To  09/30/2013

worksheet 5-2

Part I

Date/T1me Preparad:
12/28/2

1 pm

107.

108.

Q0

00,

column 1:
for I &R training programs? Enter "y" 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 Worksheet D-2, Part II.
Column 2: If this facility is a CaH, do I&Rs in an approved medical education program
train in the can's excluded IPF and/or IRF unit? Enter "v" for yes or "N" For no in
column 2. {see instructions)

Is this a rural hospital gualifying for an exception to the CRMA fee schedule?
CFR Section §412.113(c). Enter “Y" for yes or "N" for no.

See 42

If this factlity qualifies as a CAH, is it eligible for cost reimbursement

107.00

108.00

i eli]

109.

00

If this hospital qualifies as a CAH or a cost provider, are Y N
therapy serv1ces provided by outside supplier? Enter "y"
T ' f f ach therapy

109.00

115,

116,
117.

118.

00

00
00

00

MiE porting information

Is th1s an a11—1nc1us1ve rate provider? Enter "Y" for yes or
enter the method used (A, B, or E only) in column 2. If column 2 is “E",

15-1, §2208.1.

Is this facility classified as a referral center? Enter "Y' for yes or "N" for no.

Is this facility legalTly-required to carry malpractice insurance? Enter "v" for yes or
no.

Is the maTlpractice tinsurance a c1a1ms made or occurrence policy? Enter 1 if the policy
Enter 2 if th 11 is oc

‘N" for no in column 1. IF ves, N
enter in column 3
either "93" percent for short term hospital or “98" percent for long term care (includes
psychiatric, rehabilitation and Tong term hospital providers) based on the definition in cms

N
"N for Y
is 1

“J115.00

116.00
117.00

118.00

119.
120.

121.

125.
126.
127.
128.
129,
130.
131.
132.
133.

134,

140.

Q0|
00|

00

00
00
00
a0
00
00
00
00
O
00

00

Are malpractice premjums and paid losses reported in a cost center other than the
administrative and General? If yes, submit supporting schedule Tisting cost centers
and awmounts contained therein.

DO NOT USE THIS LINE

Is this a SCH or EACH that gualifies for the outpatient Hold Harmless provision din ACA
§3121 and appTicable 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)
Enter in columnh 2 "y" for yes or "N" for no.

Did this facility incur and report costs for implantable devices charged to patients?
Enter "¥" for ves or "N" for n

Franaplant. cantar Lnfornatio

pDoas this facility operate a transplant center? Enter "y" for ves and "N" for no. I
ves, enter certification date(s) (mm/dd/yyyy) below.

If this is a Medicare certified kidney transplant center, enter the cartification date
in column 1 and termination date, if applicable, in column 2.

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

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

If this is a Medicare certified Tung transplant center, enter the certification date in

column 1 and termination date, if applicable, in column 2.

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

If this is a Medicare certified intestinal transplant center, enter the certification
date in coluwn 1 and termination date, +if applicable, in <olumn 2.

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

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

If this ds an organ procurement organization (OPQ)Y, enter the OPOQ number in column 1
and termination date, if applicable, in column 2

AT Provider

Are there any related organization or home office costs as defined in cMs pub. 15-1,
chapter 107 Enter "v" for yes or “N" for no in column 1. If yes, and home office costs

are claimed, enter in column 2 the home office chain number. (see finstructions)

14H132

118.02

119.00
120.00

121.00

125.00

126.00
127.00
128.00
129.00
130.00
131.00
132.00
133.00

134.00

140.00

MCRIF32 - 4,8.152.0



Health Financial Systems BCC DBA ITLLINI COMMUNITY HOSPITAL

In Lieu of Form CM$-2552-10

HOSPITAL AND HOSPEITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 141315

Period:
From 10/01/2012
To  09/30/2013

worksheet 5-2
Part I

Date/Time Prepared:

2/28/2014 1:51

m..

“[contractor's Name: NATTONAL GOVERNMENT

141, 00[Name BLESSING CORPORATE SERVICES
SERVICES
Street: BROADWAY AT 11TH STREET PO BoX:
City: QUINCY State: IL Zip Code:

Contractor's Number: 00131

62301

141.00

142.
143.

0o
Qo

.00{are provider based physicians' costs included in Worksheet A7
.00xf costs for renal services are claimed on worksheet A, 1ine 74, are they costs for in
services only? Enter "y" for yves or “N" for no.

patient

00
00

144.
145.

146.000las the cost aiioﬁat%on methodology changed ffbm the previously filed cost repor£?

146.
147.

148.
149,

00

Enter "Y" for yes or "N" for no in column 1. {(See CM5 Pub. 15-2, section 4020) If yes,

enter the approval date (nm/dd/yyyy) in column 2.
147.00was there a change in the statistical basis? Enter "Y" for yes or "N" for no. N
148.00Was there a change in the order of allocation? Enter "Y" for yes or "N" for no. [
149.00Was there a change to the simplified cost finding method? Enter "y for yes or "N" for N

ICLENArges xar:: R AL
155.00Hospital N N N
156.00subprovider - IPF N N N
157.00/subprovider - IRF N N N
158. 00|SUBPROVIDER
1592, 00|SNF N N N
160, 00HOME HEALTH AGENCY N N N

Is this hospital part of a cémpus hnéﬁita1 that

erll f

65

00

166.00

If Tine 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 1in
column 5

00

166.

hdRe

“Ente

167.00{ts this provider a mean1ngfu1 user under Section §1886(n)? for yes or

168.00/11f this provider is a CaH (1ine 105 is "vY") and is a meaningful user (1ine 167 is "v¥*)
reasonable cost incurred for the HIT assets (see instructions)
169.00{xf this provider is a meaningful user (Tine 167 is "¥")} and is not a CAH (line 105 is

transition factor. (see instructions)

N" for no.

, anter the

"N"), enter the

167.
168.

00
00

169.00

Entér fh columns 1 and 2 the EHR beginning date and ending date for the reporting
period respectively (mm/dd/yyyy)

170.00

MCRIF32 - 4.8.152.0
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Health Financial Systems BCC DBA TLLINT COMMUNITY HOSPITAL In Lieu of Form CM$-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE Provider CCN: 141315 | Period: worksheet s-2
Fram 10/01/2012 | Part II
To  09/30/2013 | pate/Time Prepared:
2/28/2014 1:5

1 pm

1.00

Prvvider

a i )
Has the pr0v1der changed ownersh1p 1mmed1ate1y pr1or to the beginning of the cost
reporting period? If yes, enter the date of the change in column 2. (see instructions)

1.00

.00

Has the provider terminated participation in the Medicare program? rf
yes, enter in column 2 the date of termination and in coluwn 3, "v" for
voluntary or "I" for <involuntary.

Is the provider involved in business transactions, including management
contracts, with individuals or entities (e.g., chain home offices, drug
or medical supply companies) that are related to the provider or its
officers, medical staff, management personnel, or members of the board
of d1rectors through ownersh1p, control, or family and other similar
relati nsh1ps7 ¢ structjons)

.00

.00

.Q0

IEinancial :Data.a

Column 1: Were the f1nanc1a1 statements prepared by a Cert1f1ed Public Y
Accountant? Column 2: If yes, enter "A" for Audited, "c" for compiled,

or "R" for rReviewed. Submit complete copy or enter date available in

column 3. (see instructions) If no, see instructions.

Are the cost report total expenses and total revenues different From N

those on the filed financial statewents? If yes, submit reconciliation.

.00

.00

.00
.00

.00
10.00

11.00

c01umn 1: Are costs claimed for nurs1ng school? column 2
the legal operator of the program?

Are costs claimed for Allied Health programs? If "Y" see instructions.

were nursing school and/or allied health programs approved and/or renewed during the
cost reporting period? If yes, see jnstructions.

Are costs claimed for Intern-resident programs claimed on the current cost report? If
yes, see instructions.

Was an Intern-resident program been initiated or renewed in the current cost raporting
period? If yes, see instructions.

Are GME cost directly assigned to cost centers other than I & R in an Approved

Program on Werksheet A? If ves, see {

If yes, is the provider is

.00

.00
.00

.00
10.00

11.00

Is the prov1der seek1ng re1mbursement for bad debts7 IF yaes, see 1nstruct1ons
If line 12 is yes, did the provider's bad debt collectien policy change during this co
period? If yes, submit copy.

If 11ne 12 1s yes were patient deduct1b1es and/or co-

ayments walved? If yes

st reporting

12,
13.

00
00

.00

17.00

18.00

19.00

20.00

was the cost report prepared using the PS&R
Report only? T either column 1 or 3 1is ves,
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
rReport 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 Tine 16 or 17 +is yes, were adjustwments
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 ves, see instructions.
If Tine 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 Tline 16 or 17 is yes, were adjustments
made to PS&R Report data Tor Other? Describe

the other adjustments:

12/31/2013

16.00

17.00

18.00

19.00

20.00

MCRIF32 - 4.8.152.0



Hea'lth Fimanhcial Systems

BCC DBA TLLINT COMMUNITY HOSPITAL

In Lieu of Form CMs-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE

Provider CCN: 141315

Period:
From 10/01/2012
09/30/2013

To

worksheet s-2
part II

Date/Time Prepared:

1 pm

2/28/2014 1:5

1.

00

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

3.

00

22,
23.

24.
25.
26,
27.

28.
29,
30,
31.

32.

33.

34.

35.

00
oo

00
09
00
00

00
00
00
00

1n5truct1ons

Have assets been re11fed for Med1care purposes? If yes see 1nstruct1ons N
Have changes occurred in the Medicare depreciation expense due to appraisals made during the cost N
reporting period? If yes, see instructions.

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

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

Were assets subject to Sec.2314 of DEFRA acquired during the cost reporting period? If yes, see N
instructions,

Has the provider's capitalization poTicy changed during the cost reporting period? If yes, submit N
copy.

Hntérest Expefise;: e R e e e
ware new loans, mortgage agreements or 1etters of cred1t entered 1nto dur1ng the cost report1ng N
period? If yes, see instructions.

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

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

Has debt been recalled before scheduled maturity without issuance of new debt? If yes, see N

e

Have changes or new agreements occurred in patient care services furnished through contractual
arrangements with suppliers of services? If yes, see instructions.
if Tine 32 is yes, were the requirements of Sec. 2135.2 applied pertaining to competitive bidding? If

LI’IO, see ';r C_t'l
Provitarzgagad -Ph

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

If Tine 34 is ves, were there new agreements or amended existing agreements with the provider-based
physicians during the cost reporting period? If ves, see instructions.

22,
23.

24,
25.
26.
27,

28.
29.

30.

31.

33.

1 34.

35.

00
00

00
00
00

00

00
00
00

00

00

00

VY

[2211L 8 Cos -
'were home office costs cTaImed oh the cost report?

Y
If line 36 is yes, has a home office cost statement been prepared by the home office? Y
If yes, see instructions.
If Tine 36 is yes , was the fiscal year end of the home office different From that of N

the provider? If yes, enter in column 2 the fiscal year end of the home office.
If Tine 36 is yes, did the provider render services to other chain components? If yes, N
see instructions.

If 1ine 36 is yes, did the provider render services to the home office?
instructions.

If yes, see N

36.
37.

38.
39.

40.

00
00

00
00
00

41.

42.

43.

Repare Prep

Enter the First naime, last name and the title/position CONNTE ZIEGLER
held by the cost report preparer in columns 1, 2, and 3,
respectively.

Enter the employer/company name of the cost report
preparer.

Enter the telephone number and email address of the cost

report preparer in columns 1 and 2, respectively.

BLESSING CORPORATE SERVICES

217-223-8400, X415%

M

CZIEGLEREBLESSINGHOSPITAL, CO

41.

4z,

43,

MCRIF32 - 4.8.152.0
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Health Financial Systems

BCC DBA TELTNI COMMUNITY HOSPITAL

In Lieu of Form CMS-2552-10

HOSPLITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT GUESTIONNATIRE

pProvider CCN: 141315

Period:
From 10/01/2012
To 09/30/2013

worksheat S-2
Part II

Date/Time Prepared:
2/28/2014 1:51 pm

16.

17.

18.

19,

20.

21.

00

00

00

00

00

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 Tine 16 or 17 +is yes, were adjustwments
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 Tine 16 or 17 is yes, were adjustments
made to PS&R Repart data for corrections of
other PS&R Report information? If yes, see
instructions,

If Tine 16 or 17 1is 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? IT yes, see
dinstructions.

12/31/2013

16.00

17.00

18.00

19.00

20.00

21.00

41.

42,

43,

00

00

00

Enter the f1rst name, Tast name and the t1t1e/pos1t1on
held by the cost report preparer in columns 1, 2, and 3,
respectively.
Enter the employer/company name of the cost report
preparer.
Enter the telephone number and email address of the cost
report preparer in columns 1 and 2, respectively.

DIRECTOR OF REVENUE
INTEGRITY

41.00

42.00

43.00

MCRIF32 - 4.8.152.0



Health Financial Systems

BCC DBA ILLINI COMMUNITY HOSPITAL

Non-CMS HFS Worksheet

HFS supplemental Information

Provider CCN: 141315

To

period:
From 10/01/2012
06/30/2013

Worksheet 5-2
part ix

Date/Time Prepared:
2/28/2014 1:51 p

't1e

1.00

2.00

3.00

Do T1t1e V or XIX Fo11ow Med1care (T1t¥e XVIII) for the Interns and Res1dence post
stepdown adjustments on w/S B, Part I, column 257 Enter Y/N in column 1 for Title v
and Y/N in column 2 for Title XIX.

Do Title v or XIX follow Medicare (Title xXviII) for the reporting of charges on w/s C,
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.

Do Title v or XIX follow Medicare (Title XvIIT) for the calculation of observation Red
Cost on W/s D-1, Part 1v, line 897 Enter Y/N in column 1 for Title v and Y/N in column

Y 1.00
Y 2,00
¥ 3.00

Does Title v fo]1ow Med1care (T1t1e XVIII) for critical Access Hasp1ta1s (CAH) being
reimbursed 101% of cost? Enter Y or N in column 1 for inpatient and Y or N in column 2
for outpatient.

Does Title XIX follow Medicare (Title XvwIIT)} for Critical Access Hospitals (CAH) being
reimbursed 101% of cost? Enter ¥ or N Tn column 1 for inpatient and ¥ or N in column 2
for outpatient.

6.00

7.00

ITSALLOWANCE:

(Do Title V or XIX follow Medicare and add back the RCE Disallowance on w/S C, Part I

column 47 Enter Y/N in_column 1‘for T1t]e v and Y/N in column 2 for Title XIX

Y 6.00

PASS THROUGH COST

Do Title V or XIX f011ow Medicare when cost reimbursed (payment system is "0") for

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

Y ‘1 7.00

MCRIF32 - 4.8.152.0



Health Financial Systems

BCC DBA TLLINI COMMUNITY HOSPITAL

In Lieu of Form CM$-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA

Provider CCN: 141315

Perio
From
To

d: worksheet S-3

10/01/2012 | Part I

09/30/2013 | pate/Time Preqared:
pm

8 exclude Swing Bed, Observation Bed and
Hospice days)(see instructions for col. 2
for the portion of LDP room available beds)
HMO and other (see instructions)

HMD IPF Subprovider

HMD IRF Subprovider

Hospital adults & Peds. Swing Bed SNF
Hospital AduTts & Peds. Swing Bed NF
Total Adults and Peds. (exclude obhsarvation
beds} (see instructions}

INTENSIVE CARE UNIT

CORONARY CARE UNIT

BURN INTENSIVE CARE UNIT

SURGTCAL 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

HOSPICE (non-distinct part)

CMHC - CMHC

RURAL HEALTH CLINIC

FEDERALLY QUALTIFIEDRD HEALTH CENTER

Total (sum of Tines 14-26)

Observation Bed Days

Ambulance Trips

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

Labor & delivery days (see instructions)
Total ancillary Tlabor & delivery room
outpatient days (see instructions)

LTCH non-covered days

Hospital adults & Pads, (éo1umn5 5, 6, 7 and

30.00

88.00

25

25

25

9,125

9,125

25, 680.00)

=E==]

25,680.00

25,680.00 0| 14.00

MCRIF32 - 4.8.152.0



Health Financial Systems

BCC DBA ILLINI COMMUNITY HOSPITAL

Inh Lieu of Form CMS-2552-10

HOSPITAL AMD HOSPITAL HEALTH CARE COMPLEX STATISTLCAL DATA

Provider CCN: 1

41315
To

Period:
From 10/01/2012 | Part T

worksheet 5-3

09/30/2013 | bate/Time Prepared:

2/28/2014 1:51

pm

Hospital Adults & Peds. (columns 5, 6, 7 and
8 exclude swing Bed, Observation Bed and
Hospice days)(see instructions for col, 2
for the portion of LDP room available beds)
HMO and other (see instructions)

HMO IPF Subprovider

HMO IRF Subprovider

Hospital Adults & Peds. Swing Bed SNF
Hospital Adults & Peds. Swing Bed NF
Total Adults and Peds. (exclude observation
heds) (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

HOSPICE (non-distinct part)

CMHC -~ CMHC

RURAL HEALTH CLINIC

FEDERALLY QUALEFIED HEALTH CENTER

Total (sum of Tines 14-26)

Observation Bed Days

Ambulance Trips

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

Labor & delivery days (see instructions)
Total ancillary labor & delivery room
outpatient days (see instructions)

LTCH non-covered days

190

1,068

1,089

1,787

65

Voo o oo

(=1

10

190

1,264

1,264
0

7,405

103

(e

0.00

0.00

0.00

144,81

9.98

154.79

1.00

MCRIF32 - 4.8.152.0



Health Financial Systems BCC DBA TLLINI COMMUNITY HOQSPITAL In Lieu of Form €M5-2552-10
HOSPITAL AND HOSPLITAL HEALTH CARE COMPLEX STATISTICAL DATA Provider CCN: 141315 |Period: worksheet 5-3

From 10/01/2012 | Part I

To  09/30/2013 | pate/Time Prepared:

2/28/2014 1:51 pm

1.00 [Hospital Adults & Peds. (columns 5, 6, 7 and 0f 241 23 306 1.00

8 exclude Swing Bed, Observation Bed and

Hospice days)(see instructions for col. 2

for the poertion of LDP room available beds)
2.00 |HMO and other {see instructions) 7 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 UNIT g.00
9.00 |CORONARY CARE UNIT a9.00
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 0 241 23 306| 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 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
24.10 |HOSPICE (non-distinct part) 24,10
25.00 |cMHC - CMHC 25.00
26.00 |RURAL HEALTH CLINIC 0.00 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 i 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
32.01 |Total ancillary Tabor & delivery room 32.01

outpatient days (see instructions)
33.00 |LTCH noh-covered days 33.00

MCRIF32 -~ 4.8.152.0



Hea'lth Financial Systems BCC DBA TLLINI COMMUNITY HOSPITAL In Lieu of Form CMS-2552-10
HOSPITAL-BASED RURAL HEALTH CLINIC/FEDERALLY QUALIFIED HEALTH CENTER | Provider CCN: 141315 |Period: workshest 5-8

STATISTICAL DATA From 10/01/2012 .
component CCN: 143482 (Te  09/30/2013 | Date/Time Prepared:

2/28/2014 1:51 pm
Rural Health Cost
1inic (RHC) I

[Clinic Address and -
[street

State, Zip Code, County PITTSFIELD

[FoHCs oNLY: pesignation - Enter "R for rural or "U" for urban

~Federal ‘Fiing

4.00 |Community Heal enter (Section 330(d), PHS Act) 0 4.00
5.00 [migrant Health center (Section 329(d), PHS Act) 0 5.00
6.00 |HeaTth Services for the Homeless (Section 340(d), PHS AcL) 0 6.00
7.00 |Appalachian Regional Commission 0 7.00
.00 |Look-ATlikes 0 8.00
9.00 |OTHER {SPECIFY} 0 9.00

Does this facility operate as other than an RHC or FQHC? Enter "v" for yes or "N" for
no in column 1. If yes, indicate number of other operations in column 2.(Enter in
subscripts of Tine 11 the type of other operation{s) and the operating hours.)

Sunday:

Have you received an approval for an exception to the productivity standar

Ts this a consolidated cost report as defined in CMS Pub, 100-04, chapter 9, section
30.87 Enter "Y" for yes or "N" for no in column 1. If ves, enter in column 2 the
number of providers included in this report. List the names of all providers and

umb bel

14.00 |Provider name, cCM number

15.00 [Have you provided all or substantially all N 0 & 0 ol 15.00
GME cost? Enter "Y" for yes or "N" for no in
column 1. Tf yes, enter in columns 2, 3 and
4 the number of program visits performed by
Intern & Residents for titles v, XvIIT, and
XIX, as applicable. Enter in column 5 the
number of total visits for this provider.
(see instructions)

2.00_|city, state, zip Code, County

11.00 [clinic [7:30 [o7:00 [17:30 h7:00 [17:30 11.00

MCRIF32 - 4.8.152.0



Health Financial Systems BCC DBA TLLINI COMMUNITY HOSPITAL in Lieu of Form CM$-2552-10
HOSPITAL-BASED RURAL HEALTH CLINIC/FEDERALLY QUALIFIED HEALTH CENTER | Provider CCN: 141315 |Period: worksheet $-8
STATISTICAL DATA From 10/01/2012

component CCN:143482 [To  09/30/2013 | pate/Time Prepared;

2/28/2014 1:51 pm
Rural Health Cost
clinic (RHC) T
turda

Fac{ﬁ1tvfhuurs of . operations.C i R T
11.00 |CTlinic [07:00 [17:30 [o7:00 [12:00 11.00

MCRIF32 ~ 4.8.152.0



Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In_Lieu of Form CMs-2552-10
HOSPITAL UNMCOMPENSATED AND INDIGENT CARE DATA provider CCN: 141315 |Perio worksheet 5-10

From 10/01/2012
To 09/30/2013 | pate/Time Prepared:
2/28/2014 1:51 pm

: rare cost-cqmpgtat1o s e
WOrksheet C, Part I 11ne 202 co1umn 3 d1v1ded by 11ne 202 coTumn 8)_ _ | 0. 413374_ 1.00

1.00 [Cost to cha ge

dicaid (see i ans For. Safh 1ine) . i T -
2.00 |Net revenue from Medicaid 1, 152 172| 2.00
3.00 !pid you receive DSH or supplemental payments from Medicaid? Y 3.00
4.00 |If Tine 3 is "yes", does Tine 2 include all DSH or supplemental payments from Medicaid? N 4.00
5.00 |[If Tine 4 1is "no", then enter DSH or supplemental payments From medicaid 351,562| 5.00
6.00 |Medicaid charges 7,414,440 6.00
7.00 |Medicaid cost (line 1 times line 6) 3,064,937 7.00
8.00 |Dpifference between net revenue and costs for Medicaid program (Tine 7 minus sum of ¥ines 2 and 5; if 1,561,203 8.00

< zero_then enter zero)
state children’s wedTth Frsuranca Frogram. (SCHIPY. (See dnstructions Tor each tipey ... . . . = = 3
9.00 |wWet revenue from stand-alone SCHIP 0

10.00 |stand-aTone SCHIP charges 0

11.00 |Stand-alone SCHIP cost (1ine 1 times 1ine 10) o 11.00
12.00 |pifference between net revenue and costs for stand-alone SCHIP (line 11 minus 1ine 9; if < zero then 0

enter zero)

oOther. state Or local:

digent care program.(see dngtructTons for sach 1ine)

13.00 [Net revenue from state or local 1nd1gent care program (Not included on Tines 2, 5 or 9) 0| 13.00
14.00 |charges for patients covered under state or local indigent care program (Not 1nc1uded in lines 6 or 0| 14.00
10
15.00 |state or local indigent care program cost (line 1 times line 14) 0| 15.00
16.00 |pifference between net revenue and costs for state or lecal <indigent care program (line 15 minus Tine 0| 16.00
13; if < zero then enter zero)
Oneompehsated care (Sae Tnstruttions Tor. pach. 1 1ia) - S T R :
17.00 {Private dgrants, donations, or endowment income restricted to FundIng charity care 0 17.00
18.00 |Government grants, appropriations or transfers for support of hospital operations 0| 18.00
19.00 |Total unreimbursed cost for Medicaid , SCHIP and state and local indigent care programs (sum of Tines 1,561,203| 19.00
8, 12 and 18)
Y00 g M)
20.00 |Total initial obligation of patients approved for charity care (at full 1,170,835 765,033 1,935,868| 20.00
charges excluding nen-reimbursable cost centers) for the entire facility
21.00 |cost of initial obligation of patients approved for charity care (line 1 483,993 316,245 800,238( 21.00
times 1ine 20
Partial payment by patients approved for charity care 433 692| 22.00
Cost _of charity care (Tine 21 minus Tine 22) 7099,546| 23.00

24.00 |Does the amount in line 20 coltumn 2 include charges for patient days beyond a length of stay limit N 24.00
imposed on patients covered by Medicaid or other indigent care program?
25.00 |If Tine 24 is "yes," charges for patient days beyond an indigent care program's length of stay Timit ' 0| 25.00
26.00 |Total bad debt expense for the entire hospital complex (see instructions) 2,142,528| 26.00
27.00 |Medicare bad debts for the entire hospital complex (see instructiens) 517,885%| 27.00
28.00 |Non-Medicare and Non-Reimbursable Medicare bad debt expense (line 26 minus 1ine 273 1,624,643 28.00
29.00 |Cost of non-Medicare and non-reimbursable Medicare bad debt expense (line 1 times Tine 28) 671,585 29.00
30.00 |Cost of non-Medicare uncompensated care (Tine 23 column 3 plus T1ine 29) 1,471,131 30.00
31.00 |Total unreimbursed and uncompensated care cost (line 19 plus Tine 30) 3,032,334| 31.00

MCRIF32 - 4.8.152.0



Health Financial Systems

BCC DBA ILLINI COMMUNITY HOSPITAL

In Lieu of Form (mMs-2552-10

RECLASSTFICATION AND ADJUSTMENTS OF TRTAL BALANCE OF EXPENSES

Provider CCN: 141315

Perio
From 10/01/2012

To  097/30/2013
12/28/2014 1:51 pm

worksheet A

pate/Time Prepared:

[C=e R B = SV R S L S S
[=3

113.
118.

190,
192,
193.
193.
193.
193.
193.
193.
200.

\ GENER - SERV

CAP REL COSTS-BLDG & FIXT

396,651 396,651 53,389

0 i3

450,040

00100 1.00
00200| CAP REL COSTS-MYELE EQUEP 607,023 607,023 4,912 611,935 2.00
00300| OTHER CAP REL COSTS 0 0 0 0| 3.00
00400| EMPLOYEE BENEFITS DEPARTMENT 0 2,467,160 2,467,160 0 2,467,160 4.00
00500] ADMINISTRATIVE & GENERAL 1,201,687 1,643,278 2,844,965 20,231 2,865,196 5.00
00600| MAINTENANCE & REPAIRS 309, 230 251,313 561,243 0 561,243 6.00
00700 OPERATION OF PLANT 0 315,521 315,521 88,752 404,273 7.00
00800| LAUNDRY & LINEN SERVICE 0 91,441 91,441 0 01,441| 8.00
00900 HOUSEKEEPING 247,520 45,009 292,529 0 202,529 9.00
01000| DIETARY 187,731 97,850 285,581 0 285,581 10.00
01100| CAFETERIA 0 0 0 0 0| 11.00
01300] NURSING ADMINISTRATION 224,038 45,003 260,041 -118,983 150,058( 13.00
01600\ MEDICAL RECORDS & LIBRARY 28,014 210, 800 238,814 0 238,814| 16.00
01700| SOCIAL SERVICE 0 0 0 32,769 32,769( 17.00
01900 NONPHYSTCIAN ANESTHETISTS 0 272 166 19.00

INPATIENT ROUTINE SERVICE. COST CENTERE

9 272,168

03000

ADULTS & PEDIATRICS

054,514

ANCTLLARY: SERVECE COST CENTERS 7w,

1,016,105

““fl 620, 56] 30.00

05000
05300
05400
03451
06000
086500
06501
06600
07100
07300
07301

OPERATING ROOM

ANESTHESTOLOGY
RADTIOLOGY-DIAGNOSTIC

NUCLEAR MEDICINE - DIAGNOSTIC
LABORATORY

RESPIRATORY THERAPY

SLEEP STUDIES

PHYSICAL THERAPY

MEDICAL SUPPLIES CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
ONCOLOGY

391,097
272,166
671,181

66,837
478,163
122,777

37,700
148,352

44,688
315,579
1

144,465 535,562 1,510]

534 052 50.00

0 53.00
1,204,845 54.00
118,409 54.01
1,032,788 60.00
156,614 65.00
48,028 65.01
218,085 66.00
299,427( 71.00
2,049,531| 73.00
44 9 73.01

OUTPATTENT SERVICE CO8T CENTERS

08800
09100
09200

RURAL HEALTH CLINIC
EMERGENCY

429,973
711, 560

3,217 275,383 -275,383
533,664 1,204,845 0
71,921 138,758 -20,349
637,987 1,116,150 -83,362
53,898 176,675 -20,061
10,328 48,028 0,
69,947 218,299 -214
122,783 167,471 131,956
1,734,689 2,050,268 -737
31 9 45
764,373 1,194, 346 0f
1,896,212 2,607,772 -722

1,194,346| 88.00
2,607,050| 91.00

EPECIAL PURPOSE - COST: CENTERS

OBSERVATION BEDS (WON- DISTINCT PART)

11300

INTEREST EXPENSE

95, 362 95,362 0

12,659,643

95,362]113.00

19000
192400
19309
19301
19302
19303
19304
19305

INONRETMRURSABLE COST, CENTERS

SUBTOTALS (SUM OF LINES 1 117)

GIFT, FLOWER, COFFEE SHOP & CANTEEM
PHYSICIANS' PRIVATE OFFICES

NONPALD WORKERS

AUTOMATED HEALTH SERVICES

RENAL

LEASED SPACE

UNUSED SPACE

WELLNESS

TOTAL (SUM OF LINES 118-199)

Of
123,403

o e R v I s I = )

106,303
7,266,921

0 O Q

5,171 128,574 -288

0 0 0

0 0 0

0 0 0

0 0 0

0 0 0

54,518 160,821 -438, 301
12,719,332 19,986,253 0

128,286(192.00

[ - R )
=
(L=}
(%8
=
2%

112,520(193.05
19,986,253|200.00

MCRIF32 - 4.8.152.0



Health Financial Systems

BCC DBA ILLINI COMMUNITY HOSPITAL

In Lieu of Form ¢Ms-2552-10

RECLASSTFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES

Provider CCN: 141315

reriod: worksheet A

From 10/01/2012
To  09/30/2013 | pate/Time Prepared:

2/28/2014 1:51 pm

W~ L bW e
o

B
N W RO

=
o

30.

180,
192.
183.
183.
183.
193.
193.
193.
200.

00
00
00
01
02
03
04
05

00

GENERA CENTE PRI
001004 CAP REL COSTS-BLDG & FIXT 0f 450,040 1.00
00200{ CAP REL COSTS-MVBLE EQUIP -218, 807 393,128 2.00
00300 OTHER CAP REL COSTS 0 0 3.00
00400 EMPLOYEE BENEFITS DEPARTMENT -504,463 1,962,697 4.00
00500 ADMINISTRATIVE & GENERAL 818, 748] 3,683,944 5.00
00600| MAINTENANCE & REPAIRS 0f 561,243 6.00
00700 OPERATION OF PLANT -2,883 401,390 7.00
00800| LAUNDRY & LINEN SERVICE -5,718 85,723 8.00
00900| HOUSEKEEPING 0 292,529 9.00
01000[ DIETARY -49,259 236,322 10.00
01100 CAFETERTA 0f 0 11.00
01300 NURSING ADMINISTRATION 0f 150,058 13.00
01600/ MEDICAL RECORDS & LIBRARY 12,912 251,726 16,00
01700| SOCIAL SERVICE 0 32,769 17.00
01900 NONPHYSICIAN ANESTHETISTS 0f 272,166 19.00
ENPATIENT. ROUTINE (SERVICE (COST CENTERS =
03000[ ADULTS
ANCELLARY. SERVICE COST CENTERS S
05000 OPERATING ROOM 534,052 50.00
05300| ANESTHESIOLOGY 0 53.00
05400 RADIOLOGY-DIAGNOSTIC 1,187,196 54.00
03453 NUCLEAR MEDICINE - DIAGNOSTIC 118,409 54.01
06000 LABORATORY 1,026,932 60.00
06500| RESPIRATORY THERAPY 156,614 65.00
06501 SLEEP STUDIES 48,028 65.01
06600 PHYSICAL THERAPY 218,085 66.00
07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 295,722 71.00
07300|DRUGS CHARGED TO PATIENTS 2,089,183 73.00
07301 ONCOLOGY 142,809 73.01
QUTPATIENT SERVICE COST . CENIERS .
08800| RURAL HEALTH CLINIC ~8,233 1,186,113 88.00
09100| EMERGENCY -1,351,588 1,255,462 91..00
09200| OBSERVATION BEDS (NON DISTINCT PART) 92.00
CPELIAL . PURP | o s
11300| INTEREST EXPENSE -95,362 0 113.00
SUBTOTALS (SUM OF LINES 1- 11?) ~-1,692,21]1 18,053, 236 118.00
NONRETMBURSARL E: COET: CENTERS : L
19000|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 190.00
19200| PHYSTCIANS' PRIVATE QFFICES 0 128,286 192.00
19300| NONPAID WORKERS 0 0 193.00
19301 AUTOMATED HEALTH SERVICES 0 0 193.01
19302| RENAL 0 0 193.02
19303| LEASED SPACE 0 0 193.03
19304| UNUSED SPACE 0 0 193.04
19305\ WELLNESS 0 112,520 193.05
TOTAL (SUM OF LINES 118-199) -1,692,21]] 18,294,042 200.00

MCRIF3Z - 4.8.152.0



Health Financial Systems BCC DBA TLLINI COMMUNITY HOSPITAL In Lieu of Form cMs$-2552-10

COST CENTERS USED IN COST REPORT Provider CCnN: 141315 |Period: worksheet Non-CMS W

From 10/01/2012

To  09/30/2013 | pate/Time Prepared:

2/28/2014 1:51
“Eabet

1.00 |CAP REL COSTS-BLDG & FIXT 1.00
2.00 |CAP REL COSTS-MVBLE EQUIP 2.00
3.00 |[OTHER CAP REL COSTS 3.00
4.00 |EMPLOYEE BENEFITS DEPARTMENT 4,00
5.00 |[ADMINISTRATIVE & GENERAL 5.00
6.00 [MAINTENANCE & REPAIRS 6.00
7.00 |[OPERATION OF PLANT 7.00
8.00 [LAUNDRY & LINEN SERVICE 8.00
9.00 |HOUSEKEEPING 9.00
10.00 | DIETARY 10.00
11.00 | CAFETERIA 11.00
13.00 | MURSING ADMINISTRATION 13,00
16.00 [MEDICAL RECORDS & LIBRARY 16.00
17.00 [S0CIAL SERVICE 17.00
19.00 [ NONPHYSICIAN THETISTS 19,00

INPATIENT. RO RVICE LOST- CENTEI
30.00 [ADULTS & PEDIATRICS : [ 30.00

ANCILLARY. SERVICE COST - CENTERS. -

50.00 | OPERATING ROOM 50.00
53.00 | ANESTHESIOLOGY 53.00
54.00 | RADIOLOGY-DIAGNOSTIC 54.00
54.01 |NUCLEAR MEDICINE - DIAGNOSTIC 54.01
60.00 | LABORATORY 60.00
65.00 | RESPIRATORY THERAPY 65.00
65.01 {SLEEP STUDIES 65.01
66,00 | PHYSICAL THERAPY 66.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 71.00
73.00 |DRUGS CHARGED TO PATIENTS 73.00
73.01 [ONCOLOGY 73.01
88.00 |RURAL HEALTH CLINIC 08800 88.00
91.00 |EMERGENCY 09100 91.00
92.00 |OBSERVATION BEDS (NON-DISTIMCT PART) 09200 92.00

SEECIAL PURPOSE COST . CENTERS . AT i
113.00| INTEREST EXPENSE
118.00[SUBTOTALS (SUM QF LINES 1-117)

NONREIMBURSARBLE COSTCENTERS : R
190.00[GIFT, FLOWER, COFFEE SHOP & CANTEEN 19000 190.00
192.00[ PHYSICIANS' PRIVATE QFFICES 19200 192.00
193.00{ NONPAID WORKERS 19300 193.00
193.01| AUTOMATED HEALTH SERVICES 19301 193.01
193.02| RENAL 19302 193.02
193.03| LEASED SPACE 19303 193.03
193.04| UNUSED SPACE 19304 193.04
193 .05\ WELLNESS 19305 193.05
200.00| TOTAL (SUM OF LINES 118-199) 200.00

MCRTF32 - 4.8.152.0



Health Financial Systems

BCC DBA TLLINT COMMUNITY HOSPITAL

In Lieu of Form CMS-2552-10

RECLASSIFICATIONS

Provider CCN: 141315

Period: workshaet A-6
From 10/01/2012
To  09/30/2013 | pate/Time Prepared:

2/2B/2014 1:51 pm

L

A~ RECLASS' PROPERTY. INSURANCE
1.00 |OTHER CAP REL COSTS
1.00
1.00 [MEDICAL SUPPLIES CHARGED TO 71.

PATIENTS

[y
(=]
=1

2.00 0. 2.00
3.00 0. 3.00
4.00 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 0. 10.00
o0 0. 00| 11.00
TOTALS
[E = RECLASS SOCTAL SERVICE SALERY | 00
1.00 |socTAL servIce _ | - 17.00 32 1.00
55 MISC ANESTHESTA EXPENSE -
1.00 OPERAT G_ROOM 1.00
1.00 1.00
1.00 1.00
1.00 1.00
g (ECLASS BUTLDING "RENT.
1.00 [CAP REL COSTS-BLDG & FIXT | 1.00
TOTALS
500.00 |Grand Total: Increases 423,918 281,949 500.00

MCRIF32 - 4.8.152.0



Health

Financial Systems

BCC DBA TLLTNT COMMUNITY HMOSPITAL

In tieu of Form cMs-2552-10

RECLASSIFLICATIONS

Provider CCN: 141315

Period:
From 10/01/2012
To 09/30/2013

Worksheet A-6

Date/Time Prepared

2/28/2014 1],

1.00

1.00

1.00

1.00

1.00

500.60

LASS . PROPERTY IN

ADMINISTRATIVE & GENERAL

B = REGLASS UTZLFTIES

ADMINISTRATIVE & GENERAL

ADULTS & PEDIATRICS
OPERATING ROOM
ANESTHESIOLOGY
NUCLEAR MEDICINE -~
DIAGNOSTIC
LABORATORY
RESPIRATORY THERAPY
PHYSICAL THERAPY

DRUGS CHARGED TQ PATIENTS
ONCOLOGY

EMERGENCY

PHYSICIANS' PRIVATE OFFICES

290 o of

SO0 OOoaS

E

TOTALS

ECLASS:

32 769

ANESTHESTOLOGY

ANESfHESIOLOGY

[TOTALS

272,166

TOTALS

3= RECLASE NURSING WMANAGER. SALAR

NURSING ADMINISTRATION

WELLNESS
TOTALS

Grand Total: Decreases

281,949

e

G0 N e

H QW ~dw

.00

.00

.00

.00

.00

.00

MCRIF3Z2 - 4.8.152.0



Health

Financial Systems

BCC DBA TLLINI COMMUNITY HOSPITAL

in Lieu of Form CcMs-2552-10

RECLASSIFICATIONS

Provider CCN: 141315

Period:
From 10/01/2012
To 09/30/2013

worksheet A-6
Non-CMS Worksheet
Date/Time Prepared:

2/28/2014 1:51 pm

1.00

1.00

1.00

1.00

1.00

500.00

RECLASS UTTLITIES. & ¢

OPERATION OF PLANT

< RECLASS MEBTCAL SUPPLIES ¥
MEDICAL SUPPLIES CHARGED TO
PATIENTS

71.

09 0
00 0
00 0
00 0
0
0
0
0f
0f
0f
0f

TOTALS

ADULTS & PEDIATRICS

OPERATING ROOM
ANESTHESIOLOGY

NUCLEAR MEDICINE -
DIAGNOSTIC

LABORATORY

RESPIRATORY THERAPY
PHYSICAL THERAPY

DRUGS CHARGED TO PATIENTS
ONCOLOGY

EMERGENCY

PHYSTCTANS' PRIVATE OFFICES

50.00 0 2.00
53.00 o 3.00
54.01 of 4.00
60.00 o 5.00
65.00 o 6.00
66.00; of 7.00
73.00] of  8.00
73.01 0 9.00
91. 00 0 10.00
192.00 0 11.00

(B4 RECLASS - SOCTAL SERVICE SALARY

SQCTAL_SERVICE

ITOTALS

00 32,769

ADULTS & PEDIATRICS

REELASS MTS

NESTHESTA EXPENSE.

OPERATING ROOM

ANESTHESIOLOGY

_ 272,166 1.00
272,166
1.00
J LASS NURSING MANAGER: SALARS
IADMINISTRATIVE & GENERAL __Be, 1.00
"'86, 395
1.00

Grand Total: Increases

423,918

Grand Total: Decreases

423,918 500.00

MCRTF32 - 4.8.152.0



Health Financial Systems

BCC DBA TLITNT COMMUNITY HOSPITAL

In Lieu of Form CMS-2552-10

RECONCILIATION OF CAPITAL COSTS CENTERS

Provider CCN: 141315

Period:
From 10/01/2012
To  09/30/2013

worksheet A-7
Part I

Date/Time Prepared:

2/78/2014 1:51 pm

138,

1.00 0 0 1.00
2.00 |Land Improvements 289,167 14,500 0 2.00
3.00 |Buildings and Fixtures 6,493,876 0 0 3.00
4,00 ([Building Improvements 896,708 45,987 0 4.00
5.00 |Fixed Equipment 0 0 0 5.00
6.00 [Movable Equipment 6,769,618 579,379 0 6.00
7.00 |HIT designated Assets 0 0 0 7.00
8.00 |[subtotal (sum of Tines 1-7) 14,588,120, 639, 866| 0f 8.00
9,00 |Reconciling Ttems 0 0 0 9.00
10.00 |Total (line & minus line 9) . 14,588,120 39,866 0f 10.00
7 = - T A i

ANALYSTS OF - CHAN

AN

2,00 |Land Improvements

3.00 |Buildings and Fixturas

4,00 [Building Improvements

5.00 |Fixed Equipment

6.00 |Movable Equipment

7.00 |HIT designated Assets

8.00 |subtotal {sum of lines 1-7)
9.00 |Reconciling Items

10.00 |Total (line 8 minus Tine 9)

138,751
303,667
6,493,876
942,695

0
7,180,132
0
15,059,121
0

15,059,121

OO0 OC O OO

S WU W N
SO0 OoOQOOOoOoOoTO
DODDOoOoOCoCOoOOoCoO

=

MCRTF32 - 4.8.152.0



Health Financial Systems

BCC DBA TLLINT COMMUNITY HOSPITAL

In Lieu of Farin ¢M5-2552-10

RECONCILIATION OF CAPITAL COSTS CENTERS

Provider CCN: 141315

Period:
From 10/01/2012
To 09/30/2013

worksheet A-7

Part IT

Date/Time Prepared:
2/28/2014 1:51 pm_

CAP REL COSTS-BLDG & FIXT 396,651 0 0 0 0| 1.00
CAP REL COSTS-MVBLE EQUIP 607,023 0 0 0 0| 2.00
Total (s 2) 1,003,674 0 0 0 0] 3.00
e £ SR B

PART. IT &
. CAP REL COSTS-BLDG & FIXT
2.00 CAP REL COSTS-MVBLE EQUIP
3.00 |[Total (sum of lines 1-2)

MCRIF32 -~ 4.8.152.0

607,023
1,003,674




Health Financial systems

BCC DBA TLLINI COMMUNITY HOSPITAL

In Lieu of Form CM5-2552-10

RECONCILIATION OF CAPITAL COSTS CENTERS

Provider CCN: 141315

From
To

Period:
10/01/2012
09/30/2013

worksheet A-7
Part III
Date/Time Prapared:
2/28/2014 1: 51 pm

TATION OF

JTHER CAPT

PART. T

CENTERS &

CAP REL COSTS BLDG & FIXT
CAP REL COSTS-MVBLE EQUIP
Total (sum of lines 1-2)

7,180,133
14 616, 704

7,436, 571]

OOOI.

'};456}5513
7,180,133
14,616,704

“0.508772

0.491228
1. 000000

5, 088] 1.00
4,012 2.00

10,000 3,00

FIUN'GF'OTHER'

CAP REL COSTS BLDG & FIXT
CAP REL COSTS-MVBLE EQUIP
Total {sum of 11ne5 1-23

(o R] B

oo o

5,088]
4,912
10,000,

396,651

388,216
784,867

1.00
2.00
3.00

CAP REL COSTS-BLDG & FIXT
CAP REL COSTS-MVBLE EQUIP
Total (sum of Tines 1-2)

5,088
4,912

oo

10,000,

oo 0

450,040| 1.00
393,128 2.00
843,168| 3.00

MCRIF32 - 4.8.152.0



Health Financial Systems

BCC DBA ILLINT COMMUNITY HOSPTTAL

In Lie

y of Forth CMS-2552-10

ADIJUSTMENTS TO EXPENSES

Provider CCN: 141315

Period:
From

d;
10/01/2012

To  09/30/2013

worksheet A-8

pate/Time Pre

2/28/2014 1:5

parad:
1 pm

8.00

9.00

10.

17.

18.

19.

20.

22,

23.

24,

25.

30.

31.

32.

33.
33.

00

00

00

00

00

006

00

00

00

99

G0

00

00
01

Investment income - CAP REL
COSTS-BLDG & FIXT (chapter 2)

Investment income - CAP REL
COSTS-MVBLE EQUIP (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
21}

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
patients

sale of medical records and
abstracts

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

vending wachines

Income from imposition of
interast, 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
Timitation {chapter 14)
UtiTization review -
physicians' compensation
(chapter 21)

Depreciation - CAP REL
COSTS-BLDG & FIXT
Depreciation - CAP REL
COSTS-MVBLE EQUIP
Non-physician Anesthetist
Physicians' assistant
Adjustment for occupational
therapy costs in excess of
Timitation (chapter 14)
Hospice {(non-distinct) (see
instructions)

Adjustment for speech
pathology costs +in excess of
Timitation (chapter 14)

CAH HIT Adjustment for
pepreciation and Interest
MISCELLANEQOUS INCOME
MISCELLANEQUS RADIOLOGY INCOME

than

A-8-3

A-8-3

-95,362

0

o o

0

0
-1,657,444

0

511,490

~7,008

CAP REL COSTS-MVBLE EQUIP

INTEREST EXPENSE

MEDICAL RECORDS & LIBRARY

RESPIRATORY THERAPY

PHYSICAL THERAPY

##% (Cost Center Deleted **#

CAP REL COSTS-BLDG & FIXT
CAP REL COSTS-MVBLE EQUIP
NONPHYSICIAN ANESTHETISTS

% Cost Center Deleted ¥%%

ADULTS & PEDIATRICS

% Cost Center Deleted %#%

ADMINISTRATIVE & GENERAL

~935

RADIOLOGY-DIAGNOSTIC

0.00
16.00
0.00

0.00

0.00

0.00

65.00]

66. 00

114.00]

1.00

19. 004
0.00
67. 00
30.00,

68,004

0.00

5.00
54.00

2.00
3.00
4.00
5.00
6.00

7.00

8.00

9.00
10.00

11.00
12.00
13.00
14.00
15.00

16.00

17.00
18.00
19.00
20.00
21.00
22.00

23.00

24.00

32.00

33.00
33.01

MCRIF32 -~ 4.8.152.0



Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In Lieu of Form CMS-2552-10
ADJUSTMENTS TO EXPENSES Provider CCN; 141315 | Period: worksheet A-8

From 10/03/2012
To  09/30/2013 | pate/Time Prepared:
2/28/2014 1:51 pm__

3 8]
MISCELLANOUS SUPPLIES REVI MEDICAL SUPPLIES CHARGED TO
PATIENTS
33.03 [CABLE TELEVISION A -2 ,883|0PERATION OF PLANT 7.00 0 33.03
33.04 [MISCELLANEQUS EXPENSE A -24,324{ADMINISTRATIVE & GENERAL 5.00 0 33.04
33.05 [PUBLIC RELATIONS SALARIES A -25,755|ADMINISTRATIVE & GENERAL 5.00 0| 33.05
33.06 [PUBLIC RELATIONS EMPLOYEE A -8, 744/ EMPLOYEE BENEFITS DEPARTMENT 4.00 0l 33.06
BENEFITS
33.07 | PUBLIC RELATIONS EXPENSES A ~74,234ADMINISTRATIVE & GENERAL 5.00; 0 33.07
33.08 |COFFEE SHOP RECEIPTS B ~-46,730[DIETARY 10.00 0 33.08
33.09 [MEALS ON WHEELS B -2,630DIETARY 10.00 0] 33.09
33.10 [LOBBYING EXPENSE A ~-10, 820[ADMINISTRATIVE & GENERAL 5.00] 0] 33.10
33.11 |NON-RHC PHYSICIAN COST A -23,844|RURAL HEALTH CLINIC 88.00 o 33.11
33.12 0 000 O 33.12
33.13 |CAH HIT ADJUSTMENT FOR A -218,807|CAP REL COSTS-MVBLE EQUIP 2.00 9 33.13
DEPRECIATION
50.00 |TOTAL (sum of Tines 1 thru 49) -1,692,211 50.00
(Transfer to worksheet A,
column 6, Tine 200.)

MCRIF3Z2 - 4.8.152.0



Health Financial Systems

BCC DBA ILLINI COMMUNITY HOSPITAL

In Lieu of Form CM$-2552-10

STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME Provider cCN: 141315 |period: worksheet A-8-1
OFFICE COSTS From 10/01/2012 )
To  09/30/2013 | pate/Time Preparad:
2/28/2014 1:51 pm
Nt

1.00 5. 00ADMINISTRATIVE & GENERAL HOME QFFICE 1,116, 341 499,454 1.00
2.00 10. 00|DTETARY DIETICIAN 5,586 5,485 2.00
3.00 8. 00|LAUNDRY & LINEN SERVICE LAUNDRY SERVICES 52,625 58,343 3.00
4._00 4, 00|EMPLOYEE BENEFITS DEPARTMENT |HEALTH INSURANCE B 495,719 4.00
4.01 88.00|RURAL HEALTH CLINIC RHC PHYSICTAN 494, 626 467,139 4,01
4.02 5.00|ADMINISTRATIVE & GENERAL ACCOUNTS PAYABLE COSTS 5,002 G, 690 4,02
4.03 88.00|RURAL HEALTH CLINIC RHC CLINIC BUILDING 8,073 19,949 4.03
4.04 5.00|ADMINISTRATIVE & GEMERAL PFS AND PATIENT ACCESS 446,949 101,253 4.04
4.05 16.00MEDICAL RECORDS & LIBRARY MEDICAL RECORDS 170,949 157,561 4.05
4.06 54 ., 00|RADIOLOGY-DEAGNOSTIC ECHO SERVICES 7,630 24,344 4.06
4.07 73.00|DRUGS CHARGED TQ PATIENTS PHARMACY SERVICES 75,652 36,000 4.07
5.00 [TOTALS (sum of Tines 1-4), 2,383,433 1,871,943 5.00

Transfer column 6, Fine 5 to

worlksheet A-8, column 2,

Tine 12.
* The amounts on lines 1-4 (and subscripts as appropriate) are transferred in detail to Worksheet A, column &, 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 cotumn 4 of this part.

R

ted

zation nd/

it

N

ELATER:-O

OR:

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

control represent reasonable costs as determined under section 1861 of the Social Security Act.

part of the request information, the cost report is considered incomplete and not acceptable for purposes of claiming
reimbursement under title XVIII.

If you do not provide all or any

6.00 B
7.00 G
8.00 G
9.00

10.00

100.00 [6. other (Ffinancial or

non-financial) specify:

BROTHER/SISTER

0.00[BLESSING CORP 5

0.00[BLESSING HOSP

0.00[DENMAN SERVECES

0.00
0.00

0.000 6.00
0.00 7.00
0.00, 8.00
0.00, 9.00
0.00] 10.00

100.00

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

A. Individual has financial interest (stockholder,
B. Corporationm, partnership, or other organization
C. Provider has financial interest in corporation,
D. Director, officer, administrator, or key person

organization.

E. Individual is director, officer, administrator,
F. Director, officer, administrator, or key person

provider.

or key person of provider and related organization.
of related organization or relative of such person has financial interest in

parther, etc.) in both related organization and in provider.
has financial interest in provider.
partnership, or other organization.
of provider or relative of such person has financial interest in related

MCRIF32 - 4.8.152.0



Health Financial Systems BCC DBA TLLINI COMMUNITY HOSPITAL In Lieu of Form CMS-2552-10

STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME pProvider CCN: 141315 |Period: Worksheet A-8-1
QFFICE COSTS From 10/01/2012 )
To 09/30/2013 | bate/¥ime Prepared:
2/28/2014 1:51 pm

HOME SOFEIC

1.00 616, 887 0 1.00
2.00 101 0 2.00
3.00 -5,718 0 3.00
4.00 -495,719 0 4.00
4.01 27,487 0 4,01
4.02 -1,694 5 4.02
4.03 -11, 876 0 , 4.03
4.04 345, 696 0 4.04
4.05 13,388 v 4.05
4.086 -16,714 0f 4.06
4.07 39,652 0f 4.07
5.00 511,490 5.00

*

The amounts on lines 1-4 (and subscripts as appropriate) are transferred in detail to worksheet A, column 6, 1ines 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.

The Secretary, by v1rtue of the author1ty granted under sect1on 1814{b) (1) of the Soc1aT security Act, requires that you furn1sh
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
contrel 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 incompTete and not acceptable for purposes of claiming
reimbursement under title XVIII.

6.00 |HOME QFFICE 6.00
7.00 HOSPITAL 7.00
8.00 LAUNDRY . 8.00
9.00 9.00
10.00 16.00
100.00 100.00

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

Individual has financial interest (stockholder, partner, atc.) in both related organization and in provider.
Corporation, partnership, or other organization has financial dinterest in provider.

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

Director, officer, adwinistrator, or key person of provider or relative of such person has financial interest in refated
organ1zat1on

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

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

Uﬂm}
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Health Financial Systems BCC DBA ILLINTI COMMUNITY HOSPITAL In Lieu of Form CMS-2552-10
PROVIDER BASED PHYSICIAN ADJUSTMENT Provider CCN: 141315 |Period: Worksheet A-8-2
From 10/01/2012
To  09/30/2013 | Date/Time Prepared:
2/28/2014 1

1. 60 . O0|LABORATORY 5,856 0 0 0| 1.00
2.00 73.01|ONCOLOGY 300,000 300,000 0 0f 0l 2.00
3.00 91. DO|EMERGENCY 1,832,804 1,351,588 481,216 0 0 3.00
4.00 13.00|NURSING ADMINISTRATION 2,150 0, 2,150 0 0 4.00
5.00 0.00 0 0 0 0f 0 5.00
6.00 0.00 0 0 0 0f 0 6.00
7.00 0.00 0 0 0 0f 0 7.00
8.00 0.00 0 0 0 0 0 8.00
9.00 0,00 0 0 0 0 0 9.00
10.00 Q.00 0 0 0 0 0| 10.00

6 0] 200.00

1.00 60.00|LABORATORY 0 0 o 1.

2.00 73.01|0NCOLOGY 0 0 O 0 0 2.00
3.00 91.00(EMERGENCY 0f 0 0 0 0 3.00
4.00 13.00NURSING ADMINISTRATION 0f 0 0 0 ¢ 4.00
5.00 0.00 0f 0 0 0 6 5.00
6.00 0.00 0 0 0 0 0 6.00
7.00 0.00 0 0 0O 0 o 7.00
8.00 0.00 [ 0 0O 0 0 8.00
9.00 0.00 0 0 0f 0 0 9.00
10.00 0.00 0 0 0 0 0 10.00
200.00 Q 0 0 0 0] 200.00

1.00 60 . 00[LABORATORY 0 0 0 5,856 1.00
2.00 73. 01lONCOLOGY 0 0 0 300,000 2.00
3.00 91.00{EMERGENCY 0 0 0 1,351,588 3.00
4.00 13.CO|NURSING ADMINISTRATION 0 0 0 0 4.00
5.00 0.00] 0 0 0 5.00
6.00 0.00 0 0 0 0 6.00
7.00 0. 00 0 0 0 0 7.00
8.00 0.0 0 0 0 0 8.00
9.00 0. 00 0 0 O 0 9,00
10.00 0. 00 0 0] 4] 0 10.00
200.00 0 0] 0 1,657,444 200.00
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Health Financial Systems

BCC DBA TLLINI COMMUNITY HOSPITAL

In Lieu of Form CMS-2552-10

REASONABLE COST DETERMINATION FOR THERAPY SERVICES FURNISHED BY Provider CCN: 141315 |Period:
OUTSIDE SUPPLIERS From 10/01/2012
To  09/30/2013

worksheet A-8-3
Parts I-vI

Date/Time Prepared;
2/28/2014 1:51 pm

physical Therapy

Cost

E NIV R

oy

a =~

g : RMATION

Tota] number “of weeks worked (exc1ud1ng a1des) (see 1nstruct1ons)

Line 1 multiplied by 15 hours per week

Number of unduplicated days in which supervisor or therapist was on provider site (see instructions)
Number of unduplicated days in which therapy assistant was on provider site but neither supervisor
nor therapist was on provider site (see instructions)

Number of undupiicated offsite visits - supervisors or therapists (see instructions)

Number of unduplicated offsite visits - therapy assistants (include only visits mada by therapy
assistant and on which supaervisor and/or therapist was not present during the wisit{s)) (see
instructions)

Standard travel expense rate

opticnal travel expense rate per mile

Total hours worked
AHSEA (see instructions)

Standard travel allowance {columns 1 and 2,
one~-half of column 2, Tine 10; column 3,
one-half of column 3, Tine 10)

Number of travel hours (provider site)
Number of travel hours (offsite)

Number of m11es dr1ven (prov1der site}

59.41
29.71

cCoo o
[=R=>Ee]
j=N=N=N=]

14.00
15.00
16.00
17.00

18.00
19.00
20,00

Tine 9 times co1umn 1, Tine 10D

Therapists (column 2, Tine 9 times column 2, line 10)

Assistants (column 3, Tine 9 times column 3, Tinel()

subtotal allowance amount (sum of Tines 14 and 15 for respiratory therapy or lines 14-16 far all
others)

Aides (column 4, Tine 9 times column 4,
Trainees {column 5, T1ine 9 times column 5,

supervisors (column 1,

Tline 10)
Tine 10)

TotaT a11owance amount (sum of 11ne5 17-19 for resp1ratory therapy or 11nes 1? and 18 For all others) _

WWe1ghted average rate excluding aides and ‘trainees (line 17 divided by sum of columns 1 and 2, line 9
for respiratory therapy or columns 1 thru 3, Tine 9 for all others)

weighted allowance excluding aides and trainees (line 2 times Tine 21)

Total salary quivalency (see 1nstruct1on5)
SRR NG

Therap1sts (11ne 3 t1me5 column 2 11ne”1 )
Assistants (line 4 times column 3, line 11)

subtotal (line 24 for respiratory therapy or sum of Tines 24 and 25 for all others)

standard travel expense (line 7 times T1ine 3 for respiratory therapy or sum of 1ines 3 and 4 for all
others)

Total standard travel allowance and standard travel expense at the provider site (sum of lines 26 and
27)

73,169

5,249
518

5,767

Optional dravel ALl owantea: and ravel: EXpe

d 2,

Tharapists (column 2, Tine 10 times the sum of columns 1 ne 12 )

Assistants (column 3, Tine 10 times column 3, Tine 12)

Subtotal (line 29 for respiratory therapy or sum of Tines 29 and 30 for all others)

optional travel expense (line 8 times columns 1 and 2, Tine 13 for respiratory therapy or sum of

columns 1-3, Tina 13 for all others)

standard travel allowance and standard travel expense (Jine 28)
optional travel allowance and standard travel expense (sum of Tlines 27 and 31)

[=NwNwilH

On

ional travel allowance and opt1ona1 trave1 expense (sum of 11nes 31 and 32)

Therapists (1ine 5 times column 2, Tine 11)
Assistants (line 6 times column 3, Tine 11)
Subtotal (sum of Tines 36 and 37)

standard travel expense (line 7 times the sum of lines 5 and 6)

optiondl: Travel TATTowanee and Optighal Travel EXpense

Therapists (sum of columns 1 and 2, Tine 12,01 times coluwn 2, Tine 10)
Assistants (column 3, Tine 12.01 times column 3, Tine 10)
subtotal (sum of Tines 40 and 41)

optional travel expense (iine

by

T o
‘Standard travel allowance and standard travel expehse (sum of Tines 38 and 39 - see instructions)
optional travel allowance and standard travel expense (sum of Tines 39 and 42 - see instructions)

14,00
15.00
16.00
17.00

18.00
19.00
20.00

21.00

22.00
23.00

24.00
25.00
26.00
27.00

28.00

29.00
30.00
31.00
32.00

33.00
34.00
35.00

36.00
37.00
38.00
39.00

40.00
41.00
42.00
43.00

44,00

0| -45.00
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Health

Financial Systems

BCC DBA TLLINI COMMUNITY HOSPITAL

In Lieu of Form CM5-2552-10

REASON
ouUTsID

ABLE COST DETERMINATION FOR THERAPY SERVICES FURNISHED BY
E SUPPLIERS

provider CCN: 141315

Period:
From 10/01/2012
To 09/30/2013

worksheet A-8-

Parts I-VI

3

Date/Time Preparad:
2/28/2014 1:51 pm

rhysical Therapy

cost

45,

00

|0pt1ona1 trave1 a110wance and opt1ona1 trave1 expense (sum of 11nes 42

46,00

and 43 - see 1nstruct1on5)

47.00

48.00
.00

50.00

51.00

52.00
53.00
54.00

55.00

56.00

PART. OVERTIME COMPUTATION '

overtime hours worked during reporting
period (if celumn 5, Tine 47, is zero or
equal to or greater than 2,080, do not
complete 1ines 48-55 and enter zero in each
column of line 56)

overtime rate (see instructions)

Total overtime (including base and overtime
allowance) (multiply 11ne 47 times line 48) -

CALEULATION OF LIMET

Percentage of overtime hours by categury
(divide the hours in each column on 1ine 47
by the total overtime worked - column 5,
Tine 47)

Allocation of provider's standard work year
for one full-time employee times the
percentages on line 50) (see 1nstruct1ons)

0. 00|

0. 00) 0.00 0.00
0.00 0..00 0.00
0.00 0.00) 0.00
0.00 0.00] 0.00
0.00 0.00) 0.00

DETERMINATION: OF OVERTIME ALEGWANCE

Adjusted hourly salary equivalency amount

(see instructions)

overtime cost Timitation (line 51 times Tine 0
52)

Maximum overtime cost (enter the lesser of 0
Tine 49 or Tine 53)

Partion of overtime already included in 0

hourly computation at the AHSEA {muitiply
Tine A7 times Tine 52)

overtime allowance (Tine 54 minus Tine 55 - 0
if negative enter zero) { Enter in column 5
the sum of columns 1, 3, and 4 for
respiratory therapy and columns 1 through 3
for all others.)

~59.4

41 0.00)

0 0 0
0 0 0
0 0 0
0 0 0

47.00

48.00

49.00

50.00

51.00

52.00
53.00
54.00
55.00

56.00

57.00
58.00 [Travel allowance and expense - provider site (from 1ines 33, 34, or 35))
59.00 [Travel allowance and expense - Offsite services (from lines 44, 45, or 46) 0
60.00 |overtime allowance (from columh 5, line 56) 0
61.00 |Equipment cost (see instructions) 0
62.00 |supplies (see instructions) 0
63.00 |Total allowance (sum of Tines 57-62) 59,821
64.00 |Total cost of outside supplier services (from your records) 22,088
65.00 EXcess over 11m1tation (11ne 64 minus line 63 - if negat1ve, anter zero) )
100. 00 Tine 24 for resp1ratory therapy or sum OF 11nes 24 and 25 for all others 5,249
100.01 Line 27 = Tine 7 times line 3 for respiratory therapy or sum of lines 3 and 4 for all others 518
100.02| Line 33 4—11ne 28 = sum of 11nes 26 and 2?
101.00{Line 27 = line 7 times line 3 for resp1ratory therapy or sum of Tines 3 and 4 for all others 518
101,01 tine 31 = Tine 29 for respiratory therapy or sum of T1ines 29 and 30 for all others 0
101.02|Line 34 2? and 31
LANE 35 CA
102.00 Line 31 = 11ne 29 for respiratory therapy or sum of Tines 29 and 30 for all others 0
102.01 Line 32 = 1ine 8 times columns 1 and 2, Tine 13 for respiratory therapy or sum of columns 1-3, line 0
13 for all others
102.02|Line 35 = sum of Tines 31 and 32 0

TMENT:

Sa1ary equ1va1ency amount (from 11ne 23)
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Health Financial Systems BCC

DBA TLLINI COMMUNITY HOSPITAL

In Lieu of Form CM$-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

Provider ccM: 141315 | Period: worksheet B

From 10/01/2012 | Part I

2/28/2014 1

To  09/30/2013 | pate/Time Pre?ared
pin

NTERS

CAP REL COSTS BLDG & FIXT
CAP REL COSTS-MVELE EQUIP
EMPLOYEE BENEFITS DEPARTMENT
ADMINISTRATIVE & GENERAL
MAINTENANCE & REPATRS
OPERATION OF PLANT
LAUNDRY & LINEN SERVICE
HOUSEKEEPING

DIETARY

CAFETERIA

NURSING ADMINISTRATION
MEDICAL RECORDS & LTIRRARY
SOCIAL SERVICE
NONPHYSTCIAN ANESTHETISTS

393,128
1,962,697
3,683,944

561,243

401, 390

85,723

292,529

236,322
0|
150,058
251,726

32,769

450,040

450,040

0
80,446
84,434
0
0
6,552
7,995
2, 890

541
9,929

516

393,128

0f 1,962,697
78,983 350,982 4,194,355
82,902 84,006 812,585
0 0 401,390
0 0 85,723
6,433 67,090 372,604
7,849 50,884 303,050
2,837 0f 5,727
531 28,475 179,605
9,748 278,996

507 42,674

AT IENT ROUTENE "SERVICE COST . CENTERS:

272,166

345,936

30.00 03000 ADULTS & PEDIATRICS

ANCILLARY SERVICE GO5T.CENTERS..

50.00 |05000| GRERATING ROOM

53.00 |05300| ANESTHESIOLOGY

54.00 |05400 RADTOLOGY-DIAGNOSTIC

54.01 |03451{NUCLEAR MEDICINE - DIAGNOSTIC
60.00 |06000| LABORATORY

65.00 (06500 RESPIRATORY THERAPY

65.01 [06501|SLEEP STUDIES

66.00 [06600| PHYSICAL THERAPY

71.00 [07100|MEDICAL SUPPLYES CHARGED TO PATIENTS
73.00 [07300[ DRUGS CHARGED FO PATLENTS
73.01 |07301] ONCOLOGY

0
1,187,196
118,409
1,026,932
156,614
48,028
218,085
295,722
2,089,183
142, 809

534,052

OUTPATIENT :SERVICE €OST CENEE

88.00 {08800 RURAL HEALTH CLINIC
91.00 [09100| EMERGENCY
92.00 |09200] OBSERVATION BEDS (NON- DISTINCT PART)

1,186,113
1,255,462

24,097 106,006 688,699
0 0 0
15,996 181,922 1,401,407
1,831 18,116 140,221
8,739 129,605 1,174,176
2,285 33,278 194,504
935 10,218 60,133
11,997 40,210 282,512
6,525 12,113 321,006
5,845 85,537 2,186,518
5,108 35,810, 188,929
12,316 116,543 1,314,972
21,657 192, 866] 1,492,043

SPECIAL:PURPOSE COST-CENTERS -

113.00{11300{ INTEREST EXPENSE
118.00 SUBTOTALS (SUM OF LINES 1-117)

333,104

339,365 1,200, 436 17,820,276

NONREIMBURBABLE [COST CERTERS

18,053,236

190.00|19000| GIFT, FLOWER, COFFEE SHOP & CANTEEN
192.00|19200] PHYSICIANS' PRIVATE OFFICES
193.00|19300| NONPAID WORKERS

193.01)19301{ AUTOMATED HEALTH SERVICES
193.02|19302| RENAL

193.03|19303| LEASED SPACE

193.04/ 19304 UNUSED 'SPACE

193.05|19305 WELLNESS

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

128,286

<

0
Q
Q
0
0

112,52

18,294,042

23,793

8,309
21,452
32,416
28,588

450,040

1334 0f 4,712
23,361 33,448 208,888
0 0 0

0 0 0

0 0 8,309

0 0 21,452

0 0 32,416
28,068 28,813 197,989
0

0 0 0
393,128 1,962,697 18,294,042

O 00 N U I B
o
=)
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Health Financial Systems

BCC DBA TLLINI COMMUNITY HOSPITAL

In Lie

) of Form ¢ms-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

Provider CCN: 141315

reriod:
From 10/01/2012
To  09/30/2013

Worksheet B
Part T
bate/Time Prepared:

| OPERATION OF:]
N

_2/28/2014 1:51 pm_

GENERAL: BERVICE ]
00100| CAP REL COSTS- BLDG & FIXT 1.00
00200| CAP REL COSTS-MVBLE EQUIP 2.00
00400| EMPLOYEE BENEFITS DEPARTMENT 4.00
00500| ADMINISTRATIVE & GENERAL 4,194,355 5.00
00GO0| MAINTENANCE & REPAIRS 241,727 1,054,312 65.00
00700| OPERATION OF PLANT 119,405 0 520,795 7.00
00800| LAUNDRY & LINEN SERVICE 25,501 0 0f 111,224 3.00
00900| HOUSEKEEPING 110,842 26,038 12,312 0 521,796| 9.00
01000| DIETARY 90,151 31,773 15,024 0 17,516| 10.00
01100| CAFETERIA 1,704 11,485 5,431 0 6,331 11.00
01300| NURSING ADMINISTRATION 2,151 1,017 0 1,186 13.00
01600|MEDICAL RECORDS & LIBRARY 39,459 18,658 0 21,753| 16.00
01700| SOCIAL SERVICE 2,050 8970 0 1,130| 17.00
01900 NONPHYSICIAN ANESTHETISTS ] 0 0] 0f 0| 19.00
TTENT . ROUTINE SERVICE COST GENTERS : ey S I
ADULTS & PEDIATRICS 130,520 71,955 30.00
TELARY SERVIEE, BOST CENTERS. oo oo ot i i i S i L
OPERATING ROOM 204,873 46,124 0 53,774| 50.00
ANESTHESIOLOGY 0 0f 0 0| 53.00
RADIOLOGY-DIAGNOSTIC 416,889 30,618 0 35,606| 54.00
NUCLEAR MEDICINE - DIAGNOSTIC 41,713 3,505 0 4,087| 54.01
LLABORATORY 349,293 16,726 0 19,500| 60.00
RESPIRATORY THERAPY 57,861 4,373 0 5,008| 65.00
SLEEP STUDIES 17,888 1,790 0 2,087 65.01
PHYSICAL THERAPY 84,041 22,964 0 26,772| 66.00
MEDICAL SUPPLIES CHARGED TO PATIENTS 12,489 0] 14,560] 71.00
DRUGS CHARGED TO PATIENTS 0 13,042] 73.00
ONCOLOGY 0

CUTEA

TIENT SERVICE GOST CENTERS -

08800
09100

RURAL HEALTH CLINIC
EMERGENCY
OBRSERVATION BEDS (WON-DISTINCT PART)

443,851

391,177

41,453 0

48,328

LURPOSE:COSE GENTERS

11300 INTEREST EXPENSE .
SUBTOTALS (SUM OF LINES 1-117) 4,053,418 718,412 316,136 111,224 354,213[118.00
NONREIMBURSABLE “GOST ‘CENTERS & 1 st S L
19000 GIFT, FLOWER, COFFEE SHOP & CANTEEN 1,402 9,449 0 5,209(1390.00
19200 PHYSICIANS' PRIVATE OFFICES 62,140 94, 560 0 52,130(192.00
19300 NONPALD WORKERS 0 0 0 0[193.00
19301 AUTOMATED HEALTH SERVICES 0 0f 0 0[193.01
19302 RENAL 2,472 33,021 0 18,204]193.02
19303 LEASED SPACE 6,382 85,255 0 29,4051193.03
19304 UNUSED SPACE 9,643 0 0 0/193.04
19305(WELLNESS 58,898 113,615 0 62,635|193.05
Ccross Foot Adjustments 200.00
Negative Cost Centers 0 0 0 0 0(201.00
TOTAL (sum Tlines 118-201) 4,194,355 1,054,312 520,795 111, 224 521,796(202,00
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Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In Lieu of Form cM$-2552-10
COST ALLOCATIOM - GENERAL SERVICE COSTS Provider CCN: 141315 |Period: worksheet B

From 10/01/2012 | Part I

To  09/30/2013 | pate/Time Prepared:
2/28/2014 1:51 pm
SOCTAL: SERVIEE

00100 CAP REL COSTS BLDG & FIXT

1.00 1.00
2.00 [00200; CAP REL COSTS-MVELE EQUIP 2.00
4,00 |00400| EMPLOYEE BENEFITS DEPARTMENT 4.00
5.00 |[00500{ ADMINYXSTRATIVE & GENERAL 5.00
6.00 |00600|MAINTENANCE & REPAIRS 6.00
7.00 |00700| OPERATION OF PLANT 7.00
8,00 |00800| LAUNDRY & LINEN SERVICE 8.00
9.00 |00900| HOUSEKEEPING 9.00
10.00 |01000| DIETARY 457,514 10.00
11.00 |01100| CAFETERIA 0 30,678 11.00
13.00 |01300|NURSING ADMINISTRATION 0 620 238,008 13.00
16.00 |01600| MEDICAL RECORDS & LIBRARY 0 165 0 442,026 16.00
17.00 |01700|SOCIAL SERVICE 0 193 0 17.00
19.00 |01900| NONPHYSICIAN ANESTHETISTS 0 19.00

INPATLIENT ROUTINE SERVICE ‘COST.CENIERS - -

30.00 [03000[ADULTS & PEDIATRICS

ANCILLARY SERVICE COGE CENTERS. -

50.00 |05000{ OPERATING ROOM

53.00 105300/ ANESTHESIOLOGY

54.00 [05400| RADIOLOGY-DIAGNOSTIC

54.01 |03451{NUCLEAR MEDICINE - DIAGNOSTIC

60.00 [06000! LABORATORY

65.00 |06500| RESPIRATORY THERAPY

65.01 |06501) SLEEP STUDIES

66.00 |06600] PHYSICAL THERAPY

71.00 |07100{ MEDICAL SUPPLIES CHARGED TQ PATIENTS

73.00 |07300| DRUGS CHARGED TG PATIENTS

73.01 [07301] ONCOLOGY

QUTPATIENT:SERVECE €OST. CENTERS

88.00 |08800( RURAL HEALTH CLENTC ,

91.00 |09100| EMERGENCY 0 4,197 68,204 60, 875

92.00 |09200| OBSERVATION BEDS (NON-DISTINCT PART)
SPECEAL: PURPOSE LOST CENTERS . -

113.00{11300| INTEREST EXPENSE

118.00 SUBTOTALS (SUM OF LINES 1-117)

INONREIMBURSABLE: COST CENTERS . o o = =

9,712] 30.00

cocoooooooooll

SO0 DD O

457,514

190.00[{19000| GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 0(190.00
192.00]19200| PHYSICTANS' PRIVATE OFFICES 0 728 9,004 0 0|192.00
193.00]19300| NONPATD WORKERS 0 0 Q 0 0193.00
193.01)19301| AUTOMATED HEALTH SERVICES 0 0 Q 0 0193.01
193.02|19302| RENAL 0 0 0 0 0[193.02
193,03|19303| LEASED SPACE 0 0 0 0 0(193.03
193.04/19304| UNUSED SPACE 0 0 0 0 0(193.04
193.05/19305| WELLNESS 0 627 0 0 0[193.05
200,00 Cross Foot Adjustments 200,00
201.00 Megative Cost Centers 0 0 0 0 0[201.00
202.00 TOTAL (sum lines 118-201) 457,514 30,678 238,008 442,026 59,712|202.00

MCRIF32 - 4.8.152.0



Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In Lieu of Form CMS-2552-10
COST ALLOCATION - GENERAL SERVICE COSTS Provider CCN: 141315 |Period: worksheet B

From 10/01/2012 | Part I

To  09/30/2013| Date/Time Prepared:
2/28/2014 1:51 pm

tal

E ENTERS
CAP REL COSTS BLDG & FIXT 1
CAP REL COSTS-MVBLE EQUIP 2
EMPLOYEE BENEFITS DEPARTMENT 4
ADMINISTRATIVE & GENERAL 5
MAINTENANCE & REPAIRS 6.00

7

8

9

OPERATION OF PLANT
LAUNDRY & LINEN SERVICE
HOUSEKEEPING

DIETARY 10.00
CAFETERIA 11.00
NURSING ADMINISTRATION 13.00
MEDICAL RECORDS & LIBRARY 16.00
SOCIAL SERVICE 17.00
| NONPHYSTCIAN ANESTHETISTS 450,450 _ 19.00

TENT. ROUTINE SERVICE COST CENTERE . T T R L R T T

[ADULTS & PEDIATRICS o 2,756, 804| 0l 30,00
ANCTLLARY -SERVICE [COST CENTERS T B R e R o T
50.00 |05000Q| OPERATING ROOM 0 1,151,645 0 1,151,645 50.00
53.00 |05300| ANESTHESIOLOGY 450, 450 451,642 0 451,642 53.00
54.00 |05400| RADIOLOGY-DIAGNOSTIC 0 2,088,301 0 2,089,301 54,00
54.01 {03451 NUCLEAR MEDICINE - DIAGNOSTIC 0 210,800 0 210,800 54.01
60.00 (06000 LABORATORY 0 1,680,804 0 1,680,804 60.00
65.00 [06500| RESPERATORY THERAPY 0 297,284 0 207,284 65.00
65.01 (06501 SLEEP STUDIES 0 90,352 0 90,352 65.01
66.00 (06600| PHYSICAL THERAPY 0 475,303 0 475,303 66.00
71.00 [07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0 481,808 0 481, 808 71.00
73.00 [07300| DRUGS CHARGED TO PATIENTS 0 2,945,215 0 2,945,215 73.00
73.01 |07301] ONCOLOGY 0 306,756 0 306,756 73.01
GUTPATIEN NTER! : R : b e i
88.00 |08800[RURAL HEALTH CLINIC 0 1,776,420 , 776,420 88.00

91.00 [09100; EMERGENCY 0 2,246,614
92.00 09200 DBSERVATION BEDS (NON-DISTINCT PART)
SPECIAL  PURPOSE COST. CENTERS:
113.00{12300| INTEREST EXPENSE .
118. 00 SUBTOTALS (SUM OF LINES 1-117) 450,450 16,960,748 ] 16, 960, 748] 118.00
NONREEMBURSABLE COST CENTERS : -

2,246,614 91.00

oo ol

190 00(19000{ GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 25,240 0 25,240 190.00
192.00(19200{ PHYSICIANS' PRIVATE OFFICES 0 472,254 0 472,254 192.00
193.00{19300| NONPALD WOQRKERS 0 0 0 0 193.00
193.01]19301f AUTOMATED HEALTH SERVICES 0 0 0 0 193.01
193. 0219302 RENAL 0 77,620 0 77,620 193.02
193.03|19303| LEASED SPACE 0 167,715 0 167,715 193.03
193.04(19304| UNUSED SPACE 0 102,977 0l 102,977 193.04
193.05|192305| WELLNESS 0 487,488 0 487,488 193.05
200.00 Ccross Foot Adjustments 0 0 0 0 200.00
201,00 Negative Cost Centers 0 0, 0l O 201.00
202,00 TOTAL {sum Tines 118-201) 450,450 18,294,042 0] 18,294,042 202.00

MCRIF32 - 4.8.152.0



Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In Lieu of Form (mMs-2552-10
COST ALLOCATION STATISTICS Provider ccN: 141315 |Period: Worksheet Noh-CMS W
From 10/01/2012
To  09/30/2013 | pate/Time Prepared:
| 2/28/2014 1:51 pm

Bratistt stics bg
NERAL SERVICE COST CENTERS & i ; -
1.00 |CAP REL COSTS-BLDG & FIXT 1 SQUARE FEET 1.00
2.00 |CAP REL COSTS~MVBLE EQUIP 2 SQUARE FEET 2.00
4.00 |EMPLOYEE BENEFITS DEPARTMENT 4 GROSS SALARIES 4.00
5.00 |ADMINISTRATIVE & GENERAL -5 ACCUM, COST 5.00
6.00 |MAINTENANCE & REPAIRS 6 SQUARE FEET 6.00
7.00 |OPERATION OF PLANT 7 SQUARE FEET 7.00
8.00 |[LAUNDRY & LINEN SERVICE 8 PATIENT DAYS 8.00
9.00 |HOUSEKEEPING 9 SQUARE FEET 9.00
10.00 [DIETARY 8 PATIENT DAYS 10.00
11.00 |CAFETERIA 4 GROSS SALARIES 11.00
13.00 [NURSING ADMINISTRATION 13 INURSING SALARIES 13.00
16.00 |MEDICAL RECORDS & LIBRARY 16 TOTAL CHARGES 16.00
17.00 |SOCIAL SERVICE 8 PATIENT DAYS 17.00
19.00 |NONPHYSICIAN ANESTHETISTS 19 ASSIGNED TIME 19.00

MCRIF32 - 4.8.152.0



Health Financial Systews

BCC DBA TLLINI COMMUNITY HOSPITAL

In Lieu of Form cMS$-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

Provider CCN: 141315

Period:
From 10/01/2012
TO 09/30/2013

worksheet B

Part IL

pate/Time Prepared:
2/28/2014 1:

GENER
1.00 [00100[CAP REL COSTS BLDG & FIXT 1.00
2.00 |D0200{CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |D0O4Q0( EMPLOYEE BENEFLITS DEPARTMENT 0 0 0] 0 0| 4.00
5.00 [DO5Q0| ADMINISTRATIVE & GENERAL 0 80,446 78,983 159,429 0 5.00
6.00 [DOGOO| MAINTENANCE & REPAIRS 0 84,434 82,902 167, 336 0 6.00
7.00 (00700| OPERATION OF PLANT 0 0 8] 0 0 7.00
8.00 [DOBOO| LAUNDRY & LINEN SERVICE 0 0 8] 0 0 8.00
9.00 [D0900| HOUSEKEEPING 0 6,552 6,433 12,985 0| 9.00
10.00 |01000| DIETARY 0 7,995 7,849 15, 844 0| 10.00
11.00 |{01100| CAFETERTA 0 2,890 2,837 5,727 0| 11.00
13.00 |01.300| NURSING ADMINISTRATION 0 541 531 1,072 G| 13.00
16.00 |D1600| MEDICAL RECORDS & LIBRARY 0 9,929 9,748 19,677 0| 16.00
17.00 |01700| SOCTAL SERVICE 0 516 507 1,023 0| 17.00
19.00 {01900| NONPHYSICIAN ANESTHETISTS 0 0 0 0 0| 19.00

INPATIENT: ROUTINE SERVICE: COST.CENTERS in i et ST e R e B
30.00 [D3000]ADULTS & PEDIATRICS [ 32, 841] 32,244 30.00

ANCILUARY. SERVEICE: €OST CENTERS ®
50.00 |05000| OPERATING ROOM 0 50.00
53.00 |05300| ANESTHESIOLOGY 0 53.00
54.00 |05400| RADIOLOGY-DIAGNOSTIC 0 54.00
54.01 |03451 NUCLEAR MEDICINE - DIAGNOSTIC 0 54.01
60.00 |06000| LABORATORY 0 60.00
65.00 |06500( RESPIRATORY THERAPY 0 65.00
65.01 |06501) SLEEP STUDIES 0 65.01
66.00 |06600| PHYSICAL THERAPY 0 66.00
71,00 |07100{ MEDICAL SUPPLIES CHARGED TQ PATIENTS 0 71.00
73.00 |07300| DRUGS CHARGED TO PATIENTS 0 73.00
73.01 |07301] ONCOLOGY 0 73.01

OUTPATIENT - SERVICE: COST CENTERS i
88.00 |08800{ RURAL HEALTH CLINIC 85.00
91.00 {02100 EMERGENCY 0 22,058 21,657 0| 91.00
92.00 |09200| OBSERVATION BEDS (NON- DISTINCT PART)

SPECTAL FURPOSE GOST-CENTERS fii i
113.00|11300; INTEREST EXPENSE
118.00 SUBTOTALS (SUM OF LINES 1-117) 333,104 339,365

NONREIMBURSABLE: COST CENTERS - i ]
190. 00{19000( GIFT, FLOWER, COFFEE SHOP & CAN 0 2,378 2,334 4,712 0[190.00
192. 00{19200( PHYSICIANS' PRIVATE OFFICES 0f 23,793 23,361 47,154 0[182.00
193. 00{19300[ NONPATD WORKERS 0 0f 0f 0 0[183.00
193.01{19301{ AUTOMATED HEALTH SERVICES o] 0 0f 0 0[193.01
193, 02(19302| RENAL 0 8,309 0f 8,300 0[193.02
193, 03(19303| LEASED SPACE 0f 21,452 0f 21,452 0[193.03
193.04{19304| UNUSED SPACE 0 32,416 0; 32,416 0[193.04
193.05/19305| WELLNESS 0 28,588 28,068 56, 656 0[193.05
200.00 cross Foot Adjustments 200.00
201.00 Negative Cost Centers 0 0 0 0(201.00
202.00 TOTAL (sum Tines 118-201) 0 450, 040 393,128 843,168 0]202.00

MCRIF32 - 4.8.152.0



Health Financial Systems

BCC DBA TLLINT COMMUNITY HOSPITAL

In Lie

U of Form CMS-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

Provider CCN: 141315

Period:
From 10/01/2012
To  09/30/2013

worksheet B
Part I1II

Date/Time Prepared:

2/28/2014 1: 5

1 pm

S HOUSE
GENERA: ERVLCE::COST GENTERS
1.00 |[00100|CAP REL COSTS-BLDG & FIXT 1.
2.00 [00200|CAP REL COSTS-MVBLE EQUIP 2.
4,00 |00400| EMPLOYEE BENEFLITS DEPARTMENT 4.
5.00 [00500|ADMINISTRATIVE & GENERAL 159,429 5.
6.00 |O0GOD[MAINTENANCE & REPAIRS 9,188 176,524 6.
7.00 |JOO700|OPERATION OF PLANT 4,539 0 4,53% 7.
8.00 [Q0800|LAUNDRY & LINEN SERVICE 969 0f 0 969 8.
9.00 [00900| HOUSEKEEPING 4,213 4,360 107] 0 21,665 9
10.00 01000 DIETARY 5,320 131 0 727] 10
11.00 [01100{ CAFETERTA 1,923 47 0 263| 11
13.00 |O1300| NURSING ADMINISTRATION 360 9 0 49| 13
16.00 |01600|MEDICAL RECORDS & LIRRARY 6,607 163 0 903| 16
17.00 |01700| SOCIAL SERVICE 343 8 0 47| 17
19.00 |01900 NONPHYSTCIAN ANESTHETISTS 0 19
30.
50.00 |05000| OPERATING ROOM 0 50.
53.00 |05300| ANESTHESIOLOGY 0 53.
54.00 05400 RADIOLOGY-DIAGNOSTIC 0 54.
54.01 |03451{ NUCLEAR MEDICINE - DIAGNOSTIC 1,585 0 54.
60.00 (06000 LABORATORY 13,276 0] 60.
65.00 |06500{ RESPIRATORY THERAPY 2,199 0 65
65.01 [06501|SLEEP STUDIES 680 0f 65
66.00 [06600| PHYSICAL THERAPY 3,194 8,131 200 0f 1,112| 66.
71.00 (07100 MEDICAL SUPPLIES CHARGED TO PATIENTS 3,630 4,422 109 0 605| 71
73.00 |07300|DRUGS CHARGED TO PATIENTS 24,725 3,961 98 0f 542| 73
73.01 |07301) ONCOLOGY ) 2,136 3,462 85 0] 473 73.
OUTPATEENT. SERVICE (COST CENTERE
88.00 [OB8OD| RURAL HEALTH CLINIC 14,868 8,347 0 0f 0| 88
91.00 (09100, EMERGENCY 16,871 14,678 361 0 2,007 91.
92.00 |092200] OBSERVATION BEDS (NON-DISTINCT PART) 92
SRECTIAL PURPOSE "COST -CENTERS
113. 00| 11300 INTEREST EXPENSE .
118. 00| v SUBTOTALS (SUM UF LINES 1-117) 154,071 120,284 2,755 959 14,707]118.
190.00 19000 GIFT, FLOWER, COFFEE SHO 53 1,582 39 0 216|190.
192.00|19200 PHYSICIANS" PRIVATE OFFICES 2,362 15,832 390 0 2,164|192.
193.00|19300{ NONPAID WORKERS 0f 0 0 0 0[193
193.01]19301{ AUTOMATED HEALTH SERVICES 0 0 0 0 0[193.
193.02|19302| RENAL 94 5,529 138 0 756(193.
193.03|19303| LEASED SPACE 243 14,274 220 0 1,221)193.
193.04{19304| UNUSED SPACE 167 0 531 0 0193
193.05|19305| WELLNESS 2,239 19,023 468 0 2,601193,
200.00 Cross Foot Adjustments 200
201..00 Negative Cost Centers 0 0 0 0 0|201
202.00 TOTAL (suin Tines 118-201) 159,429 176,524 4,539 969 21,665(202.

MCRIF32 ~ 4.8,152.0




Health Fimancial Systems

BCC DBA TLLINI COMMUNITY HOSPITAL

In Ljeu of Form CM$-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

pProvider CCN: 141315

worksheet B
Part II
Date/Time Prepared:

Period:
From 10/01/2012
To  09/30/2013

N 2/2 /2014 1:31 pm_

00
.00
.00
.00
.00
.00
.00
.00

.00
.00
.00
.00
.00

30.00

CAP REL CDSTS BLDG & FIXT

00100

00200| CAP REL COSTS-MVEBLE EQUIP

00400| EMPLOYEE BENEFITS DEPARTMENT

00500 ADMINISTRATIVE & GEMERAL

00600 MAINTENANCE & REPAIRS

00700 OPERATION OF PLANT

00800| LAUNDRY & LINEN SERVICE

00900| HOUSEKEEPING

(1000| DIETARY 25,449

01100| CAFETERIA 0] 8,025

01300| NURSING ADMINISTRATION 0 162 3,683

01600| MEDICAL RECORDS & LIBRARY 0| 43 0

01.700| SOCTAL SERVICE 0 51 0

01900 NONPHYSTCIAN ANESTHETISTS 0] 420 0]

03000/ ADULTS & PEDIATRICS 1,295

ANCTELARY SERVICE COST CENTERS "t g R

05000| OPERATING ROOM 0| 603 520

05300| ANESTHESIOLOGY 0 0 0

05400| RADIOLOGY-DIAGNOSTIC 0 1,036 3

03451| NUCLEAR MEDTCINE - DIAGNQSTIC 0 103 54

06000| LABORATORY 0f 738 0f

06500| RESPIRATORY THERAPY 0 189 108

06501 SI.LEEP STUDIES 0f 58 0f

06600| PHYSICAL THERAPY 0f 229 0f

07100i MEDICAL SUPPLIES CHARGED TC PATIENTS 0 69 0

07300 DRUGS CHARGED TO PATIENTS 0f 487 0f

07301 ONCOLOGY 0 204 230

OUTPATIENT SERVICE €OST CENTERS ; - S

08800 RURAL HEALTH CLINIC 0 663 277 0 0| 88.00

09100 EMERGENCY 0 1,008 1,055 4,210 0| 91.00

09200 OBSERVATEON BEDS {NON- DISTINCT PART) 92.00

SPECIAL PURPOSE: COST CENTERS

11300 INTEREST EXPENSE .
SUBTOTALS (SUM OF LINES 1 117) 25,449 7,671 3,542 30,548 1,955/118.00

NONREIMBURSABLE COST. CENTERS - R Rk i i |

190001 GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 0|190.00

19200 PHYSICIANS' PRIVATE OFFICES 0 190 147 0 0|192.00

19300{ NONPALID WORKERS 0 0 0 0 0/193.00

19301 AUTOMATED HEALTH SERVICES 0f 0 0 0 0[193.01

19302| RENAL 0 0 0 0 0193.02

19303| LEASED SPACE 0f 0 0 0 0[193.03

19304| UNUSED SPACE 0f 0 0 0 0|193.04

19305| WELLNESS 0Of 164 0 0 0193.05
Cross Foot Adjustments 200.00
Negative Cost Centers 0] 0 0 0 0{201.00
TOTAL (sum lines 118-201) 25,449 8,025 3,683 30,548 1,955|202.00

MCRTF32 - 4.8.152.0



Health Financial Systems BCC DBA ILLINI COMMUNLITY HOSPITAL In Lieu of Form CM5-2552-10
ALLOCATION OF CAPITAL RELATED COSTS Provider CCN: 141315 | Period: worksheet B

From 10/01/2012 | Part IT

To  09/30/2013 | pate/Time Prepared:
2/28/2014 1

Total::

GENERAL:SERV STLCENTERS
1.00 (00100(CAP REL COSTS-BLDG & FIXT
2.00 |0020Q{cAP REL COSTS-MVBLE EQUIP
4.00 |00400| EMPLOYEE BENEFITS DEPARTMENT
5.00
6.00
7.00

00500 ADMINISTRATIVE & GEMNERAL

00600 MATNTENANCE & REPAIRS

. 00700| OPERATION OF PLANT

8.00 |00800|LAUNDRY & LINEN SERVICE

9.00 |00900|HOUSEKEEPING

10.00 |01000{ DTETARY

11.00 |01100| CAFETERIA

13.00 |01300(NURSING ADMINISTRATION

16.00 J01600(MEDICAL RECORDS & LTBRARY

17.00 [01700/ SOCIAL SERVICE

19.00 {01900 NONPHYSICIAN ANESTHETISTS

THEAT 1

30.00 [03000] ADULTS & PEDIATRICS

ANCTLLARY. 65T CENTERS

50.00 [05000| CPERATING ROOM

53.00 |05300| ANESTHESIOLOGY

54.00 |05400{ RADIOLOGY-DIAGNOSTIC

54.01 |03451{ NUCLEAR MEDICINE - DIAGNOSTIC

60.00 |06000 LABORATORY

65.00 |06500| RESPIRATORY THERAPY

65.01 |OB501|SLEEP STUDIES

66,00 |06600{ PHYSICAL THERAPY

71,00 |07100| MEDICAL SUPPLIES CHARGED TO PATIENTS

73.00 |07300{DRUGS CHARGED TO PATIENTS

73.01 (07301

OUTPATIENT

88.00 |08800|RURAL HEALTH CLINIC

EMERGENCY
[OBSERVATION BEDS (NO

- URPOSE COST RN

INTEREST EXPENSE

SUBTOTALS (SUM OF LINES 1-117)

INGNREIMBURSABLE COST CENTERS®

190.00|19000( GIFT, FLOWER, COFFEE SHOP & CANTEEN 6,602

(=35

138,308 138308

cococcooo ool

NTERS

-DISTINCT PART)

597,303

0
197.00|19200| PHYSICTIANS' PRIVATE CFFICES 68,233 0
193.00|19300| NONPAID WORKERS 0 0
193.01) 19301 AUTOMATED HEALTH SERVICES 0 0l
193.02|19302} RENAL 14,824 0]
193.03|19303| LEASED SPACE 37,410 0
193,04{19304| UNUSED SPACE 33,314 0
193.05/19305| WELLNESS 81,151 B
200.00 Cross Foot Adjustments 4,331 4,333 0
201.00 Negative Cost Centers 0 0 0
202.00 TOTAL (sum Tines 118-201) 4,331 843,168 0]

MCRIF32 - 4.8.152.0



Health Financial Systems

BCC

DBA ILLINI COMMUNITY HOSPITAL

In Lieu of Form CMS-2552-10

COST ALLOCATION - STATISTICAL BASIS

Provider CCN: 141315

Period:
From 10/01/2012
To 09/30/2013

worksheet B-1

pDate/Time Pre
2/28/2014 1:5

pared:
1 pin

190.
192.
193.
193.
193.
193.
193.
193.
200.
201.
202.

203.
204.

205.

GENERAL

CSERVICE COST CENTERS. . %0

00100
00200
00400
00500
00600
00700
00800
00900
01000
01100
01300
01600
01700
01900

CAP REL COSTS5-BLDG & FIXT
CAP REL COSTS-MVELE EQUIP
EMPLOYEE BENEFITS DEPARTMENT
ADMINISTRATIVE & GEMERAL
MAINTENANCE & REPAIRS
OPERATION OF PLANT
LAUNDRY & LINEN SERVICE
HOUSEKEEPING

DIETARY

CAFETERIA

NURSING ADMINISTRATION
MEDICAL RECORDS & LIBRARY
SOCIAL SERVICE
NONPHYSICIAN ANESTHETISTS

Myizi;Tizl il

0
22,298
23,404

0

0

1,816
2,216
801
150
2,752
143

110,985
0
22,298
23,404
0
0
1,816
2,216

301

150
2,752

143

7,241,166
1,294,915

309,93

247,52
187,73

105,05

28,014
32,769

-4,194,355
0
0
0
0
1
0
5

OO0 O00COoOCOOO

14,099,687
812,585
401, 390

INPATIENT. ROUTINE SERVICE COST:CENTERS i iy

ADULTS & PEDIATRICS

RY SERVICE COST CENTERS .

A

1) GNCOLOGY

OPERATING ROOM

AMESTHESIOLOGY

RADIOLOGY-DIAGNOSTIC

NUCLEAR MEDICINE - DIAGHNOSTIC
LABORATORY

RESPIRATORY THERAPY

SLEEP STUDIES

PHYSICAL THERAPY

MEDICAL SUPPLIES CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS

6,803

4,516
517
2,467
645
264
3,387
1,842
1,650

391,09
671,18
66, 83

478,163

122,77
37,70
148,35
44,68
315,58

7
0
1
7

7
0
2
8
0

o e v I e e R e e i e e e

688,699

0
1,401,407
140,221
1,174,176
194,504
60,133
282,512
321,006
2,186,518
188,929

ENTERS -

132,116

ﬁUﬁAL‘HEALTH CLINIC
EMERGENCY
ORSERVATION BEDS (NON DISTINCT PART)

3,477
6,114

429,97

711, 560 0

3 0

1,314,972
1,492,043

ISPECT;

AL PURPOSE LOST

INTEREST EXPENSE
SUBTOTALS (Sum OF_LINES 1-117)

95,807

460|

-4,194,355

13,625,921

GIFT, FLOWER, COFFEE SHOP & CANTEEN
PHYSICXANS' PRIVATE QFFICES
NONPAID WORKERS

AUTOMATED HEALTH SERVICES

RENAL

LEASED SPACE

UNUSED SPACE

WELLNESS

Cross Foot Adjustments

Megative Cost Centers

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

unit cost multiplier (wkst. B, Part I)
Cost to be allocated (per wkst. B,
Part II)

unit cost multiplier (wkst. B, Part
I1)

659
6,595
0

0
2,303
5,946
8,985
7,924

450, 040)

3.607766

659
6,595
0

0

0

0f

0f
7,924
393,128

3.542172

123,403

106, 30

1,962,69

0.27104

0, 00000

0

Q

oo

v
0
0
0
3

7

7|
0

&

4,712
208,888
0

0

8,309
21,452
32,416
197,989

4,194,355

0.207479
159,429

0.011307

193.02
193.03
193.
193.05
200.
201.
202.

203.
204,

205,

MCRTF32 - 4.8.152.0



Health Financial Systems

BCC DBA_TLIINI COMMUNTTY HOSPITAL

In Lieu of Form CMS-2552-10

COST ALLOCATION - STATISTICAL BASIS

pProvider CCN: 141315

Period:
From 10/01/2012
To  09/30/2013

worksheet B-1

Date/Time Prepared:
2/ 014 1:

GENERAL.

RGP

CAP REL COSTS BLDG & FIXT

1.00 |00100]
2.00 |00200(CAP REL COSTS-MVBLE EQUIP
4,00 |00400| EMPLOYEE BENEFITS DEPARTMENT
5.00 |D0S00| ADMENISTRATIVE & GENERAL
6.00 |00600| MAINTENANCE & REPAIRS 73,532
7.00 |00700{OPERATION OF PLANT 0 76,814
8.00 |00800| LAUNDRY & LINEN SERVICE 0 0 1,264
9.00 |00900[HOUSEKEEPING 1,816 1,818 0 66,013
10.00 |01000| DIETARY 2,216 2,216 0 2,214 1,264
11.00 |01100( CAFETERIA 801 801 0 801 0
13.00 |01300(NURSTNG ADMINISTRATION 150 150 0 150 0
16.00 |01600|MEDICAL RECORDS & LIBRARY 2,752 2,752 0 2,752 0
17.00 |01700[ SOCTAL SERVICE 143 143 0 143 0
19.00 [01900| NONPHYSICIAN ANESTHETISTS 0 0 0 0 0
INPATIENT. ROUTINE: SERVICE COST CENTERS: T
30.00 {03000 ADULTS & PEDIATRICS
ANGILL
50.00 |DS000]OPERATING ROGM 6,803 6,803 0 i}
53.00 |05300{ ANESTHESTOLOGY 0 0 0 o}
54.00 05400 RADTOLOGY-DIAGNOSTIC 4,516 4,516 0 0
54.01 |03451 NUCLEAR MEDICINE - DIAGNOSTIC 517 517 0 0
60.00 |06000] LABORATORY 2,467 2,467 0 0
65.00 |06500| RESPTRATORY THERAPY 645 645 0 0
65.01 |06501] SLEEP STUDIES 264 264 0 0
66.00 |06600} PHYSICAL THERAPY 3,387 3,387 0 0
71.00 |07100{MEDICAL SUPPLIES CHARGED TO PATIENTS 1,842 1,842 0 0]
73.00 |07300{ DRUGS CHARGED TQ PATIENTS 1,650 1,650 0 o}
73.01 |07301] ONCOLOGY 0 1]
DUTFATLENT: SERVICE COSTICENTERS
88.00 |08300! RURAL HEALTH CLINIC
91..00 |09100} EMERGENCY
92.00 (09200| OBSERVATION BEDS (NON-DISTINCT PART)
[SPEGTAL. PURPOSE COST. CENTERS. -
113.00|11300! ENTEREST EXPENSE
118.00 SUBTOTALS (SUM OF LINES 1- 117) 50,105 46,628 1,264 44,812 1,264
NONRETMBURSARLE (COST CENTERS S
190.00|19000| GEFT, FLOWER, COFFEE SHOP & CANTEEN 659 659 0 659 0
192.00[19200| PHYSICIANS " PRIVATE OFFICES 6,595 6,595 0 6,595 0
193.00|19300[ NONPAID WORKERS 0 0 0 0 (]
193.01/19301) AUTOMATED HEALTH SERVICES 0 0 0 0 0
193.02|19302| RENAL 2,303 2,303 0 2,303 0
193.03|19303| LEASED SPACE 5,946 3,720 0 3,720 0
193.04[19304| UNUSED SPACE 0 8,985 0 0 0
193.05|19305|WELLNESS 7,924 7,924 0 7,924 0
200.00 Cross Foot Adjustments
201.00 Negative Cost Centers
202.00 cost to be alleocated (per wkst. B, 1,054,312 520,795 111,224 521,796 457,514
part 1)
203.00 Unit cost multiplier (wkst. B, Part I) 14.338138 6.779949 87.993671) 7.904443 361.957278
204.00] cost to he allocated (per wkst. B, 176,524 4,539 969 21,665 25,449
pPart II)
205. 00 unit cost multiplier (wkst. B, Part 2.400642 0.05909] 0.766614 0.328193 20.133703

1)

190.00

202.00

203.00
204.00

205.00

MCRIF32 - 4,8.152.0



Health Financial Systems

BCC DBA TLLINT COMMUNITY HOSPITAL

In Lieu of Form CM5-2552-10

COST ALLOCATION - STATISTICAL BASIS

Provider CCN: 141315

Period:
From 10/01/2012
09/30/2013

To

-RLABL20LS L

worksheet B-1

Date/Time Prepared:

Lon

ONPHYSTETA

190.

202.

203.
204.

205.

RVILCE GO RS

IT)

00100| CAP REE COSTS-BLDG & FIXT
00200| CAP REL. COSTS-MVBLE EQUIP
00400: EMPLOYEE BENEFITS DEPARTMENT
005001 ADMINISTRATIVE & GENERAL
00600{ MAINTENANCE & REPAIRS
00700{ OPERATION OF PLANT
00800| LAUNDRY & LINEN SERVICE
00900| HOUSEKEEPING
01000| DIETARY
01100| CAFETERTIA 5,201,070
01300| NURSING ADMINISTRATION 105,055 1,979,720
01600|MEDICAL RECORDS & LIBRARY 28,014 39,749,058
01700| SOCIAL SERVICE 32,769 0 1,264
01900] NONPHYSICIAN ANESTHETISTS 272,1686| 0 9 100
INPATEENT. ROUTINE, SERVICE (COST,CENTERS.: R R ) 5
03000 ADULTS & PEDIATRICS 983,336 696, 166] 1,781,349 1, 264
BNCILEARY. SERVICE "COST CENTERS 1.0 I i
05000| OPERATING ROOM ,097 279,4 2,223,554 0 0
05300| ANESTHESIOLOGY 0 107,183 0 100
05400 RADIOLOGY-DIAGNOSTIC 671,181 1,528 12,210,674 0 0
03451 NUCLEAR MEDICINE - DIAGNOSTIC 66,837 29,225 895,015 0 0
06000| LABORATORY 478,163 22 7,456,306 0 0
06500 RESPIRATORY THERAPY 122,777 58,062 1,663,283 0 0
06501| SLEEP STUDIES 37,700 0 399, 89§ 0 0
06600| PHYSICAL THERAPY 148,352 0 861,114 0 0
07100/ MEDICAL SUPPLIES CHARGED TO PATIENTS 44,688 0 1,041,794 0 0
07300/ DRUGS CHARGED TO PATIENTS 315,580 0 5,262,046 0 0
07301 ONCOLOGY 132,116 123,549 372,482 0 1]
08800| RURAL HEALTH CLINIC 429,973 148,732 0 0 0
09100| EMERGENCY 711,560 567,316 5,474,362 0 (]
09200 OBSERVATION BEDS {NON-DISTINCT PART)
SPECIAL: PURPOSE (COST:CENTERS &
11300| INTEREST EXPENSE
SUBTOTALS (SUM OF LINES 1-117) 4,971,364 1,904,078 ;
NONRETMBURSABLE COST CENTERS .0 vty A Bl i
19000|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0
19200| PHYSICIANS' PRIVATE OFFICES 123,403 75,642 0 0 i)
19300 NONPAID WORKERS 0 0 0 0 o
19301 AUTOMATED HEALTH SERVICES 0 0 0 0 o
19302| RENAL 0 0 0 0 4]
19303 LEASED SPACE 0 0 0 0 o
19304| UNUSED SPACE 0 0 0 0 0
19305 WELLNESS 106,303 0 0 0 o
Cross Foot Adjustments
Negative Cost Centers
Cost to be allocated {per wkst. B, 30,678 238,008 442,026 59,712 450,450
Part T)
unit cost multiplier (wkst. B, Part I) 0.005898| 0.120223 0.011120 47.240506 4,504.500000
Cost to be allocated {per wkst. B, 8,025 3,683 30,548 1,955 4,331
Part II)
unit cost multiplier (wkst. B, Part 0.001543 0.0018860 0.000769 1.546677 43,310000

30.00

50.00
53.00
54.00
54,01
60.00
65.00
65.01
66.00
71.00
73.00
73.01

88.00
91.00

| 92.00

“l113.00

118.00

190.00
192.00
193.00
193.01
193.02
193.03
193.04
193.05
200.00
201.00
202.00

203.00
204.00

205.00

MCREF32 - 4.8.152.0



Health Financial Systems

BCC

DBA ILLINI COMMUNITY HOSPITAL

In Lieu of Form cM$-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES Provider CCN: 141315 |Period: Worksheet C
From 10/01/2012 ! Part I
To  09/30/2013 | Date/Time Prepared:
2/28/2014 1:51 pm
Title XVIII Hospital Cost

03000

30.00 ADULTS & PEDIATRICS 2,756,804 2 ?56 804 30.00
ANGELLARY. SERVICE COST CENTERS T T R
50.00 105000{ OPERATING ROOM 1,151,645 1,151,645 0 1,151, 645 50.00
53,00 |05300{ ANESTHESTIOLOGY 451,642 451,642 0 451,642| 53.00
54,00 {05400 RADIOLOGY-DIAGNOSTIC 2,089,301 2,089,301 0 2,089,301 54.00
54,01 |03451{ NUCLEAR MEDICXNE - DIAGNOSTIC 210, 800 210, BOO) 0 210,800| 54.01
60.00 (06000 LABORATORY 1,680,804 1,680,804 0 1,680,804 60.00
65.00 [06500|RESPIRATORY THERAPY 297,284 0 297,284 0 297,284( 65.00
65.01 [06501|SLEEP STUDIES 90,352 0 90,352 0 90,352| 65.01
66.00 (06600 PHYSICAL THERAPY 475,303 0 475,303 0 475,303 66.00
71.00 |07100(MEDICAL SUPPLIES CHARGED TO PATIENTS 481, 808§ 481, 808 0 481,808| 71.00
73.00 |07300|bPRUGS CHARGED TO PATLENTS 2,945,215 2, 945 215 0 2,945,215 73.00
73.01 (07301 ONCOLOGY 306,756 7’56 0 306,756/ 73.01
OUTPATTENT SERVICE :COST Ci i o
88.00 |08800| RURAL HEALTH CLINIC 1,776,420 1,?76,420 0 1,776,420 88.00
91.00 |09100| EMERGENCY 2,246,614 2,246,614 0 2,246,614| 91.00
92,00 [09200{ OBSERVATION BEDS (NON- DISTINCT PART) 208,328 208,328 208,328| 92.00
SPECTAL PURPOSE COST: CENTER : =
113.00[11300 INTEREST EXPENSE .
200,00 Subtotal (see instructions) 17,169,076 [ 17,169,076 0 17,169,076(200.00
201.00 Less observation Beds 208,328 208,328 208,328(201.00
202.00 Total (see instructions) 16,960,748 0] 16,960,748 0 16,960,748(|202.00

MCRIF32 -~ 4.8.152.0



Health Financial Systems

BCC DBA TLLTNT COMMUNITY HOSPLTAL

In Lieu of Form CM5-2552-10

COMPUTATION OF RATIC OF COSTS TO CHARGES

Provider CCN: 141315

Period:
From 10/01/2012
To 09/30/2013

wWorksheet C

Part I

Date/Time Prepared:
2/28/2014 1:51 pm

_Hospital

Cast

INPATIENT ROUTINE: SER\(IC

30.00 [03000{ADULTS & PEDIATRICS 1,566,211 1,566,211 | 30.00
ANCILEARY. SERVICE. . COST. CENTERS. . e
50.00 |05000| OPERATING ROOM 13,022 2,210,532 2,223,554 0.517930 0.000000| 50.00
33.00 |05300( ANESTHESIOLOGY 1,911 105,272 107,183 4.213747 0.000000( 53.00
54.00 |05400( RADIOLOGY-DIAGNOSTIC 441,753 11,768,921 12,210,674 0.171104 0.000000( 54.00
54.01 {03451/ NUCLFAR MEDICINE - DTAGNOSTIC 3,614 891,401 895,015 0.235527 0.000000| 54.01
60.00 |06000| LABORATORY 594,413 6,861,893 7,456,306 0.225420 0.000000| 6C.00
65.00 |06500( RESPIRATORY THERAPY 589,818 1,073,465 1,663,283 0.178733 0.000000| 65.00
65.01 |06501{ SLEEP STUDIES 0 399, 898 399,898 0.225938 0.000000| 65.01
66.00 |06600| PHYSICAL THERAPY 151,714 709,402 861,116 0.551962 0.000000| 66,00
71.00 {07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 359,780 682,014 1,041,794 0.462479 0.000000| 71.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 619,271 4,642,775 5,262,046 0.559709 0.000000| 73.00
73.01 |07301] ONCOLOGY 372 482 372 482 0,823546 0.000000| 73.01
OQUTPATIENT SERVICE COST CENTERS .ot o i s R e Losli
88.00 [OBBOD|RURAL HEALTH CLINIC 0 1, 280 930 i, 280 930 88.00
91.00 (09100 EMERGENCY 43,223 5,431,139 5,474,362 0.410388 .000000| 91.00
92.00 [09200, OBSERVATION BEDS (NON- DISTINCT PART) 0 215,134 215,134 0.968364 000000| 92.00
SPECTAL: PURPOSE. COST -:CENTERS . BEIEREN L T e T
113.00{11300! INTEREST. EXPENSE
200.00 Subtotal (see instructions) 4,384,730 36,645,258 41,029,988 200,00
201.00 lL.ess Observation Beds 201.00
202.00 Total (see instructions) 4,384,730 36,645,258 41,029,988 202.00

MCRXIF32 - 4.8.152.0



Health Fimancial Systems

BCC DBA TiLINI COMMUNITY HOSPITAL

In Lie

u_of Form CmMS-2552-10

COMPUTATTON OF RATIO OF COSTS TO CHARGES

Provider CCN: 141315

Period:
From 10/01/2012
To  09/30/2013

worksheet ¢

Part I

Date/Time Prepared:
2/28/2014 1:51 pm

Title XVIIXT

Hospital

Cost

05T CENTERS

NP INE
30,00 03000| ADULTS & PEDIATRICS

| 30.00

[ANCT ULEARY: SERVICE. ‘COST CENTERS GO
50.00 {05000 OPERATING ROOM 0. 000000 50.00
53.00 [05300| ANESTHESIOLOGY 0. 000000 53.00
54.00 [05400| RADIOLOGY-DIAGNOSTIC 0. 000000 54,00
54.031 (03451 NUCLEAR MEDICINE - DIAGNOSTIC 0. 000000 54.01
60.00 [06000| LABORATORY 0. 000000 60.00
65.00 (06500 RESPIRATORY THERAPY 0. 000000 65.00
65.01 (06501 SLEEP STUDIES 0. 600000 65.01
66.00 |06600 PHYSICAL THERAPY 0. 000000, 66.00
71.00 (07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0. 000000 71.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 0. 000000 73.00
73.01 |07 301 ONCOLOGY 0. 000000 73.01

OUTPATIENT; SERVICE COST €ENTERS. . i iiias S
88.00 [08800|RURAL HEALTH CLINIC 88.00
91.00 |09100| EMERGENCY 0. 000000 91.00
92.00 [09200/ OBSERVATION BEDS (NON- DISTINCT PART) 0.000000 _ 92.00

SPECIAL:PURPOSE - COST: CENTERS -, : T
113.00|11300) INTEREST EXPENSE 113.00
200.00 subtotal (see +instructions) 200,900
201.00 Less Observation Beds 201.00
202.00 Total (see instructions) 202.00

MCRIF32 - 4.8.152.0



Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In Lieu of Form CMS-2552-10
APPORTIONMENT OF INPATIENT ANCILLARY SERVICE CAPITAL COSTS provider CCN: 141315 | Period: worksheet D

From 10/01/2012 | part II

To  09/30/2013 | pate/Time Prepared:
2/28/2014 1:51 pin

_Hospital

OPERATING ROOM 2,223,554 0. 9,503 334| 50.00
53.00 [05300| ANESTHESIOLOGY 107,183 0. 1,911 1{ 53.00
54.00 [D5400| RADIOLOGY-DIAGNOSTIC 12,210,674 0. 337,325 1,965( 54.00
54.01 (03451 NUCLEAR MEDICINE - DIAGNOSTIC 7,568 895,015 0.008456 2,255 19| 54.01
60.00 (06000| LABORATORY 44,265 7,456,304 0.005937 454,892 2,701| 60.00
65.00 [06500| RESPIRATORY THERAPY 10,185 1,663,283 0.006123 444,229 2,720| 65.00
65.01 {06501 SLEEP STUDIES 3,670 399, 893 0.009177, 0 0| 65.01
66.00 [D6600| PHYSICAL THERAPY 37,745 861,116 0.043833 53,201 2,336| 66.00
71.00 (07100 MEDICAL SUPPLIES CHARGED TO PATIENTS 22,807 1,041,794 0.021892 273,181 5,980) 71.00
73.00 (07300 DRUGS CHARGED TO PATIENTS 45,658 5,262,046 0.008677, 462,314 4,011| 73.00
73.01 (07301 ONCOLOGY 17,186 372,482 0.046139 0] ] of 73.01

QU TPATIENT SERVICE (COST. CENTERS 7% e R

88.00 [D8BO0|RURAL HEALTH CLINIC , 280,930 . 0 0| 88.00
91.00 {09100 EMERGENCY 83,995 5,474,362 0.015343 9,159 141( 91.00
92.00 |09200| OBSERVATION BEDS (NON-DISTINCT PART) 0 215,134 (. 000000 0 0| 92.00
200,00 Total (lines 50-199) 458,995 39,463,777 2,048,060 20,208(200.00

MCRIF32 - 4.8.152.0



Health Financial Systems BCC DBA TLLINI COMMUNITY HOSPITAL In Lieu of Fort CMS-2552-10
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS provider CCN: 241315 1 preriod: worksheet D

THROUGH COSTS From 10/01/2012 | Part Iv

To  09/30/2013 | pate/Time Prepared:
2/28/2014 1:51 pm

Title XVIIT Hospital Cost
nNUFST hg: schooT[A1 1 Tad Teh: ALY o gta
medfe
A LARY :SERVICE. i :

50.00 [05000[ OPERATING ROOM [i 0 0 0 0| 50.00
53.00 |05300[ ANESTHESIOLOGY 450,450 0 0 0 450,450| 53.00
54,00 |05400( RADIOLOGY-DIAGNOSTIC 0 0 0 0 0| 54.00
54,01 |03451] NUCLEAR MEDICINE - DIAGNOSTIC 0 0 0 0 0| 54.01
60.00 |06000] LABORATORY 0 0 0 0 0! 60.00
65.00 |06500| RESPIRATORY THERAPY 0 0 0 0 0 65.00
65.01 |06501| SLEEP STUDIES 0 0 0 - 0 0| 65.01
66.00 |06600| PHYSICAL THERAPY 0 0 0 0] 0| 66.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 0 0! 71.00
73.00 [07300| DRUGS CHARGED TO PATIENTS 0 0 0 0 0f 73.00
0 0 0 0] o[ 73.01
. RURAL 0 0 0 0f 0| 88.00
91.00 [09100| EMERGENCY 0 0 0 0 0 91.00
32.00 [09200| OBSERVATION BEDS (NON-DISTINCT PART) 0 0 0 Of 0 92.00
200.00 Total (Tines 50-199) 450,450, 0 0 0 450,450(200.00

MCRIF32 - 4.8.152.0



Health Financial Systems

BCC DBA ILLINTI COMMUMITY HOSPITAL

Ih Lieu of Form CMS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

Provider CCN: 141315

pPeriod:
From 10/01/2012

worksheet D
part IV

To  09/30/2013 | pate/Time Prepared:
2/28/2004 1:51 pm
Title XVIII Hospital Cost
roesRa utpatien
ANCIEEARY. SERVICE. COST CENTERS: 0 & e 8 :
50.00 05000/ OPERATING ROOM 0] 2,223,554 0. 000000 0. 9,503| 50.00
53.00 [05300| ANESTHESIOLOGY 0 107,183 4.202625 0. 1,911| 53.00
54,00 (05400 RADIOLOGY-DIAGNOSTIC 0 12,210,674 0.000000 0. 337,325| 54.00
54,01 |03451 NUCLEAR MEDICINE - DIAGNOSTIC 0 895,015 0. 000000 0. 2,255 54.01
60.00 [06000| LARORATORY 0 7,456,306 0. 000000 0. 000000 454,892| 60.00
65.00 (06500 RESPTRATORY THERAPY 0 1,663,283 0. 000000 0. 000000 444,229 65.00
65.01 (06501 SLEEP STUDIES 0 390,898 0. 000000 0. 000000 0| 65.01
66.00 (06600 PHYSICAL THERAPY 0 861,116 0. 000000 0. 000000 53,291| 66.00
71.00 |07100{ MEDTCAL SUPPLIES CHARGED TO PATIENTS 0 1,041,794 0. 000000 0.000000 273,181| 71.00
73.00 |07300{DRUGS CHARGED TO PATIENTS 0 5,262,046 0.000000 0. 000000 462,314| 73.00
73.01 |07301) ONCOLOGY 0 372,482 0. 000000 0. 000000 0} 73.01
OUTPATIENT SERVICE COST CENTERS S S

88.00 [OB800|RURAL HEALTH CLINIC ¢ 1,280,930 0.000000 . 0| B8.00
91.00 (09100 EMERGENCY 0 5,474,362 0. 000000 . 000000 9,159( 91.060
92.00 [09200(ORSERVATION BEDS -(NON-DISTINCT PART) 0 215,134 0.000000 . 000000 0| 92.00
200, 00| Total (lines 50-199) 0 39,463,777 2,048,060|200.00

MCRYF32 -~ 4.8.152.0



Health Financial Systems

BCC DBA TLLINT COMMUNITY HOSPITAL

In Lieu of Form CM$-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS
THROUGH COSTS

Provider CCN: 141315

Period:
From 10/01/2012
To 09/30/2013

worksheet D
Part Iv

pate/Time Prepared:

2/28/2014 1:51 pm

Hospi;a1

“JaNcrL

05000
05300
05400
03451
06000
06500
06501
06600
07100
07300
07301

ARY: SERVICE 'COST CENTERS 0

OPERATING ROOM
ANESTHESTIOLOGY
RADIOLOGY-DIAGNOSTIC

NUCLEAR MEDICINE - DIAGNOSTIC
LABORATORY

RESPIRATORY THERAPY

SLEEP STURIES

PHYSICAL THERAPY

MEDTICAL SUPPLIES CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
ONCOLOGY

o0
=
[¥8)
P

1

OO OO0 oODO OO D

coooooooo o of

looooooocoooof

R[=N-N-N-N-N-N-N-N-N-N=1j

D000 OD0 O

OUTPATEENT SERVICE. COST . CENTERS <ot

08800
09100
09200

RURAIL HEALTH CLINIC

EMERGENCY

OBSERVATION BEDS (NON—DISTINCT PART)
Total (lines 50-199)

8,03

|l e

SOoOo o

oo o
OO0 O

oo ol

MCRIF32 - 4.8.152.0



Health Financial Systeims

"BCC DBA XLLINI COMMUNITY HOSPITAL

In

Lieu of Form cM5-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

Provider CCN: 141315

Perio

worksheet D

d:
From 10/01/2012] part Iv
To  09/30/2013 ] pate/Time Prepared:

2/28/2014 1:51 pm

Title XVIII

Cost

Hospital

SAC ALY PS

05000| OPERATING ROOM 0 0 0 0 50.00
05300| ANESTHESIOLOGY 0 0 0 0] 53.00
05400 RADIOLOGY ~DIAGNOSTIC 0 0 0 0, 54.00
03451 NUCLEAR MEDICINE - DIAGNOSTIC 0 0 0 0; 54.01
06000 LABORATORY 0 0 0 0; 60.00
06500{ RESPIRATORY THERAPY 0 0 0 0; 65.00
06501 SLEEP STUDIES 0 0 0 0] 65.01
06600 PHYSICAL THERAPY 0 0 0 0; 66.00
07100{MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 0; 71.00
07300[ DRUGS CHARGED TO PATIENTS 0 0 0 0f 73.00
07301 ONCOLDGY 0 0 0 0] 73.01
OUTPATIENT. SERVICE COST CENTERS ol S o
08800 RURAL HEALTH CLINIC 0 0 0f 88.00
09100 EMERGENCY 0 0 0f 91.00
09200( OBSERVATION BEDS (NON-DISTINCT PART) 0 0 0f 92.00

Total (Tines 50-199) 0 0) 0f 200.00

MCRIF32 ~ 4.8.152.0



Health Financial Systems

BCC DEBA JILLINY COMMUNITY HOSPITAL

In Lieu of Form ¢MS-2552-10

APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST

Provider CCN: 141315

Worksheet D

Part v

Date/Time prepared:
2/28/2014 1:51 pm

Period:
From 10/01/2012
To  09/30/2013

itle XVIII

ospital oSt

. G e
ANCTELARY. SERVICE COST €
50.00 05000l OPERATING ROOM 0,517930 0 0 1,268,251 01 50.00
53.00 |05300| ANESTHESIOLOGY 4,213747 0 0 43,386 0: 53.00
54.00 |05400| RADIOLOGY-DIAGNOSTIC 0.171104 0 0 4,865,009 0| 54.00
54,01 |03451 NUCLEAR MEDICINE - DIAGNOSTIC 0.235527 0 0 569,368 0] 54.01
50,00 [06000| LABORATORY 0.225420 0 0 3,391,738 0f 60.00
65.00 |06500( RESPIRATORY THERAPY 0.178733 0 0 630,817 0| 65.00
65.01 (06501 SLEEP STUDIES 0.225938 0 0 134,634 0| 65.01
66.00 |06600 PHYSICAL THERAPY 0.551962 0 0 280,220 0| 66.00
71.00 |07100| MEDICAL SUPPLIES CHARGED TO PATIENTS 0.462479 0 0 352,465 0| 71.00
73.00 |07300| DRUGS CHARGED TO PATIENTS 0.559709 0 0 2,946,715 0 73.00
73.01 07301 ONCOLOGY 0.823546) 0 0 200,430 0 73.01
OUTPATIENT SERVICE COST CENTERS: BT Lo S
88.00 [08800| RURAL HEALTH CLINIC 000000 88.00
91.00 |09100| EMERGENCY 410388 0 0 1,953,679 0| 91.00
92.00 [09200| OBSERVATION BEDS (NON-DISTINCT PART) 0.968364 [ 0 141,665 0| 32.00
200.00 Subtotal (see ‘instructions) 0f 0 16,778,374 0(200.00
201.00 Less PBP Clinic Lab. Services-Program 0O 0[201.00
only charges

202, 00f Met Charges (line 200 +/- Tine 201) 0 0 16,778,374 0[202.00

MCRIF32 - 4.8.152.0



Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In Lieu of Form CmS-2552-10
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST Provider CCN: 141315 | Period: Worksheet D

From 10/01/2012{ Part v

To  09/30/2013 | pate/Time Prepared:
2/28/2014 1:51 pm

Hospital Cost
50.00 [05000| OPERATING ROOM 0 0 656,865 0 50.00
53.00 (05300| ANESTHESIOLOGY 0 v 182,818 0 53.00
54.00 (05400| RADIOLOGY~DTAGNOSTIC 0 0 832,422 0 54,00
54.01 (03451 NUCLEAR MEDICINE - DIAGNOSTIC 0 0 134,102 0 54.01
60.00 |06000| LABORATORY 0 0f 764,566 0 60.00
65.00 [06500| RESPIRATORY THERAPY 0f 0 112,748 0 65.00
65.01 {06501|SLEEP STUDIES 0 0 30,419 0 65.01
66.00 [06600| PHYSICAL THERAPY O 0 154,671 0 66.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS i 0 163,008 0 71.00
7300 [07300|DRUGS CHARGED TO PATIENTS 0 0 1,649,303 0 73.00
73.01 |07301] ONCOLOGY 0 0 165,063 0 73.01
OUTPATIENT  SERVICE €OST CENTERS i T e T
88.00 |08800| RURAL HEALTH CLINIC 0 0 Q 0 88.00
91.00 |09100f EMERGENCY 0 0 801,765 0 91.00
92.00 |09200| OBSERVATION BEDS (NON-DISTINCT PART) 0 0 137,183 0 92.00
200.00 subtotal (see instructions) 0 0 5,784,933 0 200.00
201.00 Less PBP Clinic Lab. Services-Program 0 201.00
only Charges
202.00 Net Charges (Tine 200 +/- Tine 201) 0 0 5,784,933 0 202.00

MCRIF3Z - 4.8.152.0



Health Finanh

cial systems

BCC DBA TLLINI COMMUNITY HOSPTTAL

In Liey of Form cms-2552-10

APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST

Provider CCN: 141315
Component CCN: 147315

Period: worksheet D

From 10/01/2012 | Part v

To  09/30/2013 | Date/Time Prepared:
2/28/2014 1:51 pm

Title XVITX

swing Beds - SNF Cost

&

ANCILLARY SERVICE 'COST: CENTERS
50.00 |05000| CPERATING ROOM 0.517930 0 0 0f 0| 50.00
53.00 |05300| ANESTHESIOLOGY 4.213747 0 0 0 0| 53.00
54.00 |05400} RADIOLOGY-DIAGNOSTIC 0.171104 0 0 0 0| 54.00
54.01 |03451 NUCLEAR MEDICINE - DIAGNOSTIC 0.235527 0 0 0 0l 54.01
60.00 |06000| LABORATORY 0.225420 0 0 0] 0l 60.00
65.00 [06500{ RESPIRATORY THERAPY 0.178733 0 0 0 0 65.00
65.01 [06501{ SLEEP STUDRIES 0.225938 0 0 0 0| 65.01
66.00 [06600{ PHYSICAL THERAPY 0.551962 0 0 0 0| 66.00
71.00 [07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0.462479 0 0 0 0| 71.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 0.559709 0 0 0 0| 73.00
73.01 |Q7301 ONCOLOGY 0.823548 0 0 0 0| 73.01

OUTPATLENT. SERVECE COST CENTERS. . L L T T
88.00 08800 RURAL HEALTH CLINIC . 000000 88.00
91.00 [09100[ EMERGENCY 0.410388 0 0 0 0| 91.00
02.00 (09200 OBSERVATION BEDS (NON-DISTINCT PART) 0.968364 0 0 0 0| 92.00
200.00 subtotal (see +instructions) 0 Q 0 0(200.00
201.00 Less PBP Climic Lab. Services-Program 0 0[201.00

only Charges
202,00 Net charges {lina 200 +/- Tine 201) 0 0 0 0[202.00

MCRIF32 - 4.8.152.0¢



Health Financial Systems BCC DBA TLLINI COMMUNETY HOSPITAL In Lieu of Form CMS-2552-10
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST provider CcM: 141315 |Period: worksheet D

From 10/01/2012 | Part v

Compgnent CCN: 142315 |To  09/30/2013 | pate/Time Prepared:
2/28/2014 1:51 pm
Swing Beds - SNF Cost

Title XVIIT

ANCIELARY SERVICE COST CENTERS
50.00 |05000{ OPERATING ROOM 0 0 0 0 50.00
53.00 |05300| ANESTHESTOLOGY 0 0 [ 0 53.00
54.00 |05400| RADIOLOGY-DIAGNOSTTC 0 0f 0f 0 54,00
54.01 {03451 NUCLEAR MEDICINE - DIAGNOSTIC 0 0 [ 0 54,01
60.00 (06000| LABORATORY 0 0] 0 0 60.00
65.00 [06500] RESPIRATORY THERAPY 0 0 0 0 65.00
65.01 (06501 SLEEP STUDIES 0 0 0 0 65.01
66.00 |06600| PHYSICAL THERAPY 0 0f 0f 0 66.00
71.00 (07100|MEDICAL SUPPLIES CHARGED TQ PATIENTS 0 0 0 0 71.00
73.00 107300\ DRUGS CHARGED TQ PATIENTS 0 0 0 0 73.00
73.01 07301 ONCOLOGY 0 0 0 0 73.01
OUTPATIENT SERVICE COST CENTERS . 7. - T
88.00 |OBBO0| RURAL HEALTH CLINIC 0 0 0 0 88.00
91.00 [09100| EMERGENCY 0 0 0 0 91.00
92.00 [09200| OBSERVATION BEDS (NON-DISTINCT PART) 0 0 0 0 92.00
200. 00 subtotal (see instructions) 0 0 0 0 200.00
201.00 Less PBP Clinic Lab. Services-Program 0 201.00
only charges
202.00 Net Charges (line 200 +/- Tine 201) 0 0 0 0 202.00

MCRIF3Z2 ~ 4.8.152.0



Health Financial Systeins BCC DBA YLLINI COMMUNITY HOSPITAL In Lieu of Form cMs-2552-10
COMPUTATION OF INPATIENT OPERATING COST provider CCN: 141315 |period: Worksheet D-1

From 10/01/2012
To 09/30/2013 | bate/Time Prepared:
2/28/2014 1:51 pm
Cost

Title XVIII Hospital

.00 Inpaﬁfent days (1nc1ud1ng'pr1vate room days and sw1ng bed days, exc1ud1ng newborn) T "i;BGf' 1.00

1

2.00 |Inpatient days (including private room days, excluding swing-bed and newborn days) 1,173] 2.00

3.00 |Private room days (excluding swing-bed and observation bed days). If you have only private room days, 0j 3.00
do not complete this Tine.

4.00 |semi-private room days (excluding swing-bed and observation bad days) 1,070 4.00

5.00 |Total swing-bed SNF type tinpatient days (including private room days) through December 31 of the cost 48[ 5.00
reporting period

6.00 |[Total swing-bed SNF type inpatient days (including private room days) after December 31 of the cost 142| 6.00
reporting pericd (if calendar year, enter 0 on this Tine)

7.00 |Total swing-bed MF type inpatient days (including private room days) through December 31 of the cost [ 7.00
reporting period

8.00 [Total swing-bed NF type inpatient days (including private room days) after pecember 31 of the cost 31 8.00
reporting period (if calendar year, enter O on this Tine)

9.00 |Total inpatient days including private room days applicable to the Program (excluding swing-bed and 879| 9.00
newborn days)

10.00 |swing-bed SNF type inpatient days applicable to title XVIII only (including private room days) 48| 10.00
through December 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 142| 11.00
becember 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 ¥ 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 ¥ 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 line)

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 ¥ or XIx on1y) 0| 16.00

[EWING BED ADJUSTMENT ~
17.00 |Medicare rate for swing- bed SNF services applicable to services through December 31 of the cost 17.00

reporting perjod

18.00 |Medicare rate for swing-bed SNF services applicable to services after pecember 31 of the cost 18.00
reporting period

19.00 |Medicaid rate for swing-bed NF services applicable to services through pecember 31 of the cost 0.00( 19.00
reporting period

20.00 |Medicaid rate for swing-bed NF services applicable to services after pecember 31 of the cost 0.00| 20.00
reporting period

21.00 |Total general inpatient routine service cost (see instructions) 2,756,804 21.00

22.00 |swing-bed cost applicable to SNF type services through December 31 of the cost reporting period (Jine 0] 22.00
5 x Tine 17)

23.00 jswing-bed cost applicable to SNF type services after pecember 31 of the cost reporting period (line 6 0f 23.00
x Tine 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 Tine 19)

25.00 |swing-bed cost applicable to NF type services after December 31 of the cost reporting period (line 8 0 25.00
x Tine 20)

26.00 |Total swing-bed cost (see instructions) 384,294| 26.00

27.00 |General dnpatient routine service cost net of swing-bed cost (Tine 21 minus line 26) 2,372,510] 27.00
PRIVATE ROOM DIFFERENTIAL: ADJUSTMENT. : B

28.00 [General inpatient routine service charges (exc]ud1ng sw1ng bed and 0bservat10n bed charges) Q] 28.00
29.00 |private room charges (excluding swing-bed charges) 0| 29.00
30.00 |semi-private rooin charges (excluding swing-bed charges) 0| 30.00
31.00 |General inpatient routine service cost/charge ratio (line 27 = 1ine 28) 0.000000| 31.00
32.00 |Average private room per diem charge (1ine 29 + 1ine 3) 0.00| 32.00
33.00 |Average semi-private room per diem charge (1ine 30 + Tine 4) 0.00| 33.00
34.00 |average per diem private room charge differential (1ine 32 minus Tine 33){see instructions) 0.00| 34.00
35.00 |average per diem private room cost differential (line 34 x Tine 31) 0.00| 35.00
36.00 |Private room cost differential adjustment (Tine 3 x Tine 35) 0| 36,00
37.00 |General inpatient routine service cost net of swing-bed cost and private room cost differential (1line 2,372,510| 37.00

27 m1nus 11ne 36)

38.00 |Adjusted genera1 1npat1ent rbut1ne service cost per diem (see 1nstruct1ons) 2,022.60| 38.00

39.00 |Program general inpatient routine service cost (line 9 x line 38) 1,777,865| 39.00
40.00 |Medically necessary private room cost applicable to the Program (line 14 x line 35) 0| 40.00
41.00 |Total Program general inpatient routine service cost (line 39 + line 40} 1,777,865 41.00

MCREF3Z - 4.8.152.0



Health Financial Systems

BCC DBA TLLINI COMMUNITY HOSPITAL In Lie

) of Form CMs-2552-10

COMPUTATION OF INPATIENT OPERATING COST

Provider CCN: 141315 |Perio
From 10/01/2012

To  09/30/2013

Worksheet D-1

Date/Time Prepared:
272872014 1:51 pm

_Title XVIIT

Cost

Hospital
Srodr =

Frogran cost.
e

OTHER SPECIAL CARE (SPECIFY)

NURSERY (title v & XIX only)

Intensive Care Type Inpatient Hospital Units:

INTENSIVE CARE UNIT
CORONARY CARE UNIT

BURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE UNIT

.00
.00
.00
.00
.00

ijUO

60.00
61.00

62.00

63.00

64.00

65.00
66.00

Program inpatient anc111ary service cost (wkst. D-3, col.
Total Program 1npat1ent costs (sum of 11nes 41 through 48)(see 1nstruct1ons)

3, Tine 200)

671,438

|PAES THROUGH. COST- ADJUSTMENTS -

2,449,303

Pass through costs applicable to Program inpatient routine services (From wkst D, sum of Parts I and

Allowable Inpatient cost p1us 1ncent1ve payment (see 1nstruct1ons)

IIT)

Pass through costs applicable to Program inpatient ancillary services (from wkst. P, sum of Parts II 0

and 1v)

Total Program excludable cost (sum of Tines 50 and 51) 0

Total Program inpatient operating cost excluding capital related, non-physician anesthetist, and 0

medical education costs (line 49 minus line 52)

[TARGET. AMODNT AND LIMIT COMPUTATEON &% 5 i G

program discharges 0

Target amount per discharge 0.00

Target amount (line 54 x Tine 55) 0

pifference between adjusted inpatient operating cost and target amount (Tine 56 minus Tine 53) 0

Bohus payment (see instructions) 0

Lesser of 1ines 53/54 or 55 from the cost reporting peried ending 1996, updated and compounded by the 0.00

market basket

Lesser of lines 53/54 or 55 from prior year cost report, updated by the market basket 0.00

If line 53/54 is less than the Tower of lines 55, 59 or 60 enter the lesser of 50% of the amount by 0

which operating costs (Tine 53) are less than expected costs (lines 54 x 60), or 1% of the target

amount (1ine 56), otherwise enter zero (see instructions)

relief payment (see instructions) 0
0

[PROGRAM  THPATTENT ROU:

Medicare swing-bed SNF 1npat1ent routine costs through becember 31 of the cost reporting per1od (See
instructions) (title XVIIT only)

Medicare swing-bed SNF inpatient routine costs after December 31 of the cost reporting period (See
instructions) (title XVIII only)

Total Medicare swing-bed SNF inpatient routine costs (line 64 plus Tine 65)(title XVIII only). For
CAH (see instructions)

Title v or XIX swing-bed NF inpatient routine costs
(Tine 12 x Tine 19)

Title v or XIX swing-bed NF inpatient routine costs
(Tline 13 x Tine 20)

Total t1t19 V or XIX swing- bed NF 1n at1ent routine costs (line 67 + line 68)

through December 31 of the cost reporting period

after December 31 of the cost reporting period

97,085

287,209

384,294

SKIELED NURBING F CELETY AND STCF /MR ONLY.

PAR 2 SKILLED NURBING -FACTLETY,: ‘OFHER: NURSING FAC

siilled nursing facility/other nursing fac111ty/ICF/MR routine service cost (line 37)

Adjusted general inpatient routine service cost per diem (Tine 70 + Tine 2}

rrogram routine service cost (line 9 x line 71)

Medically necessary private room cost applicable to Program (1ine 14 x Tine 3%)

Total Program general inpatient routine service costs (line 72 + Tine 73)

Capital-related cost allocated to inpatient routine service costs (from worksheet B, Part IT, column
26, Tine 45)

Per diem capital-related costs (line 75 + Tine 2)

Program capital-related costs (line 9 x Tine 76)

Ihpatient routine service cost (line 74 minus Tine 77)

Aggregate charges to beneficiaries for excess costs (from provider records)

Total Program routine service costs for comparison to the cost Timitation (Tine 78 minus Tine 79)
Ihpatient routine service cost per diem Timitation

Thpatient routine service cost Timitation (line 9 x 1ine 81)

Reaschable inpatient routine service costs (see jnstructions)

Program inpatient ancillary services (see instructions)

utilization review - physician compensation (see instructions)

Total Program inpatient operating costs (sum of Tines 83 thr

PART IV = COMPUTATION :OF OBSERVATION  BE] UGH €0

Total observation bed days (see instructi
Adjusted general inpatient routine cost per diem (line 27 = line 2}
observation bed cost (line 87 x Tine 88) (see instructions)

BLE
2,022.60
208,328

.00
.00

2.00
.00

.00

.00

.00

MCRIF32 - 4.8.152.0



Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In Lieu of Form CM5-2552-10
COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 141315 |Period: worksheet D-1
From 10/01/2012 .
To  09/30/2013 | pate/Time Prepared:
2/28/2014 1:51 pm

Title XVILIT

_ Hospital
OULTNG COST | cO |l

90.00 |capital-related cost 0 0f 0. 000000 0 0| 90.00
91.00 |Nursing School cost o} 0 0.000000 0 0| 91.00
92.00 |Allied health cost 0 0 0.000000 0 0| 92.00
93.00 |A11 other Medical Education 0 0 0. 000000 0 0| 93.00

MCRTF32 - 4.8.152.0



Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In Lieu of Form CMS-2552-10
INPATIENT ANCILLARY SERVICE COST APPORTIONMENT Provider CCN: 141315 | Period: worksheet D-3
From 1Q/01/2012

To  09/30/2003 | Date/Time Prepared:
2/28/2014 1:51 pm

Title XVIII

INPATIENT: ROUTINE: SERVICE COST | R
30.00 |03000]ADULTS & PEDIATRICS 1,162,351 30.00

ANCILLARY. -SERVICE. COST-CENTERS foiinr i e e e
50.00 |05000| OPERATING ROOM 0.517930 2,503 4,922 50.00
53.00 |05300| ANESTHESTOLOGY 4.213747 1,911 8,052 53.00
54.00 |05400]{ RADIOLOGY-DIAGNOSTIC 0.171104 337,325 57,718 54.00
54.01 [03451]NUCLEAR MEDICINE - DTAGNOSTIC 0.235527 2,255 531| 54.01
60.00 |06000) LABGRATORY 0.225420 454,802 102,542 60.00
65.00 |06500| RESPTRATORY THERAPY 0.178733 444,229 79,398 65.00
65.01 |06501) SLEEP STUDIES 0.225938 0 0| 65.01
66.00 |06600| PHYSICAL THERAPY 0.551962 53,291 29,415| 66.00
71.00 [07100[MEDICAL SUPPLIES CHARGED TO PATIENTS 0.462479 273,181 126,340 71.00
73.00 [07300[DRUGS CHARGED TO PATIENTS 0.556709 462,314 258,761 73.00
73,01 |07301] ONCOLOGY 0.823546 0 0| 73.01

[QUTPATIENT SERVICE COST CENTERS e
88.00 [0B800[RURAL HEALTH CLINIC 0. 000000 0| 88,00
91.00 |09100( EMERGENCY 0.410388 9,159 3,759| 91.00
92.00 [09200| OBSERVATION BEDS (NON-DISTINCT PART) 0.963364 0 0] 92.00
200.00 Total (sum of 1ines 50-94 and 96-98) 2,048,060 671,438(200.00
201,00 Less PBP Clinic Laboratory Services-Program only charges (line 61) 0 201.00
202.00 Net Charges (line 200 minus Tine 201) 2,048,080 202.00

MCRIF3Z - 4.8.152.0



Health Fimancial Systeins BCC PBA ILLINI COMMUNITY HOSPITAL In Lieu of Form (M5-2552-10
INPATIENT ANCILLARY SERVICE COST APPORTIONMENT Provider CCN: 141315 |[Period: Worksheet D-3

From 10/01/2012
Component CCN:14Z315|To  09/30/2013 | pate/Time Prepared:
2/28/2014 1:51 pm

Title XVIII swing Beds - SNF
[ Ratio. of npati

.517930
.213747
.171104
.235527
.225420
.178733
.225938
.551962
.462479
.559709
823546

05000[ OPERATING ROOM
53.00 105300| ANESTHESIOLOGY

54.00 {05400 RADTOLOGY-DIAGNOSTIC

54,01 {03451 NUCLEAR MEDLCINE - DIAGNOSTIC

60.00 06000 LABORATORY

65.00 06500/ RESPIRATORY THERAPY

65.01 06501 SLEEP STUDIES

66.00 106600 PHYSICAL THERAPY

71.00 [07100|MEDICAL SUPPLEIES CHARGED TO PATIENTS
73.00 |07300 DRUGS CHARGED TO PATIENTS
73.01 (07301 ONCOLOGY
OUTPATIENT -SERVICE COST CENTERS .
88.00 [08800]RURAL HEALTH CLINIC 0. 000000

Noocoocooo oo s O

0
91.00 |09100| EMERGENCY 0.410388 0
92.00 |09200|OBSERVATION BEDS (NON-DISTINCT PART) 0.965364 0 .
200.00 Total (sum of Tlines 50-94 and 96-98) 215,340 89,806(200.00
201.00 Less PBP Clinic Laboratory Services-Program only charges (line 61) 0 201.00
202.00 Net Charges (line 200 minus Tine 201) 215,340 202.00

MCRIF32 - 4.8.152.0



Health Financial Systems

BCC DBA TLLTNT COMMUNLITY HOSPITAL

In Lieu of Form CMS-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT

Provider CCN: 141315

TO

Period:

From 10/01/2012
09/30/2013

Worksheet E

Part B

Date/Time Prepared:
2/28/2014 1:51 pm

Title XVIII

COSt :

1.
2.
3.
4.
3.
6.
7.
8.
9.

.00
.00
.00

.00

Primary payer payments
subtotal (11ne 30 winus Tine 31)

medical and other services (see 1nstruct1ons) 1.00
medical and other services reimbursed under OPPS (see instructions) 0] 2.00
PPS payments o} 3.00
outlier payment (see instructions) 0] 4.00
Enter the hospital specific payiment to cost ratio (see instructions) 0.000{ 5.00
Line 2 times line 5 0 6.00
sum of Tine 3 plus Tine 4 divided by Tine 6 0.00| 7.00
Transitional corridor payment (see instructions) 8.00
Ancillary service other pass through costs from worksheet D, Part Iv, column 13, Tine 9.00
200

organ acquisitions 10.00
Tota? cost (sum of 11nes 1 and 10) (see 1nstruct1ons) 11.00
Anc 11ary service charges 0 12.00
organ acquisition charges (from worksheet pD-4, Part IIZ, line 69, col. 4) 0 13.00
Total reasonahle charges (sum of 11nes 12 and 13 ¢ 14,00
ICUstomary chargds: - : S e e e

Aggregate amount actua11y co11ected From pat1ents iable for payment for services on a 0 15.00
charge basis

Amounts that would have been realized from patients liable for payment for services on 0 16.00
a chargebasis had such payment been wade in accordance with 42 CFR 413.13(e)

Ratio of Tine 15 to Tine 16 (not to exceed 1.000000) 0. 000000 17.00
Total customary charges (see instructions) ¢ 18.00
Excess of customary charges over reasonable cost (complete only if 1ine 18 exceeds 0 19,00
Tine 11) {see instructions)

Excess of reasonable cost over customary charges (complete only if Tine 11 exceeds [t 20.00
Tine 18) (see instructions)

Lesser of cost or charges (line 31 wminus Tline 20) (for CAH see instructions) 5,842,782 21.00
Interns and residents (see instructions) 0 22.00
cost of teaching physicians (see +instructions, 42 CFR 415.160 and c<MSs Pub. 15-1, 0 23.00
section 2148)

Total prospect1ve payment (sum of Tines 3, 4, 8 and 9 0) 24.00
COMPUTATION: OF - HETMBURSEMENT: SET?LEMENT.,

Deductibles and coinsurance (for CAH, see 1nstruct1ons) 37,034 25,00
beductibles and Coinsurance relating to amount on line 24 (for CAH, see instructions) 2,677,407 26.00
subtotal {(lines 21 and 24 - the sum of lines 25 and 26) plus the sum of lines 22 and 3,128,341 27.00
23} (for CAH, see instructions)

pirect graduate medical education payments (from wWorksheet E-4, Tine 50) 0f 28.00
ESRD direct medical education costs (From worksheet E-4, Tine 36) 0f 29.00
subtotal (sum of Tines 27 through 29) 3,128, 341 30.00

PROFESSTONAL SERVICES)

AL LOWABLE BAD DERTS: {(EX

Composite rate ESRD (from warkshééfui;s Tine 11D
Allowable bad debts (see instructions)

Adjusted reimbursable bad debts (see jinstructions)

Total {sum of 1jnes 91 and 93)

Allowable bad debts for dual eligible beneficiaries {see instructions) 543,326 00
subtotal (see instructions) 3,606,150 37.00
MSP-LCC reconciliation amount from PS&R 0 38.00
OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0 39.00
RECOVERY OF ACCELERATED DEPRECTATION Q 39.99
subtotal (see instructions) 3,606,150 40.00
sequestration adjustment (see instructions) 36,062 40.01
Interim payments 3,812,461 41.00
Tentative settlement (for contractors use only) 0 42.00
Balance due provider/program (see instructions) ~242,373 43,00
protested amounts (nonallowable cost report dtems) in accordance with CMS Pub. 15-II, 0 44,00
section 115.2
T BE COMPLETED BY :CONTRACTOR
original outfier amount (see instructions) 0 90.00
outlier reconciliation adjustment amount (see instructions) 0 91.00
The rate used to calculate the Time value of Money 0.00 92.00
Time value of Money (see instructions) 0 93.00
0 94.00

112.00[override of An

[WORKSHEET" OVE]

Tlary service charges (line 12)

112.00

MCRIF32 - 4.8.152.0



Health Financial Systems

BCC DBA ILLINI COMMUNITY HOSPITAL

In Lieu of Form CMs-2552-10

ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED

Provider CCN: 141315

Perio
From 10/01/2012
To  09/30/2013

worksheet E-1

Part T

Date/Time Prepared:
2/28/2014 1:51 pm

Title XVIIT

Hospital

Cost

SEEL I e e B B g0 & i
1.00 |Total interim payments paid to provider 1,641,437 3 625 454 1,00
2.00 |Interim payments payable on individual bills, either 0 0l 2.00
submitted or to be submitted to the contractor for
services rendered in the cost reporting pericd. If none,
write "NONE" or enlter 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 period. Also show date of each
payment. Tf none, write "NONE" or enter a zero. (1}
Priogiain:to; Frovidar. T T
3.01 |ADJUSTMENTS TO PROVIDER 03/27/2013 120,530 03/27/2013 100,792( 3.01
3.02 09/17/2013 30,223 09/17/2013 86,215| 3.02
3.03 0 0| 3.03
3.04 0 0| 3.04
3.05 o 0l 3.05
provider To Pragraim. e s e : e B
3.50 |ADJUSTMENTS TOQ 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
3.9% |[subtotal (sum of Tines 3.01-3.49 minus sum of Tines 150,753 187,007, 3.99
3.50-3.98)
4,00 |Total interim payments {sum of Tines 1, 2, and 3.99) 1,792,190 3,812,461 4.00
(transfer to Wkst. E or Wkst. E-3, Tine and column as
r_ppropr1ate)
TG BE: COMPLETED BY: CONTRACTOR
5.00 [List separate1y each tentative sett1ement payment after 5.00
desk review. also show date of each payment. If none,
write "NONE" or enter a zero. (1) |
Brograit. Lo~ Providar i
5.01 |[TENTATIVE TC PROVIDER 0 o s5.01
5.02 0 of 5.02
5.03 0 0] 5.03
Provider T Prodram.
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 Tines 5.01-5.49 winus sum of Tines 0 0| 5.99
5.50-5.98)
6.00 |Determined net settlement amount (halance due) based on 6.00
the cost report. (1)
SETTLEMENT TO PROVIDER 518, 871 0| 6.01
SETTLEMENT TO PROGRAM 0| 242,373 6.02
2,311,061

| Total

dicar

rogram 1iab11jt (see fdinstructions)

3,570,088 7.00

[Name of contractor

MCRIF32 - 4.8.152.0



Health Financial Systems

BCC DBA TLLINI COMMUNITY HOSPITAL

n Lieu of Form CM5-2552-10

ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED

Provider CCN: 141315
Component CCN: 14z315

Period:
From 10/01/2012
To  09/30/2013

worksheet E-1

Part T

Date/Time Prepared:
2/28/2014 1:51 pm

swing Beds - SNF

cost

|

1.00
2.00

WL W g
(=
w

[T R v
w3
W

Wi
(=
L

vl w1

I~ o o
oo
b

(transfer to Wkst. E or wkst. E-3, Tine and column as
appropriate)

Total interim payments paid to provider

Interim payments payable on individual bills, either 0| 2.00

submitted or to be submitted to the contractor for

sarvices rendered in the cost reporting period. If none,

write "NONE"™ or enter a zero

List separately each retroactive lump sum adjustment 3.00

amount based on subsequent revision of the +dinterim rate

for the cost reporting period. Also show date of each

. ite "NONE" or enter a zero. (1) S
ADJUSTMENTS TO PROVIDER 03/27/2013 29,885 ol 3.01
09/17/2013 6,920 ol 3.02

0 0] 3.03
4] Q| 3.04
4] 0] 3.05

Provider to Program .o o

ADJUSTMENTS TO PROGRAM 0 ol 3.50
0 0| 3.51
0 0| 3.52
0 0] 3.53
0 0] 3.54

subtotal (sum of Tines 3.01-3.49 minus sum of lines 36,805 0| 3.99

3.50-3.98)

Total interim payments (sum of T1ines 1, 2, and 3.99) 350,635 0] 4.00

10 BE COMPLEIED BY CONTRAGTOR:

‘the cost report. (1)
SETTLEMENT TQ PROVIDER
SETTLEMENT TO PROGRAM

| Total Medicare

rogram liability (see instructions)}

List separately each tentative settlement payment after 5.00

desk review. Also show date of each payment. If none,

write "NONE" or enter a zero. (1)

Program to Provider i

TENTATIVE TQ PROVIDER 0 0 5.01
0 0| 5.02
0 0] 5.03

Provider to Progrdii::

TENTATIVE TO PROGRAM 0 0 5.50
v ¢l 5.51
0 0| 5.52

subtotal {swn of Tines 5.01-5.49 minus sum of Tines 0f o 5.99

5.50-5.98)

petermined net settlement amcunt (balance due) based on 6.00

Name of Contractor

MCRIF32 ~ 4.8.152.0



Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPLITAL In Lieu of Form CMS-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT - SWING BEDS Provider CCN: 141315 |[Period:
From 10Q/01/2012
Component CCM: 142315 (To  09/30/2013

worksheet E-2

pDate/Time Prepared:
2/28/2014 1:51 pm

Title XVIII

swing Beds
s art A

- SNF

rvices - swing bed-SNF (see instructions) 388,137
Inpatient routine services - swing bed-NF (see Tnstructions)
.00 |ancillary services {(from wkst. D-3, column 3, Tine 200 for Part A, and sum of wkst. b, 90,704

part vV, columns 5 and 7, line 202 for Part B} {For CAH, see instructions)

w N
[
o

4,00 |Per diem cost for interns and residents not in approved teaching program (see
instructions)
5.00 |Program days 190
6.00 |Interns and residents not in approved teaching program {see instructions)
7.00 |utilization review - physician compensation - SNF optional method only 0
8.00 |subtotal (sum of Tlines 1 through 3 plus lines 6 and 7) 478,841
9.00 [Primary payer payments (see fnstructions) 0
10.00 |Subtotal (Tine 8 minus Tine 9 478, 841
11.00 jpeductibles billed to program patients (exclude amounts applicable to physician 0
professional services)
12.00 [subtotal (Tine 10 minus Tine 11D 478,841
13.00 !coinsurance billed to program patients (from provider records) (exclude coinsurance 4,670

for physician professional services)
14.00 [80% of Part B costs (line 12 x 80%)

15.00 |subtotal (enter the lesser of Tine 12 minus 1ine 13, or Tine 14) 474,171
16.00 |OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0
17.00 [Allowable bad debts {see instructions) 0
17.01 |adjusted reiwmbursable bad debts (see instructions) 0
18.00 |Allowable bad debts for dual eligible beneficiaries (see instructions) D
19.00 |Total (see instructions) 474,171
19.01 |sequestration adjustment (see instructions) 4,742
20.00 |Interim payments 350,635
21.00 |Tentative settlement (for contractor use only) 0
22.00 |Balance due provider/program Tine 1% minus Tlines 19.01, 20 and 21 118,794
23.00 |Protested amounts (nonallowable cost report items) in accordance with CMs Pub. 15-2, 0

section 115.2

0.001 4.00
¢ 5.00

o[ 6.00
7.00

o[ 8.00

o[ 9.00

0 10.00

0 11.00

0] 12.00

0| 13.00

CoOOO000000Oo oo
=
©
=
L]
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Health Financial Systems BCC DRA TLLINT COMMUNITY HOSPTITAL In Lieu of Form CM$-2552-10
CALCULATION OF REIMBURSEMENT SETTLEMENT Provider CCN: 141315 |Period: worksheet E-3

: From 10/01/2012 | Part v
To  09/30/2013 | pate/Time Prepared:
2/28/2014 1:51 pm
Title XVIIT Hospital Cost

PAl

CHTCALCULATION  OF  REXMBURSEMENT SETTLEMENT  FOR: i A ES '« COST- - RETMBURSEMENT .
1.00 Inpat'l ent services 2 449 303 1.00
2.00 |Nursing and Allied Health managed Care payment {see instruction) 0| z2.00
3.00 |organ acquisition 0| 3.00
4.00 |subtotal (sum of Tines 1 thru 3) 2,449,303 4.00
5.00 ([primary payer payments 1,441 5.00
6.00 [Total cost (11ne 4 'Iess Tline 5). For CAH (see instructions) _ _ ] 2,472,355 6.00
lRéasanah] fjhé’ﬁﬁ
7.00 |Routine service charges o 7.00
8.00 fAncillary service charges o 8.00
9.00 |organ acquisition charges, net of revenus o 9.00
10.00 Tota'l r'easonab'le charges 0| 10.00
11.00 Aggr'egate amount actua'l'ly co'l'lectec[ From pat1ents 11ab1e for payment for' services on a char‘ge bas1s 0| 11.00
12.00 |Amounts that would have been realized from patients 1iable for payment for services on a charge basis 0f 12.00
had such payment been wade in accordance with 42 CFR 413.13(e)
13.00 [Ratio of 1ine 11 to Tline 12 (hot to exceed 1.000000) 0.000000| 13.00
14.00 |Total customary charges (see instructions) 0| 14.00
15.00 |Excess of customary charges over reasonable cost (complete only if Tine 14 exceeds line 6} (sea 0| 15.00
instructions)
16.00 |Excess of reasonable cost over customary charges (complete only if line 6 exceeds Tine 14) (see 0| 16.00
instructions)

17.00 |Cost of teach'lng ph sicians (from WOrksheet D-5, Par‘t II, column 3, '|1ne 20) (see mstructwns)_

COMPUTATION -0 URSEMENT. SETTLEMENT = E :
18.00 |Direct graduate medical education payments (frot WOrksheet E-4, line 49) 0| 18.00
19.00 |Cost of covered services (sum of Tines 6, 17 and 18) 2,472,355| 19.00
20.00 |Deductibles (exclude professional component) 176,228| 20.00
21.00 |Excess reasonable cost (from Tine 16) 0| 21.00
22.00 |Subtotal (Tine 19 minus Tine 20) 2,296,127 22.00
23.00 |Coinsurance 1,480] 23.00
24.00 |subtotal (line 22 minus Tine 23) 2,294,647 24.00
25.00 |Allowable bad debts (exclude bad debts for professional services) (see instructions) 45,179 25.00
26.00 [Adjusted reimbursable bad debts (see instructions) 30,758| 26.00
27.00 [AlTowable bad debts for dual eligible beneficiaries (see instructions) 45,179 27.00
28.00 [subtotal (sum of lines 24 and 25, or line 26) ’ 7,334,405 28.00
29.00 |OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0| 29.00
29.99 [Recovery of Accelerated Depreciation 0 29.99
30.00 [subtotal (line 28, plus or minus lines 29) 2,334,40%| 30.00
30.01 [sequestration adjustment (see instructions) 23,344] 30.01
31.00 [Interim payments 1,792,190 31.00
32.00 [Tentative sattlement (for contractor use only) 0 32.00
33.00 |Balance due provider/program Tine 30 minus Tines 30.01, 31, and 32 518,871| 33.00
34.00 |Protested amounts Cnonallewable cost report items) in accordance with C€MS Pub. 15-2, section 115.2 0| 34.00

MCRIF3Z - 4.8.152.0



Health Financial Systems

BCC DBA TLLINI COMMUNITY HOSPITAL

In Lieu of Form cM5-2552-10

BALANCE SHEET (If you are nonproprietary and do not maintain

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

Provider CCN: 141315

period:

From 10/01/2012

09/30/2013 | pate/Time Prepared:
/28/ 201

T0

worksheet G

| g B W e W T - N PRI N

SE]
cash on hand in banks

4,396,894

0 0 0l 1.00
Temporary investinents 0l 0 0 0| 2.00
Notes receivable 0] 0 0 0 3.00
Accounts receivable 12,926,780 0 0 0] 4.00
other receivable 249,857 0 ¢ Q| 5.00
aFlowances for uncollectible notes and accounts receivable ~7,425,609 0 0f 0| 6.00
Inventory 471,094 0 0 0| 7.00
Prepaid expanses 130,174 0 0f 0| 8.00
other current assets 0 0 0] 0 9.00
pue from other funds 0 0 0 0| 10.00
Total current assets (sum of Tines 1- 10) 10,749,192 0 0 0| 11.00
IETXED ASSETS - i L o
Land 138,751 0 0 0| 12.00
Land -improvements 303,667 0 0 0| 13.00
Accumulated depreciation ~247,443 0 0 0| 14.00
Buildings 7,581,539 0 0 0| 15.00
Accumulated depreciation -3,858,485 0 0 0| 16.00
Leasehold improvements 0 0 0 0] 17.00
Accumulated depreciation 0 0 0 0| 18.00
Fixed eguipment 0 0 0 0| 19.00
Accumulated depreciation 0 0 0 0| 20.00
Automobiles and trucks 0 0 0 0| 21.00
Accumulated depreciation 0 0 0 0| 22.00
Major movabTe equipment 7,180,134 0 0 0] 23.00
Accumulated depreciation ~5,421,368 0 0 0| 24.00
Minor equipment depreciable 0 0 0 0| 25.00
Accumulated depreciation 0 0 0 0| 26.00
HIT designated Assets 0 0 0 0| 27.00
Accumulated depreciation 0 0 0 0| 28.00
Minor eguipment-nondepreciable 0 0 0 0| 29.00
| Total fixed assets (sum of Tines 12-29) 5,676,795 0 0 0| 30.00
OTHER ABSETE. =
Invastments 3,461 0 0 0| 31.00
Deposits oh leases 0 0f 0 0| 32.00
pue from owners/officers 0 [t [ 0] 33.00
other assets 88,023 0 0 0| 34.00
Total other assets (sum of Tines 31-34) 91,484 0 0 0 35.00
Total assets (sum of lines 11, 30 and 35) 16,517,471 o] 0 0| 36.00
[CURRENT: LIABILTTIES i Es
accounts payable 0 0 0| 37.00
salaries, wages, and fees payable 0 0i 0] 38.00
payroll taxes payable 0 0 Q| 39.00
wotes and loans payable (short term) 0 0 0| 40.00
peferred income 0 0 0| 41.00
Accelerated payments 42.00
pue to other funds 220,179 0 0 0| 43.00
other current Tiabilities 1,930,385 0 0 0| 44.00
| Total current 1iabilities (sum D'F Tines 37 thr'u 44 3,426,638 0 0 0| 45.00
EONG. TERM LTARTLETIES & o R s
Mortgage payable 3,900,450 0 0 0] 46.00
Notes payable 0 a 0 0| 47.00
Unsecured loans 0 0 0 0| 48.00
other Tong term Tiabilities 93,431 0 0 0| 49.00
Total Tlong term tiabilities (sum of Tines 46 thru 49 3,993,890 0 0 0| 50.00
Total liabilites (sum of 1ines 45 and 50) 7,420,528 0 0 0| 51.00
ERPITAL. ACCOUNT. .
General fund balance ,096,943 52.00
specific purpose fund 0 53.00
ponor created - endowment Fund balance - restricted 0| 54.00
porer created - endowment fund halance - unrestricted U] 55.00
Governing body created - endowment fund balance 0 56.00
Plant fund balance - invested in plant | 57.00
Plant fund balance - reserve for plant improvement, 0} 58,00
replacement, and expansion
Total fund balances (sum of Tines 52 thru 58) 9,096,943 0 0f 0 59.00
Total 1iabilities and fund balances {sum of Tines 51 and 16,517,471 0 & 0| 60.00

59)
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Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In Lieu of Form cMS-2552-10

STATEMENT OF CHANGES IN FUND BALANCES Provider CCN: 141315 | Period: worksheet G-1

From 10/01/2012

To  09/30/2013 | Date/Time Prepared:
/2872014 1:51 pm

]
S :; : : 2 Z

1.00 [Fund balances at beginning of period 7,1 0 1.00
2.00 iNet income (loss) (from wkst. G-3, line 29) 1,691,953 2.00
3.00 |Total Csum of Tine 1 and 1ine 2) 8,855,032 0 3.00
4.00 CAPITAL CONTRIBUTION 5,169 0 0| 4.00
5.00 RELEASED FROM RESTRICTIONS 88, 866 0 0| 5.00
6.00 CONTRTIBUTIONS 317,543 0 0 6.00
7.00 |[OTHER 4,133 0 01 7.00
8.00 0 0 0] B.00
9.00 0 0 0| 9.00
10.00 |Total additions (sum of Tine 4-2) 415,711 0 10.00
11.00 [subtotal (Tine 3 plus Tline 10) 9,270,743 0 11.00
12.00 |RELEASED FROM RESTRICTIONS 164,498 0 0| 12.00
13.00 [wCIT 9,302 0 0| 13.00
14.00 0 v 0| 14.00
15.00 y 0 0| 15.00
16.00 Iy 0 0| 16.00
17.00 ly 0 0| 17.00
18.00 [Total deductions (sum of Tines 12-17) 173, 800| 0 18.00
19.00 |Fund balance at end of period per balance 9,096,943 0 19.00

sheet (line 11 minus Tine 18)

1.00 |Fund balances at beginning of period 1.

2.00 ([Net income (loss) (From wkst. G-3, Tine 29) 2,00
3.00 |[Total (sum of Tine 1 and Tine 2) 0 0 3.00
4.00 |CAPITAL CONTRIBUTION 0 4.00
5.00 |RELEASED FROM RESTRECTIONS 0f 5.00
6.00 |COMTRIBUTIONS 0f 6.00
7.00 |OTHER 0f 7.00
8.00 0f 8.00
9.00 0f 9.00
10.00 |Total additions (sum of Tine 4-9) 0 0 10.00
11.00 |subtotal (line 3 plus line 10) 0 0f 11.00
12.00 |RELEASED FROM RESTRICTIONS 0 12.00
13.00 |wWCIT 0 13.00
14.00 0f 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 (1ine 11 minus Tine 18)

MCRIF32 - 4.8.152.0



Health Financial Systems BCC PBA TLLINI COMMUNITY HOSPITAL In Lieu of Form CMS-2552-10
STATEMENT OF PATIENT REVENUES AND OPERATING EXPENSES Provider CCN: 141315 |period: worksheet G-2
From 10/01/2012 | parts I & II
To  09/30/2013 | pate/Time Prepared:
/2872014 1:51 pm

[PART. X ‘TE

[ gg ra1~Inpat1ent RoUtine Seryicds i : - -
1.00 [Hospital 1,450,313 1,450,313| 1.00
2.00 |SUBPROVIDER - IPF 2.00
3.00 |SUBPROVIDER - IRF 3.00
4.00 [SUBPROVIDER 4.00
5.00 |[swing bed - SNF 114,574 114,574 5.00
6.00 |[swing bed - NF 2,412 2,412 6.00
7.00 [SKILLED NURSING FACILITY 7.00
8.00 |NURSING FACILITY 8.00
9.00 [OTHER LONG TERM CARE 2.00
10.00 [Total general 1ﬁgat1ent care services (sum of lines 1-9) 1,567,299 1,567,299 10.00

Thtensive care: Type. INPALIaNt HoSRital . aervIces s i B SET
11,00 |INTENSIVE CARE UNIT 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 |GTHER SPECIAL CARE (SPECLFY) 15.00
16.00 |Total intensive care type inpatient hospital services (sum of lines 0 0| 16.00

11-15)
17.00 |Total inpatient routine care services (sum of lines 10 and 16) 1,567,299 1,567,299 17.00
18.00 |Ancillary services 2,985,537 39,439,284 42,424,821 18.00
19.00 {outpatient services ¢ 0 0| 19.00
20.00 |RURAL HEALTH CLINIC . 0 1,280,930 1,280,930 20,00
21.00 | FEDERALLY QUALIFIED HEALTH CENTER 0 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 (SPECIFY) 0 0 0l 27.00
28.00 |Total patient revenues (sum of Tines 17-27)}(transfer column 3 to wkst. 4,552,836 40,720,214 45,273,050 28.00

6-3, line 1)

S SOPERATING - EXPENSES e

29.00 Operatmg expenses {per wkst. A, c01umn 3, 19,986,253 29.00
30.00 |ADD (SPECIFY) 0 30.00
3L.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 Tines 30-35) 0 36.00
37.00 |DEDUCT (SPECIFY) 0 37.00
38.00 0 38.00
39,00 O 39.00
40.00 0 40.00
41.00 0 41,00
42 .00 |Total deductions {sum of lines 37-41) 0 42.00
43.00 {Total operating expenses (sum of lines 29 and 36 wminus Tine 42)(transfer 19,986,253 43,00

to wkst. -3, Tine 4)

MCRIF32 - 4.8.152.0



Health Financial Systems BCC DBA ELLINI COMMUNTTY HOSPITAL

In Lieu of Form CMS-2552-10

STATEMENT QF REVENUES AND EXPENSES Provider CCN: 141315

period:
From 10/01/2012
To 09/30/2013

worksheet G-3

pate/Time Prepared:
2/28/2014 1:51 pm

Total patient revenues (from wkst. G-2, part I, column 3, Tine 28) 45,273,050 1.00
Less contractual allowances and discounts on patients' accounts 24,228,205| 2.00
Net patient revenues (Tine 1 minus line 2) 21,044,845 3.00
Less total operating expenses (from wkst. G-2, Part II, line 43) 19,986,253 4.00
Met income from service to patients (lihe 3 minus Tinhe 4) 1,058,592| 5.00
OTHER “ENCOME i i
6.00 [Contributions, donations, bequests, etc 0| 6.00
7.00 [Income from investments §,886| 7.00
8.00 |[Revenues frowm telephone and other miscellanecus communication services 8.00
9.00 iRevenue from television and radio service 9.00
10.00 |Purchase discounts 10.00
11.00 |Rebates and refunds of expenses 11.00

12.00 (Parking Tlot receipts

13.00 [Revenue from laundry and Tlinen service

14.00 |Revenue from meals sold to employees and guests

15.00 |Revenue from rental of Tiving quarters

16.00 |Revenue from sale of medical and surgical supplies to other than patients
17.00 |Revenue from sale of drugs to other tham patients

18.00 |Revenue from sale of medical records and abstracts

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

20.00 |Revenue from gifts, flowers, coffee shops, and canteen
21.00 |Rental of vending wmachines

22.00 |Rental of hospital space

23.00 |Governmental appropriations

24.00 |MISCELLANEQUS TNCOME

25.00 [Total other income (sum of Tines 6-24)

26.00 [Total (Tine 5 plus Tine 25)

27.00 |OTHER EXPENSES (SPECIFY)

28.00 {Total other expenses (sum of Tine 27 and subscripts)

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

oD OO OO O OO
=
o
=
[}

624,475( 24.00

633,361 25,00

1,691,953| 26.00
0

0| 28.00
1,691,953] 29.00

MCRIF32 - 4.8.152.0



Health Financial Systeins BCC DBA ILLINLI COMMUNITY HOSPITAL In Lieu of Form CmMS-2552-10

ANALYSIS OF PROVIDER-BASED RURAL HEALTH CLINIC/FEDERALLY QUALIFIED Provider CCN: 141315 |period: workshaet M-1
HEALTH CENTER COSTS From 10/01/2012 .

component CCN: 143482 |To  09/30/2013 | Date/Time Prepared:
2/28/2014 1:51 pm
Rural Health cost
Clinic (RHC) T

el Ree i

ass
5

[E ALTH. CARE STAFE COST

1.00 |Physician 0 0f 1.00
2.00 |Physician Assistant 0 0 0 0| 2.00
3.00 |Nurse Practitioner 89,737 0f 89,737 89,737| 3.00
4.00 |visiting Nurse Of 0 0 0| 4.00
5.00 |Other Nurse 0Of 0 0 o s5.00
6.00 |CTHinical psychologist 0 0 0 0| 6.00
7.00 |CHinical social worker 8,795 0 8,795 8,795 7.00
8.00 |Laboratory Technician 4,493 0 4,493 4,493] 8.00
9.00 |other Facility Health care Staff Costs 179,244 0 179,246 179,246 9.00
10.00 |subtotal (sum of T1ines 1-9) 282,271 0 282,271 282,271| 10.00
11.00 |Physician Services Under Agreement 0f 467,139 467,139 467,139] 11.00
12.00 |[physician Supervision Under Agreement 0 0 0 0] 12.00

187,765 187,765
654,904 654,904
0

187,765| 13.00
654,904 14.00
[

13.00 |other Costs Under Agreement
14.00 |subtotal (sum of Tines 11-13)

[mlelelelelelelelelelelelelelolololelelelele]

0

0
15.00 |Medical supplies 0 0 15.00
16.00 |Transportation (Health Care Staff) 0 0 0 0] 16.00
17.00 |pepreciation-Medical Equipment 0 0 0 0| 17.00
18.00 |pProfessional Liability Insurance 0 0 0 0| 18.00
19.00 |other Health Care Costs 0 28,514 28,514 28,514 19.00
20.00 |ATlowable GME Costs 0 0 0 0| 20.00
21.00 [subtotal (sum of lines 15-20) 0 28,514 28,514 28,514| 21.00

1

22,00 |Total Cost of Health Care Services (sum of 282,27 965,689| 22.00
Tines 10, 14, and 21)
R

CO5TE OTHER ‘THAN-RHC/EGHC

23.00 |Pharinacy 0 0 0 0 0| 23.00
24.00 |pental 0 0 0 0 0| 24.00
25.00 |optometry 0 0 0 0 0| 25.00
26.00 |AT1 other nonreimbursable costs 0 0 0 0 0| 26.00
27.00 |Nonallowable GME costs 0 0 0 0 0| 27.00
28.00 |Total Nonreimbursable Costs (sum of Tines 0 0 0 0 0| 28.00
23-27)
[EACTLYTY OVERIE e e
29.00 |Facility Costs 1] 38,223 38,223 0 38,223| 29.00
30.00 |Administrative Costs 147,702 42,732 190,434 0 190,434| 30.00
31.00 |Total Facility Overhead {sum of lines 29 and 147,702 80,955 228,657 0 228,657| 31.00
303
32.00 |Total facility costs (sum of Tines 22, 28 429,973 764,373 1,194,346 0 1,194,346| 32.00
and 31)

MCRIF32 - 4,8.152.0



Health Financial Systams

BCC DBA TLLINI COMMUNITY HOSPITAL

In Lie

of Form CMS-2552-10

ANALYSIS OF PROVIDER-BASED RURAL HEALTH CLINEC/FEDERALLY QUALIFIED
HEALTH CENTER COSTS

pProvider CCN: 141315
Component CCN: 143482

Period:
From 10/01/2012
To  09/30/2013

worksheet M-1

Date/Time Prepared:
2/28/2014 1:51 pm

Rural Health
Clinie (RHC) T

Cost

(L=l R o B R N

.00
.00
.00
.00

.00

FACTLITY. HEALTH: CARE STAFE €DSTS

and 31)

pPhysician 0 0 1.00
Physician Assistant 0 0 2.00
Nurse Practitioner 0 89,737 3.00
visiting Nurse 0 0 4.00
Other Nurse 0 0 5.00
Clinical psychologist 0 0i 6.00
clinical Social worker 0 8,795 7.00
Laboratory Technician 0 4,493 8.00
other Facility Health Care staff Costs 0 179,244 9.00
subtotal (sum of Tines 1-9) 0 282,271 10.00
Physician Services Under Agreement 3,643 470,782 11.00
Physician Supervision Under Agreewment 0 0 12.00
other Costs Under Agreement 0 187,765 13.00
Subtotal (sum of Tines 11-13) 3,643 658, 547 14.00
Medical supplies 0 0 15.00
Transportation (Health Care staff) 0 0 16.00
bepreciation-Medical Equipment 0 0 17.00
profassional Liability Insurance 0 0 18.00
other Health Care Costs 0 28,514 19.00
Allowable GME Costs 0 0 20.00
subtotal (sum of Tines 15-20) 0 28,514 21.00
Total Cost of Health care services (sum of 3,643 969,332 22.00
lines 10, 14, and 21}

COSTS OTRER. THAN "RHC/FQHG SERVICS T T

Pharmacy 0 0 23.00
Dental 0 0 24.00
Optometry 0 0 25.00
A1l other nonreimbursable costs 0 0 26.00
Nonallowable GME costs 0 0 27.00
Total Nonreimbursable €osts (sum of Tines 0 0 28.00
23-27)

EAGILTTY OVERHEAD i A

Facility Costs -11., 876 26,347

administrative Costs 0 190,434

Total Facility oOverhead (sum of lines 29 and -11,876 216,781

300

Total facility costs (sum of lines 22, 28 -8,233 1,186,113 32,00

MCRIF3Z - 4.8.152.0



Health Financial Systems

BCC DBA ILLINI COMMUNITY HOSPTTAL

In Lieu of Form CM5-2552-10

ALLOCATION OF OVERHEAD TO RHC/FQHC SERVICES Provider CCN: 141315 |pPeriod:
From 10/01/2012
Component CCN:143482 |To  09/30/2013

wWorksheet mM-2

pate/Time Prepared:
2/28/2014 1:51 pm

Rural Health
C

Cost

e e s =2 IR ¥, [ N PN Gy oy

duetivity
2! 1

physician . ,285 4,200, 7,224
Physician Assistant 0. 0 2,100 0
Nurse Practitioner 0.89 2,116 2,100 1,869
subtotal ¢{sum of lines 1-3) 2.61 7,401 9,093
visiting Nurse 0.00 0

Clinical psychologist 0. 00| 0

Clinical social worker 0. 00| 4

Medical Nutrition Therapist (FQHC only) 0.00 0

Diabetes self Management Training (FQHC 0.00 0

only)

Total FTEs and visits (sum of Tines 4-7) 2.6 7,405

Physician Services Under Agreements 0

9,093

== =

B B M = I T B PR L B
(=
(=]

DETERMINATEON OF ALLOWABLE 'COST. APPLICABLE TO. RHC/FQHC SERVICES

Total costs of health care services (from Worksheet M-1, column 7, line 22)
Total nonreimbursable costs (from Worksheet M-1, cotumn 7, line 28)
cost of all services (excluding overhead) (sum of Tines 10 and 11)
Ratio of RHC/FQHC services (line 10 divided by Tline 12)

Total facility overhead - (from Worksheet mM-1, column 7, T1ine 31)
Parent provider overhead ailocated to facility (see instructions)
Total overhead (sum of Tines 14 and 15)

Allowable GME overhead (see instructions)

subtract 1ine 17 from line 16

overhead applicable to RHC/FQHC services (Tine 13 x line 18)

Total allowable cost of RHC/FQHC services {sum of Tines 10 and 19)

969,332
0
969,332
1.000000
216,781
580,307
807,088
0
807,088
807,083

1,776,420
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Health Financial Systems BCC DBA TLLINI COMMUNITY HOSPITAL

In Lieu of Form CMs-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT FOR RHC/FQHC SERVICES Provider CCN: 141315
Component CCN: 143482

pPeriod:
From 10/01/2012
TO 09/30/2013

worksheet M-3

Date/Time Prepared:
2/28/2014 1:51 pm

Title XVIII

Rural Health
Clinic (RHC) I

Cost

1.00 |Total A11owab1e Cost of RHC/FQHC Serv1ces (from worksheet M-2, Tine 20)
2.00 |cCost of vaccines and their administration {(from worksheet m-4, Tine 15)
3.00 |Total allowable cost excluding vaccine (Tine 1 minus line 2)

4,00 |Total visits (from Worksheet M-2, column 5, Tine 8)

5.00 |Physicians visits under agreement (from worksheet M-2, column 5, Tine 9)
6.00 |Total adjusted visits (line 4 plus Tine 5)

7.00 |Adjusted cost per visit (line 3 divided b

Tine 6)

1,776, 420

1.

9,213 2.
1,767,207 3.
9,097 4.

of 5.

6.

7

‘S.OO Fer‘ﬁ1s€t'paymehf Timit t%foh CMS Pub. 100-04, chapter 9, §20.6 or vour contractor)

=
s
<o
o

79.17| 8.00

9.00 |[Rate for Program covered v151ts (see 1nstruct1ons) 194, 26 194.26| 9.00
CALCULATION OF SETTLEMENT: = i ; i R

10.00 [Program covered visits exc?ud1ng menta1 hea1th services (from contractor record 584 1,203( 10.00

11.00 [Program cost excluding costs for mental health services (Tine 9 x Tine 10) 113,448 233,695 11.00

12.00 |Program covered visits for mental health services {from contractor records) 0 0] 12.00

13.00 |Program covered cost from mental health services {line 9 x Tine 12) ¢ 0] 13.00

Limit adjustment for mental health services (see instructions) 0 0] 14.00

15.00 |Graduate Medical Education Pass Through Cost (see instructions) 0] 15.00

16.00 !Total Program cost (sum of Tines 11, 14, and 15, columns 1, 2 and 3) *#

16.01 |Total program charges (see instructions)(from contractor's records)

16.02 |Total program preventive charges (see instructions)(from provider's records)
16.03 [Total program preventive costs ((line 16.02/1ine 16.01) times 1ine 16)

16.04 { Total Program non-preventive costs ((line 16 minus Tines 16.03 and 18) times .80)
(Titles v and XIX see instructions.,)

16.05 [Total program cost (see instructions)

17.00 | Primary payer amounts

18.00 |Less: ?eneficiary deductible for RHC only (see instructions) (from contractor
records

19.00 |Beneficiary coinsurance for RHC/FQHC services (see instructions) (from contractor
records)

20.00 |Net Medicare cost excluding vaccines (see instructions)

21.00 [Program cost of vaccines and their administration (from wkst. M-4, Tine 16)

22.00 [Total reiwbursable Program cost (line 20 plus Tine 21)

23.00 [Allowable bad debts (see instructions)

23.01 [Adjusted reimbursable bad debts (see instructions)

24,00 [Allowable bad debts for dual eligible beneficiaries (see instructions)

25.00 |OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY)

26.00 [Net reimbursable amount (see instructions)

26.01 [Sequestration adjustment (see instructions)

27.00 |Interim payments

28.00 |Tentative settlement (for contractor use only)

29.00 [Balance due component/program 1ine 26 wminus lines 26.01, 27 and 28

30.00 | Protested amounts (nonallowable cost report items) in accordance with CMS Pub. 15-IT,
chapter I, section 115.2

347,143| 16.00
276,316( 16.01
0

0] 16.03
266,233| 16.04

266,233! 16.05
0} 17.00
14,352) 18.00

52,393 19.00

266,233{ 20.00
4,471 21.00
270,704] 22.00

0| 23.00

ol 23.01

0| 24.00

o| 25.00

270,704| 26.00
2,707| 26.01
246,213| 27.00

o| 28.00

. 21,784] 29.00
ol 30.00

MCRTF32 - 4.8,152.0



Health Financial Systems BCC DRA TELINT COMMUNTTY HOSPITAL th Lieu of Form CMS-2552-10
COMPUTATION OF PNEUMOCOCCAL AND INFLUENZA VACCINE COST pProvider CCN: 141315 | Period: worksheet M-4

From 10/01/2012
Component CCN:143482(To  09/30/2013 | pate/Time Prepared:
2/28/2014 1.51 pm

Title XVIII Rural Health Cost
Clinic (RHC) I
e Ebe e
B : 51500

1.00 |Health care staff cost (from worksheet M-1, column 7, 1ine 10) 282,271 282,271 1.00
2.00 |Rratio of pneumecoccal and influenza vaccine staff time to total health care staff time 0.000136 0.002321| 2.00
3.00 |Pneumococcal and influenza vaccine health care staff cost (line 1 x line 2) 38 655 3.00
4,00 |Medical supplies cost - pneumococcal and influenza vaccine (from your records) 1,516 2,818| 4.00
5.00 |pirect cost of pneumococcal and influenza vaccine (Tine 3 plus Tine 4) 1,554 3,473 5.00
6.00 |Total direct cost of the facility (From worksheet Mm-1, column 7, Tine 22) 969,332 969,332 6.00
7.00 |Total overhead (from Worksheet M-2, T1ine 16) 807,088 807,088 7.00
B.00 |Ratio of pneumococcal and influenza vaccine direct cost to total direct cost (line 5 0.001603 0.003583| &.00

divided by Tine 6)
9.00 |overhead cost - pneumococcal and influenza vaccine (line 7 x Tine 8) 1,294 2,892 9.00
10.00 |Total pneumococcal and influenza vaccine cost and its (their) administration (sum of 2,848 6,365( 10.00

Tines 5 and 9) .
11..00 |Total number of pneumococcal and influenza vaccine injections (from your records} 17, 2891 11.00
12.00 |Cost per pneumococcal and +influenza vaccine -injection (line 10/1ine 11} 167.53 22,02 12.00
13.00 |Number of pneumococcal and influenza vaccine injections administered to Program 5 165] 13.00

beneficiaries
14.00 |Program cost of pneumococcal and influenza vaccine and its (their) administration B38 3,633| 14.00

(Tine 12 x 1ine 13)
15.00 |Total cost of pneumococcal and influenza vaccine and its (their) administration (sum 9,213| 15.00

of columns T and 2, line 10} (xransfer this amount to Worksheet M-3, Tline 2)
16.00 |Total Program cost of pheumccoccal and influenza vaccine and its (their) 4,471 16.00

administration (sum of columns 1 and 2, Tine 14) (transfer this amount to worksheet

M-3, Tline 21)

MCRIF32 - 4.8.152.0



Health Financial Systems BCC DBA TLLINI COMMUNITY HOSPITAL In Lieu of Form CMS-2552-10
ANALYSTS OF PAYMENTS TO HOSPITAL-BASED RHC/FQHC PROVIDER FOR SERVICES | Provider CcN: 141315 |Period: worksheet M-5

REMDERED TO PROGRAM BENEFICIARIES From 10/01/2012 .
Component, CCN: 143482 [ To 09/30/2013 | pate/Time Prepared:
2/28/2014 1:51 pm
Rural Hea'lth Cost
r11n1c (RHC) T
= EarE

1.00 [Total interim payments paid to provider 224 577| 1.00
2.00 {Interim payments payable on individwal bills, either submitted or to be submitted to ol 2.00
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 amount based on subsequent 3.00
revision of the interim rate for the cost reporting period. Also show date of each
| payment. 1f none, wr1te "NONE or enter a zero. (1)
Broardin to Provider . . . ; B e ; i
3.01 03/27/2013 21,636 3.01
3.02 0r 3.02
3.03 0] 3.03
3.04 Q] 3.04
3.05 0 3.0%
3.50 ol 3.50
3.51 0] 3.51
3.52 0| 3.52
3.53 0l 3.53
3.54 0l 3.54
3.99 |subtotal (sum of Tines 3.01-3.49 minus sum of lines 3,50-3,98) 21,636; 3.99
4.00 |Total interim payments (sum of Tines 1, 2, and 3.99) (transfer to Worksheet mM-3, line 246,213 4.00
27’)
5.00 |List separate1y each tentat1ve sett1ement payment after desk review. Also show date of 5.00
each payment If none, wriite "NOME" or enter a zero, (1)
5. 5.01
5. 5.02
5. 5.03

5 0] 5.50
5 0f 5.51
5. 0| 5.52
5.99 |sSubtotal (sum of Tines 5.01-5.49 minus sum of lines 5.50-5.98) 0| 5.99
6.00 |petermined net settlement amount (balance due) based on the cost report. (1) 6.00
6.01 |SETTLEMENT TO PROVIDER 21,784 6.01
6.02 SETTLEMENT TO PROGRAM 0| 6.0?
7.

1 Medicare progran Viabilit | _ G| 267,007

|Mame of contractor

MCRTF32 - 4.8.152.0



