Heaith Financial Systems STREAMWOOD In Lieu of Form (M§-2552-10
This report is required by law {42 USC 1395g; 42 CFR 413.20(b)). Falure to report can result in all interim FORM APPROVED

payments made since the beginning of the cost reporting period being deemed overpavments (42 USC 1395q). OMB NO. 0938-0050
HOSPTTAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION Provider CCN: 144034 |Period: worksheat s
AND SETTLEMENT SUMMARY From 07/01/2012 Parts I-IIT

To 06/30/2013 | bate/Time Prepared:
10/1./2013 1:36 pm

{PART I - COST REPORT STATUS
pProvidar 1.0 X JElectronicaily filed cost report Date:

Time:

use only 2.T  Imanually submitted cost report
3.L 0 ]If this is an amended report enter the number of times the provider resubmitted this cost report
4. F IMedicare utilization. Enter "F" for full or "L" for low. _
Contractor 5. [ 1 JCost Report Status 6. Date Received: {10.NPR Date;
use only (1) As submitted 7. Cantractor No. 1l.Contractor's vendor Code: 4
(2) settled without audit 8. [ N JInitial Repert for this Provider CCNiI2.f 0 ]JIf 1line 5, column % 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

LﬁRT IT -~ CERTIFICATION )
MISREPRESENTATION OR FALSIFICATION OF ANY TNFORMATTON CONTATNEDR TN THIS COST REPORT MAY BE PUNISHAELE BY CRTMINAL, 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 ILLFGAL, CRIMINAL, CIVIL AND
ADMINISTRATIVE ACTION, FINES AND/OR IMPRISONMENT MAY RESULT.

CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER(S)

I HEREBY CERTIFY that I have read the above certification statement and that I have examined the accompanying
electronically filed or manually submitted cost report and the Balance Sheet and Statement of Revenue and
Expenses prepared by STREAMWOOD ( 144034 ) for the cest reporting peried beginning 07/01/2012 and ending
06/30/2013 and to the best of my knowledge and beiief, this report and statement are true, correct, complete and
prepared from the hooks and records of the provider in accordance with applicable instructions, except as noted.
I further certify that I am familiar 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.
(519ned)%d’}ﬂ Ma’%’"
officer or' Administrator of Provider(s)
-D/w.s‘/o/y VP oF Resmdursemen]
Title
10=-4~)7
Date
_ Title XVIII :
Cost Center Description Title v Part A | Part B HIT Title XIX
1.00 2.00 [ . 3.00 4.00 5.00
PART III - SETTLEMENT SUMMARY

1.00 |Hospital 0 0 0 0 0| 1.00
2.00 |subprovider - IpF 0 0 0 0 2.00
3.00 {Subprovider - IRF 0 0 0 0| 3.00
5.00 |Swing bed - SNF 0 0 0 9| 5.o0c
6.00 |swing bed - NF 0 0] 6.00
20G.00| Total 0 0 0 [ 0({200.00C

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 vaiid OMB contrel number. The valid OME 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 fo review
instructions, search existing resources, gather the data needed, and complete and review the information collection. If you
have any comments concerning the accuracy of the time estimate(s) or suggestions for improving the form, please write to: @us,
7500 Security Boulevard, Attn: PRA Report Clearance officer, mail stop C4-26-05, Baltimore, maryland 21244-1850.
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Health Financial Systems STREAMWOOQD

In Lieu of Form Ccm5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 144034 |pe

1

riod: worksheet $-2

From 07/01/2012 | Part 1
To 06/30/2013 | pate/Time Prepared:
10/1/2013 1:35 pm
Hosp!ta1 and Hosp1ta1 Hea?th care Comp]ex Address: - : : L : S -
1.00 iStreet:140C EAST IRVING PARK PO BoOX:
2.00 jcity:  STREAMWOOD State: Tt Zip Code: 0107 County: COOK
= ’ LT T : : ;Compcnent;name TR CON - CBSA o Provider | Date Payment System (P;:
S : <oy Number i Number i e ccertified| ' T,.0, or N} .
. . R SRR I . H . : TN XVIII| X:{X._"_;:_
MR : 1.00 o] 12,00 3.00 4.900 5.00 6,00 7,00 8.00
Hosp1ta1 and Hosp1ta¥ Based Component ‘Tdentification: Lo : i L s : Lnmis e
3.00 |Hospital STREAMWOOD 144034 | 16974 4 05/01/31991 N p 0 3.00
4.00 |subprovider - IPF 4.00
5.00 |subprovider - IRF 5.00
6.00 |subprovider - (Other) 6.00
7.00 |swing Beds - SNF 7.00
8.00 |swing Beds - NF 8.00
9.00 iHospital-Based SNF .00
10.00 jHospital-Based NF 10.00
11.00 |Hospital-Based OLTC 11.00
12.00 Hospital-Based HHA 12.00
13.00 |separately Certified ASC 13.00
14.00 |Hospital-Based Hospice 14.00
15.0C |Hospital-Based Health Clinic - RHC 15.00
16.00 |Hospital-Based Health Ctinic - FQHC 16.00
17.00 |Hospital-Based (CMHC) I 17.00
18.00 |Renal Dialysis 18.00
19.00 |other 19.00
T T T T T e R L e T U Erom: ST T L
PR g T R T s T T T T L T R .00 200 Lo
20.00 {Cost Reporting Period (mm/dd/yyyy) 07/01/2012 06/30/2013 20.00
21.00 {Type of cCeonirol (see instructions) 4 21.00
Inpatient PPS Information : R, o e P
22.00 poes this facility qualify for and is Tit current!y rece1v1ng payments fur N N 22.00
disproportionate share hospital adjustment, in accordance with 42 CFR §412.1067 1In
column 1, enter "¥" for yes or "N" for no. Is this facility subject to 42 CFR Section
§412.06(cD (22 (Pickle amendment hospital?) Tn column 2, enter "v" for yes or "N" for no.
23.00 [which method is used to determine Medicaid days on lines 24 and/or 25 below? In column 3 N 23.00
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 prior cost reporting period? In column 2, enter "Y' for yes or "N" for no.
R RN R BT L In-State | In-State | out-of . ;. Out-of " | medicaid Other
medicaid | Medicaid | ' State. .| ‘State HMO. days | Medicaid
| paid ddys | eligible | Medicaid | Medicaid | .~ days
Coosro Rl unpaid ] paid-days.t eligible ‘ R
. “days - 1 | Cunpaid- : S .
N S KR R R T : - 1,000 ) 2.00 3.00 4.00° | 5,00 B0
24.00 |If this provider is an IPPS hospital, enter the 0 0 0 0 0 0 24.00
in-state Medicaid paid days in col. L, in-state
Medicaid eligible unpaid days in cel. 2,
out-of-state medicaid paid days in col. 3,
cut-of-state Medicaid eligible unpaid days in col.
4, Medicaid HMO paid and eligible but unpaid days in
column 5, and other Medicaid days in column 6.
25.00 |If this provider is an IRF, enter the in-state 0 0 0 0 0 0 25.00
Medicaid paid days in col. 3, the in-state medicaid
eligible unpaid days in col. 2, out-of-state
Medicaid days in col. 3, out-of-state Medicaid
eTigibTe unpaid days in col. 4, Medicaid #MO paid
and eligible but unpaid days in col. 5, and other
Medicaid days in col. 6.
RN D urban/Rural 's|Date of Geogr| .. :
26.00 |[Enter your standard geographic classification (not wage) status at the beginning of the 1 26.00
cost reporting period. Enter "1" for urban or "2" for rural.
27.00 |[Enter your standard gecgraphic classification (not wage) status at the end of the cost 1 27.00
reporting period. Enter in column 1, 1" for urban or "2" fer rural. If applicabie,
enter the effective date of the geographic reclassification in column 2.
35.00 If this is a sole community hospital (SCH), enter the number of periods SCH status in 0 35.00
effect in the cost reporting period.

MCRIF3? - 3.23.147.0



Health Financial Systems STREAMWOOD In Lieu of Form CMs-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 144034 | period: wWorksheet $-2

From 07/01/2012 | Part I

To  06/30/2013 | Date/Time Prepared:
10/1/2013 1:35 pm

""" ~:Beginningz -] ~"Endingr: "} . .
= ol o oh e T : . I : R : S 1.000 0 b 22000 0 A
36.00 [Enter applicable beginning and ending dates of ScH status. Subscript 1ine 36 for number 36.00
of periods in excess of one and enter subsequent dates.
37.00 |1f this is a Medicare dependent hospital (MDH), enter the number of periods MDH status 0 37.00
in effect in the cost reporting period.
38.00 |Enter applicable beginning and ending dates of MDH status. Subscript Tine 38 for number 38.00
; of per1ods 1n excess of one and enter subsequent dates
T T T R e SO T LN 7/
39.00 inoes the facility potentially qualify for the inpatient hospital adjustment for Tow 39.00
volume hospitals as deemed by ¢M$ according to the Federal Register? Enter in column 1
"y" for yes or "N" for no. additionally, does the facility meet the mileage
requirements in accordance with 42 CFR 412.101(b)(2)7 Enter in column 2 "y" for ves or
"N" for no.
R [i v & I XVILL [ XIX
[ 200 | 2.00 [.3.00 |
Prospect1ve Payment System (PPS) Cap!ta] R I I e T Y :
45.00 |poes this facility qualify and receive Capital payment For d1spruport10nate share 1in accordance N N N 45.00
with 42 CFR Section §412.3207 (see instructions)
46.00 [Ys this facility eligible for additional payment exception for extraerdinary circumstances N N N 46.00
pursuant to 42 CFR §412.348(f)? If yes, complete Worksheet £, Part III and L-1, pParts I through
I11.
47.00 |Is this a new hespital under 42 CFR §412.300 pPPS capital? Enter ™y for yes or "N" for no. N N N 47.00
48.00 |1s the facility electing fu11 federa] cap1ta1 payment7 Enter "Y" for yes or "N" for no. N N N 48.00
Teaching Hospitals .= @' e : S Lo L
56.00 |[Is this a hospital involved in tra1n1ng res1dents in approved GME programs7 Enter "Y" for yes N 56.00
or "N" for no.
57.00 |[If Tine 56 is yes, is this the first cost reporting pericd during which residents in approved 57.00
GME programs trained at this facility? Enter "Y" for yes or "N" for no in column %, If column 1
is "¥" did residents start trairing in the first month of th1s cost reporting period? Enter "v"
for yes or "N" for no in column 2. If column 2 is "Y", complete worksheet £-4. If column 2 is
"N", compiete worksheet D, Part III & Iv and p-2, Part II, if applicable.
58.00 irf line 56 is yes, did this facility elect cost reimbursement for physicians’™ services as 58.00
defined in cMs Pub. 15-1, section 21487 iIf yes, complete worksheet D-5.
59.00 |are costs claimed on line 100 of worksheet A? If yes, complete Worksheet D-2, Part I. N 59.00
60.00 |Are you claiming nursing school and/or allied hea]th costs for a program that meets the N 60.00
provider-operated criteria under §413.85? &Enter "Y" for yes or "N For no. (see instructions)
I TR R S T '--Y/N R IME Average -|. I¥réct GME
. ) ) Cilo nTep TAverage ol
S o e ey R T N L L 1.00 : 2.00 S 3.000 s
61.00 |pid your facility receive additional FTE slots under ACA section 55037 N 0. 00 0.00] 61.00

enter "Y" for yes or "N" for no in column 1. IFf "v", effective for
portions of cost reporting periods beginrning on or after July I, 2011
enter the average number of primary care FTE residents for IME in column
2 and direct GME in column 3, from the hospital’s three most recent cost
reports_ending and submitted before March 23, 2010. {see instructions)
ACA Provisions Affecting the Health Resources .and Services Administration  (HRSA) : : ¥ .
62.00 |Enter the number of FTE residents that your hospital trained in this 0.00 62.00
cost reporting period for which your hospital received HRSA PCRE funding
{see instructions)
62.01 |Enter the number of FTE residents that rotated from a Teaching Health 0.00 62.01
Center (THC) <into your hospital during in this cost reporting period of
HRSA THC program. (see instructions)
Teaching: Hospitals that Claim Residents in Non-Frovider Settings’ RS N T T S
63.00¢ {Has your facility trained residents in non-provider settings during this N 63.00
cost reporting period? Enter "Y" for yes or "N" for no in column 1. If
yes. co_piete lines 64 67. (see 1nstruct1ons)

R ST RN Onwetghited [ Unwéighted lRatio (col. 1
: L O N o R . FTES.. i (col. 1 4 col.
'Nonprov1der L :
5ite’ . UL
1.00 7 o] L2000

Sect1on 5504 of the ACA Base Year : FTE Res1dents 1n'Ncnprov1der 5ett1ngs~~Th1s base year is your cust reportTng
period: that begins on ér after July-1, 2009 ‘and before June 30,-2010. ' ‘.- . )

64.00 |[Enter in column 1, if Jine 63 is yes, or your facility trained residents 0.00 0.00 0. DUOOOO 64.00
in the base year period, the number of unweighted non-primary care
resident FTEs attributable to rotations occurring in all non-provider
settings. Enter in column 2 the number of unweighted non-primary care
resident FTEs that trained in your hospital. Enter in column 3 the ratio
of (column 1 divided by (cotumn 1 + column 2)). (see instructions)

MCRIF32 - 3.23.347.0



Health Financial Systems

STREAMWOOD

In Lieu of Form €MS5-2552-10 .

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFTCATION DATA

| Provider CCN: 144034

Period:
From 07/01/2012

worksheet 5-2
Part I

To 06/30/2013 | pate/Time Prepared:
10/1/20313 1:35 pm_
Program Name  : “program Code : 7| -Unweighted | uawéighted. |Ratio Ccol. 3400 -
B T ST e CUFTES G CGETEs dn 2 {{ceTl. 3 & col ]
: Nenprovider -] Hospital il 4))-
""" e : Site . i T i . -
R T T NS I o 2-00 3.00 4.00 "5.00 NREE
65.00 [Enter in column 1, +§F line 63 0. 00| 0.00 0.000000, 65.00
is yes, or your facility
trained residents in the base
year period, the program name.
Enter in column 2 the program
code, enter in column 3 the
number of unweighted primary
care FTE residents attributable
te rotations occurring in all
nen-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)
T O “Unweighted Unweighted Ratio-Ccol. 1/ -
LUFTES L FTES dn.v{ceti 1+ coll| .
Nonprovider. |, Hosp1ta? 2N
Sites CE
- = G . i 100 2.00 300"
Sect1on 5504 of the ACA - Current vear. FTE Res1dents in Nonprov1der 5ett1ngs——Effect1ve.fcr cost report1ng pericds
bgg1nn1ng ohor after July 1,°2010 . % oo o L . R .
66.00 [Enter in column 1 the number of unwe1ghted non- pr1mary care res1dent (.00 0.00 O 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
(co1umn 1 d1v1ded by (co1umn 1 + co1umn 2)). (see instructions)
LT . : : Program Nafe, Program, Code ‘Unweighted - | ‘Unweighted . Ratio-(col. 3/ - 7.
B S . FTES S UFTES dntj€eod, 374 Col -
Nonprovider ‘Hospital @ - BRI ) B AN
- Site o : ST
S e 2.00 3.00 400 5.00 el
67.00 |If 1ine 63 is yes, then, for 0.00 0.00 0.000000 67.00

each primary care residency
prograr in which you are
training residents, enter in
column I the program name.
Enter in column 2 the program
code. Enter ‘in column 3 the
number of unweighted primary
care FTE residents attributable
to rotations that occurred in
nonprovider settings for each
applicabie program. Enter in
column 4 the number of
unweighted primary care FTE
residents in your hospital for
each applicable program. Enter
in column 5 the ratio of column
3 divided by the sum of columns
3 and 4. Use subscripted lines
67.01 through 67.50 for each
additional primary care
program. If you operated a
primary care program that did
not have FTE residents in a
nonprovider setting, enter zero
in column 3 and complete alt
other columns for each
applicable program.

MCRIF32 - 3.23.147.0



Health Financial Systems

STREAMWOOD

In Lieu of Form CMs5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

Provider CCN: 144034 | Period:

From 07,/01/2012

worksheet -2
Part I

iTe  06/30/2013 1 Date/Time Prepared:
_LO/l/ZO|13 1:35 pm
. 2.00 [3.00
Inpat1ent Psych1atr1c Fac1T1ty PPS ol : R j
70.00 |Is th1s fac111ty an Inpatient Psych1atr1c Fac111ty (IPF), or does it comtain an IPF subprov1der7 Y 70.00
Enter "Y" for yes or "N" for no.
71.00 |[If Tine 70 yes: Column 1: pid the facility have a teaching program in the most recent cost N N 0 71.00
report filed on or before November 15, 20047 Enter "Y" for yes or "N" for nc. Column 2: pid
this facility train residents in a new teaching program in accordance with 42 CFR §412.424
(@ (G117 enter "Y" for ves or "N” for no. Column 3: If cofumn 2 is Y, enter 1, 2 or 3
respectively in coTumn 3. (see instructions) If this cost reporting period covers the beginning
of the fourth year, enter 4 in column 3, or if the subsequent academic vears of the new teaching
program in existence, enter 5. (see 1nstruct1ons)
Inpatient: Rehabilitation Facility PPS : o . el
75.00 |Is this facility an Inpatient Rehabilitation Fac171ty (IRF) or does it contain an IRF N 75.00
subprovider? Enter "v" for yes and "N" for no.
76.00 |If 1ine 75 yes: Column 1: Did the facility have a teaching program in the most recent cost ¢} 76.00
reporting period ending on or before November 15, 20047 Enter "Y" for yes or "N" for no. Column
2: pid this faciTity train residents in a new teaching program in accordance with 42 CFR
§412.424 (d)}(1){(Fi1)(@)7? Enter "Y" for yes or "N for no. Column 3: If column 2 tis ¥, enter 1, 2
or 3 respectively in column 3. (see imstructions) If this cost reporting peried covers the
beginning of the fourth year, enter 4 in column 3, or if the subsequent academic years of the
new teaching program in existence, enter 5. (see instructions)
Long Term care Hosp1ta3 PPS . : CLynToes Ry e Sl i
80.00 irs this a long Tterm care hosplta1 (LTCH)7 Enter "Y” For yes and "N" for no. [ N 80.00
TEFRA Providers - RN TR LR
85.00 |55 this a new hospital under 42 CFr Sect1on 5413 40(f)(1)(1) TEFRA7 Enter "Y" for yes or "N" for na. N 85.00
86.00 |pid this facility establish a new Other subprovider (excluded unit) under 42 CFR Section 86.00
§413.40(P) (1) (ii)7? Enter "Y" for yes and "N" for no.
S AR T ST T E v XTX.
: i 1.00 L 2,007
90.00 |poes this fac111ty have title v and/ur XIX 1npattent hosp1ta1 5erv1ces7 Enter "y for N Y 90.00
yes or "N" for no in the applicable column.
91.00 |Is this hospital reimbursed for title v and/or XIX through the cost report either in N Y 91.00
full or in part? Enter "Y" for yes or "N" for no in the applicable column.
92.00 |Are title XIX NF patients occupying title XVIIT SNF beds (dual certification)? (see N 92.00
instructions) Enter "Y' for yes or "nN" for no in the applicable column.
93.00 poes this facility operate an ICF\MR facility for purposes of title v and XIX? Enter N N 93.00
"v" for yes or "N" for no in the applicable column.
94,00 jpoes title v or XIX reduce capital cost? Enter "Y' for yes, and "N" for no in the N N 94.00
applicable column.
95.00 |1f Tine 94 is "v", enter the reduction percentage in the applicable column. 0.00 0.00 95.00
96.00 |poes title v or XIX reduce aperating cost? Enter "Y" for yes or "N" for no in the N N 96.00
applicable column.

97.060 [If Tine 96 is "Y", enter the reduction percentage in the app11cab1e coTumn 0. 00, 0.00] 97.00
Rural Providers =- . D : o
105._00|poes this hosp1ta1 qua§1fy as a Cr1t1ca1 Access Hosp!ta1 (CAR)? N 105.00
106.00|Tf this facility qualifies as a CaH, has it elected the all-inclusive method of payment 106.00

for outpatient services? (see instructiuns)
107.00|CoTumn 1:  If this facility qualifies as a CaH, is it eligible for cost reimbursement 107.00
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 IX.
coTumn 2: If this facility is a CAH, do I&Rs in an approved medical education program
train in the caH's excluded 1PF and/or IRF unit? enter "Y" for yes or "N fTor no in
cofumn 2. (see instructions)
108.00/Ls this a rural hospital gualifying for an exception to the CRNA Tee schedule? See 42 N 108.00
CFR Section §412.113(c). Enter "v" for yes or "N" for no.
L e L T T Lo toulz] o physical ] Occupational - Speech..i| "Reéspiratory .
PR . Coeli i R R TRE 771,00 - 2,00 -3.00 4.00: B
108.00ixf this hospital qualifies as a CAH or a cost provider, are 109.00
therapy services provided by outside supplier? Enter "y”
for yes or "N for no for each therapy.

R A e e Lol : i 1.06. 2‘00[ 3.00
Miscellaneotis Cost’ Reporting Information L Ll R T T T e SR : N E
115.00/Is this an all-inclusive rate provider? Enter "¥" for yes or "N" for no in column 1. If yes, N ¢ |115.00

enter the method used (A, B, or E only) in column 2. If column 2 is "E", enter in column 3
either "93” percent for short term hospital or "98" percent for long term care (includes
psychiatric, rehabilitation and long term hospital providers) based on the definition in cMs
15-1, §2208.1.
116.00[1s this faciltity classified as a referral center? Enter "Y" for yes or "N" for no. N 116.00
117.00(1s this faciltity Tegally-required to carry malpractice insurance? Enter "Y' for yes or "N" for N 117.00
no.
118.00|1s the malpractice insurance a claims-made or occurrence policy? Enter T if the policy is 0 118.00
claim-made. Enter 2 if the policy is occurrence.

MCRIF32 - 3.23.147.0



Health Financial Systems STREAMWOOD In Lieu of Form CMs-2552-10
HOSPTTAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 144034 |Period: worksheet 5-2

From 07/01/2012 | Part I

To  06/30/2013 | bate/Time Prepared:
10/1/2013 1:35 pm

'gfremiumszrj-::._;qsges -] Insurance
e : R R SR L TG0 T 2000 7 300 | L
_118.01|L1st amounts of ma'lpract'l ce ;)rem‘l ums and paTd 1osse5 ] 0 i 0/118.03%
118.02|are malpractice premiums and paid Tosses reported in a cost center other than the N 118.02
administrative and General? If yes, submit supporting schedule Tlisting cost centers
and amounts contained therein.
119.00|b0 NOT USE THIS LINE 119.00
120.00|1s this a sCH or EACH that qualifies for the cutpatient Hold Harmless provision in ACA N N 120.00

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

121.00|pid this Facility incur and report costs for implantable devices charged to patients? N 121.00
Enter "Y" for yes or "N" for no.
Transplant Center Information S : o : R . . : X
125.00poes this facility operate a transplant center7 Enter "Y" for yes and "N” For no. If N 125.00

ves, enter certification date(s) (mm/dd/yyyy) below.

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

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

128.001F this is a medicare certified Tliver transplant center, enter the certification date 128.00
in column 1 and termination date, if applicable, in column 2.

129.00(1f this is a Medicare certified Tung transplant center, enter the certification date in 129.00
column 1 and termination date, if applicable, in column 2.

130.001f this is a Medicare certified pancreas transplant center, enter the certification 130.00
date in column 1 and termination date, if applicable, in column 2.

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

132.0011f this is a Medicare certified islet transplant center, enter the certification date 132.00
in column 1 and termination date, if applicable, in column 2.

133.00IF this is a mMedicare certified other transpliant center, enter the certification date 133.00
in column 1 and termination date, if applicable, in column 2.

134.00{If this is an organ procurement organization (OPO), enter the OPO number in column 1 134.00

and termination date, if app11cab1e in co1umn 2.
a1l Providers e R - e -

140.00jare there any re1ated organ1zat1on or home office costs as def1ned in CMS Pub. 15-1, Y 399001 14G.00
chapter 107 enter "Y" for yes or "N for no in column 1. If ves, and home office costs
are claimed, enter in column 2 the home off1ce chain numher (see 1nstruct1ons)

1.00- i L 200 e i oL 3,00 ]

1f this facility is part of a chain organ1zat1on, enter an lines 141 through 143 the ‘name and address of the
home office and enter the home office contractor name .and. contractor number. . ]

i41.00|Name: UNIVERSAL HEALTH SERVICES contractor's Name: 399001 Contractor's Number 399 141.00
142 .00|street: 367 SOUTH GULPH ROAD PC BOX: 142.00
143.00|City: KING OF PRUSSIA State: PA Zip Code: 19406 143.00
E S T : : R S R : R 100 e
144.00/Are provider based physicians® costs included in worksheet a? Y 144.00
145.00|If costs for renal services are claimed on wWorksheet A, Tine 74, are they costs for inpatient - N 145.00
. serv1ces 0n1y7 Enter "y" For yes or "N for no.
L : : RN : 1.00- 2.00 0 ]
146.00Has the cost a11ocat1on methodo1ogy changed from the prev1ous1y f11ed oSt report7 N 146.00
Enter "Y' for yes or "N" for no in column 1. (See CMS Pub. 15-2, section 4020) If ves,
anter the approval date Cwm/dd/yyyy) in column 2.
147.00was there a change in the statistical basis? Enter "Y" for yes or "N" for no. N 147.00
148.00was there a change in the order of allocation? Enter "Y" for yes or "N for no. N 148.00
149.00was there a change to the simplified cost finding method? Enter "v" for yes or "N" for N 149.00
no.
. . NI , El - : i e . I - Pa-rt.A p i ,..Paft B_ . T"it-le ‘V K .Tit-le XIX
Does th1s fac111ty conta1n a prov1der that qua11f1es for an exempt1on from. the appTIcat1on of the 10war of costs
or charges?. Enter "Y" for yes or "N" for no for each component. for Part A and Part B. (See 42 CFR §413.13)
155.00{Hospital N N N N 155.00
156.00|subprovider - IPF N N N N 156.00
157.00subprovider - IRF N N N N 157.00
158 .00|{SUBPROVIDER 158.00
159.00\sNF N N N N 159.00
160 .00 HOME HEALTH AGENCY N N N N 160.00
161.00|CMHC N N N 161.00

MCRIF32 - 3.23.147.0



Health Financial Systems STREAMWOOD In tieu of Form CmMs-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA UProvider cON: 144034 [Period: worksheet 5-2

From 07/01/2012 | Part 1.

To 06/30/2013 | bate/Time Prepared:

10/1/2013 1135 bm _

i s ) 1,00 "o
Mu?ticampuS' BT o : G . R E B . B I
165.00|Is this hospital part of a mMulticampus hospital that has one or more campuses in different CBSAs? N 165.00

Enter "yY" for yes or "N" for no.
R R AR o Namg- .~ .~ L .comnty - b Statel] zip Code | CBSA I FTE/Campus
e R IR : R U oaE LU 1,000 o0, U 3.00 4.00 L 5,090 e
166.001f 1ine 165 is yes, for each 0.00[166.00

campus enter the name in coTumn
0, county in coltumn 1, state in
cofumn 2, zip code in column 3,
CBSA in column 4, FTE/Campus in
celumn 5

Health tnformation Technology {HIT) incentive in the American Recovery and Reinvestment Act : .

167.00ixs this provider a meaningful user under Section §1886(n)? Enter "Y" for yes or "N” for no. N 167.00

168.00)1f this provider is a CaH {line 105 is "Y") and is a meaningful user (Tine 167 is "¥"), enter the (J168.00
reasonable cost incurred for the HIT assets {see instructions)

169.00|1f this provider is a meaningful user (Tine 167 1is "Y") and is not a CAH (Tine 105 is "N™), enter the 0.00169.00

transition factor. (see instructions)

MCRIF32 - 3.23.147.0



Health Financial Systems

STREAMWOOD

In Lieu of Form Cms-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE

Provider CCN: 144034

To

Period:
From 07/01/2012
06/30/2013

worksheet $-2
part TI

Date/Time Prepared:
10/1/2013 1:36 pm

CY/N

Date

“1.00

(2.00

.00

Genera1 Instruction: Enter Y for a11 YES responses

Enter N for a11 ND responses
mm/dd/yyyy format.: .. : . : : ..

Enter;aligdates:i

n the oo

COMPLETED BY ALl HOSPITALS

Provider Organization. and Operation

Has the provider changed ownership 1mmed1ate1y prior to the beg1nn1ng of the cost
reporting period? If yes, enter the date of the change in column 2. (see 1nstruct10ns)

.00

.00

CXSN

Date

L VAT

C1.00

2.00

3.00

.00

Has the pr0v1der term1nated part1c1pat1on in the Med1care Program7 IF N
ves, enter in column 2 the date of termination and in column 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 directors through ownership, control, or family and other similar

.00

.00

relationships? (see instructions)
B B : ¥/N-.

'..Type.

- Date

-00

.00

those on the f11ed f1nanc1a1 5tatements7 If yes,

: - 1.00 .-
F1naﬂc1a1 ‘Data and Reports s

‘2,00

3.00

column 1: were the financial statements prepared by a Cert1f1ed Pub11c
accountant? Column 2: If yes, enter "A" for Aaudited, "C" for Compiled,
or "R" for Reviewed. submit complete copy or enter date avaitable in
column 3. (see instructions) If no, see instructions.

Are the cost report total expenses and total revenues different from
submit reconciliation.

.00

.00

Y/

legal Oper.-

10.

11.

.00

.00
.00

.00

00

00

Appruved Educaticna1 Act1v1t1es

.00

200 "

Column 1: Are costs claimed for nurs1ng sch0017 C01umn 2: 1f yes, is the provider is
the legal operator of the program?

Are costs claimed for aAllied Health Programs? If "Y" see instructions.

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

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 rernewed in the current cost reporting
period? If yes, see instructions.

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

Teaching Program on worksheet A? If yas, see 1nstructions:

10.

11.

.00

.00
.00

.00

00

00

©¥/N

“1.00

1z,
13.

14.

00
6]

[t))]

Bad Debts

Is the provider seek1ng re1mbursement fur bad debts? It yes, sea instructions.
If 1ine 12 is yes, did the provider's bad debt collection policy change during this co
period? If yes, submit copy.

If line 12 is vyes, were pat1ent deduct1h1es and/or co- payments wa1ved7 If yes,

st reporting

58 1nstruction5.

Bed  Complement”

|D1d tota1 beds ava11ab1e change from the pr1or cost report1ng per1od7 IF yes,.see inst

ructions.

12

i4.

15

.00
13.

00

00

C Part A

‘Part B

.06

_Descr1pt1on : Y/N_-

B _bate -

Y/N

| 200

16.

17.

18.

i9.

20.

0g

oo

00

00

00

0 .00
PS&R Data B N

. 3.00

was the cost repaort prepared u51ng the Poin Y
Report only? If either column 1 or 3 is 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 qinstructions)

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

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

1072672012

16.

17.

18.

19.

20.

00

00

Q0

G0

00

MCRIF32 - 3.23.147.0



Health Financial Systems STREAMWOOD In Lige
HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE Provider CCN: 144034 |Period:

u of Form CmMs-2552-10

From 07/01/2012
To 06/30/2013

worksheet 5-2
Part IT

Date/Time Prepared:

10/1/2013 1:36 pm

R AT Part A SPart B U
. 'Description — : Date Y/N
' i : R SR AR N N R R R T SEE B 200 3.00 B

21.00 |was the cost report prepared only using the N N 21.00
provider's records? If ves, see
instructions.

: = : 185

COMPLETED BY CDST REIMBURSED AND TEFRA HOSPITALS UNLY (EXCEPT CHILDRENS HOSPITALS) e
Capital Related Cost s . o

22.00 [Have assets been relifed for Med1care purposes7 If yes see 1n5tructions N 22.00

23.00 iHave changes cccurred in the Medicare depreciation expense due to appraisals made during the cost N 23.00
reporting period? IT yes, see instructions.

24,00 |were new leases and/or amendments To existing leases entered into during this cost reporting period? N 24.00
If yes, see instructions

25.00 |Have there been new capitalized leases entered into during the cost reporting period? If ves, see N 25.0C
instructions.

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

27.0G |Has the provider's capitalization policy changed during the cost reporting period? If yes, submit N 27.00
.CopY..
Interest Expense’ : : L R LT

28.00 |were new loans, mortgage agreements or letters of credit entered 1nto during the cost report1ng N 28.00
period? If yes, see instructions.

29.00 {pid the provider have a funded depreciation account and/or bond funds {pebt Service Reserve Fund) N 29.00
treated as a funded depreciation account? If yes, see instructions

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

31.00 |Has debt been recalled before scheduled maturity without issuance of new debt? If yes, see N 31.00
instructions.
Purchased Services . - . : : i L : B S

32.00 |Have changes or new agreements occurred in pat1ent care services furn1shed through contractua1 N 32.00
arrangements with suppliers of services? If yes, see instructions.

33.00 |If Tine 32 is yes, were the requirements of Sec. 2135.2 applied pertaining to competitive bidding? xf N 33.00
no, see instructions.
Provider-gased Physicians : - : L : v

34.00 |Are services furnished at the provider fac111ty under an arrangement w1th pr0v1der based physicians? Y 34.00
If yes, see instructions.

35.00 [1f Yine 34 is yes, were there new agreements or amended existing agreements with the provider-based N 35.00
physicians during the cost reporting pericd? If yes, see instructions.
DEENEE R IO T PO i L R T TY/N T bate

Lo e e e e T 1.00- T 2.00 "

Home OFfice Costs - L . E ] R

36.00 |were home office costs c1a1med on the Cost report7 Y 36.00

37.00 |If 1ine 36 is yes, has a home office cost statement been prepared by the home office? Y 37.00
If yes, see instructions.

38.00 |IFf 1ine 36 is yes , was the fiscal year end of the home office different from that of ¥ 12/31/2011 38.00
the provider? If yes, enter in column 2 the fiscal year end of the home office.

39.00 |Ef 1ine 36 is ves, did the provider render services to other chain components? 1f ves, M 39.00
see instructions.

40.0¢ |If line 36 is yes, did the previder render services to the home office? If yes, see N 40.00
instructions. |

: : [. o o ereo T T Sl L. 2.00

Cost Report Preparer Contact Informat1on e : s TR : . : B

41.00 |Enter the first name, last name and the t1t1e/pos1t1on KEVIN SMITH 41.00
held by the cost report preparer in columns 1, 2, and 3,
respectively.

42.00 |Enter the employer/company name of the cost report UHS, INC 42.00
preparer.

43.00 |Enter the telephone number and email address of the cost [615-312-5742 KEVIN. SMITHEUHSTNC . COM 43.00

report preparer fin columns 1 and 2, respectively.

MCRIF32 - 3.23.147.0



Health Financial Systems STREAMWCOD In Lieu of Form CM$-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE pProvider CCN: 144034 |Period: worksheet $-2

From 07/01/2012 | Part IT

To 06/30/2013 | pate/Time Prepared:
10/1/2013 1:36 pm

Part B
:Date : P L T
PS&R pDatz. - - R TR g I B ; - T S T JENCUE
16.00 lwas the cost report prepared using the PS&R 10/26/2012 16.00

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

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

18.00 |If T1ine 16 or 17 is yes, were adjustments 15.00
made to PS&R Report data for additional
claims that have been billed but are not
included on the PS&R Report used to file
this cost report? If yes, see instructions.
19.00 |If Tine 16 or 17 is yes, were adjustments 19.00
made to PS&R Report data for corrections of
other PS&r Report information? If yes, see
instructions.

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

21.00 |was the cost repert prepared only using the 21.00
provider's records? If yves, see

{instructions.

Cost Report Preparer cantact Informat1on o A R T Sl
41.00 |Enter the first name, last name and the t1t1e/pos1t1on RETMBURSEMENT MANAGER 41.00

held by the cost report preparer in columns 1, 2, and 3,
respectively.

42.00 |Enter the employer/company name of the coest report 42.00
preparer.

43.00 (Enter the telephone number and email address of the cost 43.00

report preparer in columns 1 and 2, respectively.

MCRIF32 - 3.23.147.0



hHealth Financial Systems STREAMWOOD

NON-CMS HFS worksheet

HFS supplemental Information Provider CCN: 144034

Period:
From 07/01/2012

To  06/30/2013

worksheet $-2

Part Ix

Date/Time Prepared:
10/1/2013 1:36 o

S Ttle v T Tivlexax
o ' : : = o leegioo T 200
TITLES V AND/()R XX FOLLOWING MEDICARE : - TR : T
1.00 |po Title v or XIx follow Medicare (Title XVIII) for the Interns and Res1dence post Y Y 1.00
stepdown adjustments on wW/S B, Part I, column 257 Enter Y/N in column 1 for Title v
and Y/N in column 2 for Title XIX.
2.00 |po Title v or Xix follow Medicare (Title xXvITI) for the reporting of charges on wW/S C, Y Y 2.00
part T (e.g. net of Physician®s component)? Enter Y/N in column 1 for Title v and Y/N
in column 2 for Title XIX.
3.00 |po Title v or XiX follow Medicare (Title XvIII) for the calculation of Observation eed Y Y 3.00
Cost on W/S D-1, Part IV, line 897 Enter Y/N in column 1 for Title v and Y/N in column
2 for Title XIX.
: o _Inpatient - 1 . Outpatient -
RS RS : . S S R
CRITICAL ACCESS HosPITALS T R T T I — .
4,00 |poes Title v follow Medicare (T1t1e XVIII) for Cr1t1ca1 Access Hosp1ta1s (CAH) heing N N 4.00
reimbursed 101% of cost? Enter Y or N in column 1 for inpatient and Y or N in column 2
for outpatient.
5.00 (Does Title XIX follow Medicare (Title XVIII) for Critical Access Hospitals (CAH) being N N 5.00
reimbursed 101% of cost? Enter Y or N in column 1 for inpatient and ¥ or N in column 2
for outpatient.
B CUTitle Vi T‘lt'le XTX
o H1i00 L2y 00 o
RCE DISALLOWANCE = - - : : e
6.00 |Do Title v or XIX fo110w Med1care and add back the RCE D1sa11owance on W/S c, Part I Y Y 6.00
column 47 Enter Y/N in co1umn 1 for Title v and Y/N in co1umn 2 for T1tTe XIX.
PASS: THROUGH COST = -
7.00 |po Title v or XIX follow Medicare when Cost reimbursed (payment system is “0") for Y Y 7.00
worksheets D, parts I through Iv? Enter ¥/N in column 1 for Title v and ¥/N in column
2 for Title XIx.

MCRIF32 - 3.23.147.0



Health financial Systems STREAMWOOD in Lieu of Form CMS-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA provider CCN: 144034 | Period: worksheet $-3

From 07/01/2012 | part I

To 06/30/2013 | pate/Time Prepared:
10/1/20123 1:35 pm

|T/P pays. / o/pl:
o T T T S . sl i visits o Tripst
L component .. “worksheet A | No:.of Beds-i. Bed Days, :|. CAHiHeurs i  Title ¥
Sy LR T Viine Namber | e b avaitabledt [ i o e
R D oo n e s 1,00 0 4 2.00 il 3000 s 4200 ) 5.00 -1
1.00 |Hospital Adults & Peds. (columns 5, 6, 7 and 30.00 162 59,130 0.00 0| 1.00
8 exclude Swing Bed, Cbservation Bed and
Hospice days)
2.00 iHMO 2.00
3.00 |HMO IPF Subprovider 3.00
4.00 |HMO IRF Subprovider 4.00
5.00 |Hospital adults & Peds. Swing Bed SNF 0f 5.00
6.00 |Hospital adults & Peds. Swing Bed NF 0] 6.00
7.00 |Total Adults and Peds. (exclude observation 162 59,130 0.00] Q] 7.00
beds) (see instructions)
8.00 |INTENSIVE CARE UNIT 8.00
9.00 | CORONARY CARE UNIT 9.00
10.00 |BURN INTENSIVE CARE UNIT 10.00
11.00 | SURGICAL INTENSIVE CARE UNIT 11.00
12.00 OTHER SPECIAL CARE (SPECIFY) 12.00
13.00 |NURSERY 13.00
14,00 |Total (see instructions) 162 59,130 .00 0f 14.00
15.00 |CAH visits 0] 15.00
16.00 |SUBPROVIDER - IPF 16.00
17.00 |SUBPROVIDER - IRF 17.00
18.00 |SUBPROVIDER 18.00
19.00 |SKILLED NURSING FACILITY 19.00
20.00 |NURSING FACILITY 20.00
21.00 |OTHER LONG TERM CARE 46,00 G 0 21.00
22.00 |HOME HEALTH AGENCY 22.00
23.00 |AMBULATORY SURGICAL CENTER (D.P.) 23.00
24.00 {HOSPICE 24.00
25.00 JCMHC — CMHC 7 25.00
26.00 |RURAL HEALTH CLINIC 26.00
26.25 |FEDERALLY QUALIFTED HEALTH CENTER 26.25
27.00 |Total (sum of lines 14-26) 162 27.00
28.00 |observation Bed Days G| 28.00
29.00 |Ambulance Trips 29.00
30.00 |Employee discount days (see instruction) 30.00
31.00 |Employee discount days - IRF 31.00
32.00 |Labor & delivery days (see instructions) 32.00
33.00 |LTCH non-covered days 33,00

MCRIF32 - 3.23.147.C



Health Financial Systems

STREAMWDOD

In Lieu of Form CMS-2552-10

HOSPITAL AND HGSPITAL HEALTH CARE COMPLEX STATISTICAL DATA

Provider CCN: 144034 {

Period:
i From 07/01/2012
iTo 06/30/2013

Worksheet 5-3
Part I

Date/Time Prepared:
10/1/2033 1:35 pm

""" [ I/P pays. [ O/P visits / Trips - Full; Time Equivalents: R
Title XVIIT ~Total Al] Total Interns | Employees_ On |- i
ST ~patients - | & Residents “pavroll: B
S : TR S <600 . B.O0: 9:00° 10.00 Lt
1.00 |Hospital Adults & Peds. (columns 5, 6, 7 and 39,664 1.00
8 exclude swing Bed, Observation Bed and
Hospice days)
2.00 |HMO [0} o 2.00
3.00 [HMD IPF Subprovider 0 0 3.00
4.00 [HMO IRF Subprovider 0 0 4.0
5.00 |Hospital Adults & Peds. Swing Bed SNF 0 0 1] 5.00
6.00 |Hospital Adults & Peds. Swing Bed NF 0 1] 6.00
7.00 |Total Adults and Peds. (exclude chservation 26 29,094 39,664 7.00
heds) (see instructions)
8.00 INTENSIVE CARE UNIT 8.00
5.00 CORONARY CARE UNIT 9.00
10.00 |BURN INTENSIVE CARE UNIT 10.00
11.00 |SURGICAL INTENSIVE CARE UNIT 11.00
12.00 {OTHER SPECIAL CARE (SPECIFY) 12.00
13.00 |NURSERY 13.00
14.00 |Total (see instructions) 26 29,004 39,664 0.00 292.00| 14.00
i5.00 |CAH visits 8] 0 0 15.00
16.00 |SUBPROVIDER - IPF 16.00
17.00 |SUBPROVIDER - IRF 17.00
18.00 | SUBPROVIDER 18.00
19.00 |SKILLED NURSING FACILITY 19.00
20.00 |NURSING FACILITY 20.00
21.00 |OTHER LONG TERM CARE 0 .00 0.00{ 21.00
22.00 {HOME HEALTH AGENCY 22.00
23.00 {AMBULATORY SURGICAL CENTER (D.P.) 23.00
24,00 |HOSPICE 24.00
2500 |CMHC - CMHC 25.00
26.00 |RURAL HEALTH CLINIC 26.00
26.25 | FEDERALLY QUALIFIED HEALTH CENTER 26.25
27.00 |Total (sum of lines 14-26) 0.00 292.00} 27.00
28.00 |observation Bed Days O 0 28.00
29.00 |Ambulance Trips [y 29.00
30.00 |Employee discount days (see instruction) 0 30.00
31.00 {Employee discount days - IRF 0 31.00
32.00 jLabor & delivery days (see instructions) 0 0 32.00
33.00 |LTCH non-covered days 0 33.00

MCRIF3Z2 - 3.23.147.0



Health Financial Systems STREAMWOOD In Lieu of Form cM3-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA Provider CCN: 144034 |Period: | worksheet s-3
From 07/01/2012 i part I
To  06/30/2013 | pate/Time Prepared:
10/1/2013 1535 pm
L CRUTT Time Discharges - TS ST RN
R : wrot] Eguivalents S i TR IR T . N
- ;. Compenent {: Nonpaid -1 < Title v Title XVITI- =" Title XIX @ Total:-All: )
e A P S - A 1 workers R Sl N L Patients - e
S ks Celee R e e T e T 00 12.00 ¢ S0 13,00 - 14,00 = 15.00 R
1.00 [Hospital Adults & Peds. (columns 5, 6, 7 and 2 1,869 2,551| 1.00
8 exclude Swing Bed, Observation Bed and
Hospice days)
2.00 |HMO 0 2.00
3.00 |HMO IPF Subprovider 3.00
4.00 |HMO IRF Subprovider 4.00
5.00 |Hospital Adults & Peds. Swing Bed SNF 5.00
6.00 |Hospital Adults & Peds. Swing Bed NF 6.00
7.00 |Total Adults and Peds. (exclude observation 7.00
beds) (see instructions)
8.00 | TNTENSTVE CARE UNIT £.00
9.00 |CORONARY CARE UNIT 9.00
1000 [|BURN INTENSIVE CARE UNIT 10.00
1.00 | SURGTCAL INTENSTVE CARE UNIT 11.00
12.00 |OTHER SPECIAL CARE (SPECIFY) 12.00
13.00 |NURSERY 13.00
14.00 |Total {see instructions) 0.00 2 1,869 2,551 14.00
15.00 |CAH wisits 15.00
16.00 |SUBPROVIDER - IPF 16.00
17.00 |SUBPROVIDER - IRF 17.00
18.00 |SUBPROVIDER 18.00
19.00 |SKTLLFD NURSTNG FACTLITY 19.00
20.00 |NURSING FACTLTTY 20.00
21.0¢ |OTHER LONG TERM CARE 0.00 14| 21.00
22.00C |HOME HEALTH AGENCY 22.00
23.00 |AMBULATORY SURGICAL CENTER (D.P.) 23.00
24,00 |[HOSPICE 24.00
25.00 {CMHC - CMHC 25.00
26.00 {RURAL HEALTH CLINTC 26,00
26.25 |FEDERALLY QUALTFTED HFALTH CENTER 26.25
27.00 |Total (sum of Tines 14-26) 0.00 27.00
28.00 |Chservation Bed DRays 28.00
29.00 |Ambulance Trips 29.00
30.00 |eEmployee discount days (see instruction) 30.00
31..00 |Employee discount days - TIRF 31.00
32.00 |Labor & defivery days (see instructions) 32.00
33,00 |LTCH non-covered days 33.00

MCREF32 - 3.23.147.0



Health Financial Systems STREAMWOOD In Lieu of Form ¢M$-2552-10

HOSPITAL UNCOMPENSATED AND TNDIGENT CARE DATA Provider CCN: 144034 |period: worksheet 5-10

Fram 07/01/2012 .

Te  06/30/2013 | bate/Time Prepared:
R R

Uncompensated and 1nd1gent care cost computatwn ¥ R : R R R e
1.00 |cCost to charge ratio (worksheet C, Part I line 202 co1urnn 3 d1v1ded by 11ne 202 co'lurrm 8) | 0.303807! 1.900
Medicaid (see instructions for each Tine) @ . -+ 1™ - : . C G LT e
2.00 |net revenue from Medicaid 0] 2.00
3.00 |Did you receive DSH or suppiemental payments from medicaid? 3.00
4.00 |IFf line 3 is "yes", does line 2 include all DSE or supplemental payments from Medicaid? 4.00
5.00 :If line 4 is "no", then enter DSH or supplemental payments From Medicaid 0| 5.00
6.00 |Medicaid charges 0| 6.00
7.00 |Medicaid cost (line 1 times line 6 0| 7.00
8.00 |Dpifference between net revenue and costs for Medicaid pregram (line 7 minus sum of Tlines 2 and 5; if 0| 8.00
< zerp then enter zerc) .
state children’s Health Insurance Program {SCHIP) {see instructions for each Tine)
2.00 |Net revenue from stand-alone SCHIP 0} 9.00
10.00 |stand-alone SCHIP charges Qi 10.00
11.00 |stand-alone SCHIP cost {1ine 1 times line 10) 0} 11.00
12.00 |pifference between net revenue and costs for stand-alone SCHIP (line 11 minus line 9; if < zero then 0| 12.00
enter zero)
Other state ‘or local: government indigent .care program {see instructions for each 1ine)
13.00 {Net revenue from state or local indigent care program {(Not included on lines 2, 5 or 9) 0| 13.00
14.00 |Charges for patients covered under state or lecal indigent care program (Not included in lines 6 or 0| 14.00
10}
15.00 |State or local indigent care program cest (Tine 1 times Tine 14) 0| 15.00
16.00 |pifferance between net revenue and costs for state or local indigent care pregram (line 15 minus Tine 0] 16.00
13; if < zero then enter zero)
uncompensated care (see instructions ‘for each Tine}: R : B .
17.00 |Private grants, donations, or endowment income restr'lcted to Fundmg c?}amty care 0] 17.00
18.00 |Government grants, appropriations or transfers for support of hospital operations 0| 18.60
19.00 {Total unreimbursed cost for Medicaid , SCHIP and state and Tocal indigent care programs (sum of Tines 0| 19.00
8, 12 and 16) o
SR T “Uninsured - "} - Insured. : [Total (col. X[ .-
‘tpatients ! - patients | - b-cob. 2) i
S L A . S : - 71.00 ). G200 3,00 - .
20.00 TDta] 1n1t1a1 ob11gat1on of patients approved for char1ty care (at full o 0 0| 20.00
charges excluding non-reimbursable cost centers) for the entire facility
21.00 |Cost of +initial obligation of patients approved for charity care (line 1 6] 0 0; 21.00
times line 20)

22.00 |partial payment by patients approved for charity care 0 0 0| 22.00
23.00 |cost of charity care (line 21 minus line 22) 0 0 G| 23.00
G RENR R - o - : : : : 1.00-

24.00 |{poes the amount in Tine 20 column 2 include charges for patient days beyond a length of stay Timit 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 ¥imit 0] 25.00
26.00 |Total bad debt expense for the entire hospital complex {see instructions) 0| 26.00
27 .00 |Medicare bad debts for the entire hospital complex (see instructions) 0y 27.00
28.00 |Non-Medicare and Non-Reimbursable bad debt expense (line 26 minus Tine 27) 0] 28.00
29.00 |Cost of non-Medicare bad debt expense (line 1 times line 28) 0| 29.00
30.00 |Cost of non-Madicare uncompensated care (line 23 column 3 plus line 29) 0| 30.00
31.00 |Total unreimbursed and uncompensated care cost (line 19 pius line 30) 0| 31.00

MCRIF32 - 3.23.147.0



RECLASSIFTCATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES Provider CCN: 144034 | Period: worksheet A
From 07/01/2012
To 06/30/2013 | Date/Time Prepared:
10/1/2013 1:35 pm_

Health Financial Systems STREAMWOOD In Lieu of Form CM5-2552-10

17 sElaries ¥ “Other. ;. {Total (601 . 1 REC_Ta_SS_i_fj.Cat‘i ‘Reclassified
e i Ly 2 cell 2) . fons (See 'A-6). | Trial Balarice
: L Sl (CO‘E- 3+*
IRIAREAE AL IR - : ol A)
51,00 0 i 2.00 e 1300 5 400 ]S, 00
1.00 |00100|CAP REL COSTS-BLDG & FIXT 1,544,974 1,544,974 161, 790 1,706,764 1.00
2.00 |00200|CAP REL COSTS-MVBLE EQUIP 346,619 346,619 91,731 438,350 2.00
3.00 |00300|0THER CAP REL COSTS 0 i 0 0| 3.00
4.00 (00400 EMPLOYEE BENEFITS 291, 784 2,369,331 2,661,115 0 2,661,115 4.00
5.00 [D0500|ADMINISTRATIVE & GENERAL 2,025,826 2,615,275 4,641,101 -1,008,143 3,632,958| 5.00
7.00 00700|OPERATION OF PLANT ) 967,774 967,774 ~§,352 961,422 7.00
8.00 [00800| LAUNDRY & LINEN SERVICE 0 151,009 151,009 0 151,00%| 8.00
9.00 [00900|HOUSEKEEPTNG ) 495, 641 495 641 0 495 641| 9.00
14.00 101000| DIETARY 324,491 351,646 676,137 0 676,137| 1¢.00
13.00 {01300/ NURSING ADMINISTRATION 915,158 1,685 916,843 0 916,843| 13.00
16.00 |01600|MEDICAL RECORDS & LIBRARY 209,946 126,866 336,812 0 336,812 16.00
17.00 |[01700| SOCTAL SERVICE 0 0 G 0 0f 17.00
TNPATIENT' ROUTINE SERVICE COST CENTERS: ) R R C e T ’ ST
30.00 |03000|ADULTS & PEDIATRICS 6,940,859 2,404,449 9,345,308 0 9,345,308! 30.00
46.00 |04600| OTHER LONG TERM CARE 0 0 4 0 0 46.00
IANCTLLARY SERVICE COST CENTERS ~“ i .. .~ S e N

54,00 |05400| RADTOLOGY-DIAGNOSTIC 6] 0 0 0 0| 54.00
60.00 |06000| LABORATORY [¢] 63,213 63,213 0 63,213| 60.00
67.00 |06700| OCCUPATIONAL THERAPY 0 0 0 0 0| 67.00
69.00 |06900| ELECTROCARDIOLOGY 0 0 0 0 0] 62.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 0 0 0 0| 70.00
73.060 |07300| DRUGS CHARGED TD PATIENTS 0 566,782 566,782 0 566,782 73.00

OUTPATIENT SERVICE COST CENTERSS

90.00 (C9000| CLINIC 913,473 435,288 1,348,?61‘ 435,162 1,783,923| 90.00

91.00 |09100| EMERGENCY 0 0 0 0 0| 91.00
SPECIAL PURPOSE. COST. CENTERS B L R T = R i

118.00 [ sUBTOTALS (SUM OF LINES 1-117) | 11,621,537 12,440,557 24,062,089 -325, 817 23,736,277|118.00
NONREIMBURSABLE - COST CENTERS : S e : R T

192.00{19200| PHYSICIANS' PRIVATE OFFICES 0 0 0 of 0]192.00

194.00[{07950| CTHER NONREIMBURSABLE COST CENTERS 0 0 0 ol 0(194.00

194.01{07951] EDUCATION 350,863 5,253 356,116 0 356,116|194.0%

194.02|07952} MARKETING 0 0 4] 325,812 325%,812|194.02

194.03|07353]| PHP MEALS 0 ) 0 G 0/194.03

200.00 TOTAL (SUM OF LINES 118-199) 11,972,400 12,445, 805! 24,418,205 G 24,418,205]200.00

MCRIF32 - 3.23.147.0



Health Financial Systems STREAMWOOD In tieu of Form {M5-2552-10
RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES { Provider CCN: 144034 |Period: worksheet A
From 07,/01/2012
To  06/30/2013 | pate/Time Prepared:

10/i/2013 1:35 pm

“Cost Center Description - Adjustments | Net: Expenses:| |
oot e B (see A-B) . |For AlTocation| -
. Uil L ERDEN . Pl 5.00 700 U

GENERAL SERVICE COST CENTERS : T ORI bt
1.00 |0G100;CAP REL COSTS-BLDG & FIXT -58,691 1,648,073 1.00
2.00 |00200iCAP REL COSTS-MVBLE EQUIP -26,708 411,642 2.00
3.00 |0OD300|0THER CAP REL COSTS : 0 0 3.00
4.00 |00400|EMPLOYEE BENEFITS 98,376 2,759,491 400
5.00 |O0500|ADMINISTRATIVE & GENERAL -135,234 3,497,724 5.00
7.00 |00700| OPERATION OF PLANT 0 961,422 7.00
8.00 ;00800|LAUNDRY & LINEN SERVICE 0 151,009 8.00
9.00 i00900|HOUSEKEEPING 0 495, 641 9.00
10.00 |{01000| DIETARY ' -5,016 671,121 10.00
13.00 {01300|NURSING ADMINISTRATION 0 916,843 13.00
16.00 |01600|MEDICAL RECORDS & LIBRARY 0 336,812 16.00
17.00 (01700 SOCIAL SERVICE 0 0 17.00

INPATIENT ROUTINE SERVICE COST CENTERS .. - N L A N I : T
30.00 |03000|ADULTS & PEDIATRICS i -2,421,189 6,924,319 30.00
46.00 [04600{0THER LONG TERM CARE 0 o ] 46,00

ANCILLARY. SERVICE. COST CENTERS ) : e D S A R AR S ) )
54.00 [05400} RADIOLOGY~DTAGNOSTIC 0 Q 54.00
60.00 |06000; LABORATORY 0 63,213 60.00
67.00 |06700! OCCUPATIONAL THERAPY 0 v 67.00
69.00 |06900] ELECTROCARDICLOGY Ll 1y 69.00
70.00 [07000| ELECTROENCEPHALOGRAPHY 0 o 70.00
73.00 [07300| DRUGS CHARGED TO PATIENTS 0 566,782 73.00

OUTPATIENT. SERVICE COST CENTERS IR R R D D R B ] g S
30.00 109000| CLINIC ‘ ~1,329,14] 454,782 : 90.00
91.00 |{D9100| EMERGENCY 0 0 91.00

SPECTAL PURPOSE COST CENTERS : : s S e T ] S e e
118.00 [SUBTOTALS (SUM OF LINES 1-117) [ -3,877,603] 19,858,674 ,_ 118.00

NGNREIMBURSABLE COST CENTERS .© L e e e ey e : L N :
192.00|19200| PHYSICIANS® PRIVATE OFFICES l 0 0 192.00
194 .00|07950| OTHER NONREIMBURSABLE COST CENTERS o 0 194.00
194.0%|07951 EDUCATION § G 356,116 194.01
194.02|07952 MARKETING ¢ 325,812 194.02
194.03|07953! PHP MEALS 0 0 194.03
200. 090 TOTAL (SUM OF LINES 118-199) -3,877,603 20,540,602 200.00

MCRIF32 - 3.23.147.0



Health Financial Systems STREAMWOOD In Lieu of Form CM5-2552-10
COST CENTERS USED IN COST REPORT Provider CCN: 144034 | period: worksheet Non-CMS w
From 07/01/2012
Fo 06/30/2013 | pate/Time Prepared:
10/1/2013 1:35 pm

Cost Center Description - R I ] cws. code " "standard Label For: i i
S e e : R R L i Neofi-standard Codes’

B AR b R 1.00 : 200

GENERAL SERVICE. COST ' CENTERS . ) ] : : s S Lo e ]
1.00 |CAP REL COSTS-BLDG & FIXT 00100 1.00
2.00 CAP REL COSTS-MVBLE EQUIP 060200 2.00
3.00 {OTHER CAP REL COSTS 00300 3.00
4.00 |EMPLOYEE BENEFITS 00400 4.00
5.00 |ADMINISTRATIVE & GENERAL 00500 5.00
7.00 |OPERATION OF PLANT 00700 7.00
8.00 |LAUNDRY & LINEN SERVICE 00800 8.00
9.00 |HOUSEKEEPING 00900 9.00
10.00 |DIETARY 01000 10.0C
13,00 | NURSING ADMINISTRATION 01300 13.00
16.00 |MEDICAL RECORDS & LIBRARY 01600 16.00
17.00 [SOCIAL SERVICE 01700 17.00

INPATIENT ROUTINE-SERVICE COST CENTERS.: I R R L P T Gl
30.00 jADULTS & PEDIATRICS 03000 30.00
46,00 |OTHER LONG TERM CARE 04600 46.00

IANCTILLARY - SERVICE ‘COST CENTERS R L R SR LR e Lo '
54,00 |RADIOLOGY-DIAGNOSTIC 05400 i 54_00
60.00 | LABORATORY 06000 60.00
67.00 |OCCUPATIONAL THERAPY 06700 67.00
69.00 | ELECTROCARDIOLOGY 06900 69.00
70.00 | ELECTROENCEPHALOGRAPHY 07000 70.00
73.00 |DRUGS CHARGED TO PATIENTS 073006 73.00

OQUTPATIENT SERVICE COST CENTERS - i 7 - 077 e 7T D b 2 s s ] C
90.00 |CLINIC 09000 90.00
91.00 { EMERGENCY 09100 91.00

SPECIAL PURPOSE 'COST CENTERS : L o R L R E R
118.00|SUBTOTALS (SUM OF LINES 1-117) | [ T118.00

NONREIMBURSABLE ‘COST CENTERS: ST : : T T R T T
192 00| PHYSICIANS' PRIVATE OFFICES 19200 ! 192.00
194.00| OTHER NONREIMBURSABLE COST CENTERS 07950 194.00
19401 EDUCATION 07951 194 .01
194 . 02| MARKETING 07952 194.02
194 . 03| PHP MEALS 67953 194.03
200.00/ TOTAL (SUM OF LINES 118-199) i 200.00

MCRIF32 - 3.23.147.0



Health Fimancial Systems STREAMWOOD In Lieu of Form ¢M5-2552-10
RECLASSIFICATIONS Provider CCN: 144034 |[Period: worksheet A-6

From 07/01/2012

To 06/30/2013 | pate/Time Prepared:

_ 10/1/2013 1:35 pm

: SRR " Increases. - o e
Cost Center I dine # - id  Tsalary [ other
T 200N e 3000y L A4.000 T 5,00
B — RENT LEASE .. R R : )
1.00 CAP REL COSTS-BLDG & FIXT 1.00 ol 161 790 1.00
2.00 |CAP REl. COSTS-MVBLE EQUIP 2.00] 0 91,7314 2.00
.00 | o.oo, o 0 3.00
TOTALS G 253,523
C— COMMUNITY RELATIONS R i
1.00 [MARKETING m_.______‘, — 194.0 o7 — _274 363 Wwﬁsi,ﬁfsq 1.00
[TOTALS 274 363 51,449
D - TRANSPORTATION . "o e N
.00 |eLinze ; _90._00- __@7_971________199 784 1.00
TOTALS 1 ﬁ_ 26,797 199, 734
E ‘= PATIENT TRANSPORTATION "' . T [ i
1.00 QIE[L7#m__________90._00____E.QZ___lgg?M 1.00
TOTALS 26,797 190,784
500.00 |{Grand Total: Increases 327,957 686,538 500.00

MCRIF3Z - 3.23.147.0



Health Finmancial Systems STREAMWOOD In Lieu of Form €MS-2552-10
RECLASSTFICATIONS Provider CCN: 144034 |Period: worksheet A-6

From G7/01/2012
To 06/30/2013 | pate/Time Prepared:
~ 1107172013 1:35 on

: SRR T -Decreases D . L o R TR R T
Tl Cost Center .. . .. Line # [ " salary other . . |wkst..A-7 Ref.]: 707
e . -. 3:6.00 . T : i ~7.00 i . 8_00. o . . 90(} . : 10.00: ¢ 1
B - RENT LEASE. .. e T EEEE - R S R - R
1.00 0.00 0 i) 10 1.00
2.00 |ADMINISTRATIVE & GENFRAL 5.00 [ 247,169 10 2.00
3.00 OPERATION OF PLANT | _ _ _7.000 o, _ __ 632 0 3.00
TOTALS 0 253,521
C: = COMMUNITY RELATIONS R : T e RS o B T T T
1.00 |ADMINISTRATIVE & GENERAL | 5.000 _ 274,363 5‘1-‘5&51."?****% 1.00
TOTALS ! 274,363 , 449
D ""TRANSPORTATION_“' : ER - - . T : P : : ZZ.Z:. e . . . . : : . ) X
1.00 |ADMINISTRATIVE & GENERAL __ 26,797 _ 190,784 ﬁq 1.00
TOTALS 26,797 190,784}
E ~ PATIENT: TRANSPORTATION - .~ EIRE R : IR
1.00 |ADMINISTRATIVE & GENERAL |~ 5.000 _ _ 26,787, ~ 190,784 O r.00
TOTALS 26,797 190,784
500.00 [rand Total: Decreases 327,957 686,538 I 500.00

MCRIF32 - 3.23.147.0



Health Financial Systems STREAMWOCD In {ieu of Form CMS-2552-10
RECLASSIFICATIONS : Provider CCN: 144034 | period: worksheet A-6

i From 07/01/2012 | Non-CM5 Worksheet
To 06/30/2013 | Date/Time Prepared:
10/1/2013 1:35 pm

I “Increases = i : N s e T .Decreases . . LT
0. Cost Center ] Line # - | salary "~ i - Cost Center :- .. | Ling ¥ .. '|--' Sa]ary
N 200 ..--] 3,000 - 17 4000 5 T '6.00 i _.|- 700 . 800
B - RENT LEASE '~ . . .~ .. - . i : o U i I
1.00 |CAP REL €OSTS-8LDG & FIXT 1.00 0 1.00
2.00 |CAP REL COSTS-MVBLE EQUIP 2.00| O[ADMINISTRATIVE & GENERAL 2.00
.00 000 O[OPERATION OF PLANT 3.00
TOTALS o) TOTALS
C ~ ‘COMMUNITY RELATIONS ... EERERE . j P
1.00 |MARKETING + —10a. OZJﬁ o7, E%@@ETMTI_VE_&QEER& _
[TOTALS 2?4 363[TOTALS
b - TRANSPORTATION ' T
1.00 |cLz~wzc = i _90-_0{%7 ____ 26, E‘ﬁADMﬂ\EET&THE_&ﬁEERA_L _
TOTALS 26,797TotALs [ T
E — PATIENT TRANSPORTATIODN PR A AR A ) . Lol Lo o .
1.00 |cLivgzc | %000 E.EY_EMEIATETH@iEERA_L S - L ¢
TOTALS 26,797 TOTALS .
500.00 |Grand Total: Increases 327,957Grand Total: Decreases

MCRIF32 - 3.23.147.0



Health Financial Systems

STREAMWOOD

In Lieu of Form CmM$-2552-10

RECONCILIATION OF CAPITAL CQSTS CENTERS Provider CCN: 144034 |Period: worksheet A-7
From 07/01/2017 | Part 1
| To 06/30/2013 | Date/Time Prepared:
— | 107172015 1:35 pm
RN Acquisitions T R S R
ol nBeginning-ll 1" -“Donation:! Srotal h{Disposalsand.
“ofocBalances Yo R i Retiréments
""" JEE ST Dot b " 1‘00 : 3.00 . : 4,00 NERER DURL00
PART T - ANALYSIS OF CHANGES IN CAPITAL ASSET BALANCES - S G o B R )
1.00 |Land 2,240,512 0 0 0 0| 1.00
2.00 |Land Improvements 0 0 0 0 0| 2.00
3.00 |Buildings and Fixtures 19,349,308 0 0 0 0| 3.00
4.00 |Building Improvements 412,122 0 0 0 0} 4.00
5.060 |Fixed Equipment 0 0 0: 0 0] 5.00
6.00 |Movable Equipment 2,006, 845 0 [t 0 0f 6.60
7.00 [HIT designated Assets 0 0 0 0 0] 7.00
8.00 isubtotal (sum of Tines 1-7) 24,008,787 0 0 0 0] B.0D
9.00 :Reconciling Items 0 0 ¢ 0 0| 9.00
i0. e 8 minus line 9) 24,008,787 0 [¢] 0 0] 10.00
. Sl e {ending Balance Flly L S i o
BRI pepreciated |-
el MR AsSets
TS L e R R A AR AT Ll SRR 600 | 700
PART .I = ANALYSIS OF CHANGES IN. CAPITAL ASSET BALANCES® .. = 7 . ...~
1.00 |Land 2,240,512 0 1.00
2.00 |Land Improvements 0 0 2.00
3.00 |Buildings and Fixtures 19,349,308 O 3.00
4.00 |Building Improvements 412,122 O 4.00
5.00 |Fixed Equipment 0 0 5.00
6.00 [Movable Equipment 2,006,845 0 6.00
7.00 {HIT designated Assets 0 G 7.00
8.00 {subtotal (sum of lines 1-7) 24,008,787 6] 8.00
9.00 |Reconciling Items 0 0 9.00
10.00 |Total (line 8 minus line 9) 24,008,787 0 10.00

MCRIF32 - 3.23.147.0



Health Financial Systems STREAMWOOD In itieu of Form CMS-2552-10
RECONCILIATION OF CAPITAL CODSTS CENTERS Provider CCN: 144034 :pPerjod: worksheet A-7

From 07/G1/2012: Part II

To 06/30/2013 | Date/Time Prepared:
10/1/2013 1:35 pm

SUMMARY. OF  CAPITAL *

| Depreciation | ‘=  ‘Lease i 3| Interest: - [Insurance’ (see| Taxes. {see: |~
S R : Cssnp e s Jinstructions) instructions) 1
PART II '~ RECONCILIATION OF AMOUNTS. FROM WORKSHEET A, COLUMN 2, LINES 1 and 2. = L s L -
1.00 CAP REL COSTS-BLDG & FIXT 825,312 0 0 60, 600 659,062 1.00
2.00 CAP REL COSTS-MVBLE EQUIP 313,868 0 0 32,751 0 2.00
3.00 |Total (sum of Tines 1-2) 1,139,180 0 0

93,351] 659,062 3.00

TGl SUMMARY OF. CAPTTAL: 1=

Other . frotal (D Gum. -
Capitai-relate].of cols: 9. =
d Costsi(see § i through:14) )

“ldnstructionsy]
PART LT -~ RECONCILTATTON OF AMOUNTS FROM WORKSHEET A, COLUMN 2. LINES 1 and 2 e i E
1.00 CAP REL COSTS-BLDG & FIXT ¢ 1,544,974 1.00
2.00 CAP REL COSTS-MVBLE EQUIP 0 346,619 2.00
3.00 |Total (sum of lines 1-2) ] 1,891,593 3.00

MCRIF32 - 3.23.147.0



Health Financial Systems

STREAMWOOD

In Lieu of Form CM5-2552-10

RECONCT{.IATION OF CAPITAL COSTS CENTERS

Frovider

CCN: 144034

To

Period:
From 07/01/2012

Part III
06/30/2013

worksheet A-7

Date/Time Prepared:
10/1/2013 1:35 pm_

"ﬂ.cast'Centeh'Description .

- GFDSS ASSEtS

COMF‘UTATION OF RATIOS

o ALLOCATIDN OF OTHER CAPITAL

Cap1ta112ed

Gross ASSEtS

Rat1o (see

Sleases . for Ratio: |instructions
A col. 17~ tot:
...... R STyl SRR
1.00° 2.00 3.00 4,000 L1500

PART III = RECDNCILIATION OF -CAPITAL COSTS -CENTERS

1.00 |capP REL. COSTS-BLDG & FIXT 0 0 0 1.000000 0| 1.00
2.00 |caP RElL. COSTS-MVBLE EQUIP 0 0 0 0. 000000 G| 2.00
3.00 |7votal (sum of lines 1-2) 0 0 0 1.000000 0| 3.00
Lo e [ ALLQCATEON OF OTHER CAPTTAL - SUMMARY-:OF CAPTTAL - [ S

Cost Center Description: Taxes : other [otal (sum of Deprec1at1on TLease

: SR s N ; jcap1tai Re1ate cols : : :

. G i d costs® through 7) DR
- i ] "6.00 _' T 7.00 . 4. B 00 9,00 . 2.10,00 L
PART III - RECONCILIATION OF CAPITAL COSTS CENTERS - - © - ... : B B T

1.00 |CAP REL COSTS-BLDG & FIXT 4 0 0 766,621 161,790 1.00
2.00 |CAP REL COSTS-MVELE EQUIP 0 0 0 287,160 91,731} 2.00
3.00 |Total {sum of Jines 1-2) 0 o] 0 1,053,781 253,521 3.900

= Cost- Center: Description

MMARY OF - CAPITAL

<Interest

‘lInsurance (see
'nStruCtipns)

Taxes “(see:

1nstruct1ons) lcapitat-Relate

- Other:.

“Trotal (2) (sum R
of cols. 9 -

‘| d. costs (see through 14)
: . . T o ”Z.. iﬁstructﬁuhs) )
- e 11 00 212,00 0 v 13.000 400 -0 15 00 )
PART III - RECONCILIATION.OF CAPITAL COSTS CENTERS. : T :
1.00 |{CAP RFL COSTS-BLDG & FIXT 0 60, 600 659,062 0 1 648 073 1.00
2.00 |CAP REL COSTS-MVBLE EQUIP 0 32,751 0 0 411,642 2.00
3.00 iTotal (sum of Tines 1-2) 0 93,351 659,062 4] 2,059,715 3.00

MCRIF32 - 3.23.147.0



Health Finmancial Systems

STREAMWOOD

In tieu of Form ¢ms-2552-10

ADJUSTMENTS TO EXPENSES

Provider CCN: 144034

Period:

From 07/01/2012
06/30,/2013

To

worksheet A-8

Date/Time Prepared:

10/1/2013 1:35 pm
T UExpehnse Classification on worksheet A ' =0 - 200
. To/From Which' ‘the Amount is to be ‘Adjiisted

S ‘Cost Center:pPescription [Basis/Code (23 . sl . Cost-Center. ine # - jwkst. A-7 Ref.

Lo A T T LR : 1.00- o T2 00 13700 . i 4.00: T T5L00

1.00 |Investment income — CAP REL O|CAP REL COSTS-BLDG & FIXT 1.00 o 1.00
COSTS-BLDG & FIXT (chapter 2)

2.00 {Investment income - CAP REL (iCAP REL COSTS-MVBLE EQUIP 2.00 o 2.00
COSTS-MVBLE EQUTP (chapter 2)

3.00 |Investment income - other G 0.00| o] 3.o00
(chapter 2)

4.00 |Trade, quantity, and time 0 0.00 0 4.00
discounts (chapter B)

5.00 |Refunds and rebates of A -87,733|ADMINISTRATIVE & GENERAL 5.00 0 5.00
expenses (chapter 8)

6.00 |Rental of provider space by 0 0.00 0 6.00
suppliers (chapter 8)

7.00 |Telephone services (pay 0 0.00 o 7.00
stations excluded) (chapter
21)

8.00 |Television and radic service 0 0.00 0, 8.00
(chapter 21)

9.00 |parking lot {chapter 21} 0 0.00 0 9.00

10.00 |provider-based physician A-8-2 -3,691,527 0 10.00
adjustment

11.00 |sale of scrap, waste, etc. 0 0.00 0 11.00
(chapter 23)

12.00 |Related organization A-8-1 565,672 0 12.00
transactions (chapter 10}

13.00 |Laundry and Tinen service 0 0. 00 0| 13.00

14.00 {cafeteria-employees and guests A -4 2BUDIETARY 10.00 0 14.00

15.00 {Rental of quarters to employee 0 0.00 0] 15.0C
and others

16.00 |sale of medical and surgical 0 0.00] G 16.00
supplies to other than
patients

17.00 |sate of drugs to other than 0 0.00 O 17.00
patients

18.00 [sale of medical records and 0 0.00 0 18.00
abstracts

19.00 |Nursing school (tuition, fees, 0 0.00 0 18.00
books, etc.)

20.00 vending machines A -735|DIETARY 10.00 0 20.00

21.00 {Income Trom imposition of 0 0.00 0 21.00
interest, finance or penalty
charges (chapter 21}

22.00 |Interest expense on Medicare 0 0.00 0 22.00
overpayments and borrowings to
repay Medicare overpayments

23.00 |Adjustment for respiratory A-8-3 O[*** Cost Center Deleted **=% 65.00 23.00
therapy costs in excess of
Timitation {chapter 14)

24.0C |adjustment for physical A-8-3 0|*** Cost Center pDeleted *=% 66.00 24.00
therapy costs in excess of
Timitation (chapter 14)

25.00 |utilization review - Oj*** Cost Center Deleted *¥* 114.00 25.00
physicians' compensation
(chapter 21}

26.00 {Depreciation - CAP REL B -58,691CAP REL COSTS-BLDG & FIXT 1.00 9 26.00
COSTS-BLDG & FIXT

27 .00 |pepreciation - CAP REL B -26,708/CAP REL COSTS-MVBLE EQUIP 2.00] 9 27.00
COSTS-MVBLE EQUIP

28.00 |Non-physician Anesthetist 0*** Cost Center Deleted **+% 19.00 28.00

29.00 |Physicians' assistant 0 0.00 0 29.00

30.00 |Adjustment for occupational A-8-3 QOCCUPATIONAL THERARY 67 .00 30.00
therapy costs in excess of
Timitation {(chapter 14)

31.00 |Adjustment for speech A-8-3 0|*** Cost Center Deleted *¥* 68.00 31.00
pathology costs fin excess of
Timitation {chapter 14}

32.00 |[CAH HIT Adjustment for 0 0.60 0| 32.00
pepreciation and Interest

33.00 [PHYSICIAN COSTS B -23,020/ADULTS & PEDIATRICS 30.00 0 33.00

34.00 |PHYSICIAN COSTS B -35,950/CLINIC 30.00 0| 34.00

35.00 |PHYSICEAN COSTS B -199,279|EMPLOYEE BENEFITS 4.00 0| 35.00

36.00 |MTSC REVENUE A -27,171/ADMINISTRATIVE & GENERAL 5.00] 0] 36.00

MCRIF32 -~ 3.23.147.0



Health Financial Systems STREAMWOOD In Lieu of Form CM5-2552-10
ADIUSTMENTS TO EXPENSES Provider CCN: 144034 |pPeriod: worksheet A-8

From 07/01/2012
To 06/30/2013 | pate/Time Prepared:

_ _ 10/1/2013 1:35 pm
""""""""""" : ‘Expense Classification on Worksheet A. @ [l.: 570 L

“{To/From which ‘the: Amount.is to be Adjusted| @~ a
cost Center Description -JRasis/Cod Amotnt - " Cost. Center Adwkst. A-7 Ref. B
P T R T R SRTITS BURTA WY Ak 2000 e 3,00 e i 5007 R
37.00 [PT TRANSPORTATION B -9, 870 ADMINISTRATIVE & GENERAL 5.00 0| 37.0C
38.00 |PT TRANSPORTATION B 205|ADULTS & PEDIATRICS 30.00 0 38.00
39.00 0 0.00 0 39.00
40.00 |PT TRANSPORTATION B —38ICLINTIC 90.00 0| 40.00
A1.00 |REBATES QFFSET FOR INFO OMNLY A 87,733ADMINISTRATIVE & GENERAL 5.00 0 41.00
472.00 0 0.00 0, 42.00
43.00 0 0.00 0 43.00
44 .00 | DONATTONS B ~11, Z60/ADMINISTRATIVE & GENERAL 5.00 0] 44.00
45.00 | PHYSTCIAN BILLING 8 -83, 083[ADMINISTRATIVE & GENERAL 5.00 0| 45.00
46.00 | PHYSTCIAN RECRUITING B ~1,692/ADMINISTRATIVE & GENERAL 5.00 0| 46.00
47.00 | LOBBYING B ~9,855|ADMINISTRATIVE & GENERAL 5.00 0| 47.00
48.00 |BAD DEBT B ~260, 320|ADMINISTRATIVE & GENERAL 5.00 0 48.00
49.00 0 0.00 0| 49.00
50.00 iTOTAL {(sum of lines 1 thru 49) ~3,877,603 50.00

(Trans¥er to werksheet A,
column 6, Tine 200.)

MCRIF32 - 3.23.147.0



Health Financial Systems STREAMWOOD . In tieu of Form cMs-2552-10
STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME Provider CCN: 144034 |pPeriod: worksheet a-8-1
OFFICE COSTS From 07/01/2012
To  06/30/2013 | Date/Time Prepared:
- | 10/1/2013 1:35 pm_
. _.Amount’ of " AmOURT i
U JAlTowable cost| IncTuded in:

B e TR wks A co1umn'

Cltdpe’Nos el Do Cest Center i1 Lo Experise Ttems - |

. Y 00 : 200 LR B 300 T E L A.00 ¥R 500
A. COSTS INCURRED “AND ADJUSTMENTS REQUIRED AS K- RESIJLT OF TRANSACTIONS wITH RELATED ORGANIZATIONS_;OR_CLAIME_D
HOME OFFICE €OSTS: e g

1.060 5 OOADMINISTRATIVE & GENERAL MANAGEMENT FEE 1,090,642 803,100, 1.00
2.00 © 5, 00|ADMINISTRATIVE & GENERAL INTERCOMPANY INTEREST o) -252,676) 2.00
3.00 4,00|EMPLOYEE BENEFITS WORKERS COMP TNSURANCE 184,203 -113,452 3.00
4.00 5. 0O|ADMINISTRATIVE & GENERAL MAL PRACTICE TNSURANCE o] 272,201 4.00
5.00 |0 ¢ 1,274,845 709,173 5.00

The amounts on Tines 1-4 (and subscripts as appropriate) are transferred in detail to worksheet A, column 6, Tines as
appropriate.Positive amounts increase cost and negative amounts decrease cost.For related organization or home office cost which
has not been posted to worksheet A, co]umns 1 and/or 2, the amount a110wab1e should be indicated in column 4 of this part.

Re]ated 0rgan1zat1on(s) and/or Home 0ff1ce._”.

Symb01 (1) 'Name ;T'_' ‘45]' Percentage of. SR Name : Pefcentégeﬂdf._f;
: R L S i Coeyti ownership o SRR L - Ownership-
1 00 Pl N Lo 2,00 - : 3.00 '3‘j sl A0 500 0

B. INTERRELATIONSHIP TO RELATED ORGANIZATIDN(S) AND/OR HOME  OFFICE:

The secretary, by wirtue of the authority granted under section 1814(b}(1) of the Social Security Act, requires that you furnishu
the information reguested under part B of this worksheet.

This +information is used by the Centers fer 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
cantrol represent reasonable costs as determined under section 1861 of the secial Security act. If you do not provide all or any
part of the request information, the cost report is considered incomplete and not acceptable for purposes of claiming
reimbursement under title XVIIT.

6.00 B 0.00|UNIVERSAL HEALT 100. 00 6.00

7.00 0.00 (.00 7.00

B8.00 ¢.00 Q.00 8.00

9.00 6.00 0.00 9.00

10.00 0.00 0.00| 10.00C

10G.00 |G. other (financial or 100.00
non-financial) specify: e

(1) Use the following symhols to indicate interrelationship to related organ1zat1ons

A. Individual has financial finterest (stockbholder, partner, etc.) in both related organization and in provider.

E. Corporation, partrership, or other organization has financial interest in provider.

€. provider has financial interest in cerporation, partnership, or other organization.

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

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

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

MCRIF3I2 ~ 3.23.147.0



Health Financial Systems STREAMWOOD In Lieu of Form CM5-2552-10
STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME Provider CCN: 144034 |Period: worksheet A-8-1
OFFICE COSTS From 07/01/2012 .
To  06/30/2013 | pate/Time Prepared:
10/1/2013 1:35 pm

T UNet E:-'cwkst A=T. Ref R . S el TN
- Adjustments - : s ERERR i R

-{col. 4 minus
Lo, 5)F R :
ChL00 '-53-700 : ; )

A.: 'COSTS. INCURRED AND ADJUSTMEHTS REQUIRED A5 A RESULT OF TRANSACTIONS WITH RELATED ORGANIZATIONS OR CLAIMED

HOME OFFICE {COSTS: s

1.060 287,542 0 1.00
2.00 252,676 0 2.00
3.00 297,655 0 3.00
4.00 -272,201] 0 4.00
5.00 565,672 5.00

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

T -Re'lated.Organ‘izat'ion(s):_"' : : T o T T - R R AR
’ and/or Home 0ffice

Type of,BusinessVZ:.'

6 DU . I )
B. INTERRELATIONSHIFP TQ RELATED DRGANIZATION(S) AND/OR HOME OFFICE

The Secretary, by virtue of the autheority granted under section 1814(k) (1) of the Soc1a1 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 common ownership or
control represent reasonable costs as determined under section 1861 of the Social Security Act. If you do not provide all or any
part of the request information, the cost report is considered incomplete and not acceptabie for purposes of claiming
reimbursement under title XVIIIL.

.00 HOSPITAL 6.00
7.00 7.00
8.00 8.00
9.00 9.00
1¢.00 10.00
160.00 100.00

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

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

Corperation, partnership, or other organization has financial interest in provider,

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

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

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

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

omnw e

MCRIF3Z - 3.23.147.0



Health Financial Systems STREAMWOOD In Lieu of Form €M$-2552-10
PROVIDER BASED PHYSECIAN ADIJUSTMENT Provider CCN: 144034 |Period: worksheet A-8-2
From 07/01/2012
Te  06/3G/2013 | Date/Time Prepared:
i 10/3/2013 1:35 pm_
il wkst. A Line #- €ost, Center/Physician . | ‘Total . | Proféssional provider: * || RCE Amount ° jphysician/Provi ©. "
O e Ident1f1er‘ ! 'Remunerat‘lon - Component component - “ider Component _' :;_ g
L 1.00 : 2 00 : 3.00 L - 4.00: 5,00 6.00 : 7.00 R
1.00 30.00AGGREGATE ADULTS & 2,398,374 2,398,374 b 0 0 1.00
PEDIATRICS
2.00 90 . O0AGGREGATE-CLINIC 1,293,153 1,293,153 0 0 0 2.00
3.00 0.00 0 0 0 0 0 3.00
4.00 0.00 0 0 0 0 0 4.00
5.00 0.00 0 0 0 Q0 0 5.00
6.00 0.00 0 0 0 4] 0 6.00
7.00 0.00 0 0 0 0 0 7.00
8.00 0.00 0 0 0 ; 0 8.00
9.00 0.00 0 0 0 ) 0 9.00
10.00 0.00 0 0 0 0 0] 10.00
. 3,691,527 3,691,527 0 0| 200.00
o Cost Center/Physician ~ jUnadjusted RCEH 5-Percent of | ~ Cost of. i~ Provider —[rhysician Cost]
L : JIdentifier Lgdmit, o {Unadjusted: RCE Membershws &) Component'"'bf'Ma'lpractT'c'e{: :
L ’ : > : L'nn'n: : -continuing | share of ¢61.:. Insurance
i o - Education -
A L 7.60: 8.00 - '”9,00' B 12,007 s 14 OO G
1.00 30.00 AGGREGATE ADULTS & 0 0 0 0 0 1.00
PEDIATRICS
2.00 90 . 00{AGGREGATE-CLINIC 0 4 0 4] o 2.00
3.00 0.00 0 0 1] 0 O 3.00
4.00 G. G0 8] 0 ] 0 0 4.00
5.00 0.00 0 0 1] 0 0 5.00
6.00 0.00 0 0 [ 0 0 6.00
7.00 0.00 0 0 o 0 9 7.00
2. .00 0.00 0 0 0 0 0 8§.00
9.00 0.00 0 0 0 0 0 9.c0
10.00 0.00 0 0 ] 0 0 1a.00
200.900 0 0 0 0 0] 200.00
Tooiwkst, A Line # Cost Center/physician . Provider | ‘adjusted RCE: . RCE Adjustment - -
: Ident1f1er S il component, [T Limit D« Disallowance | R
L 'Shareof col. TR T R ST .
: L S BRI SR s L
TN 0 "2:00 15.00 i6:00° L A7.00. 18.00 : :
1.0 30.00AGGREGATE-ADULTS & 0 0 0 2,398,374 1.00
PEDTATRICS
2.00 90, 00|AGGREGATE -CLINIC 0 0 0 1,293,153 2.00
3.00 0.00 0 0 0 0 3.00
4.00 0.00 0 ] 0 4] 4.00
5.00 0.00 0] o] ) Q 5.00
6.00 0.00 o 4 0 0 6.00
7.00 0.00 0 [+ t; 6] 7.00
8.00 0.00 0 o] 0] 0 8.00
9.00 0.00 8] 0 G 0 9.00
10.00 0.4940 8] 0 G 0 10.60
200.00 8] 0 4] 3,691,527 200,00

MCRIF32 - 3.23.147.0



Health Financial Systems STREAMWOOD In Lieu of Form ¢M$-2552-10
COST ALLOCATTON - GENERAL SERVICE COSTS Provider CCN: 144034 |Period: worksheet B

From 07/01/2012 | Part I

Toe  06/30/2013 | pate/Time Prepared:

i 10/1/2013 1:35 pm
" CAPITAL RELATED. COSTS T I :
‘Cost: Center Descriptioni’. o ‘Net Expenses MVBLE -EQUIE | EMPLOYEE: ;| . Subtotal::
R IR S R IR eI P ‘o) for icost: i . BENEFITS o | g
“Allocation: R
Sl From Wkst- A
R LT S R o o 00 0 200 L 4.00 7 Sl dAT
GENERAL SERVICE COST.CENTERS. : R IR LR A e T e :
1.00 |00100|CAP REL COSTS-BLDG & FIXT 1,648,073 1,648,073 1.00
2.00 |00200| CAP REL COSTS-MVBLE EQUIP 411,642 411,642 2.00
4.00 |0040Q0| EMPLOYEE BENEFITS 2,759,491 0 0 2,759,491 4.00
5.00 (00S00| ADMINISTRATIVE & GENERAL 3,497,724 363,105 90,693 401,113 4,352,635 5.00
7.00 00700, OPERATION OF PLANT 961,422 117,568 29,365 0 1,108,355 7.00
8.00 |00B00|LAUNDRY & LINEN SERVICE 151,009 24,205 6,046 0 181,260 8.00
9.00 |00900|HOUSEKEEPING 495,641 11,559 2,887 0 510,087 9.00
10.00 |01000| DIETARY 671,121 96,082 23,999 76,659 867,861] 10.00
13.00 |01300|NURSING ADMINISTRATION 916, 843 14,014 3,500 216,202 1,150,559] 13.00
16.00 |01600| MEDICAL RECCRDS & LIBRARY 336,812 13,453 3,360 49,599 403,224 16.00
17.00 (01700 SOCIAL SERVICE 0 0 0 0 0] 17.00
INPATIENT :ROUTINE SERVICE COST CENTERS... Lo T e T D T T e T e
30.00 [03000| ADULTS & PEDIATRICS 6,924,119 928,088 231,811 1,639,746 9,723,764 30.00
46.00 04600{0THER LONG TERM CARE 0 0 0 0 0| 46.00
IANCTLLARY SERVICE COST-CENTERS ~ ;. + = . Tohe s I : L e
54.00 |05400| RADIOLOGY-DIAGNOSTIC 0 0 0 0 0i 54.00
60.00 |06000| LABORATORY 63,213 0 G 0 63,213; 60.00
67.00 |06700| OCCUPATIONAL THERAPY 0 0 o i} 0| 67.00
6%.00 |06900| FL ECTROCARDIOLOGY 0 0 0 o G| 69.00
70.00 |07000| FL ECTROENCEPHALOGRAPHY a 0 0 0 0| 70.00
73.00 |07300 DRUGS CHARGED TO PATIENTS 566,782 10,419 2,602 0 579,803| 73.00
OUTPATIENT SERVICE COST CENTERS - e R T T T e T
90._00 109000i CLINEC 454,782‘ 59,021 14,742 228,465 757,010 90.00
91. 00 (09100 EMERGENCY o 0 0 0 0 0| 91.00
SPEGIAL . PURPOSE COST CENTERS . ] R R T
118.00 [SUBTOTALS (SUM OF LINES 1-117) [ 19,858,674 1,637,514 409, 005] 2,611,784 19,697,7711118.00
NONREIMBURSABLE . COST. CENTERS o : S Rl e e TR : I
197.00/19200| PEYSTCTANS' PRIVATE OFFICES 0 o 0 0 0]192.00
194.00/07950| OTHFR NONRETMBURSABLE COST CENTERS 0 0 0 0 0]194.00
194.01/07951| EDUCATION 356,116| 9,629 2,405 82,890 451,040194.01
194.02|07952| MARKETTNG 325,812 930 232 04,817 391,791\194.02
194.03;079531 PHP MEALS 0] 0 0 0 0]194.03
200,00 Cross Foot Adjustments 0[200.00
20%.00 Negative Cost Centers 0 0 0 0{201.00
202.00 TOTAL (sum Tines 118-201) 20,540,602 1,648,073 411,642 2,759,491 20,540,602{202.00

MCRIF32 -~ 3.23.147.0



Health Financial Systems STREAMWOOD In Lieu of Form {M5-2552-10
COST ALLOCATION - GENERAL SERVICE COSTS Provider CCn: 144034 | Period: worksheet B
From 07/01/2012 ! Part I
To  06/30/2013 ; bate/Time Prepared:
] 10/1/2013 1:35 pm
;- ADMINTSTRATIVE] OPERATEON OF | - LAUNDRY & . | MOUSEKEEPING | : Y
& .GENERAL i .| .. " PLANT | LINEN SERVECE C e e

GENERAL SERVICE COST CENTERS - o e T S
1.00 |00100|CAP REL COSTS-BLDG & FIXT 1.00
2.00 |00200{CAP REL COSTS-MVBLE EQUIP 2.00
4,00 [00400{ EMPLOYEE BENEFITS 4.00
5.00 [D0OS00|ADMINISTRATIVE & GENERAL 4,352,635 5.00
7.00 |00700|OPERATION OF PLANT 298,016 1,406,371 7.00
§.00 |0DR0O|LAUNDRY & LINEN SERVICE 48,737 29,159 259,156 8.00
.00 |0020{)|HOUSEKEEPING 137,153 13,925 0 661,165 9.00
10.00 |01000! DTETARY 233,351 115,750 0 56,136 1,273,098; 19.00
13.00 |{01300|NURSING ADMINISTRATION 309,363 16,883 0 8,188 0] 13.00
16.00¢ |01600 MEDICAL RECORDS & LIBRARY 108,419 16,207 0 7,860 0| 16.00
17.00 01700/ SOCTAL SERVICE 0 0 o 0 0] 17.00

TNPATIENT ROUTINE. SERVICE . COST CENTERS R R L : 2
30.00 |03000C ADULTS & PEDIATRICS 2,614,534 1,118,074 259,156 542,242 1,248,278 30.00
46.00 04600 OTHER LONG TERM CARE 0 0 G 0 0| 46.00

ANCILLARY - SERVICE COST CENTERS s s L E
54,00 (05400 RADTOLOGY ~-DIAGNOSTIC 0 0 0 0 0} 54.00
60.00 |06000] LARORATORY 16,997 0 0 0 0! 60.00
67.00 (06700 OCCUPATIONAL THERAPY 0 0 0 0 0| 67.00
59,00 |06900| FLECTROCARDIOLOGY 0 0 0 0 0| 69.00
70.00 [07000| ELECTROENCEPHALOGRAPHY 0 0 o 0 0| 70.00
73.00 {07300/ PRUGS CHARGED TO PATIENTS 155, 898 12,551 0 6,087 0| 73.00

OUTPATIENT. SERVICE' COST CENTERS G } : Ll G :

90.00 |09000| CLINIC 203,546 71,102 0 34,483 0| 90.00
91.00 |09100| EMERGENCY 1] [t] 0 91.00
SPECTAL. PURPOSE COST CENTERS ) : L . Sl EREEE L
118.00 [SURTOTALS (SUM OF LINES 1-117) 1 4 126,014 1,393,651 259,156 654,996 1,248,278|118.00
NONRETMBURSABLE COST--CENTERS . - e T : : T T R
192.,00[{19200| PHYSTCTANS' PRIVATE OFFICES 0 0 0 ol 0|192._00
194, 00{07950| GTHER NONRFIMBURSABLE COST CENTERS 0 0 i} 0 01194.00
194.01]07951 EDUCATION 121,276 11,600 G 5,626 0[194.01
194 . 02|07952| MARKETING 105, 345 1,120 G 543 0194_02
194.03|07953| PHP MEALS 0 0 0 24,8201194 .03
200.00 Cross Foot Adjustments 200.00
201.00 Negative Cost Centers 0 0 0 0 0)201..00
202.00 TOTAL (sum Tines 118-201) 4,352,635 1,406,371 259,156 661,165 1,273,088)202.00

MCRIF32 -~ 3.23.147.0



Health Financial Systems STREAMWOOD In Lieu of Form €Ms-2552-10
COST ALLOCATION - GENERAL SERVICE COSTS pProvider CCN: 144034 |Period: worksheet B
From 07/01/2012 | Part T
To  06/30/2013 | pate/Time Prepared:
. 10/1/2013 1:35 pm
.. CostiCenter: Description. T NURSING MEDICAL - JSOCIAL :SERVICE| - :subtotal | Intern &4 & -1
R T R st ADMINTSTRATECN|  RECORDS ‘& - .~ 7 7 it - L1300l 20 Vpesidents Cost|
R = LIBRARY o & PostE
i o], i srepdown ool
R LT | adfustments o o
S SRy e 13,00 o0 16,00 24..00:: S 25,000 o
GENERAL SERVICE COST (CENTERS.. L G R T
1.00 |COLOO|CAP REL COSTS-BLDG & FIXT 1.00
2.00 |00200|CAP REL COSTS-MVBLE EQUIP 2.00
4,00 |0D400| EMPLOYEE BENEFITS 4.00
5.00 |00500{ ADMINISTRATIVE & GENERAL 5.00
7.00 |00700| OPERATION OF PLANT 7.00
8.0C |00800: LAUNDRY & LINEN SERVICE 8.00
9.00 |00900]HOUSEKEEPING 9.00
10.00 |01000 DIETARY 10.0C
13.00 {01300 NURSING ADMINISTRATION 1,484,993 13.00
16.00 {01600 MEDICAL RECORDS & LIBRARY 0 535,710 16.00
17.00 {01700 SOCIAL SERVICE 0 0 0 17.00
INPATIENT ROUTINE SERVICE COST CENTERS : R R - B : R
30.00 [03000/ ADULTS & PEDIATRICS 1,484,993 535,710 0 17,526,751 0| 30.00
46.00 04600/ OTHER LONG TERM CARE 0 0 0 0 0| 46.00
ANCILLARY i SERVICE COST CENTERS R i R :
54.00 05400} RADIOLOGY-DIAGNOSTIC. 0 0 0 0 0f 54.00
60.00 |06000! LABORATORY 0 0 0 80,210 0] 60.00
67.00 |06700] OCCUPATIONAL THERAPY 0 0 0 0 0| 67.00
69.00 |06900{ ELECTROCARDIOLOGY 0 0 0 0 ¢| 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 0 o 0 0| 70.00
73.00 107300|DRUGS CHARGED TO PATIENTS 0 0 0 754,339 0| 73.00
QUTPATIENT: SERVICE COST CENTERS L L R :

90.00 OQOOO‘CLINIC ‘ fi 0 0 1,066,141 0| 90.00
9100 |09100| EMERGENCY 0 0 0 0 91.00
SPECIAL PURPOSE COST- CENTERS Do e N o 3 o L C
118.00 [SUBTOTALS (SUM OF LINES 1-117) | 1,484,993] 535,710 Of 19,427,441 0]318.00
NONREIMBURSABLE COST CENTERS ~ Cn i i i L R L
192.00(19200] PHYSICIANS® PRIVATE OFFICES o 0 0 0 0{192.00
194.00|07950; OTHER NONREIMBURSABLE COST CENTERS 0 Q 0 o 0|194.00
194.0307951} EDUCATION J 0 0 o] 589,542 0/194.01
194.02|07952| MARKETING 0 Q 0 498,799 0|194.02
194.03{07953| PHF MEALS 8] ¢ 0 24,820 0|194.03
200.00 Cross Foot Adjustments 8] 0200.00
201.00 Negative Cost Centers 0 s 0 8] 0\201.00
202.00 TOTAL {sum lines 118-201) 1,484,993 535,710 0 20,540,602 0|202.00

MCRIF32 - 3.23.147.0



Health Financial Systems STREAMWOOD

COST ALLOCATION - GENERAL SERVICE COSTS Frovider CCh: 144034 | Period:

From 07/01/2012 | part I

To  06/30/2013 | pate/Time Prepared:
110/1/2013 1:35 pm

it Cost Center: Descriptien. .= .- S Total . O
: D el b +26.00 R .

GENERAL SERVICE COST CENTERS . | S i : L
L.06 [00100|CAP REL COSTS-BLDG & FIXT 1.00
2.00 |00200|CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |00400| EMPLOYEE RENEFITS 4.00
5.00 |00500| ADMINISTRATIVE & GENERAL 5.00
7.00 |00700/ OPERATION OF PLANT 7.00
8.00 |00B00|LAUNDRY & LINEN SERVICE 8.00

. 9.00 |00900 HOUSEKEEFPING 2.00

10.00 |01000 DIETARY 10.00
13.00 |01300| NURSING ADMINISTRATION 13.60
16.00 |01600/MEDICAL RECORDS & LIBRARY 16.60
17.0C¢ |01700[S0CTAL SERVICE 17.60

[ENPATIENT ROUTINE SERVICE COST CENTERS ~ .. it o o 1 foii 8o R o : ]
30.00 {03000|ADULTS & PEDIATRICS | 17,526,751 30.00
46.00 104600/ OTHER LONG TERM CARE | 0 46.00

ANCILLARY SERVICE COST CENTERS IR . s ] R :
54.00 [05400|RADIOLOGY-DIAGNOSTIC 0 54.00
60.00 (06000 LABORATORY 80,210 60.00
67.00 |06700|0CCUPATIONAL THERAPY 0 67.00
69.00 |06900| ELECTROCARDIOLOGY ¢ 69.00
70.00 |07000| EL ECTROENCEPHALOGRAPHY ¢l 70.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 754,339 73.00

OUTPATIENT SERVICE COST-CENTERS R B B : " o R e
90.00 |09000| CLINIC 1,066,141 90.00
91.00 09100} FMERGENCY 0 91.00

SPECIAL PURPOSE COST CENTERS @ - g L R : - L RN, L
118.00) {SUBTOTALS (SUM OF LINES 1-117) [ 19,427, 4411 118.00

NONRETIMBURSABLE COST CENTERS = RSN o o : : - L oy
192 0019200 PHYSTCTANS ' PRTVATE OFFICES 0 192.00
194 0007950/ OTHER NONREIMBURSABLE COST CENTERS 0 194 .00
194_01|07951 EDUCATION 589,542 194 . 0%
194.02|07952| MARKETING 498,799 194.92
194.03|07953| PHP MEALS 24,820 194.03
200.00 Cross Foot Adjusiments 0 200.00
201..00 Negative Cost Centers 0 201.00
202,00 TOTAL (sum 1ines 118-201) 20,540,602 202.00

MCRIF3Z2 - 3.23.147.0



Health Financial Systems

STREAMWOOD

Iin Lieu of Form ¢Ms$-2552-10

COST ALLOCATION STATISTICS

Provider CON: 144034

Period:

From 07/01/2012

worksheet Non-CMS W

To  06/30/2013 | pate/Time Prepared:

10/1/2013 1:35 pm

" ‘Cost Center Description. ©olo-statistics - 1. ‘Statistics Description
’ SRR B : Code ) P :
: . R : : e e T 1.00 . . 20200
GENERAL SERVICE (COST CENTERS R A
1.00 [CAP REL COSTS-BLDG & FIXT 1 SOUARE FEET 1.00
2.00 |CAP REL COSTS-MVBLE EQUIP 1 SOQUARE FEET 2.00
4.00 EMPLOYEE BENEFITS 5 GROSS SALARTES 4_00
5.00 |ADMINISTRATIVE & GENERAL -5 ACCUM. COST 5.00
7.00 |OPERATION OF PLANT 1 SQUARE FEET 7.00
8.00 |LAUNDRY & LINEN SERVICE P PATIENT DAYS 8.00
9.00 |HOUSEKEEPING 1 SQUARE FEET 5.00
10.00 |DIETARY 10 MEALS SERVED 10.00
13.00 |NURSING ADMTINISTRATTON P PATIENT DAYS 13.00
16.00 |MEDICAL RECORDS & {TBRARY P PATIENT DAYS 16.00
17.00 |SOCIAL SERVICE P PATIENT DAYS 17.00

MCRIF32 - 3.23.147.0



Health Firancial Systems STREAMWOOD In Lieu of Form CM$-2552-10
ALLOCATION OF CAPITAL RELATED COSTS Provider CCN: 144034 |pPeriod: worksheet B

From 07/01/2012 | Part II

To 06/30/2013 | pate/Time Prepared:

_ 1 1 16/1/2013 1:35 pm
. . CAPITAL RELATED.COSTS - : BRI
. ‘Cost Cepter Description | pirectly | BLDG & FIXT | MVBLE EQUIP 4 Subtotal.® %" EMPLOYEE ' |’
ST R A Assigned New i 7 s g e e D e : 1 BENEFITS
St capital 'l o
-TrRelated Costs ) B R
. L T R i . e IR o B AR s 15 # |0 IR F2A i 4000
GENERAL - SERVICE COST CENTERS - .- : e : e e
1.00 (00100|cAaP REL COSTS-BLDG & FIXT 1.00
2.00 |00200|CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |00400| EMPLOYEE BENEFITS 0 0 0 0 0| 4.00
5.00 |0O500| ADMINISTRATIVE & GEMNERAL 26,828 363,105 90,693 480,626 G| 5.00
7.00 |OB700|OPERATION OF PLANT 0 117,568 29,365 146,933 ¢l 7.00
8.00 |00DB00| LAUNDRY & LINEN SERVICE 0 24,205 6,046 30,251 0] 8.00
9.00 |00900|HOUSEKEEPING 0 11,559 2,887 14, 44| ol 9.00
10.00 |[01000|DIETARY 0 96,082 23,999 120,081 0| 10.00
13.00 [01300|NURSING ADMINISTRATION 0 14,014 3,500 17,514 0| 13.00
16.00 (01600:MEDICAL RECORDS & LIBRARY 0 13,453 3,360 16,813 0| 16.00
17.00 |01700] SOCTAL SERVICE 90 0 0 4] 0} 17.00
INPATIENT ROUTINE SERVICE COST CENTERS @ - i : L R R T
30.00 |03000[ADULTS & PEDIATRICS ; 928,088 231,811 1,159,899 0} 30.00
46.00 {04600 OTHER LONG TERM CARE g 0 0 4] 0] 46.00
ANCILLARY SERVICE COST CENTERS - L R A S o e L
54.00 |05400{ RADIOLOGY-DIAGNOSTIC 0| 0 0 0 0| 54.00
60.00 |0600C| LARORATORY O 0 0 0 0 60.00
67.00 |06700| DCCUPATIONAL THERAPY 0 0 o 0 0| 67.00
69.00 |06900| ELECTROCARDIOLOGY 0 0 0 0 0] 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 0 0 0 0| 70.00
73.00 07300} DRUGS CHARGED TD PATIENTS 0 10,419 2,602 13,021 0] 73.00
OUTPATIENT SERVICE COST CENTERS - - - i D A i i
90.00 [09000| CLINIC ‘ 0l 59,021 14,742 73,763 0| 90.00
91.00 {09100 EMERGENCY 0) 0 0 0| 91.00¢
SPECIAL PURPOSE COST CENTERS T R I A Y A SO : B
118.00 [SUBTOTALS (SUM OF LINES 1-117) [ 26,828 1,637,514 409, 005] 2,073, 347] (|118.00
NONREIMBURSABLE COST CENTERS L T : e ' L
192.00[{19200| PHYSICIANS' PRIVATE OFFICES 0| 0 il 0 ol132.00
194.00{07950| OTHER NONREIMBURSAELE COST CENTERS 0 0 0 0 0194.00
194.01|07951| EDUCATION 0 9,629 2,405 12,034 0(194.01
194.02|07952| MARKETING 0 930 232 1,162 0(194.02
194.03|07953| PHF MEALS 0 0 0 0 0[194.03
200.00 Cross Foot Adjustments 0 20000
201.00 Negative Cost Centers 0! 0 0 0§{201.00
202.060 TOTAL (sum lines 118-201) 20,828 1,648,073% 411,642 2,086,543 07202.00

MCRIF32 - 3.23.147.0



Health Financial Systems STREAMWOOD In Lieu of Form cms-2552-10
ALLOCATION OF CAPITAL RELATED COSTS provider CCN: 144034 |Period: worksheet B
From 07/01/2012 | Part II
To 06/30/2013 | pate/Time Prepared:
. i 10/1/2013 1;35 pm_
;Cost ‘Center Description - IADMINISTRATIVE( OPERATION. OF | LAUNDRY: & 1 HOUSEKEEPING ‘DIETARY :
TR S AR N DR LIRS S T " & GENERAL LOPLANT -0 TLINEN SERVICE |- 0% oo - :
A . ' o 5,00 700 T 800 9,00 10,00
GENERAL : SERVICE COST (ENTERS =~ R R A Co i
1.00 {00100{CAP REL COSTS-BLDG & FIXT 1.00
2.00 00200(CAP REL COSTS-MVBLE EQUIP 2.00
4.00 00400 EMPLOYEE BENEFITS 4.00
5.00 |00500| ADMINISTRATIVE & GENERAL 480,626 5.00
7.00 |00700|OPERATION OF PLANT 32,9G7 179, 840 7.00
8.00 |O0800|LAUNDRY & LINEN SERVICE 5,382 3,729 39,362 8.00
9.00 |00900| HOUSEKEEPING 15,144 1,781 0 31,371 9.00
10.00 |01000| DIETARY 25,767 14,802 0 2,664 163,314| 10.00
13.00 |01300|NURSING ADMINISTRATION 34,160 2,159 0 388 0| 13.00
16.00 |01600|MEDICAL RECORDS & LIBRARY 11,972 2,072 0 373 0| 16.00
17.00 [01700] SOCIAL SERVICE Y ..b 0 0 0] 17.00
INPATIENT ROUTINE SERVICE COST -CENTERS e o s ; R R
30.00 |03000] ADULTS & PEDIATRICS 288,704 142,974 39,362 25,728 160,130| 306.00
46.00 |04600|OTHER LONG TERM CARE 0 0 0 0 0| 46.00
ANCILLARY SERVICE COST  CENTERS : L . S o
54.00 {05400 RADTOLOGY-DIAGNOSTEIC 8] 0 0 0 0} 54.00
60.00 |06000| LABORATORY 1,877 0 1) 0 0] 60.00
67.00 |06700| OCCUPATIONAL THERAPY 0 0 ¢ 0 Q| 67.00
69.00 |06200| FLECTROCARDIOLOGY 0 0 o] 0 0| 69.00
70¢.00 |07000| ELECTROENCEPHALOGRAPHY 0 0 0 0 0| 70.00
73.00 |07300/ DRUGS CHARGED TOQ PATIENTS 17,214 1,605 0 289 G| 73.00
OUTPATIENT SERVICE COST CENTERS - - R : :

90.00 09000 CLTNTC 22,476 9,092 8] 1,636 0| 90.00
91.00 09100 FMERGENCY 0 0 0 1] 91.00
SPECIAL : PURPOSE CDST CENTERS - R R T D PO PO SR S S
118.00 [suBTOTALS (SUM OF LINES 1-117) | 455,603 178,214 39,362 31,078 166,130[118.00
NONREIMBURSABLE COST CENTERS .- : .= el e e o e et :

192 00i19200| PHYSTCTANS ' PRIVATE OFFICES ] 0 0 0 0]192.00
194, 00{07950| OTHFR NONRFTMBURSABEE COST CENTERS 4] 0 0 0 0|194.00
194.01|07951| EDUCATTON 13,391 1,483 0 267 0|194.01
194.02|07952| MARKETTNG 11,632 143 0 20 0|194.02
194.03|07953| PHP MEALS 0 ] 0 0 3,184(194.03
200.00 Cross Foot Adjustments 200.00
201.00) nNegative Cost Centers 0 ¢ Q 0 0[201.00
202.00 TOTAL (sum lines 118-201) 480, 626 179, 840 39,362 31,371 163,314(202.00

MCRIF32 - 3.23.147.0



Health Financial Systems STREAMWGOD In Lieu of Form CMS-2552-10
ALLOCATION OF CAPITAL RELATED COSTS Provider CCN: 144034 | Period: worksheet B
From 07/01/2012 | part IL
To 06/30/2013 | Date/Time Prepared:
- 10/1/2013 1:35 pm
CosT. Center Description.. ] NURSING:: MEDICAL . - |SOCIAL SERVICE! . Subtotal Intern & - |-
R R IS T |ADMINISTRATION|. P /RECORDS & | Tio . . in Conn e Residents £osk
E A ~ LIBRARY 1l &POST.
: & Stepdown
P e e s BT o A i Lo Adjustments
' L L G S e 13,00 6. 00: U700 s ] 24,00 25.00
GENERAL SERVICE COST CENTERS ‘1. ....0- L B el : o, T L . Rk 2
1.00 |00100;:CAP REL COSTS-BLDG & FIXT 1.00
2.00 |00200iCAP REL COSTS-MVBLE EQUIP 2.00
4,00 |00400| EMPLOYEE BENEFITS 4.00
5.00 |0050) ADMTNTSTRATIVE & GENERAL 5.00
7.00 |00700|OPERATION OF PLANT 7.00
8.00 {00BOOD|[LAUNDRY & LINEN SERVICE 8.00
9.00 100900 HOUSEKEEPTING 9.00
10.00 ]01000| DIETARY 10.00
13.00 (01300 NURSTNG ADMTINISTRATION 54,221 13.00
16.00 (01600 MEDICAL RECORDS & LIBRARY 8] 31,230 16.00
17.00 |01700] SOCIAL SERVICE 0 ol 0 17.00
INPATIENT ROUTINE SERVICE COST CENTERS R R i BT e
30.00 |03000{ADULTS & PEDIATRICS 54,221E 31.230‘ 0’ 1,902,248 0| 3c.00
46.00 |04600|OTHER tONG TERM CARE 0j 0 0 1] 0} 46.00
ANCTLLARY. SERVICE COST CENTERS R TR RER B
54.00 [05400| RADIOLOGY -DIAGNOSTIC 0 0 0[ 0 0i 54.00
60.00 {16000 LABORATORY 0 0 0 1,877 0| 60.00
67.00 06700/ OCCUPATTONAL THERAPY 0 0 4] 8] 0| 67.00
69.00 |06900| ELECTROCARDIOLOGY 0 0 0 0 0] 69.00
70.00 [07000| ELECTROENCEPHALQOGRAPHY 0 0 0 0 0| 70.00
73.00 |07300|DRUGS CHARGED TO PATTENTS 0 0 0 32,129 0] 73.00
OUTPATIENT SERVICE COST CENTERS &~ ] L R _ R .
90.00 (09000} CLINIC 0 u‘ 0‘ 106, 967] 0| 90.00
91.00 |09100] EMERGENCY 0 0 0 0 0f 91.0C
SPECIAL PURPOSE COST CENTERS: .-~ - R S P S el b e
118.00 [SUBTOTALS (SUM OF LINES 1-117) | 54,221] 31,230 of 2,043,221 G|118.00
NONREIMBURSABLE COST CENTERS . I A R S S PR G : L . :
192.00{19200| PHYSICIANS' PRIVATE OFFICES 0 0 G Q 0(192.00
194 .9G|07950| OTHER NONREIMBURSABLE COST CENTERS 0 0 G 4] 0(124.00
194.01|07951| EDUCATION 0 0 0 27,175 0(1%24.01
1940207952 MARKETING 0 Q 0 12,963 0(194.02
194 _03|07953{ PHP MEALS 0 0 Q 3,184 0{194.03
200.00 Cross Foot Adjustments 0 0{200.00
201.00 Negative Cost Centers 0 0 0 8] 0i201.00
202.00 TOTAL (sum lines 118-20%1) 54,221 31,230 2,086,543 0|202.00

MCRIF32 - 3.23.147.0



Health Financial Systems STREAMWOOD In Lieu of Form CM5-2552-10
ALLOCATION OF CAPITAL RELATED COSTS Provider CCN: 144034 | Period: worksheet B

From 07/01/2012 | Part II

To 06/30/2013 | pate/Time Prepared:

10/1/2013 1:35 pm___
ter ' pescription. . . 4.t Totdl G-l T E
: e R B B i ; 2600 ]
GENERAL . SERVICE COST. CENTERS Gl : N
1.00 |00100] CAP REL COSTS-BLDG & FIXT 1.00
2.00 |00200| CAP REL COSTS-MVBLE EQUIP 2.00
4.00 00400| EMPLOYEE BENEFITS 4.00
5.00 |00500{ ADMINISTRATIVE & GENERAL 5.00
7.00 Q0700 OPERATION OF PLANT 7.00
8.00 |008C0|{LAUNDRY & LINEN SERVICE 8.00
9.00 |00900| HOUSEKEEPING 9.00
10.00 (01000 DIETARY 10.00
13.00 |01300! NURSING ADMINISTRATION 13.00
16.00 |01600{MEDICAL RECORDS & LIBRARY 16.00
17.00 |01700] SOCIAL SERVICE N 17.0C
INPATIENT ROUTINE SERVICE COST CENTERS . . .0 .- 7 .0 "ii: i T L E L e e T e s
30.00 [03000[ADULTS & PEDIATRICS 1,902,248 30.00
46.00 |04600| OTHER LONG TERM CARE 0 46.00
ANCILLARY - SERVICE COST CENTERS TR R R : e T T T
54.00 |05400| RADIOLOGY-DIAGNOSTIC 0 54.00
60.0C {06000] LARORATORY 1,877 60.00
67.00 |06700] OCCUPATIONAL THERAPY 0 67.00
69.00 |06900] ELECTROCARDIOLOGY 0 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 70.00
73.00 (07300 PRUGS CHARGED TO PATLENTS 32,129 73.00
DUTPATIENT SERVICE COST CENTERS o o Sl e ] : R
90.00 [09000] CLINIC 106,967 90.900
91.00 |09100| EMERGENCY 0) 91.00
SPECIAL PURPOSE -COST CENTERS R T e e T T L . e :
118.00 | SUBTOTALS (SUM OF LINES 1-117) | 2,043, 221] 118.00
NONREIMBURSABLE: €COST CENTERS | -7 G e ) N oo : . o K
192 .00|19200| PHYSTCIANS " PRIVATE OFFICES 0 192.00
194.00|07950| OTHER NONREIMBURSABLE COST CENTERS 0 124.00
194.0%07951| EDUCATION 27,175 194.01
194.02|07952| MARKETING 12,963 194.02
194.03|07%53| PHP MEALS 3,184 194.03
200.00 Cross Foot Adjustments 0 200.00
201.00 Negative Cost Centers 0 201.00
202.00 ToTAL (sum lines 118-201) 2,086,543 202.00

MCRIF32 - 3.23.147.0



Health Financial Systems STREAMWOOD In Lieu of Form CM5-2552-10
COST ALLOCATION - STATISTICAL BASIS Provider CCN: 144034 | Period: worksheet B-1
From 07/01/2012
To 06/30/2013 | Date/Time Prepared:
10/1/2013 1:35 pm
""""" - :CAPTITAL RELATED COSTS P SR B
CCost-Center Description | = BLDG & FIXT. | MVBLE “EQUIP- | : EMPLOYEE ' [ReconciliationADMINISTRATIVE| .
B T P EE STEEAEE S ST (SQUARE TEET) | {SQUARE 'FEET) BENEFITS .* i © ¢ & GENERAL 7 ..
N R (GROSS (ACCUM.. COST)
- : : SALARTES) . R
GENERAL SERVICE COST CENTERS S R R S
1.00 |0D010D(CAP REL COSTS-BLDG & FIXT 93,963 1.00
2.00 1{00200!CAP REL COSTS-MVBLE EQUIP 93,963 2.00
4_.00 |00400] EMPLOYEE BENEFITS G 0 11,680,616 4.00
5.00 |00500| ADMINISTRATIVE & GENERAL 20,702 20,702 1,697,869 4,352,635 16,187,967, 5.00
7.00 |00700{QPERATICON DF PLANT 6,703 6,703 0 0 1,108,355 7.00
8.00 |DOBOO| LAUNDRY & LEINEN SERVICE 1,380 1,380 O 0 181,26G; B8.00
9.00 |00900| HOUSEKEEPING 659 659 0 0 510,087 9.00
10.00 |01000 DIETARY 5,478 5,478 324,491 0 867,861 1G.00
13.00 |01300| NURSING ADMINISTRATION 799 799 915,158 0 1,150,559 13.00
16.00 |01600MEDICAL RECORDS & LIBRARY 767 767 209,946 0 403,224| 16.00
17.00 01700/ SOCIAL SERVICE 0 0 0 0 0| 17.00
INPATIENT .ROUTINE SERVICE COST CENTERS .- S e e B T e R
30.00 {03000 ADULTS & PEDIATRICS 52,914 52,914 6,940,859 0 9,723,764 30.00
46.00 |[04600|OTHER LONG TERM CARE 0 0 0 0 0| 46.00
IANCILLARY . SERVICE - COST CENTERS - L s --
54.00 |05400| RADTIOLOGY-DIAGNOSTIC 0 0 0 0 0| 54.00
60.00 (06000| LABORATORY 0 0 0 0O 63,213! 60.00
67.00 |06700| OCCUPATIONAL THERAPY 0 0 0 0 0] 67.00
69.00 |06900| ELECTROCARDIOLOGY 0 0 0 0 0] 69.00
70.00 |07000{ ELECTROENCEPHALOGRAPHY 0 0 0 0 0| 70.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 594 594 0 0 579,803| 73.00
OUTPATIENY SERVICE (COST- CENTERS B o R
90.00 {09000 CLINIC 3,365 3,365§ 967,067 0 757,010| 90.00
91.00 109100] EMERGENCY 0 0 0 0 0] 91.00
SPECIAL PURPOSE. COST CENTERS . i = . ] N R B
118.00] [SUBTOTALS (SUM OF LINES 1-117) 93,361 93,361 11,055, 390] -4,352,635 15,345,136/118.00
NONREIMBURSABLE 'COST ‘CENTERS . B R EREEE S e T T
192.00/19200  PHYSTCTANS' PRIVATE OFFICES o o] 0 0 0[192.00
194, 00|07950| OTHER HONRETIMBURSABLE COST CENTERS G [¢] 0 0 0j194.00
194.01|07951 EDUCATION 549 549 350,863 0 451,040(194.01
194.02/07952 MARKETING 53 53 274,363 0 391,791(194.02
194, 03/07953| PHP MEALS o] 0 4] 0 0(194.03
200.00 Cross Foot Adjustments 200.00
201.00 Negative Cost Centers 201.00
202.00 cost to be allocated (per wkst. B8, 1,648,073 411,642 2,759,491 4,352,635/202.00
Part I)
203.00 unit cost multiplier (wkst. B, Part I) 17.539595 4._380895 0.236245 0_.268881|203.00
204,00, Cost to be allocated (per wkst. B, 0 480,626{204.00
Part II}
205.00 unit cost multiplier (wkst. B, Part 0. 0609000 0.0296903i205.00
1)

MCRIF3Z2 - 3.23.147.0



Health Financial Systems STREAMWOOD In Lieu of Form CMS§-2552-10C

COST ALLOCATION - STATISTICAL BASIS Provider CCN: 144034 |period: worksheet B-1
From 07/01/2012
To  06/30/2013 | pate/Time Prepared:
10/1/2033 1:35 pm
~.-Cost. Centef -Description. 00 "|: OPERATTON. OF. | LAUNDRY & | HOUSEKEEPING | :  DIEVARY - .1 'NURSING . 0
TR T R PR s {7 PLANT J1INEN SERVICE.[ {SQUARE -FEE_'T) (MEALS SERVED) ADMINIST;U\TIUN
(SQUARE_FEET) (PATIENT DAYS){  © = .77
ST T S . {PATIENT DAYS)
’ (§.00 10.00 13 00 :
EGENEML SERVICE COST CENTERS - =
1.00 {00100/ CAP REL COSTS-BLDG & FIXT 1.00
2.00 |00200; CAP REL COSTS-MVBLE EQUIP 2.00
4,00 |00400| EMPLOYEE BENEFITS 4.00
5.00 |00500| ADMINISTRATIVE & GENERAL 5.00
7.00 |00O700{OPERATION OF PLANT 66,558 7.00
8.00 |00800|LAUNDRY & LINEN SERVICE 1,380 39,664 8.00
.00 |00900| HOUSEKEEPING 659 0 64,519 9.00
10.00 101000| DIETARY 5,478 0 5,478 321,358 10.00
13,00 JO1300[NURSING ADMINISTRATION 799 0 799 0 39,664 13.00
16.00 |01600; MEDECAL RECORDS & LIBRARY 767 0 767 0 0| 16.00
17.00 |01700| SOCTAL SERVICE 0 0 0 o 0} 17.00
INPATIENT: ROUTINE SERVICE COST CENTERS . : R R R I ST
30.00 |03000|ADULTS & PEDIATRICS 52,914 39,664 52,914 118,992 39,664 30.00
46,00 04600 OTHER LONG TERM CARE 0 0 0 1] 0| 46.00
ANCILLARY ‘SERVICE COST CENTERS ~':f & = l.l0: L e . n
54,00 05400 RADTOLOGY-~DIAGNOSTIC 0 0 0 0 0| 54.00
60,00 |06000! LABORATORY | 0 0 8] 0] 60.00
67.00 |06700| OCCUPATIONAL THERAPY 0 ] 0 8] 0 67.00
69.00 |06900| ELECTROCARDIOLOGY 0 0 0 0 0] 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 6] 0 0 0| 70.00
73.00 (07300|DRUGS CHARGED TO PATIENTS 594 0 594 0 ¢l 73.00
OQUTPATIENT SERVICE COST CENTERS St L - ]
9G.00 {09009 CLINTC 3,365 0 3,365 0 0| 80.00
91.00 109109} EMERGENCY 03 0 0 0| 91.00
SPECTIAL PURPOSE COST CENTERS T G L i . .
118.00 [SUBTOTALS (SUM OF LINES 1- 117) [ 65 956\ 39,664 63,017 118,992 3%, 664i118.00
NONREIMBURSABLE 'COST CENTERS L : S e
192.00/ 19200 PHYSTCTANS' PRIVATE OFFICES 0 0 0 0 0|192.00
19400007950 OTHER NONRFTMBURSABLE COST CENTERS 0 0 0 G 0|194.00
194.01107951 EDUCATION 549 0 549 0 0[194.0G1
194.02]07952| MARKETING 53 0 53 0 0\194.02
194.03|07953[ PHP MEALS 0 0 0 2,366 0{194.03
200.00 Cross Foot Aadjustments 200.00
201.00 Negative Cost Centers 201.00
202.00 Cost to be allocated (per wkst. B, 1,406,371 259,156 661,165 1,273,098 1,484 ,993(262.00
Part 1)
203.00 unit cost multiplier (Wkst. B, Part I) 21.130007 6.533784 10.247601] 10.490433 37.439315(203.00
204.00 Cost to be allocated (per wkst. B, 179,840 39, 362 31,371 163,314 54,221{204.00
Part II)
205.0C unit cost multiplier (wkst. B, Part 2.702004 0.992386 0.486229 1.345721 1.367008(205.00
I1)

MCRIF32 - 3.23.347.0



Hezlth Financial Systems ) STREAMWOOD In tieu of Form CM$-2552-10
COST ALLOCATION - STATISTICAL BASIS Provider CCN: 144034 |Period: worksheet B-1

From 07/031/2012
To 06/30/2013 | pate/Time Prepared:
190/1/2013 1:35 pm

Cost Center -Description .. - ol MEDICAL SOCIAL - SERVICE
[ LN Cinitl) CRECORDS & bl i
JGTLIBRARY (1 W(PATIENT DAYS)E .70
((PATIENT "DAYSY -« .00 i

10 16,00 vy o 1700

GENERAL SERVICE COST ‘CENTERS . :
1.00 |OC100|CAP REL COSTS-BLDG & FIXT
2.00 |00200|CAP REL COSTS-MVELE EQUIP
4.00 |00400| EMPLOYEE BENEFITS
5.00 00500/ ADMINISTRATIVE & GENERAL
7.00 |D0700|OPERATION OF PLANT
8.00 |00800|LAUNDRY & LINEN SERVICE
9.00 |00900| HOUSEKFEPING
10.00 |01000| DEIETARY
13
16
17

.00 |01 300| NURSTNG ADMINTSTRATION
.00 |01600|MEDICAL RECORDS & LIBRARY 39,664
.00 [01700Q] SOCTAL SERVICE 0 39, 664 17.00
INPATIENT ROUTINE SERVICE COST CENTERS o C N R R o
30.00 |03000{ADULTS & PEDIATRICS 39,664 39,664 30.00
46.00 |04600{OTHER LONG TERM CARE 0
ANCILLARY SERVICE -COST CENTERS b I

54.00 |05400| RADIOLOGY-DIAGNOSTIC 0
60.00 {06000 LABORATORY 0
67.00 {06700 OCCUPATTONAL THERAPY 0
69.00 06900 FLFCTROCARRTOLOGY 0
0

0

o)
S
(=2}
[
<

70.0¢ |07000| ELECTROENCEPHALOGRAPHY
73.00 |07300 DRUGS CHARGED TO PATTENTS

coooooln
(=]
A
o
b=

¢, 00 Q900G CLINIC 0 0 9G.00
91.00 (09100 EMERGENCY 0 0) 91.00
SPECIAL PURPQSE COST CENTERS - "~ P e e R R .
118.00 SURTOTALS (SUM OF LINES 1-117) [ 39, 664] 19, 664] 118.00
NONREIMBURSABLE COST CENTERS : : R A : oy : o
192.00/19200] PHYSICIANS' PRIVATE OFFICES 0 0 192.00
194, 00107950| OTHER NONREIMBURSABLE COST CENTERS 0 0 194.00
194,01:07951) EDUCATION 0 0 194.01
194,.02{07952| MARKETING 0 0 194.02
194.03|07953| PHP MEALS G 0 194.03
200.00 Cross Foot Adjustments 200.00
201.00 Negative Cost Centers 201.00
202.00 Cost to he allocated (per wikst. B, 535,710 0 202.00
Part I)

203.00 unit cost multiplier (wkst. B, Part I) 13.506202 0. 000000, 203.00

204.00 Cost to be allocated {per wkst. B, 31,230 0 204.00
part ir)

205.00 unit cost multiplier (wkst. B, Part 0.787364 0.000000 205.00
I1)

MCRIF32 - 3.23.147.0



Health Financial Systems STREAMWODD In Lieu of Form cM5-2552-10
COMPUTATION OF RATIO OF COSTS TO CHARGES provider CCN: 144034 |pPeriod: worksheet C
From 07/01/2012 ] Part I
To 06/30/2013 | Date/Time Prepared:
10/1/2013 1:35 pm
Hospital PPS

Slgost centén Description - -

_ Total Cost.
from wkst.: B

Title XVIIE

Total

Costs

¢ Total: Costs. .|

part T, .col o
OL2E) L : N L
R T AT R 5 L0 A 2106 3.00: 500
INPATIENT ROUTINE SERVICE COST CENTERS' Lo T B Sl e R Tl
30.00 |03000{ADULTS & PEDIATRECS 17,526,751[ 17,526,751 17,526,751| 30.00
46.00 |04600/ OTHER LONG TERM CARE o 0 0 0| 46.00
ANCILLARY. SERVICE COST CENTERS B R s
54 .00 |05400] RADIOLOGY~DIAGNOSTIC 0 0 0 0| 54.00
60.00 |06000| LABORATCORY 80,210 80,210 0 80,210| 60.00
67 .00 {06700 OCCUPATIONAL THERAPY 0 0 0 0 0} 67.00
69.00 106900 ELECTROCARDIOLOGY 0 0 0 0} 69.00
76.00 {07000 ELECTROENCEPHALOGRAPHY 0 0 0 0] 70.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 754,339 754,339 0 754,339 73.00
OUTPATIENT SERVICE :COST CENTERS L IR R o : :
90.00 [09000|CLINIC 1,066,141 1,066,141 0 1,066,141| 90.00
91.00 |09100| EMERGENCY 0 0 0 0| 91.00
200.00 subtotal (see instructions) 19,427,441 0 19,427,441 0 19,427,441\200.00
201,00 Less observation Beds 0 0 0|201.00
202 .00 Total (see instructions) 19,427,441 8] 19,427,441 0 19,427,441|202.0G

MCRIF3Z2 - 3.23.147.0



Health Financial Systems STREAMWOOD N In Lieu of Form cM$-2552-10
COMPUTATION OF RATIO OF COSTS TO CHARGES Provider CCN: 144034 @Period: worksheet C

{From 07/01/2012 | Part T
To 06/30/2013 | Date/Time Prepared:
. 10/1/2013 1:35 pm

Title XVIII Hospital PPS
R s IR “tharges. s EE ; EEERS
LML iocoest ‘Center Descriptio |- ourpatient | Toral. (col. 6iCost. or Other “TEFRA
: ER RN P Co i b g7y s Ratioo. 0] Inpatient
A AT T I : : : : e b Ratio
vt - S b 6.00 .o L7.00 0 T 8.00 a0 fTl 10000
INPATIENT :ROUTINE SERVICE COST -CENTERS L, e e g o N e
30.00 |03000] ADULTS & PEDTATRICS 55,416,150l 55,416,150 30.00
46.00 |04600] OTHER LONG TERM CARE 0l 0 46.00
ANCILLARY SERVICE COST -CENTERS i\ ¢ N TR L b ; A N T
54.00 (05400 RADIOLOGY-DIAGNOSTIC O 0 0 0. 000000 Q0.000000| 54.00
60.00 06000 LABORATORY 403,358 117 403,475 0.198798 0.000000| 60.00
67.00 06700 OCCUPATIONAL THERAPY 0 0 0 0. 000000 0.000000| 67.00
69.00 06900 ELECTROCARDIOLOGY 0 0 0 0.000000 0.000000| 6%.00
70.00 {07000 ELECTRODENCEPHALOGRAPHY 0 0 0 0. 000000 0.000000| 70.00
73.00 |07300/ DRUGS CHARGED TO PATIENTS 2,391,812 0 2,391,812 0.315384; 0.000000| 73.00
OUTPATIENT  SERVICE. COST .CENTERS - T S LG iR S e
90.00 |09000] CLINIC 0 5,735,128 5,735,128 0.185897 0.000000} 90.00
91.00 |09100| EMERGENCY 0 ) 0 0.000000 0.000000; 91.00
200.00 subtotal (see instructions) 58,211,320 5,735,245 63,946,565 200.00
201.00 Less Observation Beds : 201.00
202.00 Total (see instructions} 58,211,320 5,735,245 63,046,565 202.00

MCRIF32 - 3.23.147.0



Health Financial Systems

STREAMWOOD

In Lieu of Form CM5-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES

Provider CCN: 144034

pariod:

worksheat ¢

From 07/01/2012 | Part I

Jo  06/30/2013 | pate/Time Prepared:
10/1/2013 %:35 pm
Title XvIII Hospital PPS
- Cost Center Description.: - |)PPS. Inpatient : : EREE O e
PR 8 ] Ratio
e R A R : 1545 11.00
INPATIENT ROQUTINE SERVICE COST CENTERS:. AR
30.00 {03000 ADULTS & PEDTATRICS 30.00
46.00 |04600| 0THER LONG TERM CARE 46.00
IANCILLARY. SERVICE COST CENTERS. .~ S :
54.00 |05400{RADIOLOGY-DTAGNOSTIC 0.000000] 54.00
60.00 |06000| LABORATORY 0.198798 60.00
67.00 |06700| OCCUPATIONAL THERAPY 0.000000 67.00
69.00 |06900| ELECTROCARDIOLOGY 0.000000 69.00
70.00 |G7000| ELECTROENCEPHALOGRAPHY 0. 000000 70.00
73.00 |C7300|DRUGS CHARGED TO PATTENTS 0.315384 73.00
IOUTPATIENT. SERVICE. COST CENTERS S

90,00 09000} CLINIC 0.185897 90.00
91.0¢ {09190] EMERGENCY 0.0060000 91.00
200.00 subtotal (see instructions) 200.00
201.00 Less Observation Beds 201.00
202.00 Jotal (see instructions) 202.00

MCRIF32 - 3.23.147.0



Health Financial Systems e STREAMWOOD In Lieu of Form CM5-2552-10
COMPUTATION OF RATIO OF COSTS TO CHARGES Provider CON: 144034 |period: worksheet C
From 07/01/2012 | Part I
To 06/30/2013 | pate/Time Prepared:
10/1/2013 1:35 pm
Title XIX Hospital Cost
R DTS JF S R - Losts R
L) Total cost i Therapy rtimit: Total Costs RCE: - - | Total Costs
f(from wkst:. B, " adj: Disallowance EEEE
T Part I, eoll et : SanTer
263 G : i L
R R L B ‘1.00 200 :3.00 4,00
INPATIENT. ROUTINE: SERVICE COST ‘CENTERS - L B L R R
30.00 |03000|ADULTS & PEDIATRICS 17,526,751 17,526,751 0 0| 30.00
46,00 04600/ OTHER LONG TERM CARE 0 0 0 0] 46.00
ANCILLARY SERVICE COST CENTERS . - TR o
54.00 105400 RADIOLOGY-DIAGNOSTIC 0 4] 0 0| 54.00
60.00 06000 LABORATORY 80,210 80,210 0 0| 60.00
67.00 106700 OCCUPATIONAL THERAPY 0 0 0 0 0| 67.00
£9.00 106900 ELECTROCARDEQLOGY 0 0 0 0| 69.00
70.00 {07000 ELECTROENCEPHALOGRAPHY 0 4] 0 0| 70.00
73,00 |07300| DRUGS CHARGED TO PATIENTS 754,339 754,339 0 0] 73.00
OUTPATIENT SERVICE COST CENTERS B BN i
90.00 109000 CLINTIC 1,066,141 1,066,141 0 G| 90.00
91.00 |09100| EMERGENCY 0 0 0 (| 91.00
200.00 Subtotal (see instructions) 19,427,447 0 19,427,441 0 0|200.00
201. 00, Less Observation BReds 0 0 0|201.00
202.00 Total (see instructions) 19,427,441 0 19,427,441 0 0|202.00

MCRIF32 - 3.23.147.0



Health Financial Systems STREAMWOOD In Lieu of Form CMS-2552-10
COMPUTATION OF RATIO OF COSTS TO CHARGES Provider CCN: 144034 |period: worksheet C
From 07/01/2012 | Part I
To  06/30/2013 | Date/Time Prepared:
10/1/2013 1:35 pm
Title XIX Heospital Cost
L : . 5 Charges - .. S i RPN
Cost Certer: Description | " Inpatient : | outpatient ..[Total (col. 6 Cost or Other] . 'TEFRA -
B = T EE RN AL coeel. 7Y 0] Ratio ‘Inpatient
= L me o o . Ratig. -
R i S . Lo i 6.00 7.00 8.00 S 119,00 10,00 ¢
INPATIENT ROUTINE: SERVICE «COST CENTERS . R R o T
30.00 [03000[ ADULTS & PEDIATRICS 55,416,150 55,416,150 30.00
46.00 [04600| OTHER LONG TERM CARE 0 0 46.00
ANCTLLARY "SERVICE. COST CENTERS o R N
54.00 |05400( RADIOLOGY -DIAGNOSTIC 0 0 0] 0.000000 0.000000| 54.00
60.00 |06000| LABORATORY 403, 358 117 403,475 0.198798 0.000000; 60.00
67.00 |06700{ OCCUPATIONAL THERAPY 0 0 0 0.000000 0.000000! 67.00
69.00 (06900| ELECTROCARDIOLOGY 0 0 0 0.000000 0.000000| 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 0 0 0.000000 0.000000| 70.00
73.00 |07300/DRUGS CHARGED TQ PATIENTS 2,391,812 0 2,391,812 0.315384 0.000000| 73.00
OUTPATIENT: SERVICE COST CENTERS . . L : P s T PR L e B
20.00 02000 CLINIC 0 5,735,128 5,735,128 0.185897 0.000000| 90.00
91.00 |09100] EMERGENCY o] ) 0 0.600009 0.00000CG| 91.00
200.00 Subtotal (see instructicns) 58,211, 320 5,735,245 03,946,565 200.00
201.00 Less Observation Beds 201.00
202.00 Total (see instructions) 58,211,320 5,735,245 63,946,565 202.00

MCRIF32 - 3.23.147.0



Health Financial Systems STREAMWOOD in Lieu of Form CMS-25%2-10
COMPUTATION OF RATIO OF COSTS TO CHARGES Provider CCN: 144034 |period: worksheet C

From 07/01/2012 | Part I

To 06/30/2013 : Date/Time Prepared:
10/1/2013 1:35 pm

Title XIX Hospital i Cost
".Cost Center Description . ..i . |PP5 Inpatient]: S DETIE O U :
Ce S T - Ratio - :
Lo : i sl : S T
TINPATIENT ROUTINE SERVICE COST CENTERS. - AT R R ol :
30.00 (03000 ADULTS & PEDTATRICS 30.00
46.00 |04600 OTHER L QNG TERM CARE 46.00
ANCILLARY SERVICE COST CENTERS E G T I R . :
54,00 (05400 RADTOLOGY-DTAGNOSTIC 0.000000 54.00
60.00 |06000]LABORATORY 0.000000 60.00
67.00 |06700| OCCUPATIONAL THERAPY 0.000000 67.00
69.00 |06%900| ELECTROCARDTOLOGY 0.000000 69.00
70.00 |07000| ELECTROENCEPHAL OGRAPHY 0. 000000 7G.00
73.00 [07300{DRUGS CHARGED TO PATIENTS 0. 000000 73.00
OQUTPATIENT SERVICE COST CENTERS. . ... :: e T . R
90.00 {09000| CLYNIC 0. 000000 90.00
91.00 {09100| EMERGENCY 0. 000000 91.00
200.00 subtotal (see instructions) 200.00
201.00 Less Observation Beds 201.00
202.00 Total (see instructions) 202.00

MCRIF3Z2 - 3.23.147.0



Health Financial Systems STREAMWOOD In Lieu of Form CMS-2552-10
APPORTIONMENT OF INPATIENT ROUTINE SERVICE CAPITAL COSTS Provider CCN: 144034 |Period: worksheet D
From 07/01/2012 | part I
To  06/30/2013 | bate/Time Prepared:
10/1/2013 1:36 pm
Title XVITT Hospital PPS
I Cost Center Description i . i o[l capital-i. | .5wing Bed | .. Reduced i . jTotal Patient |Per Diem {col}.

CCapital -3
211 Related: €ost i
ChACenT L = coldl

-1.Related Cost | Adjustment:
G(from wkst. 8 I

pays -
- Par I

B 3 '/: C014)

G )i
R T Ui e e 2,00 o Ti3.00
INPATIENT ROUTINE SERVICE.COST CENTERS R R T D S LS
30.00 [ADULTS & PEDTATRICS 1,902,248 0 1,902,248
200.00/Total (Iines 30-199) 1,902,248 1,902,248

«Cost Center Description: s Tnpatient 1. Inpatient -
’ EEERE a program days " Program

B ! "o Capital Costiy
L leoT 5 x cold

Pt T LT R S

: ) S . e 6,000 [0 s

INPATIENT ROUTINE ‘SERVICE COST: CENTERS - | @ iiion oo oo o i
30.00 |ADULTS & PEDIATRICS 26 1,247 30.00
200.00/ Total (lines 30-199) 26 1,247 200.00

MCRIF32 - 3.23.147.0



Health Financial Systems STREAMWOOD In Lieu of Form ¢M5-2552-10
APPORTIONMENT OF INPATIENT ANCILLARY SERVICE CAPITAL COSTS provider CCN: 144034 |Period: worksheet d

From 07/01/2012 | Part 11

To 06/30/2013 | pate/Time Prepared:
10/1/2013 1:35 pm

Title XVIIT Hospital PPS
Cost Center Description; . . .. - - Jocapital o Total Charges | Ratic of Cost) . Inpatiént  jCapital Costs | =
. ; L S ool b related Cost W(From, wkst. -C,! “to Charges. | Program.- .| {column 3 'x
L M(From wkst. B, (col. - 1:= colll ) Chargés-. 1  column 4}
Part II,;CQ] b 2 R : LT e
L U2EY L i
BN ST 21,00 3.00: 5.00 -0
ANCILLARY SERVICE «COST CENTERS : : .. R e e T S
54.00 |05400| RADIOLOGY-DIAGNOSTIC o] ] 0.000000 0 0| 54.00
60.00 [06000] LABORATORY 1,877 403,475 0.004652 0 0l 60.00
67.00 106700| OCCUPATTONAL THERAPY 0 0 G. 000000 0 0} 67.00
69.00 106900| FLECTROCARDIOLOGY 0 0 0. 0000490 0 0] 69.00
70.00 (07000 FLECTROENCEPHALOGRAPHY 0 0 0.000000Q, 0 0| 70.00
73.00 |07300| DRUGS CHARGED TO PATIENTS 32,129 2,391,812 0.013433 0 0] 73.00
QUTPATIENT SERVICE. COST CENTERS - @ ":i. 0 /o wiii™ . ' R R :
90,00 |09000| CLINIC 106,967 5,735,128 0.018651 0 0| 20.00
91.00 |{9100| EMERGENCY 0 0 0. 000000 0 0| 91.00
200.00 Total (Fines 50-199) 140,973 8,530,415 0 Q(200.00

MCRIF32 - 3.23.147.0



Health Financial Systems STREAMWOOD In Lieu of Form M$-2552-10
APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS Provider CCN: 144034 |Period: wWorksheet D
From 07/01/2012 | Part IIT
To 06/30/2013 | pate/Time Prepared:
16/1/2013 1:36 pm
Title XVIII Hospital PP5
“UUCost Center Description Nursing School Al71 other .. i : swing-Bed.: i Total- Costs- ]|
: : SR L T N s o Medical i Adjustment G Csum of cols, |
ducation Cost Amount {see | 1 through 3, |. -
R LoEE “dinstructions) {minusicol. 4y 1
Do - S e S i 1.00 : D0 o400 ] 5.00 5 -
INPATIENT ROUTINE SERVICE: COST .CENTERS - R Cont - ) e
30.00 {03000/ ADULTS & PEDIATRICS 0 0 0 0 0| 30.00
20000 Total {(Iines 30-199) 0 0 4] 0i200.00
Lo Cost’Cemter Descriptiom s Total Patient |Per Diem {col:l ‘Inpatient: " Inpatient . | - PSAiAdj. - i
SRR SR e (Days .5 =cel: 1 6) | Program Days’| . ‘Program . :Nursipg:
TR v A BR O E i _Pass%Through{ s i
A Hicost(col i 7o
SR o RIS LN T EE YR |
| L TR T ~6.00 7.00 8.00 i 9.00.7 KRR
INPATIENT ROUTINE SERVICE COST. CENTERS. & ~-.nn'iwr j ‘ R B
30.00 |03000|ADULTS & PEDIATRICS 39,664 0.00 26 0 Q] 30.00
200.00 Total (Jines 30-199) 39,664 26 0
e “i.Cost Center Pescription COPSACATL R PSA AT AT e
SR TR R : Allfed: Health|other Medical:
Sooocost L Education -Cost] -
- s Sl e el DRl . . . 12‘00 13.00 B
INPATIENT ROUTINE SERVICE COST CENTERS R T R kR T
30.00 |03000/ADULTS & PEDIATRICS 0 0 30.00
200. 09 Total (lines 30-199) 0 0 200.00

MCRIF3

2 - 3.23.147.0



Health Financial Systems STREAMWOOD In Lieu of Form CMS-2552-10
APPORTIONMENT OF TNPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS provider CCN: 144034 |period: worksheet D
THROUGH COSTS From 07/01/2012 | part Iv

To 06/30/2013 | pate/Time Prepared:
10/1/2013 1:35 pm

Title XVIII Hospital PPS
T Cost Center Desciiption . = .. "+ -‘INon Physician|Nursing School|Allied Health| ~.All.Other - Total Cost’, -
EE L I R anesthetist -} " S PR “oMedical ] {sum of .col 1.
[ Cost Education: Costi through coll. |~
RN g | P e e Ay
: Lo R R R 1.00 2,00 0L 300 4.00- IR T
. IANCTLLARY SERVICE COST CENTERS R R I L T I R
54.00 |05400| RADIOLOGY-DIAGNGSTIC 0 0 0 0 0| 54.00
60.00 ;06000 LABORATORY 0 O 0 Q0 0| 60.00
67.00 |[06700{ OCCUPATTONAL THERAPY 0 0 0 0 0| 67.00
69,00 |06900| ELECTROCARDICLOGY Q 0 o; &g 0] 69.00
70.00 |07000] ELECTROENCEPHALOGRAPHY 0 0 0 0 0} 70.00
73.00 07300 DRUGS CHARGED TO PATIENTS i 0 0 ] 0| 73.00
OUTPATIENT (SERVICE COST CENTERS ° S T R R L L j
90.00 |09000] CLINIC 0 0 0 0{ o| 20.00
91.00 |09100; EMERGENCY 0 0 0 O 0| 91.00
200.00 Total (lines 50-199) 0 0 0 0| 0]20G.00

MCRIF32 - 3.23.147.0



vealth Financial Systems STREAMWOOD In Lieu of Form €M5-2552-10
APPORTIONMENT OF INPATTENT/CUTPATIENT ANCILLARY SERVICE OTHER PASS provider CON: 144034 |Period: [ worksheet D
THROUGH COSTS From 07/01/2012 1 Part IV

To 06/30/2013 | bate/Time Prepared:
10/1/2013 1:35 pm

Title XviIl Hospital PPS
Total Total ChargesjRatio of Costi  Outpatient Inpatient :
: “outpatient: [(from wkst. ;| to Chargés ' |Ratio of .Cost|. . Program
U il'cost:{sum of 1 Payt I, col. [{col. 5 +Col.| ‘te Charges Charges:;: =}
Sl By T P 7Yy (ool 6 el e
T Sl st i 6.00 i 7,00 _ B.00.... 4 900 L 10.00: )
[ANCTLLARY SERVICE COST CENTERS. . = Lo R S S AL N S b
54._.00 |05400| RADTOLOGY -DIAGNOSTIC 0 0 0.0600000 0.000000 0| 54.00
60.00 |06000| LABORATORY 0 403,475 0.000000 0.000000 0| 66.00
67.00 106700] OCCUPATIONAL THERAPY 0 0 0.000000 0.000000 0] 67.00
69.00 06900 EL. ECTROCARDIOLOGY 0l 0 0.000000 0. 000000 0| 62.00
70.00 |07000| EL.ECTROENCEPHALOGRAPHY 0 0 0.000000 0.000000 0| 70.00
73.00 07300/ DRUGS CHARGED TO PATIENTS 0 2,391,812 0.000000 0.000000 D| 73.00
OUTPATIENT SERVICE COST CENTERS 5 j-' v . : ' . L
90.00 09000|CLINIC 0 5,735,128 0_0000069 0.000000 0] 90.00
91.00 |09100| EMERGENCY 0! 0 0. 000000 0. 000000 0] 91.00
200. 00 Total (lines 50-199) 0 8,530,415 l |200.00

MCRIF32 - 3.23.147.0



Health Financial Systems STREAMWOOD In Lieu of Form ¢Ms-2552-10
APPORTIONMENT OF TINPATTENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 144034 |Period: worksheet D

THROUGH COSTS From 07/01/2012 | Part Iv

To  06/30/2013 | pate/Time Prepared:
10/1/2013 1:35 pm

Title XVIII Hospital PPS
‘Cost Center Descriptiom - 5301 7 1. pnpavient o oOutpatient | . Qutpatient’ ] PSA Adj: Non PSA AdJ. .
""" R Do : “w Y program tU 1. TProgram | i Program i © Physieian” - nursing School
Pass-Through™| ' Charges. .| Pass-Through | Anesthetist b :
Costs' {tol. 8§ L s Costs {ealy 94 5 Cost )
Sk eed s 10) Cone e e ] ARY D e B
: R L 13000 312,004 13,00 o] w22.00
IANCILLARY. SERVICE COST CENTERS N U R A .
54.00 |05400| RADIOLOGY-DIAGNOSTIC 0 0 0 0 0| 54.00
60.00 |06000| LABORATORY 0 0 0 0 0} 60.00
67.00 |06700| OCCUPATIONAL THERAPY 0 0 0 0; 0! 67.00
69.00 |06900; ELECTROCARDIOLOGY 0 0 0 0] 0| 69.00
70¢.00 |07000] ELECTROENCEPHALOGRAPHY 0 0 0 G Q| 70.00
73.00 {07300/ DRUGS CHARGED TQ PATIENTS 0] 0 0 8] 0| 73.00
OUTPATIENT SERVICE CO5T CENTERS : g -
90.00 |09000| CLINIC 0 0 0 0 | 90.00
91.00 |09100| EMERGENCY 0 0 0 0 0| 91.00
200.00 Total (lines 50-199) 0 1 0 0 0|200.00

MCRIF32 - 3.23.147.0



Health Financial Systems STREAMWOOD In Lieu of Form CM$-2552-10
APPORTIONMENT OF INPATIENT/QUTPATTIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 144034 |Period: worksheet D

THROUGH COSTS From 07/01/2012 | Part Iv

To 06/30/2013 ; pate/Time Prepared:
10/1/2013 1:35 pm

Title XVIIL Hospital PPs
" Cpst Center Descripti PSA A HLPSA AT AT ] D T e e
) TSR : ‘th | Other ‘Medicaly i+
. [Education Cost

: L : TR 2400

ANCILLARY SERVICE COST CENTERS R
54.00 |05400| RADIOLOGY-DIAGNOSTIC 0 0 54.00
60.00 |06000| LARORATORY 0 0 60.00
67.00 (06700 OCCUPATIONAL THERAPY 0 0 67.00
69.00 |06900| ELECTROCARDIOLOGY 0 0 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 0 70.00
73.00 107300 DRUGS CHARGED TO PATIENTS 0 0 73.00

OUTPATIENT SERVICE COST CENTERS - - L@ . CS T S
90.00 |09000; CLINIC 0 0 90.00
91.00 |09100| EMERGENCY 0 0 91.00
200.00) Total (lines 50-199) 0 0 200.00

MCRIF32 - 3.23.147.0



Health Financial Systems

STREAMWQOD

In Lieu of Form ¢M$-2552-10

APPORTIONMENT OF INPATIENT ROUTINE SERVICE CAPITAL COSTS

7

Period:
From 0770172012
To 06/30/2013

Provider CCN: 144034

| worksheet D

Part I
Cate/Time Prepared:
10/1/2033 1:35 pm

_Adjustment’

~ “pays.

_ _ _ Title XIX Hospital Cost
Cost Center Description. Capital - swing Bed . Reduced > |Total Patient Per Diem, (col. i} 0
SUELTL RN 1 rReTated Cost ~.Capital : o )

A{from wkst.: rRelated Cost | :i.."
Hpart 1T, o (col. 1~ col.j e
LIRS 23 : ORI e
: o . L N ‘ 0. T Z2.00 31.00. 4,00, . ] 5.00
EINPATIENT . ROUTINE SERVICE COST CENTERS R SR e T R PR R
30.00 |ADULTS & PEDIATRICS 1,902,248 0 1,902,248 39,664 47.96| 30.00
200.00 Total (lines 30-199) 1,902,248 1,902,248 39,664
el Cost: Center Description. .. i Tnpatient: .4 = Inpatjent e - : -
CELRRE A Lo Cprogram

Program. days }

6.00

INPATIENT ROUTINE SERVICE COST CENTERS.. . - PR
30.00 |ADULTS & PEDIATRICS 29,094 1,395,348 30.00
200.00| Total (lines 30-199) i 29,094 1,395,348 200.00

MCRIF32 - 3.23.147.0



Health Financial Systems STREAMWOOD In Lieu of Form ¢MS-2552-10
APPORTIONMENT OF INPATIENT ANCILLARY SERVICE CAPITAL COSTS Provider CCn: 144034 | Period: worksheet D

From 07/01/2012 | Part It

To 06/30/2013 | pate/Time Prepared:
10/1/2013 1:35 pm
Title XIX Hospital Cost

.Cost Center Description ... Capital ":|Total Charges’|Ratio of Cost|  ‘Inpatient [Capital Costsi 7
e e rRelated ‘Cost {{from wkst. to Charges Cprogram - {ealumn -3ix T
(from wkst. B, olumn
Part IT, col.]: b
S2B8) B
BRI i R L 1.00 . 5.00.
ANCILLARY. SERVICE COST CENTERS  ~ -+ 701 - I B . ey T S
54.00 [05400{ RADIOLOGY-DIAGNOSTIC o} 0 0.000000 0 0| 54.00
60.00 06000| LABORATORY 1,877 403,475 0.004652 291,716 1,357| 60.00
67.00 |06700| OCCUPATIONAL THERAPY 0 0 0.4900000 0 0| 67.00
63,00 |06900| ELECTROCARDIOLOGY 0 0 0.000000 0 0| 69.00
70.00 |07000; ELECTROENCEPHALOGRAPHY 0 0 0.000000 0 0| 70.00
73.00 |07300{DRUGS CHARGED TC PATIENTS 32,129 2,391,812 0.013433 1,827,636 24,551} 73.00
IQUTPATTENT SERVICE COST CENTERS ~ ©  /iitid i"0 " R R B S R i
90,00 |09000| CLINIC 106, 967 5,735,128 0.018651 0 0§ 90.00
91,00 |09100| EMERGENCY ) 0 0. 000000 O 0| 91.060
200.00 Total (lines 50-199) 140,973 8,530,415 2,119,352 25,908(200.00

MCRIF32 - 3.23.147.0



Health Financial Systems

STREAMWOOD

In Lieu of Form CM$-2552-10

APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS Provider CCN: 144034 |Period: worksheet D
From 07/01/2012 | part IIT
TO 06/30/2013 | pate/Time Prepared:
10/1/2013 1:35 pm
Title XIX Hospital Cost
“-Cost Cepter Description: coiNgrsing Schoollalliaed Health) All other | swing-Bed.: | Total ‘Costs:
A R B I . e EREEI Lost -7 U Medical . ). Adjustmenti | {sum. of cols. | o
CoLU P leducation Cost]o Amount  (see [ 1 through -3, 4
SR e instructions) |minus. col:. 4y 7] -~
[EASEE R RS NS Ee S AT LS : 1.00 2.00 W .00 5000
INPATIENT ROUTINE SERVICE COST CENTERS R S R R
30.00 {03000 ADULTS & PEDIATRICS 0 0 Q 0| 30,00
200.00 Total (Jines 30-199) 0 O 0[200,00
B Cost. Center Description S Inpatient, | Inpatient; PsAa Adj. - ;
DR RO G Program. Days i .. Program :':Nursing-School{:
S s Through |t alithy :
Cdcost (o, 7ix
: <ol B L
R R N ST 5.00 ©9.00 .
INPATIENT ROUTINE SERVICE (OST CENTERS . - : 3 S R
30.00 |03000|ADULTS & PEDIATRICS .00 29,094 0) 0] 30.00
200.00 Total (Tines 30-199) 29,094 0 0[200.00
N Cost Center Description i il : woPSA AL PRAT AT AT R R
: e i |a¥lied: Health|other ‘Medical
Cicostt - |Fducation. Cost
T R LA S S EE S L C12:00 L 2 13.00.
INPATIENT ROUTINE: SERVICE COST CENTERS S e : S
30.00 (03000|ADULTS & PEDIATRICS 0 i} 3G.00
200.00 Total (lines 30-199) 0 8] 200.00

MCRIF32 - 3.23.147.9



Health Financial Systems STREAMWOOD In tieu of Form ¢MS-2552-10
APPORTIONMENT OF INPATIENT/OUTPATTENT ANCTILLARY SERVICE OTHER PASS Provider CCN: 144034 |period: worksheet D
THROUGH COSTS From 07/01/2012 | Part Iv

Ta 06/30/2013 | pate/Time Prepared:
10/1/2013 1:35 pm

Title XIX Hospital Cost
Cost Center Description: - : {Non Physidian |Nursing School|allied Health| . a1l other : |. Total Cost - |,
SlEmmuien e SRR SAnestherdst 0 i i Medical ;| (sum of col 1.
cost’ - Education Cost through col. |.
EERRSPERNS R . YN
: : : N 1.00 X L 3.00 Jon 4,00 . 5.00
IANCTLLARY SERVICE COST CENTERS i B Lo e
54.00 |05400| RADTOLOGY-DIAGNOSTIC 0 0 0 0 0| 54.00
60.00 |06000| LARORATORY 1; 0 0 O 0| 60.00
67.00 |06700| OCCUPATIONAL THERAPY i} 0 0 0 0| 67.00
69.00 |06900| ELECTROCARDIOLOGY 0 0 0 4 0| 69.00
70.00 |07000] ELECTROENCEPHALOGRAPHY 0 0 0 0 0| 70.00
73.00 |07300; DRUGS CHARGED TO PATTENTS 0 0 0 0 0| 73.00
OUTPATIENT SERVICE COST CENTERS B R 5
90.00 (09000 CLINIC 0 0 0 0 G| 90.00
91.00 109100; EMERGENCY 0 0 0 0 0| 91.00
200. 00 Total (Tines 50-199) 0 0 0 0 0200.00

MCRIF3Z - 3.23.147.0



Health Financial Svstems

STREAMWOOD

In Lieu of Form ¢M5-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 144034 |Period: worksheet D
THROUGH COSTS From 07/01/2012 | Part Iv
To 06/30/2013 | pate/Time Prepared:
10/1/2013 1:35 pm
Title XIX Hospital _Cost
. Cost Center ‘Description Total ™ Total ‘Charges |Ratio of Cost] Outpatient: | - Ierpatient .
I ‘Dutpatient - |(from'wKst! ;| : té Charges '|Ratio:of ‘Cost| . ‘Program ..
Cost "(sum of | Part I, co6l: {{col."5. % cal] 'to Charges: ~Charges - "1
col. 2, 3 :and 83 i LieiiCcels 6 5ocoTl BT o
A A L. 6,00 7.00 P L8000 © 9,00 10.00 . -
ANCILLARY SERVICE 'COST CENTERS o Lo o S G
54.00 |05400| RADIOLOGY-DIAGNCSTIC 0 0 0. 000000, 0. 000000 Q| 54.00
60.00 (06000 LABORATORY 0 403,475 0.000000 0. 600000, 291,716| 60.00
£7.00 (06700| OCCUPATIONAL THERAPY 0 0 G. 000000 0. 000000 G| 67.00
62.00 106900 ELECTROCARDIOLOGY 0 0 C. 000000 0. 000000 | 69.00
70.00 {07000] ELECTROENCEPHALOGRAPHY 0 0 0. 000000 0. 0000090 G| 70.00
73.00 |07300 DRUGS CHARGED TO PATIENTS 0 2,391,812 0.9000000 0.000000 1,827,636| 73.00
OUTPATIENT SERVICE COST CENTERS. T S . g o L i
50.900 |09000| CLINIC 0 5,735,128 0.0006000 0.000000 0| 90.00
91.00 |09100| EMERGENCY 0 0 0.000000 0.000000: 0| 91.00
200.00 Total (lTines 50-199) 0 8,530,415 l 2,119,352|200.00

MCRIF32 - 3.23.147.0



Health Financial Systems STREAMWOOD In Lieu of Form CM§5-2552-10
APPORTIONMENT OF INPATIENT/OUTPATLENT ANCILLARY SERVICE OTHER PASS Provider CCN: 144034 |Period: worksheet D

THROUGH COSTS From 07/01/2012 | Part Iv

To  06/30/2013 | pate/Time Prepared:
10/1/2013 1:35 pm

Title XIX Hospital Cost
s CostoCenter Description UL ~Inpatient. -] Qutpatient - Outpatient | PSA Adj. Now | '@ PSA Adi. -
R O R AU | -.Program - Program- Program . . Physician: ..jNursing.School
Pass-Through Charges Pass-Through .|  anesthetist. L
‘|Costs (col. 8 ) .{Costs (coli 0| % cost i
x o eol A0y o) e i Gl xeod 12y
i S S 31000 ] 12000001 13000 0
ANCILLARY SERVICE COST: CENTERS R R B I AT T
54,00 |05400 RADIOLOGY-DIAGNOSTIC 0 0 0 0 0| 54.00
60.00 |06000| LABORATORY 0 0 o: 0 0| 60.00
67.00 |06700| OCCUPATIONAL THERAPY 0 0 0 0 0| 67.00
659.00 (06900 ELECTROCARDIOLOGY 0 0 0 0 0| 69.00
70.00 |07000] ELECTROENCEPHAL GGRAPHY 0 0 0 0 o 70.00
73.00 {07300|DRUGS CHARGED TG PATIENTS 0 0 0 0 0] 73.00
OUTPATIENT SERVICE COST CENTERS: ~ 77 ot - o 7 oo i e R :
90.00 09000 CLINIC D of 0 0 0] 90.00
91.0C |09100| EMERGENCY 0 0 6] 0 0! 91.00
200.00 Total (lines 50-199) 0 O‘ 0 0 01200.00

MCRIF32 - 3.23.147.0



Health Financial Systems STREAMWOOD In tieu of Form CMS-2552-10
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS provider CCN: 144034 |Period: worksheet D

THROUGH COSTS From 07/01/2012 | Part IV

To 06/30/2013 | Date/Time Prepared:
10/1/2013 1:35 pm

Title XIX Hospital Cost
Center Descr AU PSA AddL T PSA AL CATTEE D e e o
T R R | AT71ied Health{other Medical:
i C U Education . Costl
Do RN mrnoono MR :23.00 oo m 2400 0 o
ANCILLARY. SERVICE COST CENTERS - .
54.00 05400 RADTOLOGY-DTAGNOSTIC 0 0 54.00
60.00 (06000 LABORATORY 0 0 60.00
67.00 (06700 OCCUPATIONAL THERAPY 0 0 67.00
69,00 |06900 ELECTROCARDTOLOGY 0 0 69.00
70,00 |07000| ELECTROENCEPHALOGRAPHY 0 ] 70.00
73.00 97300 DRUGS CHARGED TD PATIENTS 0 0 73.00
DUTPATIENT SERVICE COST CENTERS:" 1% R T T R E T R T
90,00 [09000] CLINIC 0 0 90.00
91..00 (09100| EMERGENCY 0 0 91.00
200.00 Total (iines 50-199) 0 0 200.00

MCRIF32 - 3,23.147.0



Health Fipancial Systems

STREAMWQOOD

In Lieu of Form CMS-2552-10

COMPUTATION OF INPATIENT OPERATING COST pProvider CCN: 144034 |Period: worksheet D-1
From 07/01/20%2
To 06/30/2013 | pate/Time Prepared:
10/1/2013 1:35 pm
Title XVIIT Hospital PPS
er Descr1pt1on W o LT e LU R
) : L L1.06
PART I - ALL PROVIDER COMPONENTS L N
INPATIENT DAYS ) P b : : : -
1.00 |Inpatient days (1nc1ud1ng private room days and swing-bed days, exc1ud1ng newborn) 39,664 1.00
2.00 |Inpatient days (including private room days, excluding swing-bed and newborn days) 39,664 2.00
3.00 |Private room days (excluding swing-bed and observation bed days). If you have only private room days, 0| 3.00
do not complete this line.
4.00 |semi-private room days {excluding swing-bed and observation bed days) 39,664 4.00
5.00 |Total swing-bed SNF type inpatient days (including private room days) through December 31 of the cost 0| 5.00
reporting period
6.00 |Total swing-bad SNF type inpatient days (including private room days) after December 31 of the cost 0 6.00
reporting period (if calendar year, enter 0 on this line)
7.00 Total swing-bed NF type inpatient days (including private room days) through December 31 of the cost 0| 7.00
reporting period
8.00 |Total swing-bed NF type inpatient days (including private room days) after December 31 of the cost 0] 8.00
reporting period (if calendar year, enter 0 on this Tline)
9.00 |Total inpatient days including private room days applicable to the Program {(excluding swing-bed and 260 2.00
newborn days)
10.00 |swing-bed SNF type inpatient days applicable to title XvIII only (including private room days) 0| 10.00
through pecember 31 of the cost reporting period (see irstructions)
11.00 |swing-bed SNF type inpatient days appiicable to title XVIII only (including private room days) after 0| 11.09
pecember 31 of the cost reporting period (if calendar year, enter 0 on this line)
12.00 |swing-bed NF type inpatient days applicable to titles v or XIX only (inctuding private room days) G| 12.00
through December 31 of the cost reperting period
13.00 |swing-bed NF type inpatient days applicable te titTes v or XIX only (including private room days) 0| 13.00
after December 31 of the cost reporting period (if calendar year, enter 0 on this %ine)
14.00 {Medically necessary private room days applicable to the Program (excluding swing-bed days) 0| 14.00
15.00 |Total nursery days (title v or XIX only) 0| 15.00
16.00 |Nursery days (title v or XIX 0n1y) 0| 16.00
SWING BED_ADJUSTMENT i . oo - - y T -
17.00 [Medicare rate for swing- bed SNF services app11cab1e to services through December 31 of the cost 0.00{ i7.00
reporting period
18.00 |Medicare rate for swing-bed SNF services applicable to services after December 31 of the cost 0.00| 18.00
reporting period
19.00 |Medicaid rate for swing-bed NF services applicable to services through bDecember 31 of the cost 0.00| 19.00
reporting period
20.00 [Medicaid rate for swing-bed N¥ services applicable to services after December 31 of the cost 0.00] 20.00
reporting period
21.00 {Total general inpatient routine service cost {(see instructions) 17,526,751 21.00
22.00 |Swing-bed cost applicable to SNF type services through becember 31 of the cost reporting peried {line 0| 22.00
5 X Tine 17)
23.00 |swing-bed cost applicable to SNF type services after December 31 of the cost reporting periocd (line 6 0| 23.00
x Tine 18)
24.00 |Sswing-bed cost applicable to NF type services through December 31 of the cost reporting period (line 0f 24.00
7 x 1line 19)
25.00 |swing-bed cost applicable to NF type services after becember 31 of the cost reporting period (line 8 0] 25.00
x Fine 20)
26.00 |Total swing-bed cost (see instructions) 0| 26.00
27.00 |General inpatient routine service cost net of sw1ng -bed cost (11ne 21 m1nu5 T1ne 26) 17,526,751| 27.00
PRIVATE ROOM DIFFERENTIAL. ADJUSTMENT : R C
28.00 |General inpatient routine service charges (echud?ng sw1ng bed charges) 55,416,150| 28.00
29.00 |pPrivate room charges {excluding swing-bed charges) 0| 29.00
30.00 {Semi-private room charges (excluding swing-bed charges) 55,416,150| 30.00
31.00 {General inpatient routine service cost/charge ratio (line 27 =+ Tine 28) 0.316275| 31.00
32.00 {Average private room per diem charge (line 29 = Tine 3) 0.00| 3z2.00
33.00 {Average semi-private room per diem charge (Tine 30 + line 4) 1,397.14| 33.00
34.00 |Average per diem private room charge differential (line 32 minus Tine 33)(see instructions) 0.00| 34.00
35.0¢ |Average per diem private room cost differential (line 34 x Tline 31) 0.00} 35.00
36.00 |Private room cost differential adjustment (line 3 x line 33) 0{ 36.00
37.00 |General inpatient routine service cost net of swing-bed cost and private room cost differential (line 17,526,751] 37.00
27 _minus 1ine 36)
PART. II. - HOSPITAL AND. SUBPROVIDERSONLY :
PROGRAM INPATIENT OPERATING COST BEFORE. PASS THROUGH COST ADJUSTMENTS i
38.00 |Adjusted general +inpatient routine service cost per diem (see instructions) 441.88| 38.00
39.00 |Program general inpatient routine service cost (line 2 x TFine 38) 11,489 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 + Tine 40) 11,489 41.00

MCRIF3Z2 - 3.23.147.0



Health Financial Systems STREAMWOOD In tieu of Form CMS$-2552-10
COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 144034 |Period: worksheet D-1

From 07/01/2012
To 06/30/2013 | pate/Time Prepared:
10/1/2013 1:35 pm

Title XVIII Hospital PPS
i Cost Center bescription- .0 . 37 o Totals | o Total il Average Per-| Program Days: | Program Cost ] :
T Hr TR o Inpat'lent CostInpa’.ti.ent."ﬁay,slf)riem: (col., 1 = ¢ foroe(eole 3o cod L]
i : R G -féo}.-Z) : RS P T AT
. : oroinria I . o S T 100 2.00 3_00 Pt 4‘00 - : 5_00 R
42.00 |NURSERY (title v & XTX only) 42.00
Intensive Cdre Type 'Inpatient Hospital units e L T T L e T e
43.00 |INTENSIVE CARE UNIT 43.00
44.00 |CORONARY CARE UNTT 44 .00
45.00 |BURN INTENSIVE CARE UNIT 45 .00
46.00 | SURGICAL INTENSIVE CARE UNTT 46.00
47.00 |OTHER SPECTAL CARE (SPECTFY) 47.00
. o -CO_S't. Ce_ntér‘-'Descr‘i-pt‘ion B N . : . IR T : AAE R g .
: RN ERCE : L o R - T P TAT00
48.00 |program inpatient ancillary service cost (Wkst. D-3, col. 3, Tine 200) 0| 48.00
49.00 |rotal Program inpatient costs (sum of 'I1nes 41 through 43)(see instructions) 11,489| 49.00
PASS THROUGH CDST ADJUSTMENTS | : o LTI : i N R
5¢.00 |pass through costs applicable to Program 1npat1ent routine services (from wkst D sum of Parts I and 1,247 50.00
III)
51.00 |pass through cests applicable to Program tinpatient ancillary services (from wkst. D, sum of Parts II 0; 51.00
and Tv)
52.00 {Total Program excludable cost (sum of lines 50 and 51) 1,247% 52.00
53.00 iTotal Program inpatient operating cost excluding capital related, non-physician anesthetist, and 10,242 53.00
medical education costs (Fine 49 minus Tine 52)
TARGET AMOUNT AND ‘LIMIT ‘COMPUTATION . : SR DT AT L -
54_.00 |Program discharges 0| 54.00
55.00 |Target amount per discharge 9.00| 55.00
56.00 |Target amount (line 54 x 1ine 55) 0| 56.00
57.00 |pifference between adjusted inpatient aperating cost and target amount (line 56 minus line 53) 0| 57.00
58.00 |Bonus payment (see instructions) 0| 58.00
59.00 |Lesser of Tines 53/54 or 55 from the cost reporting period ending 1996, updated and compounded by the 0.00| 59.00
market basket
60.0C |Lesser of Tines 53/54 or 55 from prior year cost report, updated by the market basket 0.00| 60.00
61.00 |If line 53/54 s Tess than the Tower of Tines 53, 59 or 60 enter the lesser of 50% of the amount by 0| 61.00
which operating costs {line 53) are Tless than expected costs (Jines 54 x 60), or 1% of the target
amount (line 56), otherwise enter zero (see instructions)
62.00 |Relief payment (see instructions) 0| 62.00
63.00 |Allowable Inpatient cost p'lus incentive payment (see mstructwns) Q! 63.00
PROGRAM INPATIENT ROUTINE SWING BED COST. & LosnE e e i
64.00 |Medicare swing-bed SNF inpatient routine costs through December 31 of the cost reportmg per'lod (See 0f 64.00
instructions)(titie XVIII only)

65.00 |Medicare swing-bed SNF inpatient routine costs after December 31 of the cost reporting period (See 0 65.00
instructions) (title XVIIT only)

66.00 {Total Medicare swing-bed SNF inpatient routine costs (line 64 plus 1ine 65)(title XVTII only). far 0| 66.00
CAH (see instructions)

67.00 |Title v or XIX swing-bed NF ‘inpatient routine costs through becember 31 of the cost reporting period 0| 67.00
{line 12 x line 19)

68.00 |Title v or XIX swing-bed NF inpatient routine costs after December 31 of the cost reporting period 0| 68.00
{Tine 13 x Tine 20)

69.00 |Total title V or XIX swing-bed NF inpatient routine costs (line 67 + line 68) ] 69.00
PART ‘TIT: - SXILLED NURSING FACILITY, OTHER NURSING FACILITY, AND ICF/MR ONLY. R R |

70.00 |skilled aursing facility/other nursing facility/ICF/MR routine service cost (line 37) 70.00

71.00 |adjusted general inpatient routine service cost per diem (line 70 + Yine 2} 71.00

72.00 |Program routine service cost (line 2 x Tine 71) 72,00

73.00 |Medically necessary private room cost applicable to Program (line 14 x Tine 35) 73.00

74.00 |Total Program general inpatient routine service costs (Tine 72 + Tine 73) 74,00

75.00 |Capital-related cost allocated to inpatient routine service costs (from worksheet B, Part II, column 75.00
26, line 45)

76.00 |Per diem capital-related costs (line 75 = 1ine 2) 76.00

77.00 |Program capital-related costs (line 3 x line 76) 77.00

78.00 |Inpatient routine service cost (line 74 minus line 77) 78.00

79.00 |Aggregate charges to beneficiaries for excess costs (from provider records) 79.00

80.00 |Total Program routine service costs for comparison to the cost Timitation (line 78 minus line 79 80.00

81.00 |Inpatient routine service cost per diem Timitation 81.00

82.00 |Inpatient routine service cost Timitation {(Iine 9 x tine 81) 82.00

23.00 |rReasonable inpatient routine service costs {see instructions) 83.00

84.00 |Program inpatient ancillary services (see instructions) 84.00

85.00 |utitization review - physician compensation {see instructions) 85.00

86.00 |7otal Program finpatient operating costs (sum of Tines 83 through 85) 86.00
PART IV - COMPUTATICN -OF OBSERVATION :BED PASS THROUGH COST .. w117 . i T e R T

87.00 |Total observation bed days (see instructions) 0| 87.00

88.00 |Adjusted general inpatient routine cost per diem (line 27 + line 2} 0.00| 88.00

89.00 |Observation bed cost (line 87 x line B8) (see jnstructions) 0| 89.00

MCRIF32 - 3.23.147.0



Health Financial Systems STREAMWOOD

........ In Lieu of Form CMS5-2552-10
COMPUTATION OF INPATIENT OPERATING COST

Provider CCN: 144034 | period: worksheet D-1
From 07/01/2012
To 06/30/2013 | pate/Time Prepared:

10/1/2013 1:35 pm
Titie XVIII Hospital PPS
“.Cost Center Description: Cost ;] Routine Cost |  columm 1 &1 - Total .| Observation
e T DI L : “i(from Tine 27) £olumn 2 :'{ Observation Bed Pass.-
] RN SRR -+ iBed Cost, {from| Through Cost
i U hine 89) vij(col. 3-X col.!
TR 4) (see -’
: L I : ‘linstructions)
: B T LI T R TR I 1.00 - - 2 00 2300 4. 00 1 -5.00
COMPUTATION OF OBSERVATION BED PASS THROUGH COST & . : . U RN : S TR -
90.00 {capital-related cost 1,902,248 17,526,751 0.108534 0 0| 90.00
91.00 |Nursing School cost 0 17,526,751 0. 000000 0 0| 91.00
92.00 |allied health cost 0 17,526,751 0. 000000 0 0| 92.00
93.00 (ATl other Medical Education 0 17,526,751 Q. 000000 0 0| 93.00

MCRIF3Z? - 3.23.147.0



Health Financial Systems STREAMWOOD In Lieu of Form CMS-2552-10
COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 144034 |period: worksheet D-1

From Q7/01/2012
To  06/30/2013 | pate/Time Prepared:
10/1/2033 1:35 pm

Title XIX Hospital Cost
'cggt centerﬂD Schiption”'T O B I RS L RN N R
L L e T .00

PARTI—ALL PROVIDER compoumrs L TR T
INPATIENT DAYS. = * R VA S TN S PR A S S ' _ e el R

1.00 |Inpatient days (1nc'|ud1ng prwate room days and swing- bed days, exc'ludmg newborn) 39,664| 1.00

2.00 |TInpatient days (including private room days, excluding swing-bed and newborn days) 39,664| 2.00

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

4.00 |Semi-private room days (excluding swing-bed and observation bed days) 39,664 4.00

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

6.00 |Total swing-bed SNF type inpatient days (including private room days) after December 31 of the cost 0| 6.00
reporting period (if calendar year, enter O on this line}

7.00 |Total swing-bed NF type tinpatient days (including private room days) through pecember 31 of the cost o] 7.00
reporting period

8.00 |Total swing-bed NF type inpatient days {including private room days) after December 31 of the cost 0| 8.00
reporting period (if calendar year, enter O on this line)

9.00 |total inpatient days including private room days applicable to the program (excluding swing-bed and 29,094 9.00
newborn days)

16.00 |swing-bed SNF type tinpatient days applicable to title XvIII only (including private room days) 0] 10.00
through Decemher 31 of the cost reporting period (see instructions)

11.00 |swing-bed SNF type inpatient days applicable to titie XvIII only (including private room days) after 0] 11.00
pecember 31 of the cost reporting periced (if calendar year, enter 0 on this line)

12.00 |swing-bed NF type inpatient days applicable to titles ¥ or XIX only (incTuding private room days) Q| 12.00
through December 31 of the cost reporting period

13.00 |swing-bed NF type inpatient days applicable to titles VvV or XIX only (including private room days) 0| 13.00
after pecember 31 of the cost reporting period (if calendar year, enter 0 on this 1ine)

14.00 iMedically 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 orﬂy) 0| 16.00
SWING BED ADJUSTMENT - : ) : L .

17.00 |Medicare rate for swing- bed SNF services app11cab1e to services through December 31 of the cost 0.00| 17.00
reporting period

18.00 |Medicare rate for swing-bed SNF services applicable to services after December 31 of the cost 0.00} 18.00
raporting period

19.00 |Medicaid rate for swing-bed NF services applicablte to services through becember 31 of the cost 0.00{ 19.00
reporting period

20.00 |Medicaid rate for swing-bed NF services applicablie to services after December 31 of the cost G.00| 20.00
reporting period

21,00 |Total general inpatient routine service cost (see instructions) 17,526,751 21.00

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

23.00 {swing-bed cost applicable to SNF type services after December 31 of the cost reporting period {line 6 ¢l 23.00
x Tine 18)

24.00 {swing-bed cost applicable to NF type services through December 31 of the cost reporting perioed (line 0| 24.00
7 X Tine 19)

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

26.00 |Total swing-bed cost (see instructions) 0] 26.00
27.00 |General inpatient routine service cost net of sw1ng bed cost ('|1ne 21 m1nus 'lme 26) 17,526,751} 27.00
PRIVATE ROOM DIFFERENTIAL ADJUSTMENT-. = : - : : - S
28.00 |General inpatient routine service charges (exc'ludmg swing- bed charges) 55,416,150] 28.00
29.00 |private room charges (excluding swing-bed charges) 0] 29.00
30.00 |semi-private room charges (excluding swing-bed charges) 55,416,150| 30.00
31.00 |General inpatient routine service cost/charge ratio (l1ine 27 + Tine 28} 0.316275| 31.00
32.00 |Average private room per diem charge (line 29 + Tine 3) 0.00| 32.00
33.00 |Average semi-private room per diem charge (line 30 = Tine 4) 1,397.14| 33.00
3400 |average per diem private room charge differential {1ine 32 minus 1ine 33)(see +instructions) 0.00| 34.00
35,00 |Aaverage per diem private room cost differential (Tine 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 dnpatient routine service cost net of swing-bed cost and private room cost differential (line 17,526,751 37.0C

27 minus Tine 36)

PART. II - HOSPITAL AND SUBPROVIDERS ONLY’ : SE i ; Pl

PROGRAM INPATIENT OPERATING COST _BEFORE PASS THROUGH COST ADJUSTMENTS e R i . . :
38.00 |Adjusted general inpatient routine service cost per diem (see instructions) 441.88) 38.00
39.00 jprogram general inpatient routine service cost (line 9 x line 38) 12,856,057 39.00
40.00 {Medically necessary private room cost applicable to the Program (l1ine 14 x tine 35) Q0] 40.00
41.00 {Total Program general inpatient routine service cost (line 39 + Tine 40) 12,856,057 41.00

MCRIF32 - 3.23.147.0



Health Financial Systems STREAMWOOD In Lieu of Form CM$-2552-10
COMPUTATION OF TNPATTENT OPERATING COST Provider CCN: 144034 |Period: worksheet p-1

From 07/01/2012
To  06/30/2013 | bate/Time Prepared:
10/1/2013 1:35 pm

Title XIX Hospital Cost
" Cost Center. Descnptwn . coeod s Totall, )L Tetal e Average Per. ] Program Days |"Program Cost |-
: Sl Inpatient CostInpat1ent Daysmem (col. 1m0 feoll 3 x ol
el i s : . CD‘] . ) L T T 4) H
42.00 |[NURSERY (title Vv & XIX only) 42.00
Intensive Care Typée Inpatient Hospital Umits Co s R )
43.00 |INTENSIVE CARE UNIT 43.00
44,00 | CORONARY CARE UNIT 44.00
45,00 |BURN INTENSIVE CARE UNIT 45.00
46.00 |SURGICAL INTENSIVE CARE UNIT 46.00
47.00 |OTHER SPECIAL CARE (SPECIFY) 47.00
48.00 [Program finpatient ancillary service cost (wkst. D-3, <ol. 3, Tine 200) 634,400} 48.00
49.00 (Total Program 1npat1ent costs (sum of hnes 41 through 48) (see 1nstruct10ns) 13,490,457} 49.00
PASS THROUGH -COST ADJUSTMENTS - - 0 " - RS G ey i o RN
50.00 |pass through costs applicable to Program 1npat3ent routine services (from wkst D “sum of Parts T and 0| 50.00
TIT)
51.00 |Pass through costs applicable to Program inpatient ancillary services (from wkst. D, sum of Parts IT 0| 51.00
and IV)
52.00 |Total Program excludable cost {sum of lines 50 and 51) G| 52.00
53.00 |Total Program inpatient operating cost excluding capital related, non-physician anesthetist, and 0| 53.00
medical education costs (line 49 minus Tine 52)
TARGET AMOUNT  AND LIMIT COMPUTATION . N L : Pt - Ta. :
54.00 |Program discharges 0| 54.00
55,00 |Target amount per discharge 0.00| 55.00
56,00 |Target amount (line 54 x line 55) 0| 56.00
57.00 |pifference between adjusted inpatient operating cost and target amount (Jine 56 minus Tine 53) 0} 57.00
58.00 |Bonus payment (see jnstructions) 0} 58.00
59.00 {Lesser of Tines 53/54 or 55 from the cost reporting period ending 1996, updated and compounded by the 0.00¢ 59.00
market basket
60.00 {Lesser of Tines 53/54 or 55 from prior year cost repert, updated by the market basket 0.00| 60.00
61.00 {If Tine 53/54 is less than the lower of Tlines 55, 59 or 60 enter the lesser of 50% of the amount by 0| 61.00
which operating costs (Jine 53) are less than expected costs (lines 54 x 60), or 1% of the target
amount (line 56), otherwise enter zero (see instructions)
62.00 |Relief payment (see instructions) 0| 62.00
53.00 |Allowable Inpatient cost plus incentive payment (see 1nstruct1ons) 0] 63.00
PROGRAM INPATIENT "ROUTINE SWING BED COST. . Lo R I e
64.00 |Medicare swing-bed SNF inpatient routine costs through December 31 of the cost report"mg per10d (See ! 0| 64.00
instructions) (title XVITIT only)
65.00 |Medicare swing-bed SNF inpatient routine costs after December 31 of the cost reporting period (See 0| 65.00
instructions) (title XVIEL only)
66.00 |Totat Medicare swing-bed sSNF inpatient routine cests (line 64 plus line 65)(title XVIII only). For 0t 66.00
CAH (see instructicns)
67.00 |Title v or XIX swing-bed NF inpatient routine costs through bDecember 31 of the cost reporting period 01 67.00
(line 12 x Tline 19)
68.00 [Title v or XIX swing-bed NF inpatient routine costs after pecember 31 of the cost reporting period 0| 68.00
(line 13 x Tine 20}
69.00 [Total titie V or XIX swing-bed NF inpatient routine costs (line 67 + line 68) - G| 69.00
PART .TIT - SKILLED NURSING FACTLITY, OTHER NURSING. FACTILITY, AND ICF/MR ONLY - : o wo
70.00 |{skilled nursing facility/other nursing facility/ICF/MR routine service cost (line 37)
71.00 |Adjusted general ‘inpatient routine service cost per diem {line 70 + Tine 2)
72.00 |Program routine service cost (line 9 x Tine 71)
73.00 |Medically necessary private room cost applicable to Pregram (line 14 x line 35) 73.00
74.00 |Total Program general inpatient routine service costs (line 72 + line 73) 74.00
75.00 |Capitai-related cost allocated to inpatient routine service costs (from worksheet B, Part II, column 75.00
26, Tine 45)
76.00 |Per diem capital-related costs (line 75 = line 2) 76.00
77.00 |Program capital-related costs (line 9 x line 76) 77.00
78.00 |Inpatient routine service cost (line 74 minus Tine 77) 78.00
79.00 |aggregate charges to beneficiaries for excess costs (from provider records) 79.00
80.00 |Total Pregram routine service costs for comparison to the cost limitation (fine 78 minus line 79) 80.00
81.00 |Inpatient routine service cost per diem limitation 81.00
82.00 |Inpatient routine service cost Timitation (3ine 9 x Tine 81) 82.00
83.00 |Reasonable inpatient routine service costs {see imstructions) 83.00
84.00 |Program inpatient ancillary services {see instructions) 84.00
85.00 |utilization review — physician compensation (see instructions) 85,00
86.00 |Total Program inpatient operating costs (sum of lines 83 through §5) 86.00
PART TIV. -- COMPUTATION OF OBSERVATION BED . PASS THROUGH.COST -~ o R T R
87.00 | Total observation bad days {see instructions) Q| 87.00
88.00 |Aadjusted general inpatient routine cost per diem (line 27 + Tine 2} 0.00| 88.00
89.00 |observation hed cost (line 87 x Tine 88) (see instructions) 0l 89.00

MCRIF3Z - 3.23.147.0



Health Financial Systems

STREAMWOOD

In Lieu of Form CM$-2552-10

COMPUTATION OF INPATIENT OPERATING COST

Frovider CCN: 144034

Period:
From 07/01/2012

To 06/30/2013

worksheet D-1

Date/Time Prepared:
10/1/2013 1:35 pm

Title XIX Hospital Cost
. costoCenter. Description 1 | Routine Cost | column 1 + L Toxal Observation
DAL S TIUNE DRSS I B (from:Tine 27} - column 2 observation - Bed Pass
R iped ‘Cost (from Through Cost |-
Tine 89) " i{col. 3 x col.
..... SRl 4y (see’ bt
: AR coos i Tinstrections) o VT
SRR A A I . Loy o 2,00 3:00 L4000 500 e
{COMPUTATION OF . GBSERVATION BED PASS THROUGH R : Sl LU T
90.00 |capital-related cost 0 0 0.000000 0 G| 90.00
91.00 |Nursing School cost 0 0 0.000000 0 G| 91.00
92.00 |Allied health cost 0 0 0.000000 0 G| 92.00
93.00 |A11 other Medical Education 0 0 0.000000 0 0| 93.00

MCRIF32 - 3.23.147.0



Health Financial Systems STREAMWOOD In Lieu of Form Cm5-2552-10
TINPATIENT ANCILLARY SERVICE COST APPORTIONMENT Provider CCh: 144034 iPeriod: worksheet D-3

From 07/01/2012

To 06/30/2013 | pate/Time Prepared:

10/1/2013 1:36 pm

Title XVIII Hospital PPS
“iiratio of Cost| . Tnpatient . | ‘Inpatient

Cost Center-Déscription

4 :To Charges ;| . Program .- |Program Cost: : :
s o CaCharges D (ol 1 x co¥io i
S ol G i 1,000 ST20000 07 300
INPATIENT ROUTINE SERVICE COST CENTERS S . AR R iE : E PR
30.00 {03000[ADULTS & PEDIATRICS \ \ 33, 800 30.00
ANCILLARY SERVICE ‘COST: CENTERS : U RS L R B i : E
54.00 05400 RADIDLOGY-DIAGNOSTIC 0.000000 0 Q| 54.00
60.00 |06000] LABORATORY 0.198798 O 0| 60.00
67.00 |06700] OCCUPATIONAL THERAPY 0.000000 0 0| 67.00
£9.00 06900 ELECTROCARDIOLOGY 0.000000 0 0| 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0.000000 0 0| 70.0C
73.00 [07300/ DRUGS CHARGED TO PATIENTS 0.315384 0 Q| 73.00
ODUTPATIENT 'SERVICE (COST. CENTERS .0'.. ° o - Tont i
90.00 |09000| CLINIC 0.185897 0 0| 90.00
971.00 109100 EMERGENCY 0. 000000 0 0; 91.00
200.00 Tota? (sum of Tlines 50-94 and 96-98) 0 0{20G.00
201.00 Less PBP Clinic Laboratory Services-frogram only charges (Tine 61) 0 201.00
202.00 Net Charges (line 200 minus Tine 201) 0 202.00

MCRIF32 - 3.23.147.0



Health Financial Systems

STREAMWOOD

In Lieu of Form cMs-2552-10

INPATIENT ANCILLARY SERVICE COST APPORTIONMENT | provider ccN: 144034 | period: worksheet D-3
From 07/01/2012
fo 06/30/2013 | Date/Time Prepared:
10/1/2013 1:35 pm
Title XIX Hospital cost
ICost Center Description i “Ratio of Cost:. Inpatient: |’ Inpatient
R ey : P To.Charges:.|..© Program .| Program Costs
SR “gharges: . |(colt.il-x col.
R s R
AR P : : R Ca a1 1000 S 2,000 : 3.00
TNPATIENT ROUTINE SERVICE COST -CENTERS | oo e e :
30.00 {03000/ ADULTS & PEDTATRICS [ [ 37,809,763 30.00
ANCILLARY SERVICE COST CENTERS: i T L R
54.00 |05400| RADIOLOGY -DIAGNOSTIC 0.0000060 0l 0| 54.00
60.00 |06000; LABORATORY 0.198798 291,716 57,993 60.00
67.00 |06700] OCCUPATIONAL THERAPY 0. 000000 0 0l 67.00
69.00 |06900| ELECTROCARDIOLOGY 0. 000000 0 Qi 69.00
70.00 |07000| ELECTROENCEPHALOGRAPRY 0.000000 0 Q| 70.00
73.00 |07300 PRUGS CHARGED TO PATIENTS 0.315384 1,827,636 576,407 ] 73.00
QUTPATIENT SERVICE COST CENTERS : : : . R
90.00 |09000| CLINIC 0.185897 0 0| 90.00
91.00 {09100 EMERGENCY Q0.000000 3] Q| 9L.00
200.00 Total (sum of Tines 50-94 and 96-98) 2,119,352 634,400/|200.00
201.00 Less PBP Clinic Laboratory Services-pProgram only charges (line 61) 0 201.00
202.00 Net Charges (line 200 minus Tine 201) 2,119,352 202.00

MCRIF32 - 3.23.147.0



Health Financial Systems . STREAMWOOD In Lieu of Form CMS-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT Provider CCN: 144034 | Period:

From 07/01/2012
To  06/30/2013

worksheet E-3

Part IT

pate/Time Prepared:
10/1/2013 1:35 pm

Title XVITT Hospital PPS

PART - II - MEDICARE PART A SERVICES - TPF PPS B -
1.00 |Net Federal IPF PPS Payments (excluding outlier, ECT, and medical educatwn payments) 0] 1.00
2.00 |Net IPF PPS Outlier Payments o 2.00
3.00 Net IPF PPS ECT Payments a 3.00
4.00 |unweighted intern and resident FYE count in the most recent cost repert filed on or before November 0.00f 4.00

15, 2004. (see instructions)
4.01 jcap increases for the unweighted intern and resident FTE count for residents that were displaced by 0.00] 4.01

program or hospital closure, that would not be counted without a temporary cap adjustment under

§412.424(A) (L CIHX(F D or (2) (see instructions)
5.00 |New Teaching program adjustment. (see instructions) 0.00| 5.0C
6.00 |Current vear's unweighted FTE count of I&R other than FTEs in the first 3 years of a "new teaching 0.00| 6.00

program”. {(see inst.)
7.00 |current year's unweighted I&R FTE ccunt for residents within the first 3 years of a "new teaching 0.00| 7.00

program™. (see inst.)
8.00 |Intern and resident count for IPF PPS medical education adjustment {see -instructions) 0.00| 8.00
9.00 |Average Daily Census (see instructions) 108.668493| 9.00
10.00 |Medical Education Adjustment Facter {({1 + (line &/1ine 9)) raised to the power of .5150 -1}. 0.000000| 10.00
11.00 |Medical Education Adjustment (line 1 multiplied by line 10). 0 11.00
12.00 [Adjusted Net IPF PPS Payments (sum of lines 1, 2, 3 and 11) 0f 12.00
13.00 |Nursing and Allied Health Managed Care payment {see instruction) 0] 13.00
14.00 |organ acquisition 0] 14.00
£15.00 |Cost of teaching physicians (from worksheet p-5, Part II, column 3, Tine 20) (see instructions) | 15.00
16.00 |subtotal (see instructions) G| 16.00
17.00 |Primary payer payments 0| 17.00
18.00 |subtotal (line 16 less 1ine 17). 0| 18.00
19.00 |peductibles 0| 19.00
20.00 |subtotal (Tine 18 minus Tine 1% 0| 20.00
21.00 |Coinsurance 0] 21.060
22.00 |subtotal (line 20 minus Tline 21) 0| 22.00
23.00 |Allowabie bad debts {(exclude bad debts for professional services) (see +instructions) 0 23.00
74.00 |adjusted reimbursable bad debts (see instructions) 0} 24.00
25.00 (Altowable bad debts for dual eligible beneficiaries (see instructions) 0} 25.00
26.00 jSsubtotal (sum of lines 22 and 24) 0} 26.00
27.00 |pirect graduate medical education payments (from wWorksheet F-4, Tine 4%2) 0f 27.00
28.00 |other pass through costs (see instructicns) 0| 28.00
29.00 |outlier payments reconciliation 0] 29.00
30.00 |OTHER ADJUSTMENTS (SEE INSTRUCTIONS) {SPECIFY)} Q| 30.00
30.99 |Recovery of Accelerated Depreciation 0] 30.99
31.00 | Total amount payable to the provider {see tnstructions) 0| 31.00
32.00 |Interim payments Q| 32.00
33.00 |Tentative settlement (for contractor use only) 0| 33.00
34.00 |Balance due provider/program {line 31 minus the sum Tines 32 and 33) 0] 34.00
35.00 |Protested amounts {nonallowable cost report 1tem5) in accordance w1th CMs Pub 15- 2 Section 115.2 0; 35.00

TO' BE COMPLETED BY CONTRACTOR. : R .
50.00 |original outlier amount from WOrksheet E- 3 Part II, 11ne 2 0] 50.00
51.00 (outlier reconciliation adjustment amount (see instructions) 0] 51.00
52.00 {The rate used to calculate the Time value of Money 0.00G| 52.00
53.00 |Time value of Money (see instructions) G| 53.00

MCRIF32 - 3.23.147.0



Health Financial Systems STREAMWOOD In Lieu of Form CMS-2552-10
CALCULATION OF REIMBURSEMENT SETTLEMENT Provider CCN: 144034 |Period: worksheet E-3

From 07/01/2012 | Part VII

Te  06/30/2013 | pate/Time Prepared:
10/1/20%3 1:35 pm

Title XIX _ _ Hospital Cost
N {Inpatient .| outpatient ..

: o100 [: - 2.00
PART VIT - CALCULATION oF . REIMBURSEMENT = ALL OTHER HEALTH SERVICES FOR ml_Es v OR XIX SERVICES e
COMPUTATION: OF NET- COST OF. COVERED SERVICES .. L B
.00 | znpatient hospital/SNF/NF services 13,490,457

1 1.00

2.00 |Mmedical and other services 0| 2.00

3.00 |organ acquisition (certified transplant centers only) 0 3.00

4.00 |subtotal (sum of Tines I, 2 and 3) 13,490, 457 0 4.00

5.00 |Inpatient primary payer payments 1,125,202 5.00

6.00 |outpatient primary payer payments 0 6.00

7.00 |subtotal (line 4 less sum of lines 5 and 6) . 12,365,255 0 7.0C
COMPUTATION OF LESSER OF COST OR CHARGES : L - L R s S o E
Reasonable charges i : SO : : s R R e

8.00 :Routine service charges 37,809,763 8.00

9.00 |Aancillary service charges 2,119,352 0f 9.00

10.00 |organ acquisition charges, net of revenue 0 10.00

11.00 |Incentive from target amount computation 0 11.00

12.00 |Total reasonable charges (sum of 'Imes 8 through ll) 39,929,115 0| 12.00
CUSTOMARY CHARGES .- C o ERREE B IR --

13.00 |Amount actually ccllected from pat1ents 'hab?e 'For payment ‘For services on a charge 0 G| 13.00
basis

14.00 |Amounts that would have been realized from patients liable for payment for services on 0 0| 14.00
a charge basis had such payment been made in accordance with 42 CFR 413.13(e)

15.00 |ratio of line 13 to line 14 (not to exceed 1.000000) 0.9000000 0.000000| 15.00

16.00 |Total customary charges (see instructions) 39,929,135 0| 16.00

17.00 |Excess of customary charges over reasonable cost (complete only if Tine 16 exceeds 26,438,658 0| 17.00
Jine 4) (see instructions) )

18.00 |Excess of reasonable cost over customary charges (complete only if Tine 4 exceeds Tline 0 0 18.00
16} (see instructions)

19.00 {Interns and Residents {see instructions) 0 0] 19.00

20.00 |Cost of Teaching Physicians (see instructions) 0 0{ 20.00

21.00 |[Cost of covered services (enter the lesser of line 4 or line 16) 13,490, 457‘ 0] 21.00

PROSPECTIVE PAYMENT .AMOUNT. - Lines 22 through 26 must.only be completed for PPS providers.
22.00 |other than outlier payments 0
23.00 |outlier payments 0
24.00 |Program capital payments 0
25.00 |capital exceptien payments (see instructions) 0 25.00
1]
0
o
7

[=N=11

26.00 |Routine and Ancillary service other pass through costs

0
27.00 |subtotal (sum of Tines 22 through 26) 0| 27.00
28.00 |Customary charges (title v or XIX PPS covered services only) 0| 28.00
29.00 |Titles v or XIX (sum of Tines 21 and 27) 13,490,455 0| 2%.00

COMPUTATION OF -REIMBURSEMENT SETYLEMENY - - -~ . . R . R Z
30.00 [Excess of reasonable cost (from line 18) G Qi 30.00
31.00 [subtotal (sum of Tlines 19 and 20, plus 29 minus lines 5 and 6) 12,365,255 0{ 31.00
32.00 {peductibles 0 0] 32.00
33.00 |Coinsurance 0 0| 33.00
34.00 {Allowable bad debts (see instructions) 0 0| 34.00
35.00 |utiiization review 0 35.00
36.00 |subtotal {(sum of Tines 31, 34 and 35 minus sum of lines 32 and 33) 12,365,255 G| 36.00
37.00 |ELIMINATE SETTLEMENT 9,114,595 0| 37.00
38.00 |Subtotal (line 36 = Tline 37) 21,479,850 0| 38.00
39.00 |Direct graduate medical education payments (from wkst. E-4) 0 39.00
40.00 |Total amount payable to the provider (sum of lines 38 and 39) 21,479,850 0| 40.00
41.00 |Interim payments 21,479,850 0| 41.00
42.00 |Balance due provider/pregram (Tine 40 minus 41) 0 0| 42.00
43.00 |Protested amounts (nonallowable cost repert items) in accerdance with CMs Pub 15-2, 0 0| 43.00

section 115.2

MCREIF32 - 3.23.147.0



Heaith Financial Systems STREAMWOOD

In Lieu of Form (M5-2552-10

BALANCE SHEET (If you are nonproprietary and do not maintain

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

Provider CON: 144034

Period:
From {7/01/2012

To 06/30/2013

worksheet 6

Date/Time Prepared:

10/1/2013 1:35 pm
General Fund specific Endowment Fund] Plant Fund
Purpose Fund
1.06 2.00 3.00 4.00

CURRENT ASSETS
1.00 |cash on hand in banks -68,436 0 0 0| %.00
2.00 [Temporary jnvestments 0 0 8] 0 2.00
3.00 [Notes receivable 0 0 0 0| 3.00
4.00 |Accounts receivable 7,260,167 0 0 0| 4.00
5.00 |other receivable 0 0 0 0| 5.00
6.00 !allowances for uncoliectible notes and accounts receivable 0 Of 0 0| 6.00
7.00 |Inventory 74,997 0 0 Qp 7.00
8.00 |Prepaid expenses 54,734 0; 0 0 8.00
9.00 |other current assets 0 G 0 0] 9.00
10.00 |pue from other funds 0 0 0 0| 10.00
11.00 |Total current assets {sum of Tines 1-10) 7,321,462 0 0 G| 11.00

FIXED ASSETS
12.00 {Land 2,240,512 0 0 0| 12.00
13.00 |Land improvements 0] 0 0 0| 13.00
14.00 |Accumulated depreciation ] 0 0 0| 14.00
15.00 {Buildings 19,894,084 0 0 0] 15.00
16.00 jAccumulated depreciation -2,129,704 0 0 0} 16.00
17.00 |Leasehold improvements 0 0 0 01 17.00
18.00 |Accumulated depreciation 0 0 0 0y 18.00
19.00 |Fixed equipment 0 0 O 0] 19.00
20.00 |Accumulated depreciation 0 0 ¢ 0| 20.00
21.00 |Automobites and trucks 0 0 [ 0| 21.00
22.00 [Accumulated depreciation 0 0 0 0| 22.00
23.00 {Major movable equipment 2,157,412 0 0 0| 23.00
24.00 |Accumulated depreciation -781,170 0 0 0} 24,00
25.00 |Minor equipment depreciable 0 0 0 0 25.00
26.00 |Accumulated depreciation 0 0 0 0] 26.00
27.00 |HIT designated Assets 0 0 0l 0y 27.00
28.00 |Accumulated depreciation 0 G 0 0| 28.00
29.00 |Minor equipment-nondepreciable 0 0 0 G| 29.00
30.00 |Total fixed assets (sum of lines 12-293 21,381,134 0 0 G| 30.00

OTHER ASSETS
31.00 |investments 0 0 0 0| 31.00
32.00 {peposits on Jeases 0 0 0 0} 32.60
33.00 {pue from owners/officers B 0 0 0} 33.00
34.00 jother assats 61,729,719 0 0 0| 34.00
35.00 |Total other assets (sum of Tines 31-34) 61,729,719 0 0 0| 35.00
36.00 |Total assets (sum of Tines 11, 30, and 35) 90,432,315 0 G 0| 36.00

CURRENT LIABILITYES
37.00 |Accounts payable 595,046 Q 0 0| 37.00
38,00 |salaries, wages, and fees payable 2,871,527 0 0 0| 38.0C
39,00 (payroil taxes payable 0 0 0 Q| 39.00
40.0¢ iNotes and loans payable {short term} 0 0 0 0 40.00
41.00 |peferred income 0 0 0 0] 41.00
42.00 {Accelerated payments 0 42.00
43,00 {pue to other funds 65,220,126 0 0| 43.00
44.00 |other current liabilities 0 0 0| 44.00
45,00 |Total current liabilities (sum of lines 37 thru 44) 68,686,699 0 G| 45.00

L.ONG TERM LYABILITYIES
46.00 |Mortgage payable 0 0 0 0| 46.00
47.00 |Notes payable 0 0 0 0} 47.00
48.00 |unsecured Toans 0 o] 0 0O} 48.00
49.00 |other long term Tiabilities 0 0 0 0] 49.00
50.00 |Total long term Tiabilities (sum of ¥ines 46 thru 49 0 0 0 0§ 50.00
51.00 |Total liabilites {sum of lines 45 and 50) 68,686,699 0 0 0] 51.00

CAPITAL ACCOUNTS
52.00 |General fund balance 21,745,616 52.00
53.00 {specific purpose fund 0 53.00
54.00 |ponor created - endowment fund balance - restricted ¢ 54.00
55.00 {ponor created - endowment fund balance - unrestricted 0 55.00
56.00 {Governing body created - endowment fund balance 0 56.00
57.00 {pPlant fund balance - invested in plant 0f 57.00
58.00 {Plant fund balance - reserve for plant improvement, 01 58.00

replacement, and expansion
59.00 |Total fund balances (sum of Tines 52 thru 58) 21,745,616 0 0 0| 59.00
60.00 |Total TiabiTities and fund balances (sum of Tines 51 and 90,432,315 0 0 G| 60.00

59)

MCRIF32 - 3.23.147.0



Health Financial Systems

STREAMWOOD

In Lie

) of Form ¢M$-2552-10

STATEMENT OF CHANGES IN FUND BALANCES

Provider CCN: 144034

Period:
From 07/01/2012
To  06/30/2013

worksheet G-1

Date/Time Prepared:
10/1/2013 1:35 pm

Genaral Fund

special Purpese Fund

Endowment Fund

1.00 2.00 3.00 4.00 5.00
1.00 |Fund balances at beginnming of period 10,829,393 0 1.00
2.00 |Net income (loss) (from wkst. G-3, Tine 29) 10,916,224 2.00
3.00 |Total (sum of 1ine 1 and line 2) 21,745,617 0 3.00
4.00 |Additions (credit adjustments) (specify) 0 0 0f 4.00
5.00 I 0 0 5.00
6.00 i, o, Gy 6.00
7.00 U] [¢] G| 7.00
5.00 U] 8] o 8.00
9.00 8] 0 0] 9.00
10.00 |Total additions (sum of line 4-9) 0 0 10.00
11.00 |subtotal (line 3 plus line 10) 21,745,617 0 11.00
12.00 0 0 0} 12.0C
13.00 0 0 0} 13.00
14.00 0 0 0| 14.00
15.90 0 0 0| 15.00
16.00 0 0 0| 16.00
17.00 0 0 0| 17.00
18.00 jTotal deductions {(sum of Tines 12-17) 0 0 18.00
19.00 [Fund balance at end of period per balance 21,745,617 0 19.00
sheet {Tine 11 minus Tine 18
Endowment Fundl “Plant Fund
: 6.00 7.00 §.00
1.00 |Fund balances at beginning of period 0 4] 1.00
2.00 IHer dincome {loss) (from wkst. G-3, Tine 29) 2.00
3.00 {Total (sum of Tine 1 and Yine 2} 0 0 3.00
4.00 |Additions (credit adjustments) (specify) 0 4.00
5.00 ’ 0 5.00
6.00 0 6.00
7.00 0 7.00
8.00 0 8.00
9.00 0 9.00
10.00 |Total additions (sum of line 4-9) 0 0 10.00
11.00 |subtotal (line 3 plius Tine 100 0 4] 1100
12.00 i) 12.00
13.00 0 13.00
14.00 ] 14.00
15.00 o] 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
1%.00 |Fund balance at end of period per balance 0 0 19.00
sheet (Tine 11 minus line 18)

MCRIF32 - 3.23.3147.0



Health Financial Systems STREAMWOOD

In Lieu of Form CMS-2552-10

STATEMENT OF PATIFNT REVFNUES AND OFPERATING EXPENSES Provider CON: 144034 | period:

From 07/01/2012
To 06/30/2013

worksheet G-2
Parts I & II
bate/Time Prepared:
10/1/2013 1:35 pm

Cost Center Description

| _Inpatient | outpatient | Total
1 1.00 I 2.00 | 3.00

PART I — PATIENT REVENUES

General Inpatient Routine Services
1.00 jHospital 55,416,150 55,416,150] 1.00
2.00 }SUBPROVIDER - IPF 2.00
3.00 |SUBPROVIDER - IRF 3.00
4.00 |SUBPROVIDER 4.00
5.00 |swing bed - SNF 0! 0| 5.00
6.00 |swing bed - NF 0 0 6.00
7.0G SKILLED NURSING FACILITY 7.00
8.00 NURSING FACILITY 8.00
9.00 OTHER LONG TERM CARE 8] 1} 9.00
10.00 {Total general -inpatient care services (sum of lines 1-8) 55,416,150 55,416,150( 10.00

Intensive Care Type Inpatient Hospital Services
11.00 |INTENSIVE CARE UNIT 11.00
12.00 |CORONARY CARE UNIT 12.00
13.00 |BURN INTENSIVE CARE UNIT 13.00
14.00 |SURGICAEL INTENSIVE CARE UNIT 14.00
15.00 |OTHER SPECIAL CARE (SPECIFY)} 15.00
16.00 {Total 1intensive care type inpatient hospital services {sum of Tines 0 0| 16.00

11-15)
17.00 |Total inpatient routine care services {sum of Tines 10 and 16) 55,416,150 55,416,150| 17.00
1B.00 |Aancillary services 3,262,740 0 3,262,740 18.00
19.00 |Qutpatient services J 5,735,245 5,735,245) 19.G0
20.00 |RURAL HEALTH CLINIC O 0 0] 20.00
21.00 |FEDERALLY QUALTFIED HEALTR CENTER G 0 0| 21.00
22.00 JHOME HEALTH AGENCY 22.00
23.00 |AMBULANCE SERVICES 23.00
24.00 |CcMHC 24.00
25.00 |AMBULATORY SURGTICAL CENTER (D.P.) 25.00
26.00 |HOSPICE 26.00
27.00 4} 8] 0f 27.00
28.00 {Total patient revenues (sum of Tines 17-27}(transTer column 3 to wkst. 58,678,890 5,735,245 64,414,135 28.00

G-3, Tine 1}

PART IT - OPERATING EXPENSES
25.00 |operating expenses (per wkst. A, column 3, Tine 200) 24,418,205 29.00
30.00 |ADD (SPECIFY) Q 30.00
31.00 0 31.00
32.00 0 32.00
33.00 0 33.00
34,00 0 34,00
35.00 0 35.00
36.00 {Total additions (sum of Tines 30-35) 0 36.00
37.00 |DEDUCT (SPECIFY) 0 37.00
38.00 0 38.00
39.00 0 39.00
40.00 0 40.00
41.0C 0 41.00
42.00 |Total deductions (sum of Tines 37-41) 0 42.00
43.00 |Total operating expenses (sum of lines 29 and 36 minus Tine 42)(transfer 24,418,205 43.00

to wkst. G-3, Tine 4)

MCRIF32 - 3.23.147.0



Health Financial Systems : STREAMWOOD

In Lieu of Form CMS-2552-10

STATEMENT OF REVENUES AND EXPENSES Provider CCN: 144034

Period:
From 07/01/2012
To  06/30/2013

worksheet G-3

Date/Time Preparad:

10/1/2013 1:36 pm

i 1.00
1.00 |Total patient revenues (from wkst. G-2, Part I, column 3, line 28) 64,414,135 1.00
2.00 |Less contractual allowances and discounts on patients' accounts 29,186,262 2.00
3.00 |Net patient revenues {line 1 minus Tline 2) 35,227,873 3.00
4.00 |Less total operating expenses (from wkst. G-2, Part IT, line 43) 24,418,205 4.00
5.00 |Net income from service to patients (Jine 3 minus line 4) 10,809,668 5.00
OTHER TINCOME
6.00 |Contributions, donations, bequests, etc G| 6.00
7.00 |Income from investments 0| 7.00
8.00 |Revenues from telephone and telegraph service ¢l B8.00
9.00 irevenue from television and radio service ¢l 9.00
10.00 jPurchase discounts C| 10.00
11.00 Rebates and refunds of expenses C| 11.00
12.00 (pParking lot receipts G| 12.00
13.00 [Revenue from laundry and linen searvice G| 13.00
14.00 [revenue from meals sold to employees and guests 4,281 14.00
15.00 |Revenue from rental of living quarters 0 15.00
16.00 |Revenue from sale of medical and surgical supplies to other than patients 0} 16.00
17.00 |Revenue from sale of drugs to other than patients 0§ 17.90
18.900 |Revenue from sale of medical records and abstracts 0 18.00
19.00 |Tuition (fees, sale of textbooks, uniforms, etc.) 0] 19.00
20.00 |Revenue from gifts, flowers, coffee shops, and canteen 0| 20.00
21.00 |Rental of wvending machines 735| 21.00
22.00 |Rental of hospital space 0| 22.00
23.00 |Governmental appropriations 0| 23.00
24.00 |MISC REVENUE 103,540| 24.00
25.00 |Total other income (sum of lines 6-24) 106,556| 25.00
26.00 |Total (Tine 5 plus Tine 23) 10,916,224 26.00
27.00 |OTHER EXPENSES {SPECIFY) 0| 27.00
28.00 |Total cother expenses (sum of Tine 27 and subscripts) Q| 28.00
29.00 |[Net income {(or %oss) for the period (line 26 minus Tine 28) 10,916,224| 29.00
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