Health Financial Systems CENTERPOINTE HOSPITAL In Lieu of Form (M5-2552-10
This repart is required by law (42 USC 1395g; 42 CFR 413.20(b)). Failure to report can result in all interim FORM APPROVED
payments made since the beginning of the cost reporting period being deemed overpayments (42 usC 13959). OMB NQ. 0938-0050
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION Provider CCN: 264012 |Period: worksheet S

AND SETTLEMENT SUMMARY | From 01/01/2013 | Parts I-TIIT

To 12/31/2013 | Date/Time Prepared:
5/29/2014 3:14 pm

T1he: 1:28 pﬁ

Provider 1.[ x }Electronically filed cost report pate: 5/28/2014
use only 2. [ Imanually submitted cost report
3.[ 0 ]If thig is an amended report enter the number of times the provider resubmitted this cost report
4.[ F }medicare utilization. Enter "F" for full or "L" for low.
contractor 5. [ 1 Jcost Report Status 6. Date Received: 10.NPR Date:
use only (1) As Submitted 7. Contractor No. 11.contractor's vendor Code: 4
(2) Settled without audit 8. [ N ]Initial rReport for this provider ccn12.[ O JIf 1ine 5, column 1 is 4: Enter
(3) settled with Audit 9. [ N ]JFinal Report for this Provider CCN number of times reopened = 0-9.

(4) Reopenad
(5) Amended

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

CERTIFICATIOH 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 CENTERPOINTE HOSPITAL ( 264012 ) for the cost reporting period beginning 01/01/2013 and
ending 12/31/2013 and to the best of my knowledge and belief, this report and statement are true, correct,
complete and prepared from the books and records of the provider in accordance with applicable instructions,
except as noted. I further certify that I am familiar with the laws and regulations regarding the provision of
health care services, and that the services identified in this cost repert were provided in compliance with such
Taws and regulations.

{signed) y
oFfiiykfor Administrator of Provider(s)
Cre
Title
Tsofs0r4
pate e

1.00 |Hospital 0 138,493 49,177 0 1,167,200] 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 Q) 5.00
6.00 |[swing bed - NF ‘ 0 G| 6.00
200.00]Total : 0 138,493 49,177 0 1,167,200/200.00

The above amounts represent "due to" or "due from” the applicable program for the element of the above complex indicated.
according to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it
displays a valid OMB control number. The valid OMB control number for this information collection is 0938-0050. The time
required to complete and review the information cellection is estimated €73 hours per response, including the time to review
instructions, search existing resources, gather the data needed, and complete and review the information collection. If you
have any comments concerning the accuracy of the time estimate(s) or suggestions for improving the form, please write to: CMS,
7500 Security Boulevard, Attn: PRA Report Clearance oOfficer, mail stop C4-26-05, Baltimore, Maryland 21244-1850.

MEDIciel

MCRIF32 - 5.2.154.0



Health Financial Systems CENTERPOINTE HOSPITAL In Lieu of Form €MS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA pProvider CCN: 264012 | Period: worksheet 5-2
| From 01/01/2013 | Part I
To 12/31/2013 | pate/Time Prepared:
14 pm

& b Heak &

1.00 |street:4801 WELDON SPRINGS PARKWAY o 1 1.00
. City: ST. CHARLES : State: MO zip Code: 63304 County: ST CHARLES _ 2.00

Pent Tai e
CENTERPOINTE HOSPITAL | 264012 | 41180 4 112/31/1980

3.00 |Hospital

4.00 |Subprovider - IPF
5.00 |Subprovider - IRF
6.00 (subprovider - (Other)
7.00
8.00
9.00

swing Beds - SNF

Swing Beds - NF

Hospital-Based SNF

10.00 Hospital-Based NF

11.00 |Hospital-Based OLTC

12.00 |Hospital-Based HHA

13.00 iseparately certified ASC

14.00 |Hospital-Based Hospice

15.00 |[Hospital-Based Health Clinic - RHC
16.00 [Hospital-Based Health Clinic - FQHC
17.00 [Hospital-Based (CMHC) I

Renal pialysis

e o ,, : 00
12/31/2013 20.

22.00 |Does this facility qualify and is it currently receiving payments for disproportionate N N 22.
share hospital adjustment, in accordance with 42 CFR §412.1067 In column 1, enter "y
for yes or "N" for no. Is this facility subject to 42 CFR Section §412.06(c) (2)(pickle
amendment hospital?) In column 2, enter "Y" for yes or "N" for no.

22.01 |pid this hospital receive interim uncompensated care payments for this cost reporting
pericd? Enter in column 1, "v" for yes or “N" for no for the portion of the cost
reporting period occurring prier toe October 1. Enter in column 2 "v" for yes or "N" for
no for the portion of the cost reporting period occurring on or after oOctober 1. (see
instructions)

23.00 |which method is used to determine Medicaid days on lines 24 and/or 25 below? In column 3 N
1, enter 1 if date of admissien, 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 peried? In column 2, enter "y" for yes or "N" for no.

22.01

23.00

If this provider is an IPPS hospital, enter the
in-state Medicaid paid days in col. 1, in-state
Medicaid eligible unpaid days in col. 2,
out-of-state Medicaid paid days in col. 3,
out-of-state Medicaid eligible unpaid days in cel.
4, Medicaid HMD 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 o) 0 0
medicaid paid days in col. I, the in-state Medicaid
eligible unpaid days in col. 2, out-of-state
medicaid days in col. 3, out-of-state Medicaid
eligible unpaid days in col. 4, Medicaid HMO paid
and eligible but unpaid days in cel. 5, and other
Medicaid days in col. 6.

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

27.00 |[Enter vour standard geographic classification (not wage) status at the end of the cost 27.00
reporting period. Enter;in column 1, "1" for urban or “2" for rural. If applicable,
enter the effective date of the gecgraphic reclassification in column 2. 35.00

35.00 [If this is a sole community hospital (SCH), enter the number of periods SCH status in
effect in the cost reporting period.

mreTE2} - K7 184 N



Health Financial Systems CENTERPOINTE HOSPITAL In Lieu of Form cMS5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA pProvider CCN: 264012 |Period: worksheet S-2
From 01/01/2013 | Part I

To 12/31/2013 | pate/Time Pripared:
114

entar applicable beginning and ending dates of SCH status. Subscript Tine 36 for number
of periods in excess of one and enter subsequent dates.

37.00 |If this is a medicare dependent hospital (MDH), enter the number of periods MDH status 0 37.00
in effect in the cost réporting period.
38.00 |[Enter applicable beginning and ending dates of MDH status. Subscript line 38 for number 38.00

d en sub

t_d

Does this facility quaIiFy or the inpatient hospital pay ent adjustment for low volume 3%.00
hospitals in accordance with 42 CFR §412.101(b)(2)(ii)? Enter in column 1 *y" fer yes
or “N” for no. Does the facility meet the mileage requirements in accordance with 42

7 Enter in column 2 “v" for ves or "N" for no. (see instructions

: pEctive: L GRS : e Y EhE : PR
45.00 |poes this facility qualify and receive Capital payment for disproportionate share in accordance 45,00
with 42 CFr Section §412.3207 (see instructions)
46.00 |I¢ this facility eligible for additional payment exception for extraordinary circumstances N N N 46.00

pursuant to 42 CFR §412,348(F)? If yes, complete Worksheet L, Part IIT and L-1, Parts I through
III.

47.00 |{Is this a new hospital under 42 CFR §412.300 PP5 capital? Enter "Y for yes or "N" for no.
48.00 (Is the facility electi deral ital t? Enter "¥" for ves or "N" for no

56.00 [Is t pital involved in training residents in approved GME programs? Enter "y" for yes N
or "N for no.
57.00 |zf Tine 56 is yes, is this the first cost reporting period during which residents in approved 57.00
GME programs trained at this facility? Enter "Y" for yes or "N" for no in column 1. If column 1
is "y" did residents start training in the first month of this cost reporting period? Enter "yt
for yes or "N" for no in column 2. If column 2 is "Y", complete worksheet E-4. If column 2 is

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

58.00 |If Tine 56 is yes, did this facility elect cost reimbursement for physicians' services as 58.00
defined in tM$ pub. 15-1, section 21487 If ves, complete worksheet D-5.

59.00 |are costs claimed on Tine 100 of worksheet A? 1If yes, complete Worksheet D-2, Part I. N 59.00

60.00 lare you claiming nursing school and/or allied health costs for a program that meets the N 60.00

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

operated der §413,857

61.00 [pid your hospital receive FTE slots under ACA N 0.00
saction 55037 Enter "Y' for yes or "N" for no in
column 1. (see instructions)

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

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

61.03 Enter the base Tine FTE count for primary care 0.00 (.00
and/or general surgery residents, which is used for
determining compliance with the 75% test. (see
instructions) :

61.04 Enter the number of unweighted primary care/or 0.04 06.0d
surgery allopathic and/or osteopathic FTEs in the
current cost reporting period. (see instructions).
61.05 |[Enter the difference between the baseline primary 0.04 0.00
and/or general surgery FTEs and the current year's
primary care and/or general surgery FTE counts (line
61.04 minus line 61.03). (see instructions}

61.06 |[Enter the amount of ACA; §5503 award that is being 0.04 0.0G
used for cap relief and/or FTEs that are nonprimary

0.40 61.01

0.00 61.02

61.03

61.04

61.05

61.06

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

MrpFE2? KD 1R4A N



Healith Financial Systems CENTERPOINTE HOSPITAL In Lieu ef Form cm5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 264012 |Period: worksheet 5-2

From (01/01/2013 | Part I

To 12/31/2013 | pate/Time Prepared:
o 5/29/201

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

d t GME FTE ghted count

i bt jrces and ScEvices AdmEnis i CHRSEY o
62.00 [Enter the number of FTE residents that your hospital trained in this cost reporting period for whic

"0.00 62.00

62.01 [Enter the number of FTE residents that rotated from a Teaching Health Center (THC) into your hospital 0.00 62.01
duri . : . i p

et
gs during this cost reporting period? Enter
64-67 instructions

redch
63.00 [Has your facility
II.\(H for, ve. L]

afte It

64.00 lenter in column 1, if Tine 63 is yes, or your facility trained residents
in the base year period, the number of unweighted non-primary care
resident FTEs attributable to rotations occurring in all non-provider
sattings. Enter in column 2 the number of unweighted non-primary care
resident FTEs that trained in your hospital. Enter in column 3 the ratio

{column ivided by i i

0.000000| 64.00

0.000000

65.00 [Enter in column 1, if line

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

4)). (see instructions

66.00 [Enter in column 1 the number of unweighted non-primary care resident ] 0. 0.00 0.000000 66.00

FTEs attributable to rotations occurring in all non-provider settings.
Enter in column 2 the number of unweighted non-primary care resident
FTEs that trained in your hospital. Enter in column 3 the ratioc of
(column 1 divided by (column 1 + column 2}). (see instructions)

MCRTF1? - 5.2.154.0



Health Financial Systems CENTERPOINTE HOSPITAL

In Lie

J of Form CM5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

67.00

70.00

71.00

75.00

76.00

85.00
86.00

s

90.00
91.00
92.00
93.00
94.00

95.00
96.00

97.00

105.00
106.00

provider CON: 264012 |peried:

Enter in column 1 the program [N 0.00
name associated with sach of
your primary care programs in
which you trained residents.
Enter in column 2 the program
code. Enter in column 3 the
number of unweighted primary
care FTE residents attributable
to rotations eccurring in all
non-provider settings. €£nter 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 (co]umn 3 + column

22 _SSE? tr 5]

k=i 5
Is this facility an Inpatient pPsychiatric Facility (IFF), or does it contain an IPF subprovider?
Enter "Y" for yes or "N" for no.
If line 70 yes: column 1: Did the facility have a teaching program in the most recent cost
report filed on or before November 15, 20047 Enter "¥" for yes or "N" for no. column 2: Did
this facility train resjdents in a new teaching program in accordance with 42 CFR §412.424
(@ (1) (iii)(D)? Enter “¥" for yes or "N" for no. Column 3: If column 2 is Y, enter 1, 2 or 3
respectively in column 3. (see instructions) If this cost reporting period covers the beginning
of the fourth year, enter 4 in column 3, or if the 5th or subsequent academic years of the new
teachin rogram in ex1stence see instructions)

From 01/01/2013
To  12/31/2013

0.00)

worksheet §-2

Part I

Date/Time Prepared:
5/29 m

~0.000000] 67.00

70.00

71.00

Is th1s facility an Inpat1ent Rehab111tat1on Facility (IRF), or does it comtain an IRF
subprovider? Enter ' for ves and "N" for no.

If line 75 yes: ca1umn 1: pid the facility have a teaching program in the most recent cost
reporting peried ending on or before November 15, 20047 Enter “y" for yes or "N for no. column
2: Did this facility train residents in a new teach1ng program in accerdance with 42 CFR
§412.424 (d)(l)(111)(D)? Enter "Y' for yes or "N" for no. Column 3: If column 2 is v, enter 1, 2
or 3 respectively in column 3. (see 1nstruct1ons) If this cost reporting period covers the
beginning of the fourth year, enter 4 in celumn 3, or if the 5th or subsequent academic years of
the new teaching program in existence, enter 5. (see instructions

pid this facility establish a new Other subprov1der (excluded unit) under 42 CFR Section
f ii)? Enter "Y" for d ” o

Does this fac111ty have title v and/or XIX inpatient hospital services? Enter "Y" for N
yes or "N" for no in the applicable column.
1s this hosp1ta1 reimbursed for title v and/or XIX through the cost report either in N

full or in part? Enter “y" for yes or "N" for no in the applicable column.
Are title XIX NF patients occupying title XVIII SNF beds (dual certification)? (see

instructions) Enter "¥" for yes or “N" for no in the applicable column.

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

poes title Vv or XIX reduce capital cost? Enter "Y" for yes, and "N" for no in the N

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

Ts this a new hospital under 42 CFR Section §413.40(F)(1)(i} TEFRA? Enter "v" for yes or "N" for no.

If line 96 15)"Y"

Doesith1s hosp1 al q
If this facility qualifies as a caH, has it elected the all- 1nc1us1ve method of payment

for outpatient services? (see 1nstruct1ons)

75.00

76.00

| 90.00

91.00
92.00
93.00
94.00

95.00
96.00

97.00

1105. 00

106.00

MCRIF32 - 5.2.154.0



Health Financial Systems CENTERPQINTE HOSPITAL In Lieu of Form cM5-2552-10

HDSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA provider CCN: 264012 | Period:
From 01/01/2013
To 12/31/2013

107.

108.

100. (

115

116.
117.

118.

Heg
.00]Ts this an all-inclusive rate provider? Enter "v" for yes or "N" for no in cotumn 1. If yes,

00[column 1: If this facility qualifies as a CAH, is it eligible for cost reimbursement
for I &R training programs? Enter "Y" for yes or "N" for no in column 1. (see
instructions) If yes, the GME elimination would mot be on worksheet B, Part I, column
25 and the program would be cost reimbursed. If yes complete Worksheet D-2, Part II.
column 2: 1If this facility is a caH, do I&Rs in an approved medical education program
train in the caH's excluded IPF and/or IRF unit? Enter "Y" for yes or "N" for no in
column 2. (see instructions)

00|Ts this a rural hospital qualifying for an exception to the CRNA fee schedule? See 42 N
CFR Section §412.113(c "N" for no

this hsital qua‘lf'ies as a CAH or a cost provider, are
therapy services provided by outside supplier? Enter "Y"
.F

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 hespital providers) based on the definition in CMS
15-1, §2208.1.

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

00|Is this facility legally-required to carry malpractice insurance? Enter "vY" for yes or "N for Y
no.

00{Ts the malpractice insurance a claims-made or occurrence policy? Enter 1 if the policy is 1

claim-made. Enter 2 if the policy is occurrence

worksheet 5-2
part I

118.

119,

120

121.

125.
126.

127.

128

129.

130

131.

132

133.

134.

140.

.01]List amounts of malpractice

.00/Ts this a SCH or EACH that qualifies for the outpatient Hold Harmless provision in ACA N

.00If this is a Medicare certified 1iver transplant center, enter the certification date

_00/If this is a Medicare certified pancreas transplant center, enter the certification

L00]Tf this is a medicare certified islet transplant center, enter the certification date

02Jare malpractice premiums and paid losses reparted in a cost center other than the N
administrative and General? If yes, submit supporting schedule listing cost centers
and amounts contained therein.

00jDO0 NOT USE THIS LINE

§3121 and applicable amendments? (see instructions) enter in column 1 "¥" for yes or
"N for no. Is this a rural hospital with < 100 beds that quatifies for the outpatient
Hold Harmiess provision in ACA §3121 and applicable amendments? (see instructions)
Enter in column 2 "vy" for yes or "N" for no.

pid this facility incur and report costs for high cost implantable devices charged to N

00

pate/Time Prepared:
5/29

117

118

patients? Enter "y" for )
Transpl  Eatormatic b - =
Does this facility operate a canter? Enter "Y" for yes and "N" for no, If N
ves, enter certification date(s) (mm/dd/yyyy) below.

O0Tf this is a Medicare certified kidney transplant center, enter the certification date
in column 1 and termination date, if applicable, in column 2.

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

ool

in column 1 and termination date, if applicable, in column 2. .
00[IFf this is a Medicare certified lung transplant center, enter the certification date in
column 1 and termination date, if applicable, in column 2.

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

in column 1 and termination date, if applicable, in column 2.
00IIFf this is a Medicare certified other transplant center, enter the certification date
in column 1 and termination date, if applicable, in column 2.
00[If this is an organ procurement organization (0PO), enter the OPO number in column 1
land termination date, if icable, i

125.

127

128

129
130

re there ahy relate 4 defined in ¢Ms pub. 15-1,
chapter 107 Enter "Y" for yes or "N" for no in column 1. If yes, aqd home qffice costs
are claimed, enter in column 2 the home office chain number. (see instructions)

107.

108.

116.

118.

119.
120.

121.

126.

131.
132.
133.
134.

140.

00

00

00
.00

.00

02

00

00

00

09

0o

.00
.00
.00

.00

00
00
00
00

00

MCRTFR? - §5.2.1584.0



Health Financial Systems

CENTERPOINTE HOSPITAL

In Lie

) of Form CM5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

: CECETAme:
Contractor's MName:

PO BOX:

State;

141.00/Name:
142.00/Street:
City:

costs included in Worksheet A7

Provider CCN: 264012

Period:
From 01/01/2013
To  12/31/2013

worksheet 5-2

Part I

Date/Time Prepared:
3 H m

145.00/1f costs for renal services are claimed on Worksheat A, line 74, are they costs for inpatient

services only? Enter "y" for yes or "N" for no.

146.00|Has the cost allocation methodo]ogy changed from the previously filed cost report?
Enter "y" for yes or "N" for no in column 1. (5ee cMs Pub. 15-2, section 4020) If yes,

enter the approval date (mm/dd/yyyy) in column 2.
147.
148.
149

no

arth
Hospital
Subprovider - IPF
subprovider - IRF
SUBPROVIDER

SNF

HOME HEALTH AGENCY
CMHC

165.00[Ts this hospital baft of a Muit1éampus
Enter "y" for

166.00(xf 1ine 165 is yes, for each
campus enter the name in column
0, county in column 1, state in
column 2, zip code in column 3,
CBSA in column 4, FTE/Campus in
column 5

il 1¢ BE
167.00[1s this provider a meaningful user under Section §1886(n)?

P

00was there a change in the statistical basis? Enter "y" for yes or "N" for no.
00was there a change in the aorder of allocation? Enter "Y" for yes or “N" for no.
.00Was there a change to the simplified cost finding method? Enter "Y" for yes or "N" for

o§p1ta1 that has one or more campuses in different CBSAs?

147.
148.
149,

ag
00
00

..N

z 2

=

=z22

N 155.00
N 156.00
N 157.00

158.00
N 159.00
N 160.00

Enter "Y" for yes or "N" for no.

168.00/1f this provider is a CAH (line 105 is "y") and is a meaningful user (line 167 is "Y"}, enter the

reasonable cost incurred for the HIT assets (see instructions}

169.00/xf this provider is a meaningful user (line 167 is "Y")} and is not a CAH (line 105 is "N"), enter the

transition factor. (see instruction

period respectively (mm/dd/yyyy)

170.00/Enter in columns 1 and 2 the EHR beg1nn1n§maate and ending date for the réport1ng

167.
J168.

0.00169.

MCRTF32 - 5.2.154.0



Health Financial Systems CENTERPOINTE HOSPITAL In Lieu of Form CM5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIQNNAIRE provider CCN: 264012 |Perio worksheet 5-2
: From 01/01/2013 Part II

5/29/2014 3:14

Has the provider chénged ownersHip immediate
ting period? If yes, enter the date of the chan

2.00 |Has the provider terminated participation in the Medicare Program? I N
yes, enter in column 2 the date of termination and in column 3, "v" for
voluntary or “I" for involuntary.

3.00 |Is the provider involved in business transactions, including management N
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
relationships? (see instructions

4.00 [Column 1: were the financial statements prepared by a Certified public % A 04/30/2014
Accountant? column 2: If yes, enter "A" for audited, "c" for Compiled,
or "R" for Reviewed. Submit complete copy or enter date available in
column 3. (see instructions) If no, see instructions.

5.00 |are the cost report total expenses and total revenues d}fferent from N
those on the filed financial statem If ubmi

6.00 [column 1: Are costs claimed for nursing school? column 2: If yes, is the provider is N
the legal operator of the program?

7.00 i{Are costs claimed for Allied Health Programs? If "Y" see instructions. N

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

9.00 [are costs claimed for Intern-Resident programs claimed on the current cost report? If N
yes, see instructions.

10.00 |was an Interf- Res1dent\program been initiated or renewed in the current cost reporting N
period? If yes, see instructions.

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

Teaching Program on Worksheet A? If yes, see instructions.

B ¥
12.00 [1s the prov se g ? If yes, see instructions. Y
12.00 |1f line 12 is yes, did the provider's bad debt collection policy change during this cost reporting N
period? If yes, submit copy.
If line 12 is es, were atient deductibles and/or co-

ayments waived? If yes, see instructions.

D1d total beds available change from the prior cost reporting period? If yes, see inst ctions.

16.00 [Was the cost report prepared using the PS&R 05/08/2014

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

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

18.00 [1f 1ine 16 or 17 is yes, were adjustments N N
made to PS&R Report data for additional
claims that have been bilied but are not
included on the PS&R Report used to file
this cost report? If yes, see instructions.

18.00 [If 1ine 16 or 17 is yes, were adjustments N N
made to PS&R Report data for corrections of
other PS&R Report information? I yes, see
instructions.

20.00 [If line 16 or 17 is yes, were adjustments N N

made to PS&R Report data for Other? Describe
the other adjustments:

To  12/31/2013 | pate/Time Prepared:

6.00

7.00
3.00

10.00

11.00

12.00
13.00

16.00

17.00

18.00

19.00

20.400

mMrpTEYIZ? - B2 184 A



Health Financial Systems

CENTERPOINTE HOSPITAL

In Lieu of Form CM5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE

Provider CCN: 264012 | Period:

TO

22.
23.

24,
25.
26.
27.

28.
29.
30.

31.

32.

33.

34.

35.

36.
37.

38.

39.

40.

41.

42.

43.

0o
00

00
00
00
Qa0

00
00
00
00

0o

oo

o0
00

was the cest report prépared only using the
provider's records? If yes, sea
instructions.

From 01/01/2013
12/31/2013

worksheet S-2
part II

pate/Time Prepared:
20 3:14

Have assets been relifed for Medicare purposes? If yes, see instructions
Have changes occurred in the Medicare depreciation expense due to appraisals made during the cos
reporting period? IT yeés, see instructions.

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

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

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

instructions.

Has the provider's capitalization policy changed during the cost reporting period? If yes, submi

Were new loans, mortgage agreements or letters of credit entered into during the cost reporting
period? If yes, see instructions.

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

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

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

t
iod?

-]

t

2

P EhES

Have changes or new agreements occurred in patient care services furnished through contractual
arrangements with suppliers of services? If yes, see instructions. .
1f Tine 32 is yes, were the requirements of Sec. 2135.2 applied pertaining to competitive biddin

g? If

no, see instructions.
I bt

gement with provider-based physici

PLOV: ased PhysT 15 : £ i
re services furnished at the provider facility under an a

If yes, see instructions.

physicians during the cost reporting period? If yes, see instructions.

00
00

0o
00
00

00

00

00

ans?

If line 34 is yes, were there new agreements or amended existing agreements with the provider-based

H 05T b Lot i i =
were home office costs claimed on the cost report? N
If line 36 is ves, has a home office cost statement been prepared by the home office?
If yes, see instructions.

1f line 36 is yes , was the fiscal year end of the home office different from that of
the provider? If yes, enter in column 2 the fiscal year end of the home office.

1f Tine 36 is yes, did the provider render services to other chain components? If yes,
see instructions.

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

.00

.00
25.00
26.00

27.00

28.
29.

30.

31.

33.

34.

35.

36.
37.

00
00
38.00
39.00

40.00

tagt iormat

Enter the first name, last name and the title/position RONALD MOORE
held by the cost report preparer in columns 1, 2, and 3,
respectively.

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

Enter the telephone number and email address of the cost

report preparer in columns 1 and 2, respectively.

CENTERPOINTE HOSPITAL

636-441-7300

RMOORE@CPHMO . NER

41.00

42.00

43.00

MrRTER? - K 2 184 N



Health Financial Systems CENTERPOINTE HOSPITAL

In Lieu of Form ¢mMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE

&

16.00 |Was the cost report rpared using the PS&R I 0?70 /2014

Report only? If either column 1 or 3 is vyes,
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
Report for totals and the provider's records
for allocation? IT either column 1 or 3 is
yes, enter the paid-through date in columns
2 and 4. (see instructions)

18.00 |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 on the PS&R Report used to file
this cost report? If yes, see instructions.
19.00 |If 1ine 16 or 17 is yes, were adjustments
made to PS&R Report data for corrections of
other PS&R Report information? If yes, see
instructions.

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

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

4 € oHLa £t

41.00 |eEnter the first name, last name and the title/position
held by the cost report preparer in columns 1, 2, and 3,
respectively.

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

43.00 |Enter the talephone number and email address of the cost
report preparer in columns 1 and 2, respectively.

Provider CCN: 264017

MEDICARE SPECIALIST

Period:
From 01/01/2013

To

12/31/2013

worksheet $-2

pPart II

Date/Time Prepared:
5/29/201 H

16.00

17.00

18.00

19.00

20.00

21.00

41.00

42.00

43.00

MCRIF32 - 5.2.154.0



Health Financial Systems

CENTERPOINTE HOSPITAL

Non-CM5_HFS worksheet

VOLUNTARY CONTACT INFORMATION

G ot
.00 irst Name
.00 |Last Name
00 [Title

.00 |employer
Phone Number

.00 |E-mail Address
.00 |Department

.00 [Mailing Address 1
.00 [Mailing Address 2

(- R I T R PO N ]
<
=1

14.00 [Last Name

15.00 [Title

16.00 |Employer

17.00 |Phone Number
18.00 [E-mail address
19.00 |Department

20.00 |Mailing Address 1
21.00 [Mailing Address 2
22.00 |City

23.00 state

24.00 |zip

Provider CCN: 264012

period: worksheet 5-2

From 01/01/2013 [ Part V

To 12731720132 | pate/Time Prepared:
14 3:

RONALD
MOQORE
MEDICARE SPECIALIST
CENTERPOINTE HOSPITAL
(636)441-7300
RMOOREQCPHMO . NET
BUSINESS OFFICE

W~y b
(=]
<

4801 WELDON SPRINGS PARKWAY 00
00

ST CHARLES 10.00
Mol 11.00

63304 12.00
TARIQ 13.00
MALTIK 14,00
CHIEF FINANCIAL OFFICER 15.00
CENTERPQINTE HOSPITAL 16.00
(636)441-7300 17.00
18.00

BUSINESS QFFICE 19.00
4801 WELDON SPRINGS PARKWAY || 20.00
21.00

ST CHARLES 22.00
Mo} 23.00

63304 24.00

MCRIF3Z - 5.2.154.0




Health Financial Systems CENTERPOINTE HOSPITAL Non-¢MS HFS Worksheet
HFS Supplemental Information Provider CCN: 264012 | Period: worksheet sS-2

From 01/01/2013 | part IX
To 12/31/2013 DatS/T1m§ Prepared:

1.00 |Do Title V or XIX follow Medicare (Title XVIII) for the Interns and Residence post ¥ Y 1.00
stepdown adjustments on W/S B, Part I, column 257 Enter Y/N in column 1 for Title v
and Y/N in column 2 for Title XiX.

2.00 |po Title v or XIX follow Medicare (Title xvIII) for the reporting of charges on W/s C, Y Y 2.00
Part I (e.g. net of Physician's component)? Enter Y/N in column 1 for Title v and Y/N
in column 2 for Title XIX.
3.00

3.00 |po Title v or XIX follow Medicare (Title XvIII) for the calculation of Observation Bed Y Y
Cost on W/s D-1, Part IV, line 897 Enter ¥/N in column 1 for Title v and ¥/N in column
2 for Title XIX.

i+ ;: A
4.00 |Does Title v follow Medicare (Title XvIII) for Critical Access Hospitals (CAH) being N N
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
reimbursed 101% of cost? Enter Y or N in column 1 for inpatient and ¥ or N in column 2
t

OWAN
6.00 |po Title v or XIX follow Medicare and add back the RCE Disallowance on W/s C, Part I Y
column 47 Enter Y/N in _column 1 for Title v and ¥/N in column 2 for Title XIX,
BASS THROUG = = : . - e
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 Y/N in column
2 for Title XIX.

mMoTC1Y - K 7 184 N



Health Financial Systems CENTERPOQINTE HOSPITAL In Lijeu of Form CM$-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA Provider CCN: 264012 |Period: worksheet 5-3
From 01/01/2013 | Part I
To 12/31/2013 | Date/Time Prepared:
29, 3:1

Hospital Adults ., 6, 7 and 30.00 37,960, 0.00 0| 1.00

8 exclude Swing Bed, Observation Bed and

Hospice days)(see instructions for col. 2

for the portion of LDP room available beds)
2.00 (HMO and other (see inmstructions} 2.00
3.00 [HMO IPF Subprovider 3.00
4.00 |HMO IRF Subprovider 4.00
5.00 |Hospital Adults & Peds. swing Bed SNF 0| 5.00
6.00 |Hospital adults & Peds. Swing Bed NF 0| 6.00
7.00 |[Total Adults and Peds. (exclude observation 104 37,960 0.00] 0| 7.00

beds) {see instructions)
8.00 |INTENSIVE CARE UNIT 31.00 0 o] 0.00] 0| 8.00
8.01 |CHEMICAL DEPENDENCY/SAFE 31.01 44 16,060 0.00 0o 8.01
9.00 |CORONARY CARE UNIT 9.00
10.00 [BURN INTENSIVE CARE UNIT 10.00
11.00 |SURGICAL INTENSIVE CARE UNET 11.00
12.00 |OTHER SPECIAL CARE (SPECIFY) 12.00
13.00 |NURSERY 13.00
14.00 |Total (see instructions) 148 54,020 0.00] 6| 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 21.00
22.00 |HOME HEALTH AGENCY 22.00
23.00 |AMBULATORY SURGICAL CENTER (D.FP.) 23.00
24.00 [HOSPICE 24.00
24.10 |HOSPICE (non-distinct part) 30.00 24.10
25.00 [CMHC - CMHC 25.00
26.00 ! RURAL HEALTH CLINIC 26.00
26.25 |FEDERALLY QUALIFTED HEALTH CENTER 26.25
27.00 |Total (sum of 1ines 14-26) 148 27.00
28.00 |observation Bed Days 0| 28.00
29.00 [ambulance Trips 29.00
30.00 |Employee discount days (see instruction) 30.00
31.00 {Employee discount days - IRF 31.00
32.00 |Labor & delivery days (see instructions) 0 0 32.00
32.01 |Total ancillary labor & delivery room 32.01

putpatient days (see instructions)
33.00 |LTCH non-covered days 33.00

MCRTEI? - 5.72.154.0



Health Financial Systems

CENTERPOTINTE HOSPITAL

In Lieu of Form (M5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA

B VLR S N W N

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

HMO IPF Subprovider

HMO IRF Subprovider

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

INTENSIVE CARE UNIT

CHEMICAL DEPENDENCY/SAFE

CORONARY CARE UNIT

BURN INTENSIVE CARE UNIT

SURGICAL INTENSIVE CARE UNIT

OTHER SPECIAL CARE (SPECIFY)

NURSERY

Total (see instructions)

CAH visits

SUBPROVIDER - IPF

SUBPROVIDER - IRF

SUBPROVIDER

SKILLED NURSING FACILITY

NURSING FACILITY

OTHER LONG TERM CARE

HOME HEALTH AGENCY

AMBULATORY SURGICAL CENTER {O.P.)
HOSPICE

HOSPICE (non-distinct part)}

CMHC - CMHC

RURAL HEALTH CLINIC

FEDERALLY QUALIFIED HEALTH CENTER

Total (sum of lines 14-26)

Cbservation Bed Days

Ambulance Trips

emplovee discount days (see instructiocn)
Employee discount days - IRF

tabor & delivery days (see instructions)
Total ancillary labor & delivery room
ocutpatient days (see instructions)

LTCH non-covered days

(columns 5, 6, 7 and

cCoCo

8,550

oo

8,550

Provider CCN: 264012

3,697

period:

0
o]
29,253

0
6,185

35,438

oo oo

worksheet 5-3

From 01/01/2013 | Part I
To 12/31/2013 Da%e/;age Prepared:

0.00 325.50| 14.00

.00 325.50| 27.00

MCRIF32 - 5.2.154.0



Health Financial Systems CENTERPOINTE HOSPITAL In Liew of Form €MS-2532-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA Provider CCN: 264012 Period: worksheet 5-3

From 01/01/2013 | Part I

To 12/31/2013 | Date/Time Prepared:
5/,29/2 14 3

Hospital Adults & Peds, (columns 5, &, 7 and

8 exclude swing Bed, observation Bed and

Hospice days)(see instructions for col. 2

for the portion of LDP room available beds)
2.00 {HMO and other (see instructions) 0 2.00
3.00 |HMD IPF Subprovider 3.00
4.00 |HMO IRF Subprovider 4,00
5.00 |Hospital Adults & Peds. Swing Bed SNF 5.00
6.00 iHospital Adults & Peds. Swing Bed NF 6.00
7.00 lTotal Adults and Peds. (exclude observation 7.00

beds) (see dinstructions)
8.00 |[INTENSIVE CARE UNIT 8.00
8.01 [CHEMICAL DEPENDENCY/SAFE 8.01
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 jTotal (see instructions) 0,00 0 713 352 4,037 14.00
15.00 iCAH visits 15.00
16.00 |SUBPROVIDER - IPF 16.00
17.00 ; SUBPROVIDER - IRF 17.00
18.00 { SUBPROVIDER 18.00
19.00 |SKILLED NURSING FACILITY 19.00
20.00 |NURSING FACILITY 20.00
21.00 |OTHER LONG TERM CARE 21.00
22.00 |HOME HEALTH AGENCY 22.00
23.00 |AMBULATORY SURGICAl CENTER (D.P.) 23.00
24 .00 |HOSPICE 24.00
24.10 [HOSPICE (non-distinct part) 24.10
25.00 {CMHC - CMHC 25.00
26.00 |RURAL HEALTH CLINIC 26.00
26.25 | FEDERALLY QUALIFIED HEALTH CENTER 26.25
27.00 |Total (sum of lines 14-26) 0.00 27.00
28,00 |observation Bed Days 28.00
29.00 |Ambulance Trips 29.00
30.00 jEmployee discount days (see instruction) 30.00
31.00 [Employee discount days - IRF 31.00
32.00 |Labor & delivery days (see instructions) 32.00
32.01 |Total ancillary labor & delivery room 32.01

outpatient days (see instructions}
33.00 |LTCH non-covered days 33.00

MCRIF32 - 5.2.154.0



Health Financial Systems CENTERPOINTE HOSPITAL In Lieu of Form €M$-2552-10
RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES Provider CCN: 264012 |Pperio worksheet A
From 01/01/2013
To 12/31/2013 | pate/Time Prepared
5/29/2014 3:14

CAP REL COSTS-BLDG & FIXT 109,082 109,082 2,252,751 2,361,833 1.00
CAP REL COSTS-MVBLE EQUIP 580,368 580,368 459,205 1,039,573 2.00
OTHER CAP REL COSTS 332,851 332,851 -332,851 0| 3.00
EMPLOYEE BENEFTTS DEPARTMENT 152,775 4,858,679 5,011,454 -589 5,010,865 4.00
ADMINISTRATIVE & GENERAL 4,389,710 6,567,939 10,957,649 -1,574,453 9,383,196, 5.00
MAINTENANCE & REPAIRS 236,349 590,408 826,757 -14,685 812,072 6.00
LAUNDRY & LINEN SERVICE 0 99,907 99,907 0 99,907 8.00
HOUSEKEEPING 0 417,093 417,093 0 417,093 9.00
DIETARY 312,357 884,212 1,196,569 0 1,196,569, 10.00
CAFETERIA 0 0 0 0 0! 11.00
NURSING ADMINISTRATION 761,645 20,502 782,147 9,771 791,918} 13.00
PHARMACY 46,287 816,109 862,396 0 862,396 15.00
MEDICAL RECORDS & LIBRARY 392,547 207,022 599,569 -16,696 582,873] 16.00
SOCIAL SERVICE 543,241 6,828 550,069 -208 549,861 17.00
( OTHERNGENERAL SERVICE SPECI 0 0 Q) 18.00
ADULTS & PEDIATRICS 6,646,126 1,702,080 8,348,206 8,502,4181 30.00
INTENSIVE CARE UNIT 0 0 0 0] 31.00
CHEMT NCY/SAFE 75,3 1,839,713 .01
A Hmmw G “CENTE seae & s e
73.00 7300 RUGS CHARGED TO PATIENTS
; RTLE ChST CENTERS
, 90.00

0 0 0 0 ~0[190.00

, FLOWER, COFFEE SH
190.01|{19001| COMMUNITY RELATIONS 0 0 0 88,925 88,925]190.01
190.02(19002| RETAIL PHARMACY 228,447 1,197,401 1,425,848 -288 1,425,560(190.02
200.00 TOTAL (SuM OF LINES 118-199) 18,819,263 23,001,631 41,820,894 0 41,820, 894|200.00

mrpTC2? S 2 184 N



Health Financial Systems CENTERPOINTE HOSPITAL In Lieu of Form €mMs-2552-10
RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES Provider CCN: 264012 |Pperi worksheet A

From 01/01/2013
To  12/31/2013 | pate/Time Prepared:
5/29/2014 3:14

1.60 00100 CAP REL COSTS- “ELDG & FIXT 0 2,361,833 1.00
2.00 100200(cAP REL COSTS-MVBLE EQUIP Q 1,039,573 2.00
3.00 [00300|/OTHER CAP REL COSTS 0 0 3.00
4.00 100400| EMPLOYEE BENEFITS DEPARTMENT 0 5,010,865 4.00
5.00 [O0S00|ADMINISTRATIVE & GENERAL -2,239,894 7,143,302 5.00
6.00 |00BOO|MAINTENANCE & REPAIRS -258 811,814 6.00
8.00 100800/ LAUNDRY & LINEN SERVICE 0 99,907 8.00
9.00 |00900! HOUSEKEEPING 0 417,093 9.00
10.00 |01000| DIETARY 0 1,196,569 10.00
11.00 |01100{ CAFETERIA -81,608 -81,608 11.00
13.00 |0L300[NURSING ADMINISTRATION 0 791,918 13.00
15.00 !01500( PHARMACY 0 862,396 15.00
16.00 (01600;MEDICAL RECORDS & LIBRARY ~B45 582,028 16.00
17.00 (01700]SOCIAL SERVICE 0 549,861 17.00
18.00 OTHER GENERAL SERVICE (SPECIFY) 18.00
30.00 ADULTS & PEDIATRICS 30.00
31.00 {03100} INTENSIVE CARE UNIT 31.00
CHEMICAL DEPENDENCY/SAFE | 31.01
ELECTROENCEF’HALOGRAPHY 70.00
7300 DRUGS CHARGED TO PAT 73.00

90.00

113.00 1300 INTEREST EXPENSE ' 113.00
118.00]_ SUBTOTALS | (sum OF LINES 1-117) -4,320,089 35,986,320 _ 118.00

.190.00

190, 0019000 GIF!' FLOWER COFFEE SHOP & CANTEEN 0

190.01/19001) COMMUNITY RELATIONS 0 88,925 180.01
190.02({19002| RETAIL PHARMACY 0 1,425,560 190.02
200.00 TOTAL (SUM OF LINES 118-199) -4,320,089 37,500,805 200.00

MCRIF3Z - 5.2.154.0



Health Financial Systems CENTERPOINTE HOSPITAL In Lieu of Form CM5-2552-10

COST CENTERS USED IN COST REPORT Provider CCN: 264012 | Period: worksheet Non-CMS W
From 01/01/2013
To  12/31/2013 | pate/Time Prepared:
29 3114

[GENER ERVICE .CO5 : i
1.00 |CAP REL COSTS-BLDG & FIXT 00100 1.00
2.00 [CAP REL COSTS-MVBLE EQUIP 00200 2.00
3.00 |OTHER CAP REL COSTS 00300 3.00
4.00 |EMPLOYEE BENEFITS DEPARTMENT 00400 4.00
5.00 |ADMINISTRATIVE & GENERAL 00500 5.00
6.00 |MAINTENANCE & REPAIRS 00600 6.00
8.00 |LAUNDRY & LINEN SERVICE 00800 8.00
9.00 |HOUSEKEEPING 00900 9.00
10,00 |DIETARY 01000 10.00
11.00 |CAFETERIA 01100 11.00
13.00 |NURSING ADMINISTRATION 01300 13.00
15.00 | PHARMACY 01500 15.00
16.00 [MEDICAL RECORDS & LIERARY 01600 16.00
17.00 |SOCIAL SERVICE 01700 17.00
18.00 |OTHER GENERAL SE _ L _ _ 01850 18.00
30.00 [ADULTS & PEDIATRICS 30.00
INTENSIVE CARE UNIT 31.00
.01
ELECTROENCEPHALOGRAPHY
DRUGS CHARGED TO PATIENTS

N Ty

INTEREST EXPENSE
SUBTOTALS (SUM OF LINES 1-117)

113.00
118.00

190.00
190.01
190.02
200.00

190.00{GIFT, FLOWER, COFFEE SHUP & CANTEEN
190.01} COMMUNITY RELATIONS

190.02| RETATL PHARMACY

200.00 TOTAL (SUM OF LINES 118-199)

MCRIF3Z2 - 5.2.154.0



Health Financial Systems CENTERPOINTE HOSPITAL In Lieu of Form €M5-2552-10

RECLASSIFICATIONS provider CCN: 264012 | Perio worksheet A-6
From 01/01/2013
To 12/31/2013 | Date/Time Prepared:
| 5/20/2014 3:14 pm

2,143,854
78,478

.00 [CAP REL COSTS BLDG & FIXT 1.00
.00 [CAP REL COSTS-MVBLE EQUIP

00~ h U1 B M
=]
(=]

00~ O &1 & W B
[=]
(=]
cooocoCc o oo

TOTALS_ o

1.00 |ADMINISTRATIVE & GENERAL 5. 0 1.00
2.00 |ADMINISTRATIVE & GENERAL 5.00 0 2.00
3.00 0.00 0 3.00
4.00 0.00 0 4.00
5.00 0.00 0 5.00
6.00 0.00 0 6.00
7.00 0.00 0 7.00
8.00 _0.00 0 8.00
0

NURSING ADMINISTR.ATION 13.00 16,993

1.00
2.00 |ADULTS & PEDIATRICS _ 5,649 -00
22,642

1.00 170,834] 1.00
TOTALS 170,834

1.00 REL COSTS-BLDG & FIXT 1.00

2.00 |CAP REL COSTS-MVBLE EQUIP _| i, 905 2.00
TOTALS

1.00 |cap 74,029 1.00

2.00 258,822, 2.00

33

1.00 1.00
TOTALS 0 0

500.00 iGrand Total: Increases 236,958 3,328,564 500.00

MrRTEI? - & 2 184 N



Health

Financial Systems

CENTERPOINTE HOSPITAL

In Lieu of Form CmMS-2552-10

RECLASSIFICATIONS

N ;Wb WP
(=]
(=}

SO~ YW oW N
o
o

[
o
=)

ADULTS & F & PEDIATRICS
TOTALS

ADMINISTRATIVE & GENERAL

TOTALS
T : SRR

ADULTS & PEDIATRICS

IINTEREST EXPENSE__
TOTALS
[F = RECLASE LEASES
EMPLOYEE BENEFITS DEPARTMENT
IADMINISTRATIVE & GENERAL
MAINTENANCE & REPAIRS

ADULTS & PEDIATRICS

CHEMICAL DEPENDENCY/SAFE
CLINIC

NURSING ADMINISTRATION
MEDICAL RECORDS & LIBRARY

EMPLOYEE BENEFITS

MATNTENANCE & REPAIRS
NURSING APMINISTRATION
MEDICAL RECORDS & LIBRARY
SOCTIAL SERVICE

CLINIC

RETAIL PHARMACY

CLINIC

EELREE TERES T EXpENE

cCoooOooOog

[=) [=R=l== gl ]]

Provider CCN:

29,900
49,909

436
1,684,844
14,672
671
1
498,338
7,138
16,232

41,101
288
457,345
499 556

264012

Perio
From 01/01/2013
To

worksheet A-6

12/31/2013 | pate/Time Prepared:
5/2

9/2014 3:14 pm

00~ W e L P e
<
=]

O =~ O W
=]
[=]

N
o
S

1.00
2.00

00
.00

[

TOTALS

Grand Total:

Decreases

236,958

500.00

MCRTFI? - 5.2.1584.0



Health Financial Systems CEMTERPOINTE HOSPITAL In Lieu of Form ¢ms5-2552-10
RECLASSIFICATIONS Provider CCN: 264012 |Period: worksheet A-6
Erom 01/01/2013 | Non-CMS wWorksheet
To 12/31/2013 | pate/Time Prepared:
5/29/2014

1.00 |CHEMICAL DEPENDENCY/SAFE 1.00
1.00 1.00
1.00 [ADULTS & PEDIATRICS 1.00
TOTALS
1.00 1.00
1.00 CAP REL COSTS- BLDG & FIXT 1. O|EMPLOYEE BENEFITS DEPAR"rMENT 1.00
2.00 [CAP REL COSTS-MVBLE EQUIP 2.00 D/ADMINISTRATIVE & GENERAL 2.00
3.00 0.00 OMAINTENANCE & REPAIRS 3.00
4.00 0.00 0ADULTS & PEDIATRICS 4.00
5.00 0.00 D|CHEMICAL DEPENDENCY/SAFE 5.00
6.00 0.00 65.00
7.00 0. O|NURSING ADMINTSTRATION 7.00
8.00 | 0. 8.00
1.00 ADMINISTRATIVE & GENERAL 5. Q|EMPLOYEE BENEFITS DEPARTMENT 1.00
2.00 |ADMINISTRATIVE & GENERAL 5.00 O/MAINTENANCE & REPAIRS 2.00
3.00 0.00 O|NURSTING ADMINISTRATEON 3.00
4.00 0.00 O[MEDICAL RECORDS & LIBRARY 4,00
5.00 0.00 0{SOCIAL SERVICE 5.00
6.00 0.00 BICLINIC 6.00
7.00 0.00 O|RETAIL PHARMACY 7.00
8.00 0.00 QlCLINTC ] 8.00
O[TOTALS
1.00 |NURSING ADMINISTRATION 13.00 16,993 ADMINISTRATIVE & GEI\iERAL 1.00
2.00 |ADULTS & PEDIATRICS 30,00 5,649 _ .00
22,642
1.00 1.00
1.00 |cAP REL COSTS-BLDG & FIXT 1.00
2.00 |CcAP REL COSTS-MVBLE EQUIP 2.00
TOTALS
1.00 [CAP REL COSTS-BLDG & EIXT 1.00
2.00 |CAP REL COSTS-MVBLE EQUIP | 2.00
TOTALS
HATel
1.00 i 1.00
TOTALS O|TOTALS ]
500.00 [Grand Total: Increases 236,958|crand Total: Decreases 236,958 500.00

asnTEl}Y C 2 14 N



Health Financial Systems CENTERPOINTE HOSPITAL In Lieu of Form CMS-2552-10

RECONCILIATION OF CAPITAL COSTS CENTERS Provider CCN: 264012 |Period: worksheet A-7
From 01/01/2013 | Part I

To  12/31/2013 | pate/Time Prepared:
9/2 :14

1. Land 0 0 0 0 0; 1.00
2. Land Improvements 0 0 0 o] 0| 2.00
3. Buildings and Fixtures 0 0 0 o 0| 3.00
4. Building Improvements 1,037,477 208,269 0 208,269 0| 4.00
5. Fixed Equipment 0 0 4] ] ¢| 5.00
6. Movable Equipment 4,183,716 227,129 0 227,129 55,444| 6.00
7. HIT designated Assets 0 0 o] o} ¢| 7.00
8. subtotal (sum of lines 1-7) 5,221,193 435,398 0 435,398 55,444 B8.00
9. Reconciling Items 0 0 [ ¢ ¢| 9.00
1 Total (1i 8 mi i 5,221,193 435,398 4] 435,398 55,444| 10.00
1.00 0 0 1.00
2.00 |Land Improvements 0 0 2.00
3.00 |Buildings and Fixtures 0 0 3.00
4.00 (Building Improvements 1,245,746 0 4.00
5.00 |Fixed Equipment 0 0 5.00
6.00 |[Movable Equipment 4,355,401 0 6.00
7.00 |HIT designated Assets 0 0 7.00
§.00 |subtotal (sum of lines 1-7) 5,601,147 0 8.00
9.00 |Reconciling Items 0 0 9.00
10.00 |Total (line 8 minus line 9) 5,601,147 0 10.00

wrnTerly C % 1cA N



Health Financial Systems

CENTERPOINTE HOSPITAL In Lieu of Form CMs-2552-10
RECONCILIATION OF CAPITAL COSTS CENTERS pProvider CCN: 264012 |Period: worksheet A-7

From 01/01/2013 | Part II

Toe 12/31/2013 | pate/Time Prepared:

5/29/2014 3;14 pm

ihe

L 3% HE A
CAP REL COSTS-BLDG & FIXT 109,082
CAP REL COSTS-MVBLE EQUIP 572,734

tal f i 681,816

1.00 |CAP REL COSTS-BLDG & FIXT o 109,082]
2.00 |CAP REL COSTS-MVBLE EQUIP

0 580, 368 2.00
3.00 Total (sum of Tines 1-2) 0) 689,450

MCORTFI? - 5.2.154.}



Health Financial Systems

CENTERPOINTE HOSPITAL In Lieu of Form CM5-2552-10

RECONCILIATICN OF CAPTITAL COSTS CENTERS

CAP REL COSTS-BLDG & FIXT
CAP REL COSTS-MVBLE EQUTP
Total {sum of lines 1-2)

1.00 "CAP REL COSTS-BLDG & FIXT ‘
2.00 |CAP REL COSTS-MVBLE EQUIP
3.00 |Total (sum of lines 1-2)

1.00 [CAP REL COSTS-BLDG & FIXT
2.00 |[CAP REL COSTS-MVELE EQUIP
3,00 |Total (sum of Tines 1-2)

=R ==

=R =]

provider CCN: 264012 | Period: worksheet A-7
From 01/01/2013 | Part III
To 12/31/2013 pate/Time Prepared:
] __15/29/2014 3:14 pm

. 22240
0.777591
00

0 0 109,082
0 0 572,734
0 0 681,816

==N=]
M
(=2
(=)

34,868 74,029 2,143,85%4 2,361,833 1.00
129,539 258,822 78,478 1,039,573| 2.00
164,407 332,851 2,222,332 3,401,406| 3.00

MCRIF32 - 5.2.154.0



Health Financial systems

CENTERPOINTE HOSPITAL

In Lieu of Form (Ms-2552-10

ADJUSTMENTS TO EXPENSES

provider CCN: 264012

peri
From
To

od:
01/01/2013
12/31/2013

worksheet A-8

g

CAP REL COSTS-BLDG & FIXT

pate/Time Prepared:
5/ 4 3:

1.00 |[Investment income - CAP REL 0 1.00 o 1.00
COSTS-BLDG & FIXT {chapter 2)

2.00 |Investment income - CAP REL 0Q|/CAP REL COSTS-MvBLE EQUIP 2.00 0| 2.00
COSTS-MVBLE EQUIP (chapter 2)

3.00 |Investment income - other B -9, 449ADMINISTRATIVE & GENERAL 5.00 0 3.00
(chapter 2)

4.00 |(Trade, quantity, and time 0 0.00 0 4.00
discounts (chapter 8)

5.00 |[Refunds and rebates of 0 0.00 o 5.00
expenses (chapter 8)

6.00 |Rental of provider space by 0 0.00 0 6.00
suppliers (chapter B8)

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

8.00 |(Telewvisicn and radio service [4] 0.00] 0 8.00
(chapter 21}

9.00 |pParking lot (chapter 21) 0 0.00 o 9.00

10.00 |Provider-based physician A-8-2 -3,414,348 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 0 0] 12.00
transactions {(chapter 10)

13.00 |Laundry and linen service 0 0.00 0} 13.00

14,00 [cafeteria-employees and guests B -81, 60BCAFETERIA 11.00 0] 14.00

15.00 |Rental of quarters to employee 0 0.00 0| 15.00
and others

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

17.00 |sale of drugs to other than 0 0.00| 0f 17.900
patients

18.00 |sale of medical records and B -B45MEDICAL RECORDS & LIBRARY 16.00 0] 18.00
abstracts

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

20.00 i{vending machines A -258/MAINTENANCE & REPAIRS 6.00 0 20.00

21.00 i Income from 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 0*** Cost Center Deleted *** 65.00 23.00
therapy costs in excess of
Timitation (chapter 14)

24.00 |Adjustment for physical A-8-3 D|*#* Cost Center Deleted *** 66.00 24.00
therapy costs in excess of
Timitation {(chapter 14)

25.00 |utilization review - 0|*** cost Center Deleted *** 114.00 25.00
physicians' compensation
(chapter 21)

26.00 Deprgciation - CAP REL 0/{CAP REL COSTS-BLDG & FIXT 1.00 0| 26.00
COSTS-BLDG & FIXT

27.00 [pepreciation - CAP REL 0/CAP REL COSTS-MVBLE EQUIP 2.00 0| 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 O[*** cost Center Deleted **# 67.00 30.00
therapy costs in excess of
Timitation (chapter 14)

30.99 |Hospice (non-distinct) (see OIADULTS & PEDIATRICS 30.00] 30.99
instructions)

31.00 |adjustment for speech A-8-3 0==* Cost Center Deleted *** 68.00 31.00
pathelogy costs in excess of
Timitation (chapter 14)

32.00 |CAH HIT Adjustment for 0 0.00] 0| 32.00
Depreciation and Interest

33.00 |SBH SERV AGREEMENT B -42, 604/ ADMINISTRATIVE & GENERAL 5.00 0| 33.00

33.01 |LOBBYING EXPENSE PER MHA A -4, 860/ADMINISTRATIVE & GENERAL 5.00] 0 33.01

MreTFI? - §.2.154.0



Health Financial Systems CENTERPOINTE HOSPITAL Iin Lieu of Form ¢MS-2552-10

ADJUSTMENTS TO EXPENSES provider CCN: 264012 |Period: worksheet A-8

From 01/01/2013

To 12/31/2013 | Date/Time Prepared:
_ 5/29/2014 3:14 pm

. FRA EXPENSE B ,225,159/ADMINISTRATIVE ENERA 5.00 0 33.02
33.03 | TRANSPORTATION EXPENSE A -108,059/ADMINISTRATIVE & GEMERAL 5.00 0| 33.03
33.04 |BAD DEBT EXPENSE A ~2,754, 780/ ADMINISTRATIVE & GENERAL 5.00 0] 33.04
33.05 |CD EDUCATIONAL INCOME B -150|CHEMICAL DEPENDENCY/SAFE 31.01 Q| 33.05
33.06 |GAIN ON SALE B -1, 600/ADMINISTRATIVE & GEMERAL 5.00 0 33.06
33.07 |DONATIONS B -23,773|ADMINISTRATIVE & GENERAL 5.00 0| 33.07
33.08 |OTHER INCOME B -102,914/ADMINISTRATIVE & GENERAL 5.00 0| 33.08
33.09 |OTHER ADJUSTMENTS (SPECIFY) 0 0.00 0| 33.09
3

33.10 |OTHER ADJIUSTMENTS (SPECLFY) Y 0.00 ¢ 33.10
(3

33.11 |OTHER ADJUSTMENTS (SPECIFY) 0 0.00 0 33.11
3

33.12 |OTHER ADJUSTMENTS (SPECIFY) 0 0.00 0 33.12
(€3]

33.13 |OTHER ADJUSTMENTS (SPECIFY) 0 0.00 0l 33.13
3

33.14 [OTHER ADJUSTMENTS (SPECIFY) o 0.00 0 33.14
(€]

33.15 [OTHER ADJUSTMENTS (SPECIFY) 0 .00 0] 33.15
[€))

33.16 |OTHER ADJUSTMENTS (SPECIFY) ¢ 0.00 0| 33.16
&)

50.00 |TOTAL (sum of 1ines 1 thru 49) -4,320,089 50.00
(Transfer to worksheet A,
column 6, Tine 200.)

MCRTFI? - §.2.154.0



Health Financial Systems

CENTERPOINTE HOSPITAL

In Lieu of Form CMS-2552-10

PROVIDER BASED PHYSICIAN ADJUSTMENT

1.00

2.00 30.
3.00 31.
4.00 90.
5.00 0
6.00 0
7.00 0
8.00 0
9.00 0
10.00 0

.00 5.
2.00 30.
3.00 31
4.00 90.
5.00 0.
6.00 0.
7.00 0.
8.00 0.
9.00 a.
10.00 0.
200.00

.00

- LR S
ADMINISTRATIVE & GENERAL

00|ADULTS & PEDIATRICS

01
00

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

CHEMICAL DEPENDENCY/SAFE
CLINIC

ADMINISTRATIVE & GENE
ADULTS & PEDIATRICS

.0LiCHEMICAL DEPENDENCY/SAFE

CLINIC

1,417,014 1,417,014
866,979 866,979
241,000 241,000
889,355 889, 355

0 o
0 o
0 0
0 o
0 [y
0 0
3,414,348 3,414,348

CcCooODD oo oo oo

1.00 5
2.00 30.
3.00 31.
4.00 90
5.00 0
6.00 0
7.00 0
8.00 0
9.00 0.
10.00 0
200.00

. 00|

00
01

.00
.00
.00
.00
.00

.00

ADMINISTRATIVE & GENERAL
ADULTS & PEDIATRICS
CHEMICAL DEPENDENCY/SAFE
CLINIC

COoOOOOoOCOoOoOoOCO

en

oD O C

Provider CCN: 264012

Period: worksheet A-8-2
From 01/01/2013

To 12/31/2013

pate/Time Prepared:
29/2014

i

CODO0QO000 0O O]

f
OOOOOOOOOOO{

cococoococooe

o000 o o000
[t - RN I IRV RS- YIS VI ]
[
(=]

COCODOOOOO0O

oo OoOOoOOOOOD0
D00 oo oo oo

1,417,014

0 1.

0 866,979 2.00
0 241,000 3.00
0 889,355 4.00
0 0 5.00
0 6.00
0 0 7.00
0 0 8.00
0 0 9.00
0 0 10.060
0 3,414,348 200.00

MCRIF32 - 5.2.154.0



In Lieu of Form CM5-2552-10
Perio Worksheet B

CENTERPOINTE HOSPITAL
Provider CCN: 264012

nealth Financial Systems
COST ALLOCATION - GENERAL SERVICE COSTS

From 01/01/2013 Part I
To 12/31/2013 | Date/Time Prepared:
5/29/2014 3:14

pan

. CAP REL COSTS-BLDG & FIXT 2,361,833 1.
2.00 |00200|CAP REL COSTS-MVBLE EQUIP 1,039,573 1,039,573 2.00
4,00 (00400] EMPLOYEE BENEFITS DEPARTMENT 5,010, 865 14,221 5,057,395 4.00
5.00 |00500] ADMINISTRATIVE & GENERAL 7,143,302 124,031 802,094 8,351,216} 5.00
6,00 [GO600|MAINTENANCE & REPAIRS 811,814 30,170 69,295 979,824] 6.00
8.00 {00800|LAUNDRY & LINEN SERVICE 99,907 3,841 0 112,474 8.00
9.00 (00900|HOUSEKEEPTNG 417,093 7,532 0 441,737 9.00
10.00 [GL000: DIETARY 1,196,569 33,424 91,580 1,397,510} 10.00
11.00 j01100{ CAFETERIA -81,608 42,258 0 56,656 11.00
13.00 {01300 NURSING ADMINISTRATION 791,918 6,465 228,290 1,041,361; 13.00
15.00 |01500| PHARMACY 862,396 13,304 13,571 919,496| 15.00
16.00 |01600|MEDICAL RECORDS & LIBRARY 582,028 5,974 115,091 716,666 16.00

SOCTIAL SERVICE 549,861 16,771 159,273 764,007| 17.00

0] 18.00

. ADULTS & PEDIATRICS 316,350 10,670,846 30.00
31.00 |03100} INTENSIVE CARE UNIT Q 0| 31.00
31.01 CHEMICAL DEPENDENCY/S E 2,362,232 31.01
70.00 70.00
73.00 73.00
90.00 90.00
113.00 113.00
118.00 118.00
190.00 190.00
190.01/19001; COMMUNITV RELATIONS 1,454 640 12,749 103,768(190.01
190.02/19002; RETATL PHARMACY 21,935 9,655 66,979 1,524,129/190.02
200.00 Cross Foot Adjustments 0(200.00
201.00 Negative Cost Centers 0 0 0 0(201.00
202.00 TOTAL (sum lines 118-201) 2,361,833 1,039,573 5,057,395 37,500, 805|202.00

MCRIF32 - 5.2.154.0



Health Financial Systems

CENTERPOINTE HOSPITAL

In Lieu of Form €MS-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

1.00 [00100[CAP REL COSTS BLDG & FIXT
2.00 |00200|CAP REL COSTS-MVBLE EQUIP
4,00 |0D400|EMPLOYEE BENEFITS DEPARTMENT
5.00 |00500| ADMINISTRATIVE & GENERAL
6
8

.00 [00600| MAINTENANCE & REPAIRS
.00 |0D800|LAUNDRY & LINEN SERVICE
9.00 (00900 HOUSEKEEPING
10.00 (01000 DIETARY
11.00 [01100| CAFETERIA
13.00 [01300|NURSING ADMINISTRATION
15.00 (01500 PHARMACY
16.00 |01600|MEDICAL RECORDS & LIBRARY
17.00G {01700 SOCIAL SERVICE
OTHER_GENERAL SERVICE (SPECIFY)

03000 ADULTS &.PEDIATRICS
03100| INTENSIVE CARE UNIT
0

3101 CHEMICAL DEPENDENCY/SAFE

19001 COMMUNITY RELATIONS
190.02{19002( RETAIL PHARMACY

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

8,351,216
280,715
32,223
126,555
400,380
16,232
298, 345
263,431
205,321
218,884
0

3,057,14

0

676,768

Provider CCN: 264012

1,260,539

6,650
13,042
57,877
73,172
11,195
23,036
10,345
29,040

T 124,932

Pe
From
To

riod:

01/01/2013
12/31/2013

worksheet B
Part I

151,347

581,334
27,115
34,281

5,245
10,792
4,847
13,605
[4]

1,882,882
389,265

o
0
¢
0

pate/Time Prepared:
29/2014 3:14

y
26,415

256,637
0

1,099,927

0
0
0

0
151, 347

7,832

0
581,334

0
1,882,882

190.00
190.01
190.02
200.00
201.00

202.00

smrnTE3 C 2 4Cc4 N



Health Financial Systems CENTERPOINTE HOSPITAL In Lieu of Form cmMsS-2552-10
COST ALLOCATION - GENERAL SERVICE COSTS Provider CCN: 264012 |Period: worksheet 8
From 01/01/2013 | Part I
To 12/31/2013 | pate/Time Prepared:
29/2014 3:14 pm

1.00 1[00100|CAP REL COSTS-BLDG & FIXT 1.00
2.00 [00200(CAP REL COSTS-MVBLE EQUIF 2.00
4.00 (00400 EMPLOYEE BENEFITS DEPARTMENT 4.00
5.00 [00500| ADMINISTRATIVE & GENERAL 5.00
6.00 [O0B00/MAINTENANCE & REPAIRS 6.00
8.00 |[00BUD[LAUNDRY & LINEN SERVICE 8.00
9,00 (00900 HOUSEKEEPING 9.00
10.00 (01000 DIETARY 10.00
11.00 |01100{ CAFETERIA 569,606 11.00
13.00 |01300|NURSING ADMINISTRATION 28,977 1,385,123 13.00
15.00 (01500) PHARMACY 8,049 0 1,224,804 15.00
16.00 [01600|MEDICAL RECORDS & LIBRARY 28,172 0 0 965,351 16.00
17.00 |01700] SOCIAL SERVICE 28,977 0 0 0 1,054,513 17.00

0| o, & 0] 18.00

18.00 01850 OTHER GENERAL SERVICE (SPECIFY) 0

30.00 [63000] ADULTS & PEDTATRICS = 335,109 1,143,377 905,016 065,147

0 30.00
31.00 [03100| INTENSIVE CARE UNIT 0 0 0 0 ol 31.00
0 50,279 89,366( 31.01

31.01 |03101} CHEMICAL DEPENDENCY/SAFE 75,661 241,746
IANCTELARY SERVICE COST CPNTERS » i : e
70.00 (07000 ELECTROENCEPHALOGRAPHY
07300 DRUGS CHARGED TO PATIENTS

90.00 | )

113.00
118.00

190. 00/19000 GIFT, FLOWER, COFFEE snop & CANTEEN
190.01(19001] COMMUNETY RELATIONS
190.02(19002( RETAIL PHARMACY

200.00 Cross Foot Adjustments :
201.00 Negative Cost Centers 0 -00
202.00 TOTAL {sum Tines 118-201) 965,351 1,054,513/202.00

MrpTCE?? - K 2 184 0N



Health Financial Systems

CENTERPOINTE HOSPITAL

In Lieu of Form (M5-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

1. 00100
2.00 00200
4.00 [00400
5.00 |00500
6.00 |00600
8.00 [00800
9.00 {00900
10.00 (01000
11.00 ({01100
13.00 [01300
15.00 ;01500
16.00 [01600

113.0011300
118.00

190.00[19000
190.01/19001
190.02/19002
200.00
201.00
202.00

CAP REL COSTS- BLDG & FIXT
CAP REL COSTS-MVBLE EQUIP
EMPLOYEE BENEFITS DEPARTMENT
ADMINISTRATIVE & GEMERAL
MATINTENANCE & REPAIRS
LAUNDRY & LINEN SERVICE

HOUSEKEEPING
DIETARY
CAFETERIA

NURSING ADMINISTRATION

PHARMACY

MEDICAL RECORDS & LIBRARY

SOCIAL SERVICE

OTHER GENERAL_SERVICE_(SPECIFYV‘
AGULTS & PEDIATRICS
INTENSIVE CARE UNIT

CHEMICAL DEPENDENCY/SAFE

pProvider CCN: 264012

19,105,926

To

Per :
From 01/01/2013

iod
12/31/2013

worksheet B

part I

Date/T1me Prepared
3:1

19,105,926
0

716,737
4

224, 804

716,737

10,307, 684

INTEREST EXPENSE

. |SUBTOTALS (SUM OF LINES 1- 117)
ONRETMBUREARLE :
GIFT, FLOWER CDFFEE SHOP & CANTEEN
COMMUNITY RELATIONS

RETAIL PHARMACY

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

10, 307, 684

35,380,347

0 0 190.00

0 135,124 0 135,124 190.03
0 1,985,334 0 1,985,334 190.02
0 0 0 200.00

o 0 0 0 201.00
o 37,500,805 0| 37,500,805 02.00

sraTEIY

C 3 ICA N



Health Financial Systems CENTERPOINTE HOSPITAL In Lieu of Form CMS-2552-10
COST ALLOCATION STATISTICS Provider CCN: 264012 |period: worksheet Non-CMS W
From 01/01/2013
To 12/31/2013 | Date/Time Prepared:
] ] 5/29/ 3:1

1.00 |[CAP RElL COSTS-ELDG & FIXT QUARE FEET 1.00
2.00 |CAP REL COSTS-MVBLE EQUIP SQUARE FEET 2.00
4.00 |EMPLOYEE BENEFITS DEPARTMENT GROSS SALARIES 4.00
5.00 |ADMINISTRATIVE & GENERAL CCuM. COST 5.00
6.00 |MATNTENANCE & REPAIRS SQUARE FEET 6.00
8.00 |LAUNDRY & LINEN SERVICE PATIENT DAYS 8.00
9.00 |HOUSEKEEPING SQUARE FEET 9.00
10.00 |DIETARY MEALS SERVED 10.00
11.00 |CAFETERIA PAID FTE'S 11.00
13.00 |NURSING ADMINISTRATION PATIENT DAYS 13.00
15.00 | PHARMACY PERCENT 15.00
16.00 {MEDICAL RECORDS & LIBRARY 16 IME SPENT 16.00
17.00 [SOCIAL SERVICE 17 IME SPENT 17.00
18.00 |OTHER GEMERAL SERVICE (SPECIFY) 18 IME SPENT 18.00

LTl b ol ol b ] 7 1A N



Health Financial Systems CENTERPOINTE HOSPITAL In Lieu of Form CMS-2552-10
ALLOCATION OF CAPITAL RELATED COSTS Provider CCN: 264012 |Perio worksheet B

From 01/01/2013 Part II

To 12/31/2013 | pate/Time Prepared:
5/29/2014 3:14 pm

1.00 (00 1.00
2.00 |00200{CAP REL COSTS-MVBLE EQUIP 2.00
4,00 (00400 EMPLOYEE BENEFITS DEPARTMENT 0 32,309 14,221 46,530 46,530| 4.00
5.00 |00500| ADMINISTRATIVE & GENERAL 0 281,789 124,031 405,820 7,378 5.00
6.00 [00O600|MAINTENANCE & REPAIRS 0 68,545 30,170 98,715 637| 6.00
8.00 |00800|LAUNDRY & LINEN SERVICE 0 8,726 3, 841 12,567 o| 8.00
9.00 (00900 HOUSEKEEPING 0 17,112 7,532 24,644 0| %.00
10.00 |01000| DIETARY 0 75,937 33,424 109, 361 842| 10.00
11.00 [01100| CAFETERIA 0 96,0006 42,258 138,264 0| 11.00
13.00 [01300|NURSING ADMINISTRATION 0 14,688 6,465 21,153 2,100( 13.00
15.00 {G1500| PHARMACY 0 30,225 13,304 43,529 125| 15.00
16.00 (01600|MEDICAL RECORDS & LIBRARY 0 13,573 5,974 19,547 1,059| 16.00
17.00 [01700| SOCIAL SERVICE 0 38,102 16,771 54,873 1,465| 17.00
18.00 |01850,OTHER GENERAL SERVICE (SPECIFY) 0 4] (G| 18.00
30.00 03000 ADULTS & PEDIATRICS 316, 350

31.00 (03100 INTENSIVE CARE UNIT

31.01 [03101| CHEMICAL DEPENDENCY/SAF

ARY SERVICE TOST CENI

70.00 7000 ELECTROENCEPHALOGRAPHY
73.00 7300 DRUGS CHARGED TO PATIENTS

113.00[1
118.00,

190.00

190.00 19000 GIFF FLOWER, COFFEE SHOP & CANTEEN

190.01[13001| COMMUNITY RELATIONS 1,454 640 2,094 117/190.01
190.02|19002, RETAIL PHARMACY 21,935 31,590 616{190.02
200.00 Cross Foot Adjustments 0 200.00
201.00 Negative Cost Centers 0 0 0[201.00
202.00 TOTAL (sum lines 118-201) 2,361,833 1,039,573 3,401, 406 46,530(202.00

MCRIF32 - 5.2.154.0



Health Financial Systems

CENTERPOINTE HOSPITAL

In Liel

u of Form CM5-2552-10

ALLOCATION O

1. 00100
2.00 (00200
4.00 (00400
5.00 |00500
6
8
9

.00 {00600

.00 00800

.00 00300
10.00 {01000
11.00 |01100
13.00 {01300
15.00 (01500
16.00 |0L600
17.00 |01700
01850

20.00 [03000
31.00 {03100
03101

F CAPITAL RELATED COSTS

CAP REL COSTS-BLDG & FIXT
CAP REL COSTS-MVELE EQUIP
EMPLOYEE BENEFITS DEPARTMENT
ADMINISTRATIVE & GENERAL
MAINTENANCE & REPAIRS
LAUNDRY & LINEN SERVICE
HOUSEKEEPING

DIETARY

CAFETERIA

NURSING ADMINISTRATION
PHARMACY

MEDICAL RECCRDS & LISRARY
SOCIAL SERVICE

DTHER GENERAL SERVICE (SPECIFY)_

ADULTS & FEDIATRICS
INTENSIVE CARE UNIT
CHEMICAL DEPENDENCY/SAFE

ELECTROENCEPHALOGRAPHY

DRUGS CHARGED TO P TIENTS

413,198
13,889
1,594
6,262
19,810
803
14,761
13,034
10,159
10,830
0

151,260
0
33,485

Provider CCN: 264012

113,241
597
1,172
5,199
6,573
1,006
2,089
929
2,609

Perio
From 01/01/2013

To 12/31/2013

32,078
1,496
1,892

worksheet B
Part II

136,708
28,263

o0

79,861

pate/Time Prepared:
29/2014 3:14

; H

180, 00(19000| GIFT, OWER, COFFEE SHOP & CANTEEN 0 1] 0 ¢
190.01{19001| COMMUNITY RELATIONS 1,471 100] 0 29
190.02/19002| RETAIL PHARMACY 21,605 1,502 0 432
200.00 Cross Foot Adjustments

201.00 Negative Cost Centers 0 0 0 0
202.00 TOTAL (sum Tines 118-201) 413,198 113,241 14,758 32,078

136,70

o ooal”

MCRIF32 - 5.2.154.0



Health Financial Systems

CENTERPOINTE HOSPITAL

In Lie

| of Form CM5-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

1.00 {00100
2.00 (00200
4.00 (00400
5.00 (00500
6.00 00600
8.00 |00800
9.00 |00900
10.00 |01000
11.00 |01100
13.00 |01300
15.00 |01500
16.00 |01600
17.00 |01700
18.00 01850

INPATIENT ROUTINE SERVICE &

30.00 |03000
31.00 |03100
31.01 03101

CILLARY SERVICE COST . CENTERS

70.00 107000
73.00 107300
OUTHA
90.00 109000
SPEC
113.0011300

190.01;19001
190.02:19002

SUBTOTALS (sum OF LINES 1-117)
ol . TR

BERVICE COST CENTERS
CAP REL COSTS-BLDG & FIXT

CAP REL COSTS-MVBLE EQUIP
EMPLOYEE BENEFITS DEPARTMENT
ADMINISTRATIVE & GENERAL
MAINTENANCE & REPAIRS

LAUNDRY & LINEN SERVICE
HOUSEKEEPING

DIETARY

CAFETERIA

NURSING ADMINISTRATION
PHARMACY

MEDICAL RECORDS & LIBRARY
SOCTAL SERVICE

OTHER GENERAL SERVICE (SPECIFY

ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
CHEMICAL DEPENDENCY/SAFE

ELECTROENCEPHALOGRAPHY
DRUGS CHARGED TOQ PATIENTS

ENT SERVICE COS
CLINIC

INTEREST EXPENSE

'19000 GIFT, FLOWER, .COFFEEVSHOP & CANTEEN

COMMUNITY RELATIONS
RETAIL PHARMACY

Cross Foot Adjustments
Negative Cost Centers
TOTAL (5um Yines 118-201)

Provider CCN: 264012 | Period:
From 01/01/2013
12/31/2013

153,765
7,822 47,131
2,173 0
7,605 0
7,822 0
0

To

worksheet B
Part II

Date/Time Prepared:
5/29/2014 3:14

153,765 47,131
,0

0 0

0 0
22,030 0
175,795 47,131

pm

1113.00

118.00

t 0[190.00

0 0(190.01

t 0190.02

200.00

0 0 0[201.00
61,526 39,566 78,350|202.00

uraTe?}

E 73 1EA N



Health Financial Systems

CENTERPOINTE HOSPITAL

In Lieu of Form CMs-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

Provider CCN: 264012

Period:
From 01/01,/2013
To 12/31/2013

worksheet B

part II

pate/Time Prepared:
5/29/2014 3:14 pm

1.00 [00100 CAP REL COSTS-BLDG & FIXT
2.00 [00200|CAP REL COSTS-MVBLE EQUIP
4.00 [00400| EMPLOYEE BENEFITS DEPARTMENT
5.00 {00500/ ADMINISTRATIVE & GENERAL
6.00 |0O600|MAINTENANCE & REPAIRS

8.00 |00800/LAUNDRY & LINEN SERVICE

9.00 |00900] HOUSEKEEPING

10.00 (01000 DIETARY

11.00 (01100| CAFETERIA

13.00 |01300|NURSING ADMINISTRATION

15.00 {01500 PHARMACY

16.00 |01600|MEDICAL RECORDS & LIBRARY
17.00 [01700|SOCIAL SERVICE

OTHER GENERAL

. ADULTS & PEDIATRICS..
31.00 |03100| INTENSIVE CARE UNIT
}1| CHEMICAL DEPENDE Y/SAFE

190.00
190.01(19001; COMMUNITY RELATIONS
190.02(19002| RETATL PHARMACY

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

19000 GIFT, FLOWER, COFFEE SHOP & CANTEEN

1,598,330
0
485,284

0
3,811
55,745
0
22,030
3,401,406

55,745
0

22,030
3,401, 406

ecooc ool

MCRIF32 - 5.2.154.0



Health Financial Systems CENTERPOINTE HOSPITAL In Ltieu of Form CM5-2552-10

COST ALLOCATION - STATISTICAL BASIS Provider CCN: 264012 | Period: worksheet B-1

From 01/01/2013

To 12/31/2013 | pate/Time Prepared
5/29

CAP REL COSTS-BLDG & FI 1.

CAP REL COSTS-MVBLE EQUIP 97,444 2.00
EMPLOYEE BENEFITS DEPARTMENT 1,333 1,333 17,249,474 4.00
ADMINISTRATIVE & GENERAL 11,626 11,626 2,735,738 -8,351,216 29,149,589 5.00
MAINTENANCE & REPAIRS 2,828 2,828 236,349 0 979,824| 6.00
LAUNDRY & LINEN SERVICE 360 360 0 0 112,474 8.00
HOUSEKEEPING 706 706 0 0 441,737 9.00
DIETARY 3,133 3,133 312,357 0 1,397,510| 10.00
CAFETERIA 3,961 3,961 0 0 56,656( 11.00
NURSING ADMINISTRATION 606 606 778,638 0 1,041,361 13.00
PHARMACY 1,247 1,247 46,287 0 919,496| 15.00
MEDICAL RECORDS & LIBRARY 560 560 392,547 0 716,666| 16.00
SOCIAL SERVICE 1,572 1,572 543,241 0 764,007| 17.00
| OTHER GEWERAL SERV 0 0 0 0| 18.00

10,670, 846| 30.00

30.00 [03000] mUos & PraRece 29,653 29,653 6,822,600 0
31.00 INTENSIVE CARE UNIT 1] 0 0| 31.00
31.01 1,342, 801, ol 2,362,232 31.01

515,139

ELECI'ROENCEPHALOGRAPHY .

73 | BRUGS CHARGED TO _PATIENTS

90.

113, .

118, -8,351,216 118.00

190.00/19000] GIFT, (FLOWER ccSFFE’é SHOP & CANTEEN 0 0 0 0 190.00

190.0119001 COMMUNITY RELATIONS 60 60 43,482 o] 103,768|190.01

190.02|19002| RETAIL PHARMACY 905 905 228,447 0 1,524,129(196.02

200.00 Cross Foot Adjustments 200.00

201.00 Negative Cost Centers 201.00

202.00 Cost to be allocated (per wkst. B, 2,361,833 1,039,573 5,057,395 8,351,216(202.00
Part I)

203.00 uUnit cost multiplier (wkst. B, Part I) 24237849 10.668415 0.293191 0.286495]203.00

204.00 Cost to be allocated (per wkst. B, 46,530 413,198/204.00
pPart II)

205.00 unit cost multiplier {wkst. B, Part 0.002697 0.014175|205.00
I1)

MCRIF32 - 5.2.154.0



Health Financial Systems

CENTERPOINTE HOSPITAL

In Lieu of Form CM§-2552-10

COST ALLOCATION - STATISTICAL BASIS

1.00 00100 CAP REL COSTS-BLDG & FIXT

2.00 [00200{CAP REL COSTS-MVBLE EQUIP

4.00 (00400 EMPLOYEE BENEFITS DEPARTMENT

5.00 [00500{ ADMINISTRATIVE & GENERAL

6.00 [00600;MAINTENANCE & REPAIRS 68,236
8.00 [00800|LAUNDRY & LINEN SERVICE 360
9.00 (00900 HOUSEKEEPING 706
10.00 01000 DIETARY 3,133
11.00 ]01100; CAFETERIA 3,961
13.00 |01300; NURSING ADMINISTRATION 606
15.00 |01500 PHARMACY 1,247
16.00 |01600, MEDICAL RECORDS & LIBRARY 560
17.00 |01700] SOCIAL SERVICE 1,572

18.00 9;850 OTHER GENERAL SERVICEM(SPECIFY)_ Q

03000 ADULTS & PEDIATRICS
31.00 j03100| INTENSIVE CARE UNIT Q

31.01 03101 CHEMICAL DEPENDENCY/SAFE

ELECTROéNcEPHALOGRAPHv ]
07300, DRUGS CHARGED TO PATIENTS S
OUTEATTENT SERVICE COST. CENT e, o

190.00{19000] cn-f

FLOWER CDFFEE SHOP & CANTEEN 0
190.01{19001| COMMUNITY RELATIONS 60
190.02(19002( RETAIL PHARMACY 905
200.00 Cross Foot Adjustments
201.00 Negative Cost Centers
202.00 cost to be allocated (per wkst. B, 1,260,539
Part I)
203.00 Unit cost multiplier (wkst. B, Part I) 18.473225
204.00 Cost to be allocated (per wkst. B, 113,241
Part II)
205.00 Unit cost multiplier (Wkst. 8, Part 1.659549
11)

Provider CCN: 264012

35,438

(=R=R=R=N=K=E=K=]

151, 347

4.270755
14,758

0.416446

To

67,170
3,133
3,961

period:

From 01/01/2013

12/31/2013 Date/T1me pPrepared:
5/29/2014 3:14

worksheet B-1

150,228
31,058

CCO00O0o

2,123
108
30
105
108

581,334

8.654667
32,078

0.477564

1,882,832

12.533496
136,708

0.910003

o OO

569,606

268.302402
175,795

72.428168

pm

203.00
204.00

205.00

MPRTEZ? - & 2 184 0



Health Financial Systems CENTERPOINTE HOSPITAL In Lieu of Form ¢M5-2552-10
COST ALLOCATION - STATISTICAL BASIS pProvider CcN: 264012 |Period worksheet B-1

From 01/01/2013

To 12/31/2013 | pate/Time Prepared:
5/29/2014 3:14 pm

CAP REL COSTS-8LDG & FIXT

1.00

2.00 00200/ CAP REL COSTS-MVBLE EQUIP
4,00 |00400| EMPLOYEE BENEFITS DEPARTMENT
5.00 00500 ADMINISTRATIVE & GENERAL
6.00 [00600 MAINTENANCE & REPAIRS

8.00 [00800|LAUNDRY & LINEN SERVICE
9.00 1009500 HOUSEKEEPING

10.00 |01000; DIETARY

11.00 01100 CAFETERIA

13.00 [01300|NURSING ADMINISTRATION
15.00 [01500| PHARMACY

16.00 [01600|MEDICAL RECORDS & LIBRARY
17.00 [01700]S0CIAL SERVICE

OTHER GENERAL SERVICE (SPECIFY

4ADULTS~ & PEDTATRICS
INTENSIVE CARE UNIT

113.001 .
118.00 118.00
190. FT. FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0/190.00
190.01/19001] COMMUNITY RELATIONS 0 0 0 0190.01
190.02/19002| RETAIL PHARMACY 0 0 0 0(190.02
200.00 Cross foot Adjustments 200.00
201.00 Negative Cost Centers 201.00
202.00 cost to be allocated (per wkst. B, 1,385,123 1,224,804 965,351 1,054,513 0{202.00
Part I)
203.00 unit cost multiplier (Wkst. 8, Part I) 39.085812 12,248.040000| 10,055.739583| &,936.550847 0.000000|203.00
204.00 Cost to be allocated (per wkst. B, 47,131 61,526 39,566 78,350 0/204.00
part IT)
205.00 unit cost multiplier {wkst. B, Part 1.329957 615. 260000 412.145833 663.983051, 0.000000|205.00
II)

MrRTEY? - & 2 184 0



Health Financial Systems

CENTERPOINTE HOSPITAL

In Lieu of Form (M$-2552-

10

COMPUTATION OF RATIQ OF COSTS TO CHARGES

provider CCN: 264012 |Pe

Fro
To

rio
m

d: worksheet ¢
01/01/2013 | Part I

12/31/2013
5/29/2014 3:14 pm

Date/Time Prepared:

spital

30.00 |03000/ ADULTS & PEDIATRICS 19,105, 19,105,926| 30.
31.00 |03100|INTENSIVE CARE UNIT 0 ¢ 0| 31.
31.01 |03101| CHEMICAL DEPENDENCY/SAFE 4,025,196 96 31.
73.00 |07300| DRUGS CHARGED TO ENTS o 1,224,804/ 73
90.00 [ 10,307,684 10,307,684

5 CPURPDS CCENTER
113.00[11300| INTEREST EXPENSE

200.00 subtotal (see instructions)
201.00] Less Observation Beds
202 .00 Total (see instructions)

35,380,347 0 35,380,347
0 0
35,380,347 0 35,380,347

0 35,380,347 (200
0[201.
0 35,380,347 202

MCRIF32 - §5.2.154.0



Health Financial Systems

CENTERPOINTE HOSPITAL

In Lie

i of Form (M5-2552-10

COMPUTATTON OF RATIO OF COSTS TO CHARGES

Provider CCN: 264012 |Pericd:
From 01/01/2013
To 12/31/2013

worksheet C

Part I

pate/Time Prepared:
5/29/2014 3:14 pm

30.00 |03000 ADULTS & PEDIATRICS
31.00 03100 INTENSIVE CARE UNIT
31.01 (03101 CHEMICAL DEPENDENCY/SAFE
ANCTLGARY SERVIEE .COST CENTER:
70.00 [07000| ELECTROENCEPHALOGRAPHY
73.00 |07300[DRUGS CHARGED TQ PATIENTS
DUTPATIENT. SERVICE COST CENTERS:
90.00 [09000| CLINIC
113.00{11300| INTEREST EXPENSE

200.00 subtotal (see instructions)
201.00 Less Observation Beds
202.00 Total (see instructions)

1,212,568
3,686,342

83,270

2,248,372
198,942

PPS

3,460,940
3,885,284

0.000000
0,000000

40,677,541

40,760,811

34,095,772

34,095,772

43,124,855

43,124,855

77,220,627

77,220,627

202.00

MCRIF32 -~ 5.2.154.0



Health Financial Systems

CENTERPOINTE HOSPITAL

In Lie

of Form (Ms-2552-10

COMPUTATION OF RATIO QF COSTS TQ CHARGES

provider CCN: 264012

reriod:
From 01/01/2013
To 12/31/2013

worksheet €

Part I

pate/Time Prepared:
5/29/2014 3:14 pm

Title XVIIT

Hospital

30.00 |03000[ADULTS & PEDIATRICS
31.00 {03100 INTENSIVE CARE UNIT
31.01 |03101 CHEMICAL DEPENDENCY/SAFE

70.00 [07000 ELECTROENCEPAHA‘IZOGRAPHY
73.00 07300 DRUGS CHARGED T0 PATIENTS

'R E: B
113.40 11300 INTEREST EXPENSE

200.00 Subtotal (see instructions)
201.00 Less Observation Beds
202.00 Total (see instructions)

113.00
200.00
201.00
202.00

MCRIF32 - 5.2.154.0



Health Financial Systems CENTERPOINTE HOSPITAL Ih Liey of Form CMS-2552-10
COMPUTATION QF RATIO OF COSTS TO CHARGES Provider CCN: 264012 |[Perio worksheet C

From 01/01/2013 Part I
To 12/31/2013 | bate/Time Prepared:
5/29/2014 3:14 pm
Cost

Hospital

30.00 19,105,926
31.00 0
31.01

716,737

716,737,
1,224,804

1 224,?94

70.00
73.00 |

90.00 10 307 684

A S L |
11300 INTEREST EXPENSE

113.00

200.00 subtotal (see instructicns) 35,380,347 0 35,380,347 0 35,380,3471200.00
201.00 Less Observation Beds 0 0 0}201.00
202.00 Total (see instructions) 35,380,347 0 35,380,347 0 35,380,347|202.00

MCRIF32 - 5.2.154.0



Health Financial Systems

CENTERPOINTE HOSPITAL

In Lieu of Form €Ms-2552-10

COMPUTATION OF RATIO OF COSTS FTO CHARGES

To

provider CCN: 264012 |Peried: worksheet €
From 01/01/2013 | Part I

12/31/2013 | pate/Time Prepared:
5/29/2014 3:14 pm

30.00 [03000]ADULTS & PEDIATRICS
31.00 [03100| INTENSIVE CARE UNIT

31.01 |03101| CHEMICAL DEPENDENCY/S
e, LR

AFE
TE

70.00
73.00 {07300/ DRUGS CHARGED TO PATIENTS
DUTPATIENT SERVIGE COST CENTERS
90,00 |09000; CLINIC i
SEECTAL PURDPOSE. COST CENTERS
113.00/31300] INTEREST EXPENSE

200.00 Subtotal (see instructions)
201.00 Less Observation Beds
202.00 Total (see instructions)

25,618, 592
0
3,495,000

3,460,940
3,885,284

2,248,372
198,942

1,212,568
3,696,342

0.000000
0.00000G| 73.00

83,270 40,677,541

40,760, 811

34,095,772 43,124,855 77,220,627

34,095,772 43,124,855 77,220,627

0.252882 0.000006( 90.00

MCRTEY? - § 2 184 0



Health Financial Systems CENTERPQINTE HOSPITAL

In Lie

s of Form CMS5-2552-10

COMPUTATION OF RATIQ OF COSTS TQ CHARGES

provider CCN: 264012

Peri

iod:
From 01/01/2013

To

12/31/2013

worksheet €

Part I

pate/Time Prepared:
5/29/2014 3:14 pm

30.00
31.00
31.01

70.00
73.00

90.00 ’

11300 INTEREST EXPENSE
subtotal (see instructions)
Less Cbservation Beds

Total (see instructions)

113.00
200.00
201.00
202 .00

113.00
200.00
201.00
202.00

MrRTEIZ? - S 2 1584 N



Health Financial Systems

CENTERPOINTE HOSPITAL In Lieu

of Form cMs5-2552-10

APPORTIONMENT OF INPATIENT ROUTINE SERVICE CAPITAL COSTS

Provider CCN: 264012 | Period:
From 01/01/2013

To 12/31/2013

worksheet D

Part I

pate/Time Prepared:
5/29/2014 3:14 pm

PA FTENE-SERVICE - CO5T
30.00 [ADULTS & PEDIATRICS
31.00 | INTENSIVE CARE UNIT
31.01 (CHEMICAL DEPENDENCY/SAFE
200.00l Total (1ines 30-199)

PES

1,598,330
0
485,284
2,083,614

467,172
0

0
467,172

30.00
31.00
31.01
200.00

MCRIF32 - 5.2.154.0



Health Financial Systems

CENTERPOINTE HOSPITAL

In Lieu of Form (MS-2552-10

APPORTIONMENT OF INPATIENT ANCILLARY SERVICE CAPITAL COSTS

Provider CCN: 264012

period:
From 01/01/2013
To  12/31/2013

Worksheet D

Part II

Date/Time Prepared:
5/29/2014 3:14 pm

ANCIELARY sERUIcE Lk

70.00 {07000| ELECTROENCEPHALOGRAPHY

73.00 97300 D_RUG_S FHARGED TO PATIEN
SUTPATIENT. SERVICE COST CENTER

90.00 |09000{cLINIC

200.00 Total (lines 50-1993)

1,101,166
1,236,206

40,760,811
48,107,035

Title XVIII

3,460,940
3,885,284

0.021241
0.015836

Hospital

833,003

1,484,501

17,694| 70.00
23,509) 73.00

2,400,774

83,270]

7,250] 90.00
43,453(200.00

MCRIF32 - 5.2.154.0




Health Financial systems CENTERPOINTE HOSPITAL In Lieu of Form €MS$-2552-10

APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS provider CCN: 264012 | Period: worksheet D

From 01/01/2013 | Part III
TO 12/31/2013 | pate/Time Prepared:
5/29/2014 3:14 pm

PPS

Hospital

30.00 |03000{ADULTS & PEDIATRIC
31.00 |03100] INTENSIVE CARE UNIT
31.01 |03101] CHEMICAL DEPENDENCY/SAFE
Total (Jines 30-199)
ie

= R=N= =]

i LENT ROUTINE SERVICE (OS] “a
30.00 |03000|ADULTS & PEDIATRICS 0 0| 30.00
31.00 |03100| INTENSIVE CARE UNIT [ 0| 31.00
31.01 03101 CHEMICAL DEPENDENCY/SAFE 0 0| 312.01
i 0 01200.00

T

LI W ROUT E
30.00 03000/ ADULTS & PEDIATRICS 30.00
31.00 {03100| INTENSIVE CARE UNIT 31.00
31.01 |03101| CHEMICAL DEPENDENCY/SAFE 23333

Total (lines 30-199)

MCRTFI? - 5.2.154.0



Health Financial Systems CENTERPOTNTE HOSPITAL

In Lieu of Form CM$-2552-10

APPORTIONMENT OF INPATIENT/QUTPATIENT ANCILLARY SERVICE OTHER PASS
THROUGH COSTS

Provider CCN: 264012

period:
From 01/01/2013
To 12/31/2013

worksheet D

Part Iv

Date/Time Prepared:
5/29/2014 3:14 pm

200.00 Total (lines 50-199) 0

PPS

0| 90.00
0[200.00

MCRTFI2 - 5.2.154.0



Health Financial Systems

CENTERPOINTE HOSPITAL

In Lieu of Form (MS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS
THROUGH COSTS

Provider CCN: 264012

Period:
From 01/01/2013
To 12/31/2013

worksheet D

part Iv

Date/Time Prepared:
5/29/20314 3:14 pm

ANCTLLARY SERVICE EOST CENTER:
70.00 |07000| ELECTROENCEPHALOGRAPHY
73.00 |07300| DRUGS CHARGED TO PATIENTS

_Title xvIIT

3,460,940
2

o o

0.000000]

833,003) 70.00

ja] TIENTASERVELE GOST CERTERS
90.00 (09000|CLINIC
200.00 Total (Tines 50-199)

o oflic ol

40,760,811
48,107,035

000000

0600000

1,484,501) 73.00

83,270 890.00
2,400,7741200.00

MCRIF32 - 5.2.154.0



Health Financial Systems CENTERPOINTE HOSPITAL In Lieu of Form CMS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 264012 |Period: worksheet D
THROUGH COSTS From 01/01/2013 | part Iv
To  12/31/2013 | pate/Time Prepared:

5/29/2014 3:14 pm
PPS

ital

ol 105 HR LA bochs h - ke
73.00 07 D ARGED TO PATIENTS y ) 80

90.00 |09000]CLINIC o 19,413,990 0 0
200.00 Total (lines 50-199) 0 20,321,423 0

90.00
200.00

o0

MCRTFI? - 5.2.154.0



Health fipancial Systems CENTERPOINTE HOSPITAL

In Lieu of Form (ms-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS
THROUGH COSTS

Provider CCN: 264012

Feriod:
From 01/01/2013
To 12/31/2013

worksheet D

Part Iv

Date/Time Prepared:
5/29/2014 3:14 pm

73 00 07300 DRUG CHARGED

OUTEATIE RV

90.00 (09000 CLINIC 0
200.00 Total (lines 50-199) 0

Title XVIIT

Hospital

PPS

70.00
73.00

90.00
200.00

MCRTF3I? - §.2.154.0



Health Financial Systems CENTERPOINTE HOSPITAL In Lieu of Form ¢MS-2552-10
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST Provider CCN: 264012 |Period: worksheet D

From 01/01/2013 | Part V_

To 12/31/2013 | pate/Time Prepared:
5/29/2014 3:14 pm

186,720 70.00
1,831| 73.00

73. 00 07300 DRUGS CHARGED TO PATIENTS 0 315242 5 807

90.00 09000 CLINIC 0. 252382 19,413,990 0 4,909,449! 90.00

200.00 subtotal (see instructions) 20,321,423 0 0 5,098,000i200.00

201.00 Less PBP Clinic Lab. Services-Program 0 0 201.00
only charges

202.00 Net Charges (line 200 +/- line 201) 20,321,423 0 0 5,088,000202.00

wmroTc2d 82 3 184 N



Health Financial Systems

CENTERPOINTE HOSPITAL

In Lieu of Form CM5-2552-10

APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST

provider CCN: 264012

Period:
From 01/01/2013
To  12/31/2013

worksheet D

Part v

pate/Time prepared:
5/29/2014 3:14 pm

iy 08
70.00 {07000 ELECTROENCEPHALOGRAPHY
oL ST CENTERS

200.00 Subtotal (see instructions)

201.00 Less PBP Clinic Lab. Services-Program
only Charges

202.00 net Charges (line 200 +/- Tine 201)

o0 o

Title XvIIT

Hospital

PPS

90.00
200.00
201.00

202.00

MCRIF32 - 5.2.154.0



Health Financial Systems

CENTERPOINTE HOSPITAL In Lie

) of Form CM5-2552-10

COMPUTATION OF INPATIENT OPERATING COST

Peri
From
To

provider CCN: 264012 od:
01/01/2013
12/31/2013

worksheet D-1

pate/Time Prepared:
5/29/2014 3:14 pm

10.00

11.00

19.
20.

21.
22.

38,
39.
40,
41.

Medicare rate for

Genera

27

Title XVIII

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

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

private room days {excluding swing-bed and observation bed days). If you have only private room days,
do not complete this line.

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

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

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

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

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

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

swing-bed SNF type inpatient days applicable to title XVIII only (including private room days)
through December 31 of the cost reporting period (see instructions)

swing-bed SNF type npatient days applicable to title XvIII anly (including private room days) after
December 31 of the cost reporting period (if calendar year, enter G on this line}

swing-bed NF type inpatient days applicable to titles v or XIX only (including private roam days)
through pecember 31 of the cost reporting peried

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

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

Total nursery days (title Vv or XIX only}

29,253 1.00
29,253 2.00
0| 3.00
29,2531 4.00
ol 5.00
ol 6.00
ol 7.00
0| 8.00
8,550{ 9.00
0| 10.00
0| 11.00
0| 12.00
0| 13.00
0} 14.00
0| 15.00

Nursery days (title V or XIX only}
WiING BEp fEs e LoEs :
swing-bed SNF services applicable to services

hrough becember 31 of the cost
reparting period

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

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

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

Total general inpatient routine service cost (see instructions)

swing-bed cost applicable to SNF type services through December 31 of the cost reporting peried (1ine
5 x line 17)

swing-bed cost applicable
X Tine 18)

swing-bed cost applicable
7 x Tine 19)

swing-bed cost applicable
X line 20D

Total swing-bed cost (see

to SNF type services after December 31 of the cost reporting pericd (line 6
to NF type services through December 31 of the cost reporting period (line
to NF type services after December 31 of the cost reporting period (line 8

instructions)

-bed cost (lin

0.00
0.00
0.00
0.00

19,105,926

General inpatient routine

service cost net of swing

ROOM BLERERS At AGIUSTME e
inpatient routine service charges {(excluding s
Private room charges (excluding swing-bed charges)

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

ng-bed and observation hed charges)

General inpatient routine service cost/charge ratio (1ine 27 + Tine 28)

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

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

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

average per diem private room cost differential (1ine 34 x line 31)

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

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

minus line 36
o =
ROG E H R R 4] DIUST

adiusted general inpatient routine service cost per diem (see instructions)
Program general inpatient routine service cost (line 9 x line 38}
Medically necessary private room cost applicable to the Pregram (line 14 x line 35)

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

5,584,262
0

5,584,262

.00

.00

21.
22.

23.

38.
39.
40.
41.

MCRIF32 - 5.2.154.0



Health Financial Systems CENTERPOINTE HOSPITAL In Lieu of Form CMS-2552-10
COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 264012 | Period: worksheet D-1
From 01/01/2013
To 12/31/2013 | Date/Time Prepared:
5/29/2014 3:34 pm
Title XVIIT Hospital PPS

Da x

43.00 |INTENSIVE CARE UNIT 0 0| 0.00) 43.00
43.01 |CHEMICAL DEPENDENCY/SAFE 4,025,196 6,185 650. 80 43.01
44.00 |CORONARY CARE UNIT 44.00
45.00 |BURN INTENSIVE CARE UNIT 45.00
46.00 |SURGICAL INTENSIVE CARE UNIT 46.00

48.00 [Program inpatient ancillary service cost (Wkst.

D-3, col. 3, line 200) 661,543| 48.00

49,00 | Total Progra ent _costs (sum of 1i 41 through 48)(see instructions) 6,245,805| 49.00
PASS: THROUGH: COST ADJUSTHMENT A e R :

50.00 |pass through costs applicable to Program inpati ces (from wkst. D, sum of Parts I and 467,172| 50.00
III1)

51.00 |Pass through costs applicable to Program inpatient ancillary services (from wkst. D, sum of Parts II 43,453] 51.00
and Iv)

52.00 |Total Program excludable cost (sum of Tines 50 and 51) 510,625 52.00

53.00 |Total Program inpatient operating cost excluding capital related, non-physician anesthetist, and 5,735,180| 53.00

i nus 2

edical education costs (line 49

54,00 |Program discharges 0i 54.00
55.00 |Target amount per discharge 0.00] 55.00
56.00 [Target amount (line 54 x line 55) 01 56.00
57.00 |[pifference hetween adjusted inpatient ocperating cost and target amount {line 56 minus 1ine 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
60.00 |Lesser of lines 53/54 or 55 from prior year cost report, updated by the market basket ¢.00| 60.00
61.00 |If 1ine 53/54 is less than the lower of lines 55, 59 or 60 enter the lesser of 50% of the amount by 0| 61.00

which operating costs (line 53) are less than expected costs (lines 54 x 60}, or 1% of the target
amount (line 56), otherwise enter zero (see instructions)

62.00 |Relief payment (see instructions)
63.00 {Allowable Inpatient cost plus i
64.00 |Medicare swing-bed SNF inpati
instructions) (title XVIII only)

tine costs through pecember 31 of the cost reporting period (See

rou

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

66.00 |Total Medicare swing-bed SiF inpatient routine costs (line 64 plus line 65)(title XVIII only). For 0| 66.00
CAH (see instructions)

67.00 |Title vV or XIX swing-bed NF inpatient routine costs through December 31 of the cost reporting period 0| 67.00
(Tine 12 x 1line 19)

68.00 |Title v or XIX swing-bed NF inpatient routine costs after December 31 of the cost reporting period 0| 68.00

(line 13 x 1ipe 20)
Total title vV or XIx swing-bed NF inpatient routi

Tt

70.00 |skilled nursing f y/other nursing facilit /MR routine service cost (line 37) 70.00
71.00 |Adjusted general inpatient routine service cost per diem (line 70 + line 2) 71.00
72.00 |Program routine service cost {line 9 x 1ine 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 (line 72 + Tline 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 + 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 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 lTimitation (Tine 78 minus Tine 793 80.00
81.00 |Inpatient routine service cost per diem Timitation 81.00
82.00 |Inpatient routine service cost limitation (line 9 x line 81) 82.00
83.00 |Reasonable inpatient routine service costs (see instructions) 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 85) 86.00
87.00 |Total observation bed days (see instructions) 0| 87.00
88.00 |Adjusted general inpatient routine cost per diem (line 27 = line 2) Y Og gg-gg

89.00 |observation bed cost (line 87 x Tine 88) (see instructions)

Mesrc?Y _ 03 164 N



Health Financial Systems CENTERPOINTE HOSPITAL In Lieu of Form cMs-2552-10
COMPUTATION OF INPATIENT OPERATING COST Provider CCN; 264012 |Period: Worksheet D-1

Frem 01/01/2013

To 12/31/2013 | pate/Time Prepared:

5/29/2014 3:14 pm
PPS

ital

Title XVITT

oM

90.00 [capital-related cost 90.00
91.00 [Nursing School cost 91.00
92.00 [Allied health cost 92.00
93.00 |A11 other Medical Education 19,105,926 93.00

MCRIF3Z - 5.2.154.0



Health Financial Systems

CENTERPQINTE HOSPITAL

In Lieu of Form CM§-2552-10

COMPUTATION OF INPATIENT QPERATING COST Provider CCN: 264012 |Period: worksheet D-1
From 01/01/2013
To 12/31/2013 | Date/Time Prepared:
5/29/2014 3:14 pm
Title XIX Hospital _Co:

(S -8 W RS et

=41

10.
11.

iz.

38.
39.
40.
41.

.00
.00
.00
.00

00
ao
t14]

INPATIENT DAYS.

Inpatient days (including private room days and swing-bed days, exc g newhorn)
Inpatient days (including private room days, excluding swing-bed and newhborn days)

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

semi-private room days (exctuding swing-bed and observation bed days}

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

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

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

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

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

Swing-bed SNF type inpatient days applicable to title
through December 31 of the cost reporting period (see
swing-bed SNF type inpatient days applicable to title
pecember 31 of the cost reporting period (if caltendar
swing-bed NF type inpatient days appliicable to titles
through December 31 of the cost reporting period
swing-bed NF type inpatient days applicable to titles v or xix enly (including private room days)
after Decembar 31 of the cost reporting peried (if calendar year, enter 0 on this line)

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

Total nursery days (title v or XIX only)

XVIII only (including private room days)
instructions)

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

v or XIX only (including private room days)

29,253
29,253
1)

29,253

[=]

O @@

|Nursery days (title v or XIX only)
SWING BED ADJRSTME

Mmedicare rate for

reporting period

swing-bed SNF services applicable to sarvic the cost

th augh ecember 31

instructions)
service cost net of swing

Total swing-bed cost (see
General inpatient routine
ERTVATE ROOH DI EEER A T

-bed cost (line 21 minus line 26)

medicare rate for swing-bed SNF services applicable to servicas after pecember 31 of the cost 0.00
reporting period

Medicaid rate for swing-bed NF services applicable to services through December 31 of the cost 0.00
reporting period

Medicaid rate for swing-bed NF services applicable to services after December 31 of the cost 0.00
reparting period

Total general inpatient routine service cost (see instructions) ) . 19,105,926
swing-bed cost applicable to SNF type services through December 31 of the cost reporting peried (Tine 0
5 x 1ine 17)

swing-bed cost applicable to SNF type services after December 31 of the cost reporting peried (line 6 0
X Tine 18)

swing-bed cost applicable to NF type services through December 31 of the cost reporting period (Tine 0
7 x line 19)

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

0.00

General inpatient routine service c arges (excluding swing-be
Private room charges f{excluding swing-bed charges)
semi-private room charges (excluding swing-bed charges)

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

Average private room per diem charge (line 29 + line 3)

Average semi-private room per diem charge (1ine 30 : line 4)

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

Average per diem private room cost differential (1ine 34 x line 31)

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

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

27 minus line 36

EREG N HPER :
Adjusted general inpatient routine s
Program gemeral inpatient routine service cost (line 9 x Tine 38)

medically necessary private room cost applicable to the Program {1ine 14 x line 35}
Total Program general inpatient routine service cost (1ine 39 + line 40)

19,105,926

653.13
2,414,622

0
2,414,622

24.00
25.00

26.00

27.00

31.00
32.00
33.00
34.00
35.00
36.00
37.00

38.00
39.00
40.00
41.00

MCRIF32 - 5.2.154.0



Health fFinancial Systems

CENTERPQINTE HOSPITAL In Lie

y of Form CMs-2552-10

COMPUTATION OF INPATYENT OPERATING COST

period:
From 01/01/2013
Te 12/31/2013

Provider CCN: 264012

worksheet D-1

pate/Time Prepared:
5/29/2014 3:14 pm

Title XIx

Hospital
5E

TRtensive Care fype ir
INTENSIVE CARE UNIT 0 0l 0.00
CHEMICAL DEPENDENCY/SAFE 4,025,196 6,185 650. 80 0

CORONARY CARE UNIT
BURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE UNIT

Pass through costs
III)

Pass through costs applicable to program inpatient ancillary services (from wkst. b, sum of Parts II
and 1v)

Total Program excludable cost (sum of lines 50 and 51)

Total Program inpatient operating cost excluding capital related, non-physician anesthetist, and
medical education costs (lin minus line 523
ABRGET AMOUNT ANE
Program discharge
Target amount per discharge

Target amount {1ine 54 x lina 55)

Difference between adjusted inpatient operating cost and target amount (line 56 mimus line 53)

Bonus payment {(see instructions)

Lesser of lines 53/54 or 55 from the cost reporting period ending 1996, updated and compounded by the
market basket

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

1f line 53/54 is less than the lower of Tines 55, 59 or 60 enter the lesser of 50% of the amount by
which operating costs (line 53) are less than expected costs (1ines 54 x 60), or 1% of the target
amount (line 56), otharwise enter zere (see instructions)

Relief payment (see instructions)
Allowable Inpati us incentive
IPROGRAN “TNEX TNE SWNG BED €08
Medicare s inpatient routine
instroctions) (title XVIIT only)

Medicare swing-bed SNF inpatient routine
instructions) (title XVIII only)

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

Title V or XIX swing-bed NF inpatient routine costs through December 31 of the cost reporting period
(1ine 12 x Tine 19)

Title V or XIX swing-bed NF inpatient routine costs after December 31 of the cost reporting period
(Yine 13 x Tine 20)

Total titl i

costs through December 31 of the cost reporting period (See

costs after December 31 of the cost reporting peried (See

e 67 + line

sum of parts I and

FAkE i D NURSTh DR HER NUBSING FART :
skilled nursing facility/other nursing facility/ICF/MR routine service cost (line 37}
adjusted general inpatient routine service cest per diem (1ine 70 + Tine 2)

Program routine service cost (line 9 x Tine 71)

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

Total Program general inpatient routine service costs (line 72 + Tine 73)
capital-related cost allocated to inpatient routine service costs (from worksheet B, Part II, column
26, line 45)

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

Program capital-related costs (line 9 x line 76}

Inpatient routine service cost (line 74 minus line 77)

Aggregate charges to beneficiaries for excess costs (from provider reccrds})

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

Inpatient routine service cost Timitation (lime 9 x line 81)

rReasonable inpatient routine service costs (see instructions)

Program inpatient ancillary services (see instructions)

68)
)

Adjusted general inpatient routine cost per diem (line 27 < line 2)
Observation bed cost (line 87 x line 88) (see instructions)

MCRIF32 - 5.2.154.0



CENTERPOTNTE HOSPITAL Ih Lieu of Form CM5-2552-10

Health Financial Systems
COMPUTATION OF INPATIENT OPERATING COST Providar CCN: 264012 |Peried: worksheet D-1
From 01/01/2013

To 12/31/2013 | pate/Time Prepared:
5/29/2014 3:14 pm

Title XIX | ital N Co

90.00

90.00 [Capital-related cost

91.00 |Nursing School cost 91.00

92.00 |A11ied health cost 92.00
93.00

93.00 1A11 other Medical Education

MCRIF32 - 5.2.154.0



Health Financial Systems CENTERPOINTE HOSPITAL In Lieu of Form cMs5-2552-10
INPATIENT ANCILLARY SERVICE COST APPORTIONMENT provider CCN: 264012 | Period: worksheet D-3

From 01/01/2013 .

To 12/31/2013 | Date/Time Prepared:

5/29/2014 3:14 pm

30.00
31.00
31.01

70.00
73.00

90.00

200.00
201.00
202.00

03000[ ADULTS & PEDTATRICS
03100 INTENSIVE CARE UNIT

03101 CHEMICAL DEPENDENCY/SAFE
laNe "SERVICE COST. CERTER:
07000| ELECTROENCEPHALOGRAPHY
07300 DRUGS CHARGED TO PATIENTS

09000| CLINIC
Total {sum of lines 50-94 and 96-98)
Less PBP Clinic Laboratory services-program only charges (line 61)
Net charges (1ine 200 minus line 201)

0.207093
0.315242

0.752882

7,577,640
0
0

PP

833,003
1,484,501

83,27
2,400,774
0

2,400,774

172,509
467,977| 73.00

21,0571 90.00
661,543/200.00
201.4Q0
202.00

MCRIF3

2 - 5.2.154.0



Health Financial Systems CENTERPOINTE HOSPITAL In Lieu of Form CMS-2552-10
INPATIENT ANCILLARY SERVICE COST APPORTIONMENT Provider CCN: 264012 |Period: worksheet p-3
From 01/01/2013
To  12/31/2013 | pate/Time Prepared:
5/29/2014 3:14 pm
Hospital cost

= —

Title XIX

30.00 |03000|ADULTS & PEDIATRICS 3,253,360 30.00
31.00 |03100| INTENSIVE CARE UNIT 0 31.00
31.01 (03101 31.01
70.00 {07000 0.207093 70.00
73.00 07300 DRUGS 0.315242 73.00
90.00 |09000| CLINIC 0.252882 0 0| 90.00
200.00 Total (sum of Tines 50-94 and 96-98) 232,787 73,284(200.00
201.00 Less PBP Clinic Laboratory Services-program only charges (line 61) 0 201.00
202.00 Net Charges (line 200 minus line 201) 232,787 202.00

MFETC2DY . K 2 184 N



Health Financial Systems

CENTERPOINTE HOSPITAL

In Lieu of Form ¢MS5-2552-10

CALCULATION OF DSH PAYMENT PERCENTAGE

provider CCN: 264012

period:
From 01/01/2013
TO 12/31/2013

worksheet DSH

pate/Time Prepared:
5/29/2014 3:14 pm

2.00
3.00
4.00
5.00

.00
.00

o

10.00
11.00

12.00

13.00

14.00

15.00
16.00
17.00
18.00

18.01
19.00

20.00
21.00
22.00
23.00
24.00

25.00

26.00

27.00

d bt CREATN S AKE TRkt i
rercentage of SSI patient days to Medicare
Part A days (Previous from E, Part A, line
30 - Revised from CMS)

Percentage of Medicaid patient days to total
days (From line 27)

sum of lines 1 and 2, if less than 15% DSH
pPayment Percehtage = 0

provider Type * (urban, rural,SCH, RRC,
pickle - If pickle worksheet NA)

Bed days available divided by number of days
in the cost reporting period (worksheet E,
Part A, Line 4)

Disproportionate Share Payment Percentage
(transfer to Worksheet E, Part A, line 33)
qualify for operating DSH Eligibility (DPP
15% or more}?

§-2, Line 22

qualify for capital bsH Eligibility (Urban
with 100 or more beds)?

S-2, Line 45

Is the provider reimbursed under the fully
prospective method? (worksheet L, Part I,
1line 1 geater than -0-)

Parcentage of SSI patient days to Medicare
Part A days (Previous from L, Part I, line 7
- Revised from CMS)

Is this an IRF provider or a provider with
an IRF excluded unit (worksheet s-2, Tine
75, column 1 = "Y")

Medicare $SI ratio (Previous from E-3, Part
ITI, 1ine 2 - Revised from CMS
on - IER

€ ON: El IEL A
In-State Medicaid paid days (Worksheet 5-2,

Tine 24, column 1)

In-State Medicaid eligible unpaid paid days
{worksheet 5-2, line 24, column 2)
out-of-state Medicaid paid days (worksheet
5-2, Tline 24, column 3)

out-of-state Medicaid eligible unpaid days
(worksheet s-2, line 24, column 4)

N/A

medicaid HMO days (Worksheet s-2, line 24,
column 5)

other medicaid days (worksheet s-2, line 24,
column 6)

Total Medicaid patient days for the DSH
calculation (sum of lines 15-20)

Total patient days (worksheet s$-3, Part I,
Column 8, Line 14)

Plus tetal labor room days (worksheet s-3,
part I, <olumn 8, Line 32)

Plus total employee discount days (Worksheet
5-3, Part I, Column 8, Line 30)

Less total Swing-bed SNF and NF patient days
(Worksheet s-3, Part I, Column 8, Lines 5
and 6}

Total Medicaid patient days for the DSH
calculation (sum of lines 22-24, less line
25)

rercentage of Medicaid patient days to total
days (Line 21 divided by line 26)

20.91
20.91
urban

148.00

Yes

NO
Yes

No
No

No

[
1,832
0

0
1,882
0
7,411
35,438
0

0

0
35,438
20.91

Title XVIIT

0.00
0.00

0.00

0.00

0.00

0.00

0.00

Hospital

0.00

PPS

20.91
20.91
Urban

148.00

6.47
Yes

No
No

NO
NO

0.00

NoO

0
1,832
0

0
1,882
0
7,411
35,438
]

0

0
35,438
20.91

2.00
3.00
4.00

5.00

6.00
7.00

8.00
9.00

10.00

11.00

12.00

13.00

14.00

16.00

17.00
18.00

18.01
19.00

20.00
21.00
22.00
23.00
24.00

25.00

26.00

27.00
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Health Financial Systems

CENTERPOINTE HOSPITAL

In Lieu of Form €M5-2552-10

CALCULATION OF DSH PAYMENT PERCENTAGE

Provider CCN: 264012

Period:
From 01/01/2013
To  12/31/2013

worksheet DSH

Dpate/Time Prepared:
5/28/2014 3:14 pm

28.00 [If line 3 is greater than 20.2% - 5.88% plus|

82.5% of the difference between 20.2% and
Tine 3

29.00 [If Tine 3 is less than 20.2% - 2.5% plus 65%
of the difference between 15% and line 3
30.00 [Line 28 or 29 as applicable

31.00 |If Urban and fewer than 100 beds, Rural and
fewer than 500 beds, or an SCH the Tower of
Tine 30 or .1200, if RRC, MDH or otherwise
enter line 30.

ammendnent? (worksheet $-2, Part I, Line 22,
column 2 = "Y")

33.00 |1s This a Rural Referral Center? (worksheet
s-2, Part I, Tine 116, column 1 = "Y")

34.00 |1s this a Medicare Dependant Hospital?
(worksheet 5-2, Part’I, Line 37 greater than
-0-)

35.00 |15 this a Sole Cummunity hospital?
(wWorksheet s-2, Part I, Line 35 greater than
-0-)

36.00 |1s this an Urban or Rural hospital?
{worksheet 5-2, Part I, Line 26, Column 1,
urban=1, Rural=2)

False

False

False

urban

Title XVIII

Hospital

Ll

False 29.00

30.00
31.00

False 33.00
False 34.00
False 35.00
urban 36.00

MCRIF32 - 5.2.154.0



Health Financial Systems CENTERPDINTE HOSPITAL

In Lieu of Form {MS-2552-10

CALCULATION OF DSH PAYMENT PERCENTAGE

provider CCn: 264012

period

From
To

: worksheet DSH
01/01/2013
12/31/2013 | Date/Time Prepared:
5/29/2014 3:14 pm

o

28.00 [Tf line 3 is greater than 20.2%

- 5.88% plus
82.5% of the difference between 20.2% and
Tine 3
29.00 |TIf 1ine 3 is less than 20.2% - 2.5% plus 65% 0.00
of the difference between 15% and Tine 3
30.00 {Line 28 or 29 as applicable 6.47
31.00 | If urban and fewer than 100 beds, rRural and 6.47

fewer than 500 beds, or an SCH the Tower of
Tine 30 or .1200, if RRC, MDH or otherwise

enter line 30.

Title XvITI

Hospital

29.00

30.00
31.00

MCRIF32 - 5.2.154.0



Health

Fipancial Systems CENTERPOINTE HOSPITAL In Liel

i of Form CM5-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT provider CCN: 264012 |Period:

d:
From 01/01/2013
To 12/31/2013

worksheet E
Part B

5/29/2014 3:14 pm

Title XvIII Hospital

O~ W bWk
cCooooooe
COOoCCOoOQ

protested amounts (no

fori

o et 5 A s ) - 3 3
Medical and other services (see instructions)
Medical and other servicas reimbursed under OPPS (see instructions)

PPS payments

cutlier payment (see instructions)

Enter the hospital specific payment te cost ratio (see instructions)

Line 2 times line 5

Sum of line 3 plus 1line 4 divided by line 6

Transitional corridor payment (see instructions)

ancillary service other pass through costs from Worksheet D, Part 1Iv, column 13, 1ine 200
Qrgan acquisitions

of 11 d 19} ¢ instructions)

R ges=

ancillary service charges
organ acquisition charges (from worksheet D-4, Part III, 1ine 69, col. 4)
Tgtqi reasonable charges (sum of Jines 12 and 13}

PPS

0
5,098,000
6,427,085

o
o
=

=

HOWo~ oW s wh e

= Ceharges. TRl ie e E
Aggregate amount actually collected from patients liable for payment for services on a charge basis
Amounts that would have besn realized from patients liable for payment for services on a chargebasis
had such payment been made in accordance with 42 CFR 413.13(e)

rRatio of line 15 to line 16 (not to exceed 1.000000)

Total customary charges ({see instructions)

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

Excess of reasonable cost aver customary charges (complete only if Tine 11 exceeds Tine 18} (see
instructions)

Lesser of cost or charges (line 11 minus Tine 20) (for €aH see instructions)

Interns and residents {see instructions)

2 CFR 415.160 and ¢MS Pub. 15-1, section 2148)

eductiblas and coinsurance (for , see instructions)
peductibles and Coinsurance relating to amount on lime 24 (for CAH, see instructions)

subtotal {(lines 21 and 24 - the sum of Tines 25 and 26} plus the sum of lines 22 and 23} (for CaAH,
see jnstructions)

Direct graduate medical education payments (from worksheet E-4, Tine 50)

ESRD direct medical education costs (from worksheet E-4, line 36)

subtotal (sum of 1ines 27 through 29)

Primary payer payments

i 0 minus Tine 31
A : EETS CEMCLUBE b :
Composite rate ESRD (from worksheet I-5, Ti
Allowable bad debts (see instructions)
Adjusted reimbursable bad debts (see instructions)

Allowable bad debts for dual eligible beneficiaries (see instructions)

subtotal (see instructions)

MSP-LCC reconciliation amount from PS&R

OTHER ADJUSTMENT

Partial or full credits received from manufacturers for replaced devices (see instructions)
RECQVERY OF ACCELERATED DEPRECIATION

subtotal (see instructions)

Sequestration adjustment (see instructions)

Interim payments

Tentative settlement (for contractors use only)

Balance due provider/program {(see instructions)

e 11)

i . i

<O
[
w

0.000000( 17.

0
¢
0]
0| 21.
0
0
5

6,427,08

=
1,298,111 26.
5,128,974| 27.

0] 28.

0] 29,
5,128,974, 30.
17,279} 31.

5,111,695 32.

0] 33.

74,046] 34.

48,130} 35.

66,706 36.

5,159,825} 37.
0

0| 39.

0] 39.

0] 39.

5,159,825 40.

77,913| 40.

5,032,735( 41,
0

49,177 43,

nallowable cost report items) in accordance with ¢Ms Pub. 15-IL, section 115.2

B COMPLE CBY CONTRACTE 3 -

ginal outlier amount (see instructions)

outlier reconciliation adjustment amount (see instructions)
The rate used to calculate the Time value of Money

Time value of Money (ses instructions)

Total {sum of lines 91 and 93)

e 12)

0ji12.

Date/Time Prepared:

00

MOBTERD
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Health Financial Systems CENTERPOINTE HOSPITAL Ih Lieu of Form ¢mMs-2552-10
ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED Provider CCN: 264012 |Period: worksheet E-1

From 01/01/2013 | Part I

To 12/31/2013 | pate/Time Prepared:
5/29/2014 3:14 pm

Title XVIIL Hospital PPS

1.00 |Total interim payments paid to provider 5,267,1 5,032,735 1.00
2.00 |Interim payments payable on individual bills, either 0] 2.00
submitted or to be submitted to the contractor for
services rendered in the cost reporting peried. IFf none,
write "NONE" or enter a zero
3.00 |List separately each retroactive lump sum adjustment 3.00
amount based on subsequent revision of the interim rate
for the cost reportmg perwd Also show date of each
3.01 3.01
3.02 3.02
3.03 3,03
3.04 3.04
3.05 3.05
3.50 |ADIUSTMENTS TO PROGRAM 0 o| 3.s50
3,51 0 0 3.51
3.52 0 Q| 3.52
3.53 0 ol 3.53
3.54 0 0| 3.54
3.99 |subtotal (sum of lines 3.01-3.49 minus sum of Tines 0 o 3.99
3.50-3.98)
4,00 |Total interim payments (sum of lines 1, 2, and 3.99) 5,267,174 5,032,735 4.00
(transfer to wkst. E or wkst. E-3, Tine and column as
5.00 |List separately each tentative settlement payment after 5.00
desk rev1ew Also show date of each payment. IT none,
piee T
5.01 |TENTATIVE T0 PROVIDER 5.01
5.02 5.02
5.03 5.03
erovider t& Progran
5.50 |[TENTATIVE TO PROGRAM 0 0| 5.50
5.51 0 0| 5.51
5.52 ] 0| 5.52
5.99 !subtotal (sum of lines 5.01-5.49 minus sum of lines 0 0| 5.99
5.50-5.98)
6.00 |Determined net settlement amount (balance due) based on 6.00
the cost report. (1)
6.01 |SETTLEMENT TO PROVIDER 138,493 49,177 6.01
6.02 |SETTLEMENT TO PROGRAM 0 0/ 6.02
7 Total Medicare program 1i 5,405,667 _ 5,081,912, 7.00

|name of contractor

MCRIF32 - 5.2.154.0



Health Financial Systems CENTERPOINTE HOSPITAL In Lieu of Form cms-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT Provider CCN: 264012 |pPeriod: worksheet £-3

From 01/01/2013 | Part II

To 12/31/2013 | pate/Time Prepared:
5/29/2014 3:14 pm

1 S

itle XVIIT

ART A SE L : e
1.00 [Net Federal IPF PPS Payments (excluding outlier, ECT, and medical education payments) 6,086,420 1.00
2.00 |Net IPF PPS Outlier Payments 41,771 2.00
3.00 |Net IPF PPS ECT Payments 32,7511 3.00
4,00 |unweighted intern and resident FTE count in the most recent cost report filed on or before November 0.00) 4.00
15, 2004. (see instructions)
4,01 |cap 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(d) (1) (iiiY(FX(1) or (2} (see instructions)
5.00 |mew Teaching program adjustment. (see instructions) 0.00| 5.00
6.00 |current year's unweighted FTE count of T&R exeluding FTEs in the new program growth pericd of a "new ¢.00) 6.00
teaching program™. (see inst.)
7.00 |current year's unweighted I&R FTE count for residents within the new program growth period of a "new 0.00, 7.00
teaching program”. (see inst.)}
8.00 |Intern and resident count for IPF PPS medical education adjustment (see instructions) 0.00| 8.00
9.00 |Average paily Census (see instructions) 80.145205| 9.00
10.00 |Teaching adjustment Facter £{(1 + (line 8/1ine 9)) raised to the power of .5150 -1}. 0.000000! 10.00
11.00 |Teaching Adjustment (1ine 1 multiplied by Tine 10). 0| 11.00
12.00 |Adjusted Net IPF PPS Payments {sum of lines 1, 2, 3 and 11) 6,160,942 12.00
13.00 |Nursing and Allied Health Managed Care payment (see instruction) 0| 13.00
14.00 |organ acquisition (DO NOT USE THIS LINE) 14.00
15.00 |cost of teaching physicians (from worksheet D-5, Part II, column 3, Tine 20) (see instructions) 0| 15.00
16.00 |Subtotal (see instructions) 6,160,942| 16.00
17.00 |primary payer payments 112,503| 17.00
18.00 |subtotal {line 16 less line 17). 6,048,439 18.00
19.00 |peductibles 508,335| 19.00
20.00 subtotal (line 18 minus line 19} 5,540,104} 20.00
21.00 |coinsurance 190,617 21.00
22.00 [subtotal (line 20 minus line 21) 5,349,487| 22.00
23.00 |allowable bad debts (exclude bad debts for professional services) (see instructions} 213,934 23.00
24.00 |Adjusted reimbursable bad debts (see instructions) 139,057 24.00
25.00 |Allowable bad debts for dual eligible beneficiaries (see instructions) 124,621 25.00
26.00 |Subtotal (sum of lines 22 and 24) 5,488,544| 26.00
27.00 |Direct graduate medical education payments (from Worksheet E-4, Tline 49) 0; 27.00
28.00 |other pass through costs (see instructions) 0| 28.00
29.00 |outlier payments reconciliation 0| 29.00
30.00 |OTHER AD3IUSTMENTS (SEE INSTRUCTIONS) (SPECLFY) , 0] 30.00
30.99 |Recovery of Accelerated Depreciation 0l 30.99
31.00 |Total amount payable to the provider (see instructions) 5,488,544| 31.00
31.01 |sequestration adjustment (see instructions) 82,877| 31.01
32.00 |Interim payments 5,267,174| 32.00
33.00 |Tentative settlement (for contractor use only) 0| 33.00
34.00 |Balance due provider/program 1ine 31 minus Tines 31.01, 32 and 33 138,493 34.00
35.00 |Protested amounts {nonallowable cost re i wi 0| 35.00
10 RE i ik :
50.00 |original outlier amount worksheet E-3,
51.00 |outlier reconciliation adjustment amount (see instructions)
52.00 |The rate used to calculate the Time value of Money
53.00 !Time value of Money (See instructions)

MCRIF32 - 5.2.154.0



Health Financial Systems

CENTERPQINTE HOSPITAL

In Lieu of Form (MS-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT

Provider CCN: 264012

Perio
From 01/01/2013
To 12/31/2013

worksheet E-3
Part viI

pate/Time Prepared:

5/29/2014 3:14 pm

e I = IRV B PRI S

14.

15.
16.
17.

Title XIX

Inpat1ent hosp1ta1/SNF/NF serv1ces
medical and other services

Organ acquisition (certified transplant centers anly)
subtotal (sum of lines 1, 2 and 3)
Inpatient primary payer payments
Qutpatient primary payer payments

subtotal (line 4 1ess _sum of 11nes S and 6)

Routine service charges
Ancillary service charges

organ acquisition charges, net of revenue

Incentive from target amount computation

Tota] reasonable char es (sum of lines 8 through 11)

Amount actua11y collected from patients liable for payment for services on a charge
basis

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

Ratio of line 13 to line 14 (not to exceed 1.000000)

Total customary charges (see instructions)

Excess of customary charges over reasonable cost (complete only if line 16 exceeds
Tine 4) (see instructions)}

Excess of reasonable cost over customary charges (complete only if Tine 4 exceeds line
16) (see instructions)

Interns and Residents (see instructions)

cost of Teaching Phys1c1ans (see instructions)
Cost of covered serv1ces (enter the 1esser of Tine 4_or ]1ne 16)

Other than out11er payments
Outlier payments

Program capital payments
capital exception payments (see instructions)

Routine and ancillary service other pass through costs
subtotal (sum of lines 22 through 26)

Customary charges (title v or XIX PPS covered services only)

Excess of reasonab]e cost (from 11ne 18)
subtotal (sum of 1ines 19 and 20, pius 29 minus lines 5 and 6}

peductibles

Coinsurance

Allowable bad debts (see instructions)

utilization review

Subtotal (sum of lines 31, 34 and 35 minus sum of 1ines 32 and 33)

OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY)

subtotal (line 36 = Tine 37)

Direct graduate medical education payments (from wkst. E-4)

total amount payable to the provider (sum of lines 38 and 39)

interim payments

palance due provider/program (line 40 minus 41)

protested amounts {nonallowable cost report items) in accordance with CMS Pub 15- 2,
section 115.2

] Co.

2,488,006

0
2,488,006
1,320, 806

1,167,200

4,856,419
232,787

0

0
5,089,206

0

0.000000
5,089, 206
2,601,200

0. 000000

0
0
o
0
0
0

(==

(=== )

1,167,200
0

0
0
0
1,167,200
0
1,167,200

0
1,167,200
1]

1,167,200
0

oo ool

=E=x=]

oo OQ

W R W N
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Health Financial Systems CENTERPOINTE HOSPITAL In Lieu of Form CMS-2552-10
BALANCE SHEET (If you are nonproprietary and do not maintain Provider ccn: 264012 | Period: worksheet G

d:
fund-type accounting records, complete the General fFund column onl From 01/01/2013
’ P ¥ To 12/31/2013

pate/Time Prepared:
114

CURR -
1.00 cash on hand in banks -324,927 0 0 0| 1.00
2.00 |Temporary investments 0 0 0 0 2.00
3.00 [Notes recaivable 0 0 0 0| 3.00
4.00 jAccounts receivable 10,787,795 0 0 0, 4.00
5.00 [Other receivable 1,206,170 0 0 of 5.00
6.00 [Allowances for uncollectible notes and accounts receivable -3,794,714 0 0 0} 6.00
7.00 |Inventory 424,407 0 0 oi 7.00
8.00 |[Prepaid expenses 197,356 Q 0 01 8.00
9.00 |Other current assets o] 0 0 ol 9.00
10.00 |pue from other funds [ 0 0 0} 10.00
11 8,496,087 0 0 11.00

.00 {Total current assets (sum of lines 1-10)

12.00 [Land

0 0 0 0
13.00 |[Land improvements 0 0 0 0| 13.00
14,00 |Accumulated depreciation 0 0 0 0| 14.00
15.00 |Buildings 0 0 0 0{ 15.00
16.00 |Accumulated depreciation 0 0 0 0| 16.00
17.00 (Leasehold improvements 1,245,745 0 0 0| 17.00
18.00 |Accumulated depreciation -452,982 0 0 0| 18.00
19.00 |Fixed aquipment 4] 0 0 0 19.00
20.00 |Accumulated depreciation 0 1] 0 0| 20.00
21.00 |Automobiles and trucks 374,095 0 ] 0p21.00
22.00 |Accumulated depreciation -338,470 0 0 0: 22.00
23.00 |major movable equipment 3,981,307 0 0 0j 23.00
24.00 |Accumulated depreciation -2,802,571 0 0 0| 24.00
25.00 |minor equipment depreciable 0 0 0 0j 25.00
26.00 |Accumulated depreciation 0 0 0 0| 26.00
27.00 [HIT designated Assats 0 0 0 0f 27.00
28.00 |Accumulated depreciation 0 0 0 0} 28.00
29.00 [Minor equipment-nondepreciable 0 1] 0 0 29.00
30.00 |Total fixed assets (sum of lines 12-29) 0 g Q| 30.00
OTHER ASSETS EnTEEEAS s .
31.00 |Investments 200, 000 0 0 0; 31.00
32.00 |peposits on leases 0 0 0 0y 32.00
33.00 |pue from owners/officers 0 0 4] 0 33.00
34.00 jother assets 34,585 0 0 0 34.00
35.00 |Total other assets (sum of lines 31-34) 234,585 0 Q 0| 35.00
36.00 |Total assets (sum of lines 11, 30, and 35) 0 0| 36.00

ICURRENT L TAR T E L o
37.00 |Accounts payable
38.00 |salaries, wages, and fees payable
39.00 |Payroll taxes payable

40.00 [Notes and loans payable (short term)
41.00 (peferred income

42.00 Accelerated payments

43.00 |pue to other funds

ooo [=X=N=N =111
S
=
[
<Q

44.00 |other current Tiabilities
45.00 (sum of lines 45.00
46.00 4 0 0 0 0| 46.00
47.00 |Notes payahie 0 0 0 0| 47.00
48.00 |unsecured loans 2,100,000 0 0 0| 48.00
49,00 jother long term liabilities 0 0 0 0| 49.00
50.00 |Total long term 1iabilities (sum of lines 46 thru 49 2,100,000 0 4] 0| 50.00
51.00 iTotal Tiabilites ( lines ¢ 50) i 4,402,882 0 0 0{ 51.00
52.00 |General fund balance 6,334,914 52.00
53.00 |specific purpose fund 0 53.00
54.00 |pDonor created - endowment fund balance - restricted 0 54.00
55.00 |ponor created - endowment fund balance - unrestricted 0 55.00
56.00 |Governing body created - endowment fund balance 0 56.00
57.00 |Plant fund balance - invested in plant 0| 57.00
58.00 |Plant fund balance - reserve for plant improvement, 0| 58.00
replacement, and expansion
59.00 [Total fund balances (sum of 1ines 52 thru 58) 6,334,914 0 0 0| 59.00
50.00 {Total liabilities and fund balances (sum of 1ines 51 and 10,737,796 0 Q 0| 60.00
59)

MCRIF32 - 5.2.154.0



Heatth Financial Systems CENTERPOINTE HOSPITAL In Lieu of Form CM5-2552-10

STATEMENT OF CHANGES IN FUND BALANCES Provider CCN: 264012 |Period: worksheet G-1

From 01/01/2013 .

To 12/31/2013 | pate/Time Prepared:
| 5/29/2014 3:14 pm__

. Fund balances at beginning of perio 1.
2.00 |net income (loss) (from wkst. G-3, Tline 29) ,048 2.00
3.00 |Total (sum of Tine 1 and line 2) , 608 0 3.00
4.00 |additions (credit adjustments) (specify) 0 0 0| 4.00
5.00 4] 0 0| 5.00
6.00 0; 0 ol 6.00
7.00 4] 0 o 7.00
8.00 0. 0 ol 8.00
9.00 0 0 ol 9.00
10.00 {Total additions (sum of line 4-9) 0 0 10.00
11.00 |subtotal (line 3 plus 1ine 10) 7,444,608 0 11.00
12.00 |peductions {debit adjustments) (specify) 0 0 g} 12.00
13.00 |CHANGE IN PARTNERS CAPITAL 1,109,694 0 0| 13.00
14.00 0 0 0| 14.00
15.00 0 0 0| 15.00
16.00 0 0 0| 16.00
17.00 0 0 0| 17.00
18.00 |Total deductions (sum of Tines 12-17) 1,109,694 0 18.00
19.00 |Fund balance at end of period per balance 6,334,914 0 19.00

sheet (1ine 11 minus line 18

1.00 jFund balances at beginning of period 0 0 1.

2.00 |net income (loss) {from wkst. G-3, line 29) 2.00
3.00 |Total (sum of line 1 and line 2) 0 0 3.00
4.00 |Additions (credit adjustments) (specify) 0 4.00
5.00 0 5.00
6.00 0 6.00
7.00 0 7.00
8.00 0 8.00
9.00 0 9.00
10.00 iTotal additions (sum of 1ine 4-9) 0 0 10.00
11.00 |subtotal (1ine 3 plus line 10) 0 0 11.00
12.00 [peductions {debit adjustments) (specify) 0 12.00
13.00 |CHANGE IN PARTNERS CAPITAL 0 13.00
14.00 o 14.00
15.00 ] 15.00
16.00 0 16.00
17.00 0 17.00
18.00 {Total deductions {sum of lines 12-17) 0 0 18.00
19.00 |Fund balance at end of period per balance 0 0 19.00

sheet (Tine 11 minus Tine 18)
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Health Financial Systems CENTERPOINTE HOSPITAL In Ljeu of Form €mMs-2552-10

STATEMENT OF PATIENT REVENUES AND OPERATING EXPENSES Provider Ccn: 264012 |period: worksheet G-2
From 01/01/2013 | parts I & II

To  12/31/2013 Date/Tg"rlne Prepared:
3 : -

00 [Hosp 25,379,520 25,379,520
.00 |[SUBPROVIDER - IPF
.00 |[SUBPROVIDER - IRF
.00 {SUBPROVIDER

.00 |Swing bed - SNF 0 0
swing bed - NF 0 0
.00 |SKILLED NURSING FACILITY

.00 |NURSING FACILITY

.00 OTHER LONG TERM CARE

0.00 |Total general inpatient care services {sum of lines

LT3 - R - JET, BN S VY I O
(=]
a

D=0 B B = B B P R ]
o
(=)

25,379,520

11.00 |INTENSIVE CARE UNIT 3,495,000 3,495,000( 11.00
11.01 |CHEMICAL DEPENDENCY/SAFE 0 0] 11.01
12.00 [CORONARY CARE UNIT 12.00
13.00 [BURN INTENSIVE CARE UNIT 13.00
14.00 [SURGICAL INTENSIVE CARE UNET 14.00
15.00 [OTHER SPECIAL CARE (SPECIFY} 15.00
16.00 Total)'intensive care type inpatient hospital services (sum of Tines 3,495,000 3,495,000| 16.00
11-15

17.00 |Total inpatient routine care services (sum of 1ines 10 and 163 28,874,520 28,874,520| 17.00
18.00 [Ancillary services 5,214,158 o 5,214,158 18,00
19.00 |outpatient services 0 44,299,188 44,299,188 19,00
20.00 |RURAL HEALTH CLINIC 0 0 0| 20.00
21.00 |FEDERALLY QUALIFIED HEALTH CENTER 4] 0] (| 21.00
22.00 [HOME HEALTH AGENCY 22.00

23.00

23.00 | AMBULANCE SERVICES
24.00 {CMHC 24.00

25.00 {AMBULATORY SURGICAL CENTER (D.P.) 25.00
26.00 |HOSPICE 26.00
27.00 |OTHER (SPECIFY) 0 0 Q) 27.00
28.00 {Total patient revenues (sum of lines 17-27)(transfer column 3 to wkst. 34,088,678 44,299,138 78,387,866 28.00
G-3 i
pA OPERATING. EXPEN :
29.00 |operating expenses {per wkst. A, column 3, 41,820,894 29.00
30.00 |ADD (SPECIFY) 0 30.00
31.00 0 31.00
32.00 0 32.00
33.00 0 33.00
34.00 0 34.00
35.00 0 35.00
36.00 |Total additions (sum of lines 30-35) 0 36.00
37.00 [DEDUCT (SPECIFY) 0 37.00
38.00 0 38.00
39.00 0 39.00
40.00 0 40.00
41.00 ] 41.00
42.00 \Total deductions (sum of lines 37-41) 0 42.00
43.00 ;Total operating expenses (sum of lines 29 and 36 minus line 42)(transfer 41,820,894 43.00

to wkst. G-3, line 4)
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Health Financial Systems CENTERPOINTE HOSPITAL In Lieu of Form ¢mS-2552-10
STATEMENT OF REVENUES AND EXPENSES Provider CCN: 264012 |Peri worksheet G-3

From 01/01/2013
To 12/31/2013 | pate/Time ;ripar‘ed

1.00 |Total patient revenues (from wkst. G-2, Part I, column 3, Tine 28) 78,387,866, 1.00
2.00 |Less contractual allewances and discounts on patients’ accounts 35,615,621 2.00
3.00 |Net patient revenues (lina 1 minus line 2) 42,772,245 3.00
4.00 |Less total operating expenses (from wkst. G-2, Part II, Tine 43) 41,820,894 4.00
5.00 € to patients (line 3 minus line 4) 951,351 5.00

Net '| ncome From

ns. b q est . 23,773 6.00
.00 |Income from investments 9,449 7.00
.00 |Revenues from telephone and other miscellaneous communication services
.00 |RrRevenue from television and radio service

6 donat
7
8
9
10.00 |Purchase discounts
11
12
13

Cont ri but1 ons,

.00 {Rebates and refunds of expenses

.00 |Parking lot receipts

.00 |Revenue from laundry and linen service
14.00 |Revenue from meals sold to employees and guests 81,608} 14.00

cocoooo
I
o
S
L=

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 0f 16.00
17.00 |Revenue from sale of drugs to other than patients 0| 17.00
18.00 |Revenue from sale of medical records and abstracts Ba5( 18.00
19.00 |Tuition (fees, sale of textbooks, uniforms, etc.} 150( 19.00
20.00 |Revenue from gifts, flowers, coffee shops, and canteen 0f 20.00
21.00 [Rental of vending machines 12,753 21.00
22.00 |Rental of hospital space 0] 22.00
23.00 |Governmental appropriations 0| 23.00

42,606) 24.00

24.00 [SERVICE AGREEMENT

24.01 |[OTHER INCOME 102,913 24.01
24.02 (LOSS ON SALE 1,600 24.02
0l 24.03

24.03 |BAD DEBT
25.00 |Total other income (sum of 1ines §-24) 275,697 25.00
26.00 [Total (line 5 plus line 25) 1,227,048 26.00
27.00 |OTHER EXPENSES (SPECIFY) 0] 27.00
28.00 |Total other expenses (sum of 1ine 27 and subscripts) 0| 28.00
29.00 [Net income (or loss) for the period (1ine 26 minus Tine 28} 1,227,048| 29.00
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