in Lieu of Form ¢M5-2552-10

Heq]th Financial Systems CENTERPOINTE HKOSPITAL
This report is fequirad by 1aw (42 usc 1395g; 42 CFR 413.20(b)). Failure to report: can result in all interim FORM APPROVED
payments made since the beginming of the cost reporting period being deemed overpayments (42 USC 13958}, oMB_NO. 0938-0050

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFLCATION Provider CCN: 264012 |period: worksheet S
AND SETTLEMENT SUMMARY From 0170172015  Parts I-III
To 127/31/2015 | pate/Time Prepared:
5/31/2016 4:00 pm

T{he: 4:00 pm

X JE ectronica11y filed cost report ﬁate:5/31/2016w

Provider 1.0
use only 2. [  1manually submitted cost report
3.[ 0 J1If this is an amended report enter the number of times the provider resubmitted this cost report
4.[ E JMedicare vritization. enter "¢" for full or "L" for low,
Contractor 5. [ 1 1Cost Report Status 6. Date Received: 10.NPR Date:
use only (1) As Submitted 7. Contractor No. 11.contractor's vendor Code: 4
(2) settled without Audit 8. [ N Jrnitial rReport for this provider con|i2. [ O j1f 1ine 5, coiumn 1 15 4: Enter
(3) sertlad with Audit g, [ N JFinal Report for this Provider CCN number of times reopened = 0-9.

(4) Reopened
(5) amended

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

ADMINISTRATIVE ACTION, FINES AND/OR IMPRISONMENT MAY RESULT.

CERTIFICATION BY OFFICER OR AOMINISTRATOR OF PROVIDER(S)

ve certification statement and that I have examined the accompanying
electronically fited or manually submitted cost report and the galance Sheet and Statement of revenue and
Expenses prepared by CENTERPOINTE HOSPITAL ( 264012 ) for the cost reporting period beginning 01/01/2015 and
ending 12/31/2015 and te 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 T am familiar with the Taws and regulations regarding the provision of
health care services, and that the services identified in this cost report were provided in compliance with such

laws and regulations.

I HEREBY CERTIFY that I have read the abo

Encryption Information (signed)
ECR: Date: 5/31/2016 Time: 4:00 pm offi
QUF2CXR43PGF : 34 : ZEXhIHXVHOAhOO (Z/{éf(i)
F5ycd0h22yxmcQey39nBeHFg . LI2QF
yxwd01r10L0j2v2o Title

PI: Dpate: 5/31/2016 Time: 4:00 pm 5»—(5/-— /é
yzGHOFMSmOvangruvaFC1H1quD
8PCZOORBBS bvOWaTdsxBmaxEUQOxy Date

I1E6tOF1y1QOUNHEO
1.00 0 115,123 126,313 1,424,806| 1.00
2.00 |subprovider - IPF o 0 0 2.00
3.00 |Ssubprovider - IRF 0 0 0 o} 3.00
5.00 |Swing bed - SNF 0 0 0 0 s.og
6.00 |Swing bed - NF 0 Q 6.00
9.00 |HOME HEALTH AGENCY I 0 0 0 0] 9.0
12.00 |[CMHC 1 o o] 0| 12.00
200.00[Total 0 115,123 126,313 0 1,424,R06i200.00

= element of the above com Jex indicated. _
collection of information unless 1t
1lection is 0938-0050. The time

The above amounts represent "due to" or "due from” the applicable program for_th
according to the Paperwork ReducTion ACE of 1995, no persons are required to respond Yo a
displays a valid OMB control aumber. The valid oMB centrol aumber for this information o : : .
required to complete and review the information collection is sstimated 673 hours per response. including the time to review

instructions, search existing resources, gather the data needed, and complete and, review the information cellection. IF.you
ng the form, please write to: M5,

have any comments concerning the accuracy of the time estimate(s) or suggestions for jmprov1

7500 Security Boulevard, Attn: PRA Report Clearance officer, Mail stop c4-26-035, Ba1t1morg._Mary1anq %1245-1850. . the PRA
please do not send applications, claims, payments, medical recards or any documents containing sens1t1ve_1nFormat1on o g
Reports Clearance office. please note that any correspondence not pertaining to the information co]ject1on burden approved .
under the associated OMB control number listed on this form will not be reviewed,: forwarded, or rerained. IT you have guestions

or concerns regarding where to submit your decuments , please contact 1-800-MERICARE.

MCRIF32 - 8.8.159.0



tn Lieu of Form CM5-2552-10
FORM APPROVED
oMB NO. 0938-0050

Hea_]th Financial Systems CENTERPOINTE HOSPITAL
This report is requ}red by !aw‘(42 UsC 1395g; 42 CFR 413.20(b)). Failure to report can result in all interim
payments made since the beginning of the cost reporting period being deemed overpayments (42 USC 1395q).
JOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION Provider CEN: 264012 |Period: worksheet S
AND SETTLEMENT SUMMARY : From 01/01/2015 | Parts I-III

TO 12/31/2015 | pate/Time Prepared:
1573172016 3:30 pn

rrovider 1.[ x ]Electronically filed cost report pate: Time:
use only 2.[ 1manually submitted cost report
3.[ 0 ) If this is an amended report enter the number of times the provider resubmitted this cost report
4. [ F Imedicare utilization. Enter "f" for full or "L" for low.
Contractor 5. [ 1 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 & [N ] Initial Report for this provider CCNj12.[ 0 ]IF line 5, column 1 is 4: Enter
9. [ N ]Final Report for this Provider CCN number of times reopened = 0-9.

(3) settled with Audit
{4) Recpened
(5) amended

PART.IE © CERTIEN T : g L e S SR A R R,
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 THIS REPORT WERE

PROVIDED OR PROCURED THROUGH THE PAYMENT DIRECTLY OR INDIRECTLY OF A KICKBACK OR WERE QTHERWISE TLLEGAL, CRIMINAL, CIVIL AND

ADMINISTRATIVE ACTION, FINES AND/OR IMPRISONMENT MAY RESULT.

CERTIFICATION BY OFFICER OR AODMINISTRATOR OF PRGVIDER(S)

I HEREBY CERTIFY that T have read the above certification statement and that I have examined the accompanying
electranically 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 pariod beginning 01/01/2015 and
ending 12/31/2015 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 Taws and regulations regarding the provision of
health care services, and that the services jdentified in this cost report were provided in compliance with such

laws and regulations. %\ .
(signed) ]
Zﬁﬁ adoinistrator of Provider(s)

T

pate
ARTET i R
1.00 jHospital 4] 115,123 126,313 1.
2.00 |subprovider - IPF 0 0 0 2.
3.00 |subprovider - IRF 0 0 0 3.
5.00 |swing bed - SNF 0 0 0 5.
6.00 |swing bed - NF 0 0| 6.00
9.00 |HOME HEALTH AGENCY I 0 0 0 0| 9.00
12.00 |CMHC T 0 0 al 12.00
200.00| Total 0 115,123 126,313 0 1,424,806/200.00
above complex indicated.

The above amounts represent 'due to” or "due from” the applicable program for the element of the : : L .
according to the paperwork reduction Act of 1995, no persons are required to respond to a collection of information un1gss it
his information collection 15 0938-0050. The time

displays a valid OMB control number. The valid OMB control number for t : . ;i
required to complete and review the information collection is estimated 673 hours per response, inc1uq1ng 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: s,
7500 security Boulevard, Attn: PRA Report Clearance officer, Mail Stop c4-26-05, Baltimore, Mary1anq ;124{-1850. .

Please do not send applications, claims, payments, medical records or any documents containing sen51t1ve_1nf0rmat1on to the PRA
reports Clearance Office. please note that any correspondence not pertaining to the information co11ect1on burden approved_
under the associated OMB control number listed on this form will not be reviewed, forwarded, or retained. If you have questions

or concerns regarding where to submit your documents , please contact 1-B800-MEDICARE.




Heq1th Finanq1a1 systems CENTERPOINTE HOSPITAL In Lieu of Form CM5-2552-10
This report is requ1red 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 peried being deemed overpayments (42 UsC 1395g). OMB NO. 0938-0050

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION provider cCn: 264012 | Period: worksheet S
AND SETTLEMENT SUMMARY From 01/01/2015 | Parts I-III

To 12/31/2015 | pate/Time Prepared:
6/1/2016 2:36

TATI : s : : s
X ] Electronically filed cost report pate: Time:

Provider

1.[
use only 2. [  1Manually submitted cost report
3.[ 0 ]If this is an amended report enter the number of times the provider resubmitted this cost report
4.[ F IMedicare Utilization. Enter "F" for full or "L" for low.
contractor 5. [ 1 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. [ M ]Initial Report for this Provider CCN1Z2.[ O J1f line 5, column 1 is 4: Enter
(3) settled with Audit 9. [ N 1Final report for this Provider CCN number of times reopened = 0-9.

(4) Recpened
(5) Amended

[PART T - CERTIFTCATION 5 T e TR E : :
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 THIS REFORT 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.

CERTIFICATICN BY OFFICER OR ADMINISTRATOR OF PROVIDER(S)

I HERERY CERTIFY that I have read the above certification statement and that I have examined the accompanying
etectronically 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 01/01/2015 and
ending 12/31/2015 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 report were provided in compliance with such
taws and regulations.

(signed)

officer or Administrator of Provider(s)

Title

Date

1. 115,123 126,313 1,424,806, 1.00
2.00 |{subprovider - IPF 0 0 0j 2.00
3.00 |Subpreovider - IRF 0 0 ol 3.00
5.00 |swing bed - SNF 0 0 0| 5.00
6.00 |[Swing bed - NF 0 6.00
9,00 |HOME HEALTH AGENCY I 0 0 0 9.00
12.00 (CMHC I 0 0| 12.00
200.00] Total 115,123 126,313 0 1,424,806|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, ho persons are required to respond to a collection of information unless it
displays a valid oMB control number. The valid oMB control number for this information collection is 0938-0050. The time
required to complete and review the information collection is estimated 673 hours per response, including the time to review
instructions, search existing resources, gather the data needed, and complete and review the information collection. If you
have any comments cohcerning the accuracy of the time estimate(s) or suggestions for improving the form, please write to: CMS,
7500 security Boulevard, Attn: PRA Report Clearance officer, Mail Stop C4-26-05, Baltimore, maryland 21244-1850.

Please do not send applications, claims, payments, medical records or any documents centaining sensitive information to the PRA
Reports Clearance Office. Please note that any correspondence not pertaining to the information collection burden approved
under the associated OoMB control number listed on this form will not be reviewed, forwarded, or retained. If you have questions
or concerns regarding whare to submit your documents , please contact 1-800-MEDLCARE"

MCRIF32 - 8.8.159%.0



Health Financial Systems CENTERPOINTE HOSPITAL

In Lieu of Form CM5-2552-10

HOSPITAL ANP HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 264012 |Period:
From 01/01/2015
To 12/31/2015

street: 4801 WELDON SPRINGS PARKWAY

City: ST. CHARLES

HbsgTEal

worksheet 5-2

Part

I

Date/Time Prepared:

6/1/2016 2:36

pm

£ 1 grtibicatioin.
Hospital CENTERPOINTE HOSPITAL
Subprovider - IPF

Subprovider - IRF

Subprovider - (Other)

swing Beds - SNF

Swing Beds - NF

Hospital-Based SNF

Hospital-Based NF

Hospital-Based OLTC

Hospital-Based HHA

separately certified ASC
Hospital-Based Hospice
Hospital-Based Health Clinic - RHC
Hospital-Based Health Clinic - FQHC
Hospital-Based (CMHC) I

rRenal Dialysis
cther

22,01

22.02

22.03

23.00

Cost Reporting Period (mm/dd/yyyy)
Type of trol (see instructions)
Hnpatien 5 Information : o = P
Does this facility qualify and is it currently receiving payments for disproporticnate
share hospital adjustment, in accordance with 42 CFR §412.1067 In column 1, enter "v"
for yes or "N" for no. Is this facility subject to 42 CFR saction §412.06(c)(2)(rickle
amendment hospital?) In column 2, enter "y" for yes or "N” for no.

pid this hospital receive interim uncompensated care payments for this cost reporting
period? £nter in column 1, "Y" for yes or "w" for no for the portion of the cost
reporting period occurring prior to october 1. Enter in column 2, "¥" for yes or "N"
for no for the portion of the cost reporting period eccurring on or after October 1.
(see instructions)

is this a newly merged hospital that requires final uncompensated care payments to be
determined at cost report settlement? (see instructions) Enter in column 1, "Y" for yes
or "N" for ne, for the portion of the cost reporting period prior to october 1. Enter
in column 2, "v" for yes or "N" for no, for the portien of the cost reperting period on
or after October 1.

Did this hospital receive a geographic reclassification from urban to rural as a result
of the oMB standards for delineating statistical areas adopted by CMS in FY20157 Enter
in column 1, "Y" for yes or "N" for no for the portion of the cost reporting period
prior to October 1. Enter in column 2, "Y" for yes or “N" for no for the portion of the
cost reporting period occurring on or after october 1. (see instructions) Does this
hospital contain at least 100 but not more than 499 beds (as counted in accordance with
42 CFR 412.105)7 Enter in column 3, "y" for yes or “n"” for no.

which method is used to determine Medicaid days on lines 24 and/or 25 below? In column
1, enter 1 if date of admission, 2 if census days, or 3 if date of discharge. Is the
method of identifying the days in this cost reporting peried different from the method

used in_the prior cost reportin eriod? In column 2, ent "v* far yes or fo for no

12/31/1980

é' -

01/01/2015
Al

12/

200

1/2015

N 22.00
N 22.01
N 22.02
N 22.03
N 23.00

25.00

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

If this provider is an IRF, enter the in-state 0 0 0
Medicaid paid days in column 1, the in-state
Medicaid eligible unpaid days in colupn 2,
out-of-state Medicaid days in column 3, out-of-state
Medicaid eligible unpaid days in column 4, medicaid

HMO paid and eligible but unpaid days in column 5.

25.00

MCRIF32 - 8.8.159.0



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

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 264012 Period: warksheet 5-2
From 01/01/2015 | Part I

To 12/31/2015 | bate/Time Prepared:
o 6/1/2016 2:36 pm

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

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

35.00 |Tf this is a sole community hospital (SCH), enter the number of perieds sCH status in 0 35.00
effect in the cost reporti i

36.00 |[Enter applicable beginning and ending dates of SCH status. Su script 1ine 36 for number 36.00
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
is in effect in the cost reporting period.

38.00 |Tf Tine 37 is 1, enter the beginning and ending dates of MDH status. If line 37 is 38.00

greater than 1, subscript this line for the number of periods in excess of one and
r_subsequent dates

poes this facility qualify for th patient hospital payment adjustment for Taw volume
hospitals in accordance with 42 CFR §412.101(b) (2> (ii)7? Enter in column 1 "y for yes
or “N" for no. Does the facility meet the mileage requirements in accordance with 42
CER 412.101¢b) (2)(ii}7? Enter in column 2 "v" for yes or "N" for no. (see instructions)
40.00 |Is this hospital subject to the HAC program reduction adjustment? Enter "y" for yes or N N 40.00
"N" for no in column 1, for discharges prior to October 1. Enter "y for yes or "N" for
no_in column 2, for discharges on or after october 1. (see instructions

ar disproportionate share in accordance

poes this faci q eceive Capital payment f

with 42 CFR section §412.3207 (see instructions}

46.00 {15 this facility eligible for additional payment exception for extraordinary circumstances

pursuant to 42 CFR §412.348(f)? If yes, complete wkst. L, Pt. III and wkst. L-1, Pt. I through

Pt. III.

47.00 {Is this a new hospital under 42 CFR §412.300 pPs capital? Enter "y for yes or "N" for no. N
ayment? Enter "Y' for yes or "N" for no.

45.00

N N N 46.00

48.00 [Is the facility electing full federal capital N_
””””””” pitals & i T = = ; o
56.00 [Is this a hospital involved in traiming residents in approved GME programs? Enter *v" for yes N 56.00
or "N" for no.
57.00 |Tf 1ine 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 "v" did residents start training in the first month of this cost reporting period? Enter Y
for yes or "N" for no in column 2, If column 2 is "v", complete Worksheet E-4. IT column 2 is
"N, complete wkst. D, Parts ITI & Iv and D-2, Pt. II, if applicable. 58.00

58.00 [If line 56 is yes, did this facility elect cost reimbursement for physicians® services as
defined in CMs Pub. 15-1, chapter 21, §2148? If yes, complete wkst. D-5.

59.00 lare costs claimed on line 100 of worksheet A? I yes, complete wkst., D-2, Pt. I. N 59.00
60.00 |are you claiming nursing school and/or allied health costs for a program that meets the N 60.00
provider-operated criteria under §413.857 Enter fo s or "NY n e instructi

Did your hospital receive FTE slots under ACA
section 55037 Enter "y" for yes or “N" for no in
cotumn 1. (see instructions)

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

61.07 [Enter the current year total unweighted primary care
FTE count (excluding OB/GYN, general surgery FTEs,
and primary care FTEs added under section 5503 of
IACA). (see instructions)

61.03 |[Enter the base Tine FTE count for primary care
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 0.00 0.00 61.04
surgery allopathic and/or osteopathic FTES in the
current cost reporting period.(see instructions).
61.05 |[Enter the difference between the baseline primary
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
used for cap relief and/or FTEs that are nonprimary
care or general surgery. {(see instructions)

0.04 .00 61.02

0.00 0.00 61.03

0.04 0.04 61.05

0.04 0.00 61.06

MCRIF32 - §.8.159.0



Health Financial Systems CENTERPOINTE HOSPITAL

In Lieu of Form €M5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 264012

of the FTEs in T1ine 61.05, specify each new program
specialty, if any, and the number of FTE residents
for each new program. (see instructions) Enter in
column 1, the program name, enter in column 2, the
program code, enter in column 3, the IME FTE
unweighted count and enter in column 4, direct GME
FTE unweighted count.
61.20 [of the FTEs in line 61.05, specify each expanded
program specialty, 1f any, and the number of FTE
residents for each expanded program. (see
instructions) Enter in column 1, the program name,
enter jn column 2, the pregram code, enter in column
3, the IME FTE unweighted count and enter in column
direct G E unweighted count

A aviasons Kffecting H !
62.00 [Enter the number of FTE residents that yol
your hospital received HRSa PCRE funding (see instructions)

ur hosp1ta1'tra1ned in this cost repor

pPeriod: worksheet $-2

TQ

ng-beriod for which

From 01/01/2015

Part I
Date/Time Prepared:
6/1 36

12/31/2015

0.00) ~ 0.00] 61.10

0.00 0.00] 61.20

62.01 |[Enter the number of FTE residents that rotated from a Teaching Health Center (THC) into your hospital 0.00 82.01

di cost _re od of HRSA THC
gL Y rET TaEne e
ined resjdents in nonprovider
i TJumn 1. If yes, complete lines 64-67.

roqram
AT =

ity tra
"N" for no

; INE o ar 309 i : 4L
64.00 [Enter in column 1, if line 63 is yes, or your facility trained residents
in the base year period, the number of unweighted non-primary care
resident FTEs attributabie to rotations occurring in all nonprovider
settings. Enter in column 2 the number of unweighted non-primary care
resident FTES that trained in your hospital. Enter in column 3 the ratio
lof (column 1 divided by (column 1 + column 2)). (see instructions

ine 6

65.00 |[Enter in column 1, i
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 catre FTE
residents attributable to
rotations occurring in alil
non-provider settings. Enter in
column 4, the number of
unweighted primary care
resident FTEs that trained in
vour hospital. Enter in cotumn
5, the ratioc of (column 3
divided by (column 3 + column
4)). (see instructions)

see instructions

settings during this cost reporting period? Enter
see _instructions

0.00

0.00

63.00

0.00 ~0. 000000

MCRIF32 - 8.8.159.0



Health Financial Systems CENTERPOINTE HOSPITAL In Lieu of Form CM3-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA pProvider CCN: 264012 | Period: worksheet $-2

From 01/01/2015 |Part I

To 12/31/2015 | Date/Time Prepared:
] __16/1/2016 2:36 pm

beginnina on gy afte 201
Enter in column 1 the number of unweighted non-primary care resident
FTEs attributable to rotations occurring in all nonprovider settings.
Enter in column 2 the number of unweighted non-primary care resident
FTEs that trained in your hospital. Enter in column 3 the ratio of
ivided b Tumn 1 Tumn 2 see instructions

66.00 66.00

;é.

5.00
000000| 67.00

0.

67.00 |[Enter in column 1, the program 0.00 0.00,
name associated with each of
your primary care programs in
which you trained residents.
Enter in column 2, the program
code. Enter in column 3, the
number of unweighted primary
care FTE residents attributable
to rotations occurring in all
non-provider settings. Enter in
column 4, the number of
unweighted primary care
resident FTEs that trained in
vour hospital. Enter in column
5, the ratioc of (column 3
divided by (column 3 + column
4)). (see instructions)

npat: thigtric ahEty : :
70.00 |1s this facility an Inpatient Psychiatric Facility (IPF), or does it contain an IPF subprovider?
Enter "v" for yes or "N" for no.

71.00 [If 1ine 70 yes: Column 1: pid the facility have an approved GME teaching program in the most N N 0 71.00
recent cost report filed on or before November 15, 20047 Enter "v" for yes or "N" for no. (see
42 CFR 412.424(d) (1) (i11)(ec)) Column 2: pid this facility train residents in a new teaching
program in accordance with 42 CFR 412.424 () (1) Gi1iY(D)? Enter "v" for yes or "N" for na.
column 3: IF column 2 is Y, indicate which program year began during this cost reporting period.

Ly 3 ak B X
75.00 [Is this facility an Inpatient Rehabilitation Facility (IRF), or does it centain an IRF

subprovider? Enter "Y" for yes and "N" for no.
76.00 |If line 75 yes: Column 1: 0id the facility have an approved GME teaching program in the most 0 76.00

recent cost reporting period ending on or before november 15, 20047 Enter ?Y" for yes or TN“ for
ho. Column 2: Did this facility train residents in a new teaching program in accordance with 42

CFR 412.424 (dY(L)(ii1)(p)}? Enter "Y" for yes or “N" for no. column 3: If column 2 s Y,
i i t i riod. {see instructions)

L B s - e k
80.00 [Is this a long term care hospital (LTCH)? Enter 7Y for yes and "N" for no. ] .
81.00 |Is this a LTCH co-located within another hospital for part or a1l of the cost reporting period? Enter
"N" for no

N 81.00

TEFRA POV i i
Ts this a new hospital under 42 CFR section §413.40(F) (1) (i) TEFRA? Enter 'Y for yes or "N

Did this facility establish a new Other subprovider {excluded unit)} under 42 CFR Section

§413.40(f){1)(ii)? Enter "Y' for yes and “N" for no. . v
Is this hospital a "subclause (TT)" LTCH classified under section 1886{d) (1) (BY(iv) (I1)? Enter °Y 87.00

85.00
36.00

B7.

i m . 8 N " = an, I
00.00 |Does this facility have title v and/or XIX inpatien ospital services? Enter Y for M 90.00
yes or "n" for na in the applicable column.
N N 91.00

91.00 |15 this hospital reimbursed for title v and/or XIX through the cost report either in
full or in part? Enter "¥" for yes or "N" for no in the applicable go?umn:
92.00 |are title XIX NF patients occupying title XVIII SNF beds (dual certification)? (see 92.00

instructions) enter "Y" for yes or "N" for no in the applicable column.
93.00 [poes this facility operate an ICF/ITD facility for purposes of title v and XIX? Enter N N 93.00
ty" for yes or "N for no in the applicable column. 54.00

94,00 Does title Vv or XIX reduce capital cost? Enter "y" for yes, and "N* for ne in the N N
applicable column,
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Health Financial Systems CENTERPOINTE HOSPITAL In Lieu of Form CMS-25532-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFTCATION DATA Provider CCN: 264012 pPeriod: worksheet 5-2
From 01/01/2015 | Part I

To  12/31/2015 DateéTimezPrepared:
J : pm

If 1ine 94 is "y, enter the reduction percentage in the applicable column.
96.00 |poes title V or XIX reduce operating cost? Enter "Y" for yes or “N" for no in the N
applicable column.

97.00 If 14 6 is "y, enter th

N 96.00

h

Ticable column

105.00/Does this hospital qualify as a critical access hospital (can)? 105.00
106.00TF this facility qualifies as a CaH, has it elected the all-inclusive method of payment N 106.00

for outpatient services? (see instructions)
107.00

107.00/1f this facility qualifies as a caH, is it eligible for cost reimbursement for I&R
training programs? Enter "v" for yes or "N" for no in celumn 1. {see instructions) If
ves, the GME elimination is not made on wkst. B, PL. I, col. 25 and the program is cost

reimbursed. If yes complete wkst. D-Z, PT. II.
108.00/Is this a rural hospital qualifying for an exception to the CRNA fee schedule? See 42 N 108.00

CFR section §412.113(c) er "v” for yes or "N"

If this hospital qua11f1e5 as a CAH or a cost pr6v1 er,
therapy services provided by outside supplier? Enter "yt
for yes or "N for no for each therapy.

he Rural Community Hospital Demonstration project (410A Demo)for

"y" for “N" for na.

A ; ] epo raati : B it S
115.00/Ts this an all-inclusive rate provider? Enter "Y" for yes or or no in column 1. If column 1
is yes, 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 hospitals providers) based on the definition in CM5

115.00

pub.15-1, chapter 22, §2208.1.
116.00[Ts this facility classified as a referral center? Enter "y" for yes or “N" for no. N 116.00
117.00/Ts this facility legally-required to carry malpractice insurance? Enter “y" for yas or "N" for Y 117.00

no.
118.00{Is the malpractice insurance a claims-made or occurrence policy? Enter 1 if the policy is
laim-mad nter 2 if th licy is occurrence

i 118.00

118.02Jare malpractice premiums and paid lo es r porte n a cost center other than the
administrative and General? If yes, submit supporting schedule listing cost centers

and amounts contained therein.
119.00[30 NOT USE THIS LINE 119.00
120.00/Ts this a SCH or EACH that qualifies for the outpatient Hold Harmless provision in ACA N N 120.00

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

121.00lpid this facility incur and report costs for high cost implantable devices charged to N 121.00
atients? Enter "v" for yes or "N" for no

Transsd ied TnEoEmatin: i E Al

125.00/poes this facility operate a transplant center? Enter “Y for yes and "N" for no. If N 125.00
ves, enter certification date(s} (mm/dd/yyyy) below.

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

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

128.00/If this is a Medicare certified 1iver transplant center, enter the certification date 128.00
in cotumn 1 and termination date, if applicable, in column 2.

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

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

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

132.00|Tf this is a Medicare certified islet transplant center, enter the certification date 132,00
in column 1 and termination date, iT applicable, in column 2.

133.00/If this is a Medicare certified other transplant center, enter the certification date 133.00
in column 1 and termination date, if applicable, in column 2. 134.00

134.00/If this is an organ procurement organization (OPQ), enter the OPO number in column 1
and termination date, if applicable, in column 2.
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Health Financial Systems CENTERPOINTE HOSPITAL

In Lieu of Form (MS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 264012

roviders::

Period:
From 01/01/2015
To 12/31/2015

worksheet 5-2
part I

Date/Time Prepared:
6/1/2016 2:36 pm

140.00/Are there any related orgaﬁizat1on or home off1ce'costs as def1ned'1n cus pub. 15-1,
chapter 10? enter “v" for yes or "N" for no in column 1. If yes, and home office costs

140.00

are claimed, enter in column 2 the home office chain _number. (see instructions
o : i

141.00|
142.00
143.00

zip Code:

00T costs for renal services are claimed on wkst. A, 1ine 74, are the costs for
inpatient services only? Enter “Y" for yes or "N" for no in column 1. If column 1 is
no, does the dialysis facility include Medicare utilization for this cost reporting
period? Enter "¥" for yes or "N" for no in column 2.

146.00Has the cost allocation methodology changed from the previously filed cost report?
Enter "Y' for yes or "N" for no in column 1. (See cMS Pub. 15-2, chapter 40, §4020) If
enter the approval date (mm/dd in _column

_00was there a change in the statistical basis? Enter Y for yes or "N" for no.
.00wWas there a change in the order of allocation? eEnter "vY" for yes or "N" for no.

Contractor's Number:

no.

145.00

146.00

to the simplified cost finding method? enter "Y" for yes or "N" for

e Ges
155.00/Hospital
156.00|subprovider - IPF
157.00|subprovider - IRF
158.00|SUBPROVIDER
159.00|SNF

160, 00HOME HEALTH AGENCY
Q{CMHC

us hospital that has one or mor

165.00

If line 165 is yes, for each
campus enter the name in column
0, county in column 1, state in
column 2, zip code in column 3,
CBSA in column 4, FTE/Campus in

column 5 (see in

mealth Infbrgation. e n o Fear Recoy id Re :
167.00(Is this provider a mean 6(n)? Enter "v" for yes or "N" for nho.

168.00|1f this provider is a CAH (line 105 is "Y"} and is a meaningful user (1ine 167 is "y}
reasonable cost incurred for the HIT assets (see instructions)

168.01/1f this provider is a cAH and is not a meaningful user, does this provider qualify for
exception under §413.70(a)(6)(ii)? Enter "y" far yes or "N" for no. (see instructions)
169.00[If this provider is a meaningful user (line 167 dis "¥™) and is not a CaH (Jine 105 is

see instructions

170. OEnt;r in columns 1 and 2 the EHR beginning date and ending date for the reporting
period respectively (mm/dd/yyyy)

, enter the
a hardship

"N}, enter the

N 167.00
0168.00

168.01

0.00169.00

170.00
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Health Financial Systems CENTERPOINTE HOSPITAL In Lieu of Form CM5-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN; 264012 | Period: worksheet s-2

From 01/01/2015 | Part I_
To 12/31/2015 | pate/Time Prepared:
6/1/2016 2:36 pm

N 171.00

171.00|1F 1ine 167 is "v", does this provider have any d;ys for individuals enrolled in section 1876
Medicare cost plans reported on wkst. 5-3, Pt. I, Tine 2, col. 67 Enter "y* for yes and "N" for no.

(see instructions)

MraTF1? - R.8.159.0



Health Financial Systems CENTERPOINTE HOSPITAL In Lieu of Form CMs-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE Provider CCN: 264012 |Period: worksheet S-2
From 01/01/2015 | Part II
To  12/31/2015 | Date/Time Prepared:
6/1/2016 2:36 pm
e T

ip immediately prior to the beginning of the cost N

1.00 |Has the provider changed ownersh
i i the date of the change in column 2. (see instructions

d? If

2.00 |Has the provider terminated particip n in the medicare program? If N 2.00
yes, enter in column 2 the date of termination and in column 3, “v" for
voluntary or “I" for involuntary.

3.00 |Is the provider invelved 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 hoard
of directors through ownership, control, or family and other similar
relationships? (see instruction

.Fgﬁﬁﬂc aﬁé BpOrEs

4.00 |Column 1: wWere the financial statements prepared by a Certified Public N 4.00
Accountant? column 2: 1If yes, enter "A" for Audived, "C" for Compiled,
or "R" for Reviewed. Submit complete copy or enter date available in
column 3. (see instructions) If no, see instructions.

5.00 |Are the cost report total expenses and total revenues different from N 5.00

submit_reconciliation.

he 1 _stat ts? If yes

REroy: ucak 2 dagsi s ;

6.00 |column 1: Are costs claimed for nursing school? Column 2: If yes, 1s the provi 6.00
the legal operator of the program?

7.00 |are costs claimed for Alljed Health Programs? If "Y” see instructions. N 7.00

8.00 |were nursing school and/or allied health programs approved and/or renewed during the N §.00
cost reporting peried? If yes, see instructions.

9.00 |Are costs claimed for Interns and Residents in an approved graduate medical education N 9.00
program in the current cost report? If yes, see instructions.

10.00 |was an approved Intern and Resident GME program initiated or renewed in the current N 16.00
cost reporting period? If yes, see instructions.

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

see

see instructions. N 12.00

12.00 :1Is the provider seeking reimbursement for bad debts? If ves,

13.00 |Ef 1ine 12 is yes, did the provider's bad debt collection policy change during this cost reporting N 13.00
period? If yes, submit copy.
d? If see imstructions. 14.00

es, were patient deductibles and/or co-

PEed Data : ;
was the cost report prepared using the PS&R
Report only? If either column 1 or 3 is yes,
enter the paid-through date of the PS&R
Report used in columns 2 and 4 .(see
instructions)

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

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

19.00 |If Tine 16 or 17 is yes, were adjustments N N 19.00
made to PS&R Report data for corrections of
other PS&R Report information? If yes, see
instructions.
M N 20.00

20.00 |TF 1ine 16 or 17 is yes, were adjustments
made to PS&R Report data for Other? Describe
the other adjustments:

McRTF3? - B.8.159.0



Health Financial Systems CENTERPOINTE HOSPITAL In Lieu of Farm CM$-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE Provider CCN: 264012 |period: worksheet s-2

From 01/01/2015| Part IX

To 12/31/2015 | Date/Time Prepared:
6/1/2016 2:36 _pm

wWas the cost report prepared only using the
provider's records? If yes, see
i ructions.

caprival RElate

22.00 |Have assets been fed for Medicare purposes? If yes, see instructions N 22.00

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

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

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

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

27.00 |Has the provider’'s capitalization policy changed during the cost reporting period? If yes, submit N 27.00
cop

Inter T : : = 2

28,00 [Were new loans, mortgage agreements or letters of credit entered into during the cost reporting N 28.00
period? If ves, see instructions.

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

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

31.00 |Has debt been recalled before scheduled maturity without issuance of new debt? If yes, see N 31.00
instructions.
yrchata ices E e & i

32.00 [Have changes or new agreements occurred ih patient care services furnished through contractual N 32.00
arrangements with suppliers of services? If yes, see instructions.

33.00 | Tf line 32 is yes, were the requirements of Sec. 2135.2 applied pertaining to competitive bidding? If N 33.00

,_See instructions.

ProviderEaged Pl an : & :

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

35.00 |If 1line 34 is yes, were there new agreements or amended existing agreements with the provider-based 35.00

physicians during the cost reporting period? es ct

6

26.00 |were home office costs claimed on the cost report? N 36.00

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

38.00 |If line 36 is yes , was the fiscal year end of the home office different from that of 38.00
the provider? If yes, enter in column 2 the fiscal year end of the home office.

39.00 |If line 36 is yes, did the provider render services to other chain components? If ves, 39.00
see instructions. 40.00

40.00 |If line 36 is yes, did the provider render services to the home office? If yes, see

& b 87 & ¥ 3 113 L

41.00 |Enter the First name, last name and the title/pesition RONALD 41.00
held by the cost report preparer in columns 1, 2, and 3,
respectively.

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

43.00 |Enter the telephone number and email address of the cost 636-441-7300 RMOOREQ@CPHMO . NET 43.00

report preparer in colummns 1 and 2, respectively.
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Health Fimancial Systems CENTERPOINTE HOSPITAL In Lieu of Form CM5-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE Provider CCN: 264012 |Period: worksheet 5-2

From 01/01/2015 | Part IT
To 12/31/2015 | bate/Time Prepared:
1/2016 _2:36 _pm

16.00 |was the cost report prepared using the PS&R | 05/12/2016 16.00
rReport only? If either column 1 or 3 is yes,
enter the paid-through date of the P5&Rr
Report used in columns 2 and 4 .(see
instructions)

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

18.00 |If line 16 or 17 s yes, were adjustments
made to PSER 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 T1ine 16 or 17 1is yes, were adjustments 20.00
made to PS&R Report data for other? pescribe
the other adjustments:

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

instructi

17.00

18.00

19.00

i3 nEat Eorfiatie
41.00 |Enter the first name, last name and the titie/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 42.00
preparer.

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

v

MEDICRRE ACCOUNTANT

MCRIF32 - 8.8.15%.0



Health Fimancial Systems CENTERPOINTE HOSPITAL Noh-CM5 HFS worksheet
VOLUNTARY CONTACF INFORMATION provider CCN: 264012 (Per worksheet s-2
From 01/01/2015 part v
To 12/31/2015 | pate/Time Prepared
6/1 2016 2:36 p

1.00 [First Name RONALD 1.00
2.00 |Last Name MOORE 2.00
3.00 (Title MEDIARE ACCOUNTANT 3.00
4.00 |Employer CENTERPOINTE HOSPITAL 4.00
5.00 |Phone Number (636)441-7300 5.00
6.00 |E-mail address RMOORE@CPHMO . NET 6.00
7.00 |pepartment BUSINESS OFFICE 7.00
8.00 |mMailing Address 1 4801 WELDON SPRINGS PARKWAY &.00
9.00 |Mailing Address 2 9.00
10.00 |City ST CHARLES 10.00
11.00 |Sstate molf 11.00
12.00 21 p 63304 12.00
13.00 [Fi rst Name [TOM 13.00
14.00 |Last Name CROFFUT 14.00
15.00 |Title CHIEF FINANCIAL OFFICER 15.00
16.00 |employer 16.00
17.00 Phone Number 17.00
18.00 [E-mail Address 18.00
19.00 |pepartment 19.00
20.00 |Mailing Address 1 20.00
21.00 |Mailing Address 2 21.00
22.00 |City 22.00
23.00 |State 23,00
24.00 | zZip 24.00
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Health Financial Systems

CENTERPOINTE HOSPITAL

Mon-CMS_HFS Worksheet

HFS Supplemental Information

1.00

2.00

3.00

TO

provider CCN: 264012 |Period:

worksheet S-2

From 01/01/2015 | Part IX

12/31/2015 | pate/Time Prepared:
1/2016 2:36_pm
Te XIX

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

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

oo Title v or xIx follow Medicare (Title xvIII} for the calculation of observation ged
Cost on w/s D-1, Part Iv, line 897 Enter Y¥/N in column 1 for Title v and Y/N in column
2 for Title

Y 1.00
Y 2.00
Y 3.00

4.00

5.00

6.00

7.00

8.00

LRE TTA L
poas Title v follow Medicare (Title XVIIE) for Critical Access Hospitals (caH) being
reimbursed 101% of cost? Enter Y or N in column 1 for inpatient and Y or N in column 2
for outpatient.

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

 LESAL NCE | 5 : Liags i
Do Title v or XIX follow Medicare and add back the RCE Disallowance on W/s €, Part I

column 4? Enter Y/N in column 1 for Title v and Y/N in column 2 t
PAS 4 o5t : : . a2

Do Title v or XIX follow Medicare when cost reimbursed (payment sy
worksheets D, parts I through Iv? Enter Y/N in column 1 for Title v and ¥/N in column
2 for Title XIX
Do Title vV & XIX impute 20% coinsurance (M-3 Line 16.04)7 Enter Y/N in column 1 fo
Title v and Y/N in column 2 for Title XIX.

urpTC2? - R R 168G 0




Health Financial Systems CENTERPQINTE HOSPITAL In Lieu of Form CM$-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA Provider CCN: 264012 |Period: worksheet 5-3

From 01/01/2015 | Part I

To  12/31/2015 gate/ﬁ' me Prepared:

1/2016 2:36_pm

1.00 [Hospital adults & Peds. (columns 5, 6, 7 and 30.00 104 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 instructions) 2.00
3.00 |HMO IPF Subprovider 3.00
4.00 |HMD 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 Aadults and Peds. (exclude observation 104 37,960 0.00 0| 7.00
beds) {see instructions)

8.00 [INTENSIVE CARE UNIT 8.00
9,00 |CORONARY CARE UNIT 9.00
10.00 |BURN INTENSIVE CARE UNIT 10.00
11.00 [SURGICAL INTENSIVE CARE UNIT 11.00
12.00 |OTHER SPECIAL CARE (SPECIFY) 12.00
13.00 |NURSERY 13.00
14.00 [Total (see instructions) 104 37,960 0.00 0| 14.00
15.00 jcAH visits 0| 15.00
16.00 |SUBPROVIDER - IPF 16.00
17.00 |SUBPROVIDER - IRF 17.00
18.00 |SUBPROVIDER 18.00

19.00

19,00 [SKILLED NURSING FACILITY :
20.00 |NURSING FACILITY 20.00

21.00 |OTHER LONG TERM CARE 21.00
22.00 |HOME HEALTH AGENCY 101.00 0 22.00
23.00 |AMBULATORY SURGICAL CENTER (D.P.) 23.00
24.00 |HOSPICE 24.00
24.10 [HOSPICE (non-distinct part) 30. 00 24.10
25.00 |CMHC - CMHC 99,00 0 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) 104 27.00
28.00 |oObservation Bed Days 0| 28.00
29.00 |Aambulance Trips 29.00
30.00 |Employee discount days (see inmstruction) 30.00
31.00 |Employee discount days - IRF 31.00
32.00 iLabor & delivery days (see instructions) 0 0 32.00
32.01 |Total ancillary laber & delivery room 32.01

outpatient days (see instructions) 33.00

33.00 |LTCH non-covered days

MCRIF3? - 8.8.159.0



Health Financial Systems

CENTERPOINTE HOSPITAL

In Lieu of Form ¢M5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA

Hospice
for the
.00 [HMO and
.00 |HMO IPF
.00 |HMO IRF

bgfa1 Adults & Peds. {columns 5, 6, 7 and
8 exclude Swing Bed, Observation Bed and

days)(see instructions for col. 2

portion of LDP room available beds)

other (see instructions)
Subprovider
Subprovider

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

INTENSIVE CARE UNIT

CORONARY CARE UNIT

BURN INTENSIVE CARE UNIT

SURGICAL INTENSIVE CARE UNIT

OTHER SPECIAL CARE (SPECIFY)

NURSERY

Total {see instructions)

CAH visits

SUBPROVIDER - IPF

SUBPROVIDER - IRF

SUBPROVIDER

SKILLED NURSING FACILITY

NURSING FACILITY

OTHER LONG TERM CARE

HOME HEALTH AGENCY

AMBULATORY SURGICAL CENTER {(D.P.)
HOSPICE

HOSPICE (non-distinct part)

CMHC - CMHC

RURAL HEALTH CLINIC

FEDERALLY QUALIFIED HEALTH CENTER
Total (sum of lines 14-26)
observation Bed Days

ambulance Trips

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

Labor & delivery days (see instructions)
Total ancillary labor & delivery room
outpatient days (see instructions)
LTCH non-covered days

6,180

pProvider CCN: 264012

) 3
30,302

Perio

d:
From 01/01/2015
To 12/31/2015

worksheet s-3
part I

pate/Time Prgpared:

ts
0
0
30,302
30,302 0.00
0
0 0.00
0
0 0.00
0.00
0
0
0
0
0

386.00

0.00

.00

386.00
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Health Financial Systems CENTERPOINTE HOSPITAL In Lieu of Form cM5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA pProvider CcN: 264012 |Period; worksheet s$-3

From 01/01/2015 | Part I

To 12/31/2015 | pate/Time Prepared:
. _16/1/2016 2:36 pm

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

8 exclude swing Bed, Observation Bed and

Hospice days)(see instructions for col. 2

for the portion of LDP room available beds)
2.00 |HMO and other {see instructions) 199 353 2.00
3.00 (HMO IPF Subprovider 0| 3.00
4.00 [HMO IRF Subprovider 1] 4.00
5.00 |Hospital Adults & Peds. Swing Bed SNF 5.00
6.00 |Hospital Adults & Peds. Swing Bed NF 6.00
7.00 |Total adults and peds. (exclude observation 7.00

beds) (see instructions)
8.00 |INTENSIVE CARE UNIT 8.00
9.00 CORONARY CARE UNIT 9.00
10.00 |BURN INTENSIVE CARE UNIT 10.00
11.00 |SURGICAL INTENSIVE CARE UNIT 11.00
12.00 |OTHER SPECIAL CARE (SPECIFY) 12.00
13.00 ;NURSERY 13.00
14.00 |Total (see instructions) 0.00 0 526 326 4,418 14.00
15.00 |€CAH visits 15.00
16.00 |SUBPROVIDER - IPF 16.00
17.00 |SUBPROVIDER - IRF 17.00
18.00 |SUBPROVIDER 18.00
19,00 |SKILLED NURSING FACILITY 19.00
20.00 jNURSING FACILITY 20.00
21.00 [OTHER LONG TERM CARE 21.00
22.00 |HOME HEALTH AGENCY 0.00 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 0.00 25.00
2600 |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 |Employee discount days (see instruction) 30.00
31.00 |Employee discount days - IRF 31.00
32.00 |Labor & delivery days (see instructions) 32.00
32.01 |Total ancillary labor & delivery room 32.01

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

MCRTF2? - R.R.150.0



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

RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES Provider CCN: 264012 |Period: worksheet A
From 01/01/2015

TO 12/31/2015 Date/T'lme Prepar'ed
1/2016 2:36 p

"

1.00 [00100|CAP REL COSTS-BLDG & FIXT 149,558 149,558 2,411,107 , 560, 1.00
2.00 |00200(caP REL COSTS-MVBLE EQUIP 516,945 516,945 536,033 1,052,978) 2.00
3.00 |00300{0THER CAF REL COSTS 0 0 0 0ol 3.00
4.00 |G0400] EMPLOYEE BENEFITS DEPARTMENT 167,703 4,071,325 4,239,028 -2,507 4,236,521 4.00
5.00 |DOS00{ADMINISTRATIVE & GENERAL 4,991,996 10,321,728 15,313,724 -1,899,085 13,414,639 5.00
6.00 [00600|MAINTENANCE & REPAIRS 274,385 719,095 993,480 -20,564 972,916 6.00
8.00 [0OBOO|LAUNDRY & LINEN SERVICE 0 116,095 116,095 0 116,095| 8.00
9.00 (00900 HOUSEKEEPING 0 411,519 411,519 0 411,519 9.00
10.00 (01000 DIETARY 331,297 915, 868 1,247,165 0 1,247,165 10.00
11.00 01100/ CAFETERIA 0 0 0 ) 0| 11.00
13.00 |01300|NURSING ADMINISTRATION 797,037 27,215 824,252 -4,126 820,126( 13.00
15.00 |01500( PHARMACY [y 0 0 0 0 15.00
16.00 |01600|MEDICAL RECORDS & LIBRARY 398,236 187,501 585,737 569,690| 16.00
17.00 01700 SOCIAL SERVICE 520,413 9,220 529,63 529,391 17.00

60.00 [06000] LABORATOR o 0 0 0 o 0| 60.00
69.00 |06900] ELECTROCARDIOLOGY 154,377 221,499 375,876 0 375,876| 69.00
630

1,049,783| 73.00

07300/ DRUGS CHARGED TO 731,946 1,050,576 -793

113, 166,418 166,418 -166 ,EIE* 113.00
118 24,314,616 43,133,149 -3,774,970 L 118.00
191.00{19100 RESEARCH 0 0 191.00
191.0119101 COMMUNITY RELATIONS 0 0 0 134,496 134,496{191.01
191.02(19102| RETATL PHARMACY 398,645 3,742,746 4,141,391 -7,176 4,134,215[191.02
191.03{19103|NON HOSPLITAL O/P 0 0 0 3,621,523 3,621,523(191.03
191.04({19104| CHEMICAL DEPENDENCY/S.A.F.E. 1,387,654 453,143 1,840,797 26,127 1,866,924191.04
200, 09 TOTAL (SUM OF LINES 118-192) 20,604,832 28,510,505 49,115,337 0 49,115,337(200.00

mreTEl? - & R 1590



Health Financial Systems

CENTERPOINTE HOSPITAL

In Lieu of Form CMS-2552-10

RECLASSIFTCATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES

00 |00100Q(cAP REL COSTS-BLDG & FIXT
.00 |00200, CAP REL COSTS-MVBLE EQUIP
00 |00300|0THER CAP REL COSTS
EMPLOYEE BENEFITS DEPARTMENT
00 {00500 ADMINISTRATIVE & GENERAL
00 [00600|MAINTENANCE & REPAIRS
.00 |00800|LAUNDRY & LINEN SERVICE
.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 0| SOCIAL SERVICE

[P T PP
=]
S
(=]
(=]
B
="
[~

30.00 [03000]A

LABORATORY
ELLECTROCARDIOLOGY

.00 [09900[cmAc.
101.00 10100 HOME HEALTH AGENCY

113.00(1
118.00

191.00 19100 RESEARCH
191.01|19101| COMMUNITY RELATIONS
191.02{19102|( RETAIL PHARMACY
191.03/15103|NON HOSPITAL O/P
191.04/19104| CHEMICAL DEPENDENCY/S.A.F.E.
200.00 TOTAL (SUM OF LINES 118-199)

769, 864]

0
0
0
0

-3,781,390

-571,151

-5,208,090

period: worksheet A

From 01/01/2015

To 12/31/2015 Date/T'lme Prepared:
6/1/2

6 2:36 pm

Provider CCN: 264012

2,560,665 1.00
1,052,978 2.00
0 3.00
4,236,521 4.00
9,633,249 5.00
972,916 £.00
116,095 8.00
411,519 9.00
1,166,320 10.00
0 11.00

820,126 13.00

0 15.00

564,850 16.00

0
0
0
0
0
0

-5,208,09

4,134,215

1,866,924
43,907,247

MCRTER? - R.R.159.0



Health Financial Systems

CENTERPOINTE HOSPITAL

in Lieu of Form CM5-2552-10

COST CENTERS USED IN COST REPORT

16 AL SERVIG IR
1.00 |CAP REL COSTS-BLDG & FIXT
2.00 |cAP REL COSTS-MVBLE EQUIP
3.00 |OTHER CAP REL COSTS

4.00 |EMPLOYEE BENEFITS DEPARTMENT
5.00 |ADMINISTRATIVE & GENERAL
6.00 |MAINTENANCE & REPAIRS

8.00 |[LAUNDRY & LINEN SERVICE

9.00 |HOUSEKEEPING

10.00 |DIETARY

11.00 |CAFETERIA

13.00 |NURSING ADMINISTRATION

15.00 | PHARMACY

16.00 MEDICAL RECORDS & LIBRARY
SOCIAL SERVICE

ADULTS & PEII)I.(\TRICSw .

60.00 | LABORATORY
69.00 |ELECTROCARDIOLOGY
DRUGS CHARGED TO _PATIENTS

INOMRE
191. 00| RESEARCH
191. 01| COMMUNITY RELATIONS
191.02|RETAIL PHARMACY
191.03|NON HOSPITAL O/P
191 . 04| CHEMICAL DEPENDENCY/S.A.F.E.
200.00| TOTAL (SUM OF LINES 118-199)

FRPATIENT ROUTINE SERVECE COST CENTERS

Provider CCN: 264012

period: workshaat Non-CM5 W

From 01/01/2015

To 12/31/2015 Date/T1me Prepared:
16/1/2016 2:36 pm

MrRTFI? - R.8.159.0



In Lieu of Fort CM5-2552-10
worksheet A-6

Health Financial Systems CENTERPOINTE HOSPITAL

RECLASSIFECATIONS Provider CCN: 264012 |Perio
From 01/01/2015
Te 12/31/2015 | pate/Time Prepared:
6/1/2016 2:36 pm

1.00 |[ADMINISTRATIVE & GENERAL 5.00 0 36,972 1.00
2.00 0.00 0 0 2.00
3.00 0.00 0 0 3.00
4.00 0.00 0 0 4.00
5.00 0.00 0 0 5.00
6.00 0.00 0 0 6.00
7.00 0.00 0 0 7.00
8.00 0.00 0 0 B3.00
9.00 0.00 0 4] 9.00
woo | 0.00| 0 0 10.00

TOTALS

B - RECLAGS SHORT 7 LONG TERM I EASES
1.00 [CAP REL COSTS-BLDG & FIXT 1.00 0 2,267,905 1.00
2.00 [CAP REL COSTS-MVELE EQUIP 2.00 0 49,442 2.00
3.00 0. o, 3.00
4.00 0. 0 4.00
5.00 0. b 5.00
6.00 0. 0 6.00
7.00 0. 0 7.00
$.00 0, 0! 8.00

0,

1.00 1.00
1.00 1.00
1.00 1.00
2.00 2.00
1.00 1.00
1.00 1.00
1.00 1.00
1.00 1.00
2.00 2.00
1.00 1.00
1.00 1.00
2.00 2.00
1.00 . 1.00

TOTALS 683,874 0
500.00 |crand Total: Increases 2,903,524 5,010,555 500.00

MCRIF32 - 8.8.159.0



Health

Financial Systems

CENTERPOINTE HOSPITAL,

In Lieu of Form (M5-2552-10

RECLAS

[t N B - TRV RS VR )
o
L=

00~ Oh L R
[
(=]

1.00
2.00

1.00
2.00

500.00

SIFICATIONS

EMPLOYEE BENEFITS “DEPARTMENT
NURSING ADMINISTRATION
MEDICAL RECORDS & LIBRARY
SOCIAL SERVICE

ADULTS & PEDIATRICS

DRUGS CHARGED TO PATIENTS
CLINIC

RETAIL PHARMACY

CHEMICAL DEPENDENCY/S.A.F.E.
MAINTENANCE & REPAIRS

EMPLOYEE BENEFITS DEPARTMENT
ADMINISTRATIVE & GENERAL
MAINTENANCE & REPAIRS
NURSING ADMINISTRATION
MEDICAL RECORDS & LIBRARY
ADULTS & PEDIATRICS

CLINIC

RETAIL PHARMACY

.00 0 197 0
00 0 19 0
.00 0 251 0
-00) 0 242 0
00 0 185 0
00 0 793 0
.00 0 33,651 0
.02 0 1,586 G
04 0 28 0
00 Q 20 0

Provider CCN: 264012 |Per

From 01/01/2015

To 12/31/2015 Date/T1me Prepared:
6/1/2016 2:36 pm

worksheet A-6

QWo~ WU & W
=]
(=]

=

1,724,559 16
20,544 0
4,107 0
15,796 0
560 0
543,881 0

0

DNV h W
(=3
(=}

1.00
2.60

1.00
2.00

1.00
2.00

683,874

Grand Total: Decreases

\ 2,903,524 5,010,555

500.00

mMeRTEY? - R R.O1IRG.0



Health

Financial Systems

CENTERPOINTE HOSPITAL

In Ljeu of Form CMS-2552-10

RECLASSIFICATIONS

1.00
.00
.00
.00
.00
.00
.00
.00

10.00

.00
.00

.00
.00

.00

.00

.00

.00

.00

.00
.00

.00

.00

.00

.00

ADMINISTRATIVE &
GENERAL

TOTALS
G- BECLASS SHOAT ok
CAP REL COST5-BLDG &
FIXT

CAP REL COSTS-MVBLE
EQUIP

CHEMICAEH
DEPENDENCY/S.A.F.E.

CAP REL COSTS-BLDG &
FIXT
CAP REL COSTS-MVBLE

\EQUIP__
TOTALS

Provider CCN: 264012

Perio worksheet A-6

From 01/01/2015 Non-cms worksheet
12/31/2015 Date/Tme Prepared:
1 016 2: 36_/ gm

To

CAP REL COS5TS-MVBLE

EQuIe_

TOTALS

TOTALS

5.00 36,972|EMPLOYEE BENEFITS 4. 00) 0 “197] 1.00
DEPARTMENT
0. 00| 0 QINURSING 13.00 ) 19 2.00
ADMINISTRATION
0.00] 8] O[MEDICAL RECORDS & 16.00 0 251 3.00
LIBRARY
0.00 0 0|S0CIAt. SERVICE 17 .00 0 242 4.00
0.00 0 O0JADULTS & PEDIATRICS 30.00 0 185 5.00
0.00] 0 0|DRUGS CHARGED TO 73,00 0 793 6.00
PATIENTS
0.00 0 Q|CLINIC 90.00 0 33,651 7.00
0.00 0 O|RETAIL PHARMACY 191.02 0 1,586 8.00
0.00 0 O|CHEMICAL 191.04 0 28, 9.00
DEPENDENCY/S.A.F.E.
IMAINTENANCE & REPAIRS | 6.00
ke TOTALS
1.00 0 3 267, 905|EMPLOVEE BENEFITS 4.00 of
DEPARTMENT
2.00 0 49,442|ADMINESTRATIVE & 5. 00| 4] 1,724,559 2.00
GENERAL
0.00 0 O|MAINTENANCE & REPAIRS 6,00 0 20,544 3.00
0.00 0 OiNURSING 13.00 0 4,107] 4.00
ADMINISTRATION
0.00 0 Q{MEDICAL RECORDS & 16.00 0 15,796 5.00
LIBRARY
0.00 0 0|ADULTS & PEDIATRICS 30.00 0 560/ 6.00
.00 ¢ D|CLINIC 0 543,881 7.00
0 ORETAIL PHARMACY 0 8.00
0
1.00
1.00
1.00
1.00
1.00
1.00
1.00
2.00
________ 1.00
65 599{TOTALS
72,852 |ADMINISTRATIVE & 362,282 1.00
GENERAL
0 229,430 0.00 0 i 2.00
“““““ 302, 282 28
1.00
_______________________ }___4—_-#__.*__
683,874 0] TOTALS 683,874

mroTC1?

2 R 154G N



Health Financial Systems CENTERPOINTE HOSPITAL
RECLASSIFICATIONS

Provider CCN: 264012 | Period:

In Lieu of Form CM5-2552-10
worksheet A-6

From 0i/01/2015 Non-CMS Worksheet
To  12/31/2015 ga}eéTime Prepared:
m

016 2:36

Os 1e
500.00 [Grand Total: 2,903,524 5,010,555/Grand Total: 2,903,524 5,010,555 500.00
Increases Decreases

MCRIF3? - 8.8.152.0



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

RECONCILIATION OF CAPITAL COSTS CENTERS Provider CCN;: 264012 |period: worksheet A-7

From 01/01/2015 | Part I

To 12/31/2015 | pate/Time Prepared:
] | 6/1/2016 2:36 pm

1.00 jLand 0 0 0 0 ol 1.00
2.00 |Land Improvements 0 0 0 Q 0] 2.
3.00 |Buildings and Fixtures 0 0 0 0 0| 3.
4.00 |Building Improvements 1,472,042 113,026 0 113,026 0| 4.
5.00 |[Fixed Equipment 0 4] 0 0 0| 5.
6.00 [Movable Equipment 4,701,921 289,891 0 289,891 0| 6.
7.00 |HIT designated Assets 0 0 0 0 o 7.
8.00 |subtetal (sum of lines 1-7) 6,173,963 402,917 0 402,917 ol 8.
9.00 |Reconciling Items 0 0 0 0 0| 9.
1 Total (line 8 minus Tine 9) 6,173,963 402,917 402,917 0] 10

~“.$“~ ko 5&5&0 RN
1.00 (Land 0 1] 1.00
2.00 |Land Improvements 0 0 2.00
3.00 |Buildings and Fixtures 0 0 3.00
4.00 |Building Improvements 1,585,068 0 4.00
5.00 |Fixed Equipment 0 0 5.00
6.00 |[Movable Equipment 4,991,812 0 6.00
7.00 |HIT designated Assets 0 0 7.00
8.00 |subtotal (sum of lines 1-7) 6,576,880 0 8.00
9,00 |Reconciling Items 0 0 9.00
10.00 |Total (1ine 8 minus 1ine 9) 6,576,880 0 10.00

MCRTFR? - R.8.159.0



CENTERPQINTE HOSPITAL

In Lieu of Form CM5-2552-10

Health Financial Systems
RECONCILIATION OF CAPITAL COSTS CENTERS

Provider CCN: 264012

period:
From 01/01/2015

TO

1273172015

worksheet A-7
part IT
pate/Time Prepared:

A = RECONGTLENTION
1.00 |cAP REL COSTS-BLDG & FIXT
2.00 |CAP REL COSTS-MVBLE EQUIP

|Total {sum of lines 1-2)

BART ECONCILT) |
1.00 |CAP REL COSTS-BLDG & FIXT
2.00 |CAP REL COSTS-MVBLE EQUIP
2.00 |Total (sum of 1ines 1-2)

B CAPT

6/1/2016 2:36 pm

149,558
516,945
666,503

(o))

MCRIF3? - 8.8.159.0



Health Firancial Systems CENTERPQINTE HOSPITAL

In Lieu of Form ¢mMS-2552-10

RECONCILIATION OF CAPLITAL COSTS CENTERS Provider CCN: 264012

Period:
From 01/01/2015
TO 12/31/2015

Worksheet A-7
part IIT

pate/Time Prepared:

136 pm

6/1/2016 2

!

ARE, TTE v RECONCTLIATL
CAP REL COSTS DG &
CAP REL COSTS-MVBLE EQUIP

1,585,067
4,991,812

Total (sum of lines 1-2) ] ‘ 6,576,879

PART EL NCTEEAT]
CAP REL COSTS-BLOG & FIXT
CAP REL COSTS-MVBLE EQUIP
Total (sum of lines 1-2)

o

REGONCE

1.00 |CAP REL COSTS-BLDG & FIXT 0 70,350
2.00 |CAP REL COSTS-MVELE EQUIP 0 257,161 229,430
0 327,511 302,282

3.00 |Total (sum of Tines 1-2}

0. 241006
0. 758994
1.000000

149,558
516,945

03|

2,267,905
49,442

. 560, 665
1,052,978
3,613,643

W RN

.00
.00
.00

MCRTFR? - 8.8.159.0



Health Financial Systems

CENTERPOINTE HOSPITAL

Tn Lieu of Form CM5-2552-10

ADJUSTMENTS TO EXPENSES

Provider CCN: 264012 |Period:
From 01/01/2015

TO

i

12/31/2015

worksheet A-8

Date/Time Prepared:
6/1/2016 2:36 pm

1.00 |[Investment income - CAP REL OlcAP REL COSTS-BLDG & FIXT 1. o]
COSTS-BLDG & FIXT {(chapter 2)

2.00 |[Investment income - CAP REL 0|CAP REL COSTS-MVBLE EQUIP 2.00 0 2.00
COSTS-MVBLE EQUIP (chapter 2)

3.00 |Investment income - other 0 0.00 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 Q 0. 00 0l 5.00
expenses (chapter 8)

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

7.00 |Telephone services (pay 0 (.00 o 7.00
stations excluded) (chapter
21)

8.00 |Television and radio service 0 0. 00 0 8.00
(chapter 21)

3.00 {parking lot (chapter 21) 4] 0.00 0] 9.00

10.00 |Provider-based physician A-8-2 -2,872,717 0 10.00
adjustment

11.00 isale 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 -72,364|DIETARY 10.00 0l 14.00

15.00 |Rental of quarters to employee 0 .00 0] 15.00
and others

16.00 |sale of medical and surgical 0 ¢.00 0| 16.00
supplies to other than
patients

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

18.00 |sale of medical records and B -4, 840|MEDICAL RECORDS & LIBRARY 16.00 0| 18.00
abstracts

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

20.00 |vending machines B -B8,481|DIETARY 10.00 ¢ 20.00

21.00 |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 Oi**= cost Center Deleted *** 65.00 23.00
therapy costs in excess of
Timitation (chapter 14}

24.00 jadjustment for physical A-8-3 pl=** cost Center beleted *** 66.00 24.00
therapy costs in excess of
limitation (chapter 14)

25.00 jutilization review - O*** Cost Center Deleted *** 114.00 25.00
physicians' compensation
{chapter 21)

26.00 |pepreciation - CAP REL 0ICAP REL COSTS-BLDG & FIXT 1.00 0| 26.00
COSTS-BLDG & FIXT

27.00 |pepreciation - CAP REL (Q|/CAP REL COSTS-MVBLE EQUIP 2.00 0] 27.00
COSTS-MVBLE EQUIP

28.00 |Non-physician Anesthetist pl*** Cost Center Deleted *#* 19.00 28.00

29.00 |physicians' assistant 0 0.00 0 29.00

30.00 {Adjustment for occupational A-B-3 pl#*= cost Center Deleted *** 67.00 30.00
therapy costs in excess of
Timitation (chapter 14}

30.99 |Hospice (non-distinct) (see O|ADULTS & PEPIATRICS 30.00 30.99
instructions)

31.00 |adjustment for speech A-8-3 ol#** Cost Center Deleted *** 68.00 31.00
pathology costs in excess of
limitation (chapter 14)

32.00 |CAH HIT adjustment for 0 0.00 0. 32.00
pepreciation and Interest

33.00 |SBH SERVICE AGREEMENT B -219,621{ADMINISTRATIVE & GENERAL 5.00 of 33.00

33.01 |SPH SERVICE AGREEMENT B ~208,019/ADMINISTRATIVE & GENERAL 5.00 o} 33.01

MCRTF3? - 8.8.159.0



Health Financial systems CENTERPOINTE HOSPITAL In Lieu of Form CmMs-2552-10

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

From 01/01/2015

To  12/31/2015 | pate/Time Prepared:
_ e 6/1/2016 2:36 pm

MINN SERVICE AGREEMENT B -27,396/ADMINISTRATIVE & GENERAL .00 33.02
OTHER INCOME SBH DISTRIBUTION B -40, 000}ADMINISTRATIVE & GENERAL 5.00 0| 33.03
GAIN ON SALES A -238,287ADMINISTRATIVE & GENERAL 5.00 0l 33.04
DONATIONS & GIFTS B -25, 87LIADMINISTRATIVE & GENERAL 5.00 ol 33.05
OTHER INCOME B -55,483|ADMINISTRATIVE & GENERAL 5.00 0f 33.06
BAD DEBT B -4,330, 656/ADMINISTRATIVE & GENERAL 5.00 0 33.07
FRA B 1,967, 088ADMINISTRATIVE & GENERAL 5.00 0; 33.08
LOBBYING EXPENSE A -18, 338/ADMINISTRATIVE & GENERAL 5.00 0 33.09
NON HOSPITAL BAD DEBTS B 946, BY5|ADMINISTRATIVE & GENERAL 5.00 0 33.10
TOTAL (sum of lines 1 thru 49) -5,208,090 50.00
(Transfer to worksheet a,

column 6, 1ine 200.)

(1) pescription - all chapter refarences in this column pertain to CMS pub. 15-1.
(2) Basis for adjustment (see instructians).

A. Costs - if cost, including applicable overhead, can be determined.

B. Amount Received - if cost cannot be determined.
(3) additional adjustments may be made on lines 33 thru 49 and subscripts thereof.
Note: See instructions for column 5 referencing to Worksheet A-7.

MCRIF32 - 8.8.159.0



Health Financial Systems

CENTERPOINTE HOSPITAL

In Liey of Form CM5-2552-10

PROVIDER BASED PHYSICTAN ADJUSTMENT

1.00 5.

2.00 30.00jADULTS & PEDIATRICS
3.00 0.00

4.00 90. (0|CLINTC

5.00 0.00

6.00 0.00

7.00 0.00

8.00 0.00

9.00 0.00

10.00 0.00

Provider CCN: 264012

1,531,702 1,531,702
769,864 769,864
0 0
571,151, 571,151
0 0

0 0

0 0

0 0

0 0

0 0

17, 2,872,717

Perio worksheet A-8-2

From 01/01/2015

To 12/31/2015 Date/‘nme Prepared:

loococoocoocococoo

1 2016 2:36 p

cCooocooooo ol

RN T RN T N |
=)
=]

=
o
o
Q

200.00

w w

W NG W B b
Qoo ooo oo
cooooDOoOoOQw
(=)
(=]

[N aNaNalelvlalap-)

el
==
(O'
o
=)

ADMINTSTRATIVE & GENERAL
ADULTS & PEDIATRICS

CLINIC

ADMINISTRATIVE & GENERAL

1.00 5.00

2.00 30.00[ADULTS & PEDIATRICS
3.00 0.00

4.00 90 . 00|CLINIC
5.00 0.00

6.00 0.00]

7.00 0. 00|

8.00 0. 00

9.00 0.00

10.00 0.00
200.00

[wR e p = === =]

0000000 O0D

coooceooooooof

coococoooccococool

&

[w R o o o e P e o I e
COoOoC Qoo o O

SO0
e R R T
[=
(=]

[
1S =k

0 1,531,702 1.00
0 769,864 2.00
0 0 3.00
¢ 571,151 4.00
¢ 0 5.00
0 0 6.00
0 0 7.00
0 Q 8.00
0 0 9.00
0 0 10.00
0 2,872,717 200.00

MCRIF32 - 8.8.159.0



Health Financial Systems CENTERPOINTE HOSPITAL In Lieu of Form CM5-2552-10
COST ALLOCATION - GEMERAL SERVICE COSTS Provider CCN: 264012 |Period worksheet B
From 01/01/2015 Part T
To 12/31/2015 | Date/Time Prepared:
| 6/1/2016 2 ]

1.00 |0D100({CAP RFL C()STS BLDG & FIXT 2,560,665 1.00
2.00 |00200:CAP REL COSTS-MVBLE EQUIP 1,052,978 2.00
4.00 |00400; EMPLOYEE BENEFITS DEPARTMENT 36,782 15,125 4,288,428 4.00
5.00 |00500(ADMINISTRATIVE & GENERAL 206,483 84,909 788,556 10,713,197 5.00
6.00 |00600|MAINTENANCE & REPAIRS 78,035 32,089 60,743 1,143,785 6.00
8.00 |00BOO|LAUNDRY & LINEN SERVICE 15,480 6, 366 0 137,941| B8.00
9.00 |00900|HOUSEKEEPING 19,481 8,011 0. 439,011 9.00
16.00 |01000|DIETARY 1,166,320 195,749 80,495 73,345 1,515,909 10.00
11.00 [01100|CAFETERIA 0 0 0 0 0} 11.00
13.00 [01300|NURSING ADMINISTRATION 820,126 16,722 6,876 176,454 1,020,178| 13.00
15.00 ;01500 PHARMACY 0 9,520 3,915 0 13,435] 15.00
16.00 |01600{ MEDICAL RECORDS & LIBRARY 564,850 15,452 6,354 88,164 674,820] 16.00
17.00 01700 SOCTAL SERVICE 529,391 _115, 213_ _ 663 256 17.00
30.00 1 513 937i 11 393 407 30.00
60.00 06000 LABORATORY 0 0 60.00
69.00 |06900| ELECTROCARDICLOGY 375,876 34,177 477,186( 69.00
73.00 07300 DRUGS CHARGED TO PATIENTS 1,120,324 73.00
90.00

99.00¢

101. 00]10100} HOME_HE

113.00 .
118.00 3,467,426 32,534,038/118.00
191.00 19100 RESEARCH 0 191.00
191.01/19191| COMMUNITY RELATIONS 134,496 1,656 681 14, 661 151,494 /191,01
191,02{19102| RETAIL PHARMACY 4,134,215 24,889 10,235 88,255 4,257,594{191.02
191.03{19103| NON HOSPITAL O/P 3,621,523 269,783 110,938 410,877 4,413,121(191.03
191.,04{19104| CHEMICAL DEPENDENCY/S.A.F.E. 1,866,924 109, 815 307,209 2,551,000(191.04
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) 43,907,247 1,052,978 4,288,428 43,807,247|202.00

MCRIF32 - 8.8.159.0



Health Financial Systems

CENTERPOINTE HOSPITAL

In Lieu of Form ¢M5-2552-10Q

COST ALLOCATION - GENERAL SERVICE COSTS

provider CCN: 264012 |Perio

00 |00100|CAP REL COSTS-BLDG & FIXT
.00 |00200| CAP REL COSTS-MVBLE EQUIP
.00  |00400| EMPLOYEE BENEFITS DEPARTMENT
00500 ADMINISTRATIVE & GENERAL
.00 |D0600 MAINTENANCE & REPAIRS
.00 |Q0DBOO|LAUNDRY & LINEN SERVICE
.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
01?00 SOCIAL SERVICE

[C=0 C . RV T S N ]
=]
o

LABORATORY
ELECTROCARDIOLOGY
73.00 [073Q0|DRUGS CHARGED TO PATIENTS
OUTPATIENT. SERUEICE COST. CENTERS

19100| RESEARCH
19101 COMMUNITY RELATIONS
191.02|19102 RETAIL PHARMACY
191.03{19103|NON HOSPITAL O/P
191.04|19104| CHEMICAL DEPENDENCY/S.A.F.E,

200.00 Cross Foot adjustments
201.00 pegative Cost Centers
202.00 TOTAL {sum lines 118-201)

10,713,197

369,150 1,512,935
44,520 13,778
141,688 17,340
489,251 174,230

0 0

329,256 14,884
4,336 8,473
217,794 13,754

62

worksheet B

From 01/01/2015 Part I

To  12/31/2015 | Date/Time Prepared
6/1/2016 2:36

1.00

2.00

4.00

5.00

6.00

196,239 8.00
0 598,039 9.00
0 70,317 2,249,707| 10.00
0 0 77,233| 11.00
0 6,007 0f 13.00
0 3,420 €| 15.00
0 5,551 0| 16.00
0 0| 17.00

154,009 42,342
361,578

90.00
99.00

_101.00

“1113.00

118.00

0 0 0/191.00

48,894 1,474 ] 595 0(191.01
1,374,113 22,153 4] 8,941 0(191.02
1,424,308 0 0 0 0|191.03
823,320 237,694 38,784 95,930 376,556(191.04
200.00

0 0 0 0 0{201.00
10,713,197 1,512,935 196,239 598,039 2,249,707 (202.00

MrRTFY? - R.R.15G.0



Health Financial Systems

CENTERPOINTE

HOSPITAL

In Lieu of Form cMs-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

1.60 |00100
2.00 |00200
4.00 |00400
5.00 100500
6.00 (00600
00800
006900
01000
01100
01300
01500
01600

CAP REL COSTS-BIDG & FIXT
CAP REL COSTS-MVBLE EQUIP

ADMINISTRATIVE & GENERAL
MAINTENANCE & REPAIRS
LAUNDRY & LINEM SERVICE
HOUSEKEEPING

DIETARY

CAFETERIA

NURSING ADMINISTRATION
PHARMACY

MEDICAL RECORDS & LIBRARY

191.
19101
19102
19103
191.04(19104
200.
201.
202.

SOCIAL SERVICE

19100

EMPLOYEE BENEFITS DEPARTMENT

INTEREST EXPENSE
SUBTOTALS (sum OF LINES 1-

RESEARCH

COMMUNITY RELATIONS
RETATL PHARMACY
NON HOSPITAL O/P

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

CHEMICAL DEPENDENCY/S.A.F.

117)

E. 10,41

0
77,233

Provider CCN: 264012

worksheet 8
From 01/01/2015 Part I
To

12/31/2015 | pate/Time Prepared:
6 1:2016_2 36 pm

1,374,276

0 915,870

0 0 897,422

0 0 0 0 .
0 0 0 0(191.01
0 0 0 0191.02
0 0 G 0[191.03
217,063 0 40, 887 6,238{191.04
260.00
0 0 0 (|201.00
1,374,276 29,664 915, 870 897,422202.00

MCRTEI? - R.

8.159.0



Health Financial Systems CENTERPQINTE HOSPITAL In Lieu of Form CM5-2552-10
COST ALLOCATION - GENERAL SERVICE COSTS Provider CCN: 264012 |Peri worksheet B
From 01/01/2015 part I
TO 12/31/2015 Date/T'lme Prgpared
6/1/2016 2

1.00 [0OI00]CAP REL COSTS-BLDG & FIXT 1.00
2.00 {00200|CAP REL COSTS-MVBLE EQUIP 2.00
4.00 (00400 EMPLOYEE BENEFITS DEPARTMENT 4.00
5.00 |00500! ADMINISTRATIVE & GENERAL 5.00
6.00 |00600|MAINTENANCE & REPAIRS 6.00
8.00 |00BOO|LAUNDRY & LINEN SERVICE 8.00
9.00 |D0900|HOUSEKEEPING 9.00
10.00 |01000|DIETARY 10.00
11.00 |01100|CAFETERIA 11.00
13.00 [01300|NURSING ADMINISTRATION 13.00
15.00 {01500| PHARMACY 15.00
16.00 |01600{MEDICAL RECORDS & LIBRARY 16.00
17.00 01700 SOCIAL SERVICE - 17.00
L N P ¥ ' e S, T

30.00 30.00
60.00 LABORAT(]RY 0 0 0 60.00
69.00 (06900 ELECTROCARDIOLOGY 691, 344 0 691, 344 69.00
73.00 |07300| DRUGS CHARGED TO PATIENTS 1,513,003 0 1,513,003 i R 73.00

90.00

99.00

101.00
113.00 113.00
118.00 27,806,671 27,806,671| _ |118.00
191.00 19100 RESEARCH 0 0 0 191.00
191.01/19101 COMMUNITY RELATIONS 202,457 0 202,457 191.01
191.02/19102| RETAIL PHARMACY 5,662, 801 0 5,662,801 191.02
191.03(19103|NON HOSPITAL O/P 5,837,429 0 5,837,429 191.03
191.,04|19104| CHEMICAL DEPENDENCY/S.A.F.E. 4,397,889 0 4,397,889 191.04
200.00 Cross Foot Adjustments 0 0 0 200.00
201.00 Negative Cost Centers 0 0 0 201.00
202.00 TOTAL (sum 1ines 118-201) 43,907,247 0 43,907,247 202.00

MCRIF32 - 8.8.159.0



Health Financial Systems CENTERPOINTE HOSPITAL In Lieu of Form_CMS5-2552-10
period: worksheet Non-CMS W
From 01/01/2015
To  12/31/2015 { bate/Time Prepared:
6/1/2016 2:36 pm

COST ALLOCATION STATISTICS pProvider CCN: 264012

1.00 |CAP REL COSTS-BLDG & FIXT 1 SQUARE FEET 1.00
2.00 |CAP REL COSTS-MVBLE EQUIP 1 SQUARE FEET 2.00
4.00 |EMPLOYEE BENEFITS DEPARTMENT 4 GROSS SALARIES 4.00
5.00 [ADMINISTRATIVE & GENERAL -5 CCuM, COST 5.00
6.00 [MAINTENANCE & REPAIRS 2 HOSPITAL SQUARE FEET 6.00
8.00 |[LAUNDRY & LINEN SERVICE 3 PATIENT DAYS 8.00
9.00 |HOUSEKEEPING 2 HOSPLITAL SQUARE FEET 9.00
10.00 |DIETARY 6 MEALS SERVED 10.00
11.00 |CAFETERIA 7 PAID FTE'S 11.00
13.00 |NURSTNG ADMINISTRATION 8 NUR ADMIN FTE 13.00
15.00 | PHARMACY 15 COSTED REQUIS. 15.00
16.00 |MEDICAL RECORDS & LIBRARY 16 IME SPENT 16.00
17.00 |SOCIAL SERVICE 17 IME SPENT 17.00

MrRTE? - R.R.159.0



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

From 01/01/2015 | part II

To 12/31/2015 | Date/Time Prepared:
_6[}_/2016 2:36 pm

GEn

1.00 [00100[caP REL COSTS BLDG & FI)(T 1.00

2.00 |00200{CAP REL COSTS-MVBLE EQUIP 2.00

4.00 |00400, EMPLOYEE BENEFITS DEPARTMENT 0 36,782 15,125 51,907 51,907, 4.00

5.00 |00500) ADMINISTRATIVE & GENERAL 0 206,483 84,909 291,392 9,546: 5.00

6.00 |00GO0IMAINTENANCE & REPAIRS 0 78,035 32,089 110,124 735 6.00

8.00 |00B00jLAUNDRY & LINEN SERVICE 0 15,480 6,366 21,846 0| 8.00

9,00 |00900|HOUSEKEEPING 4] 19,481 8,011 27,492 0] 9.00

10.00 |01000|DIETARY v} 195,749 80,495 276,244 888] 10.00

11.00 |01100|CAFETERIA 0 0 0 0 0| 11.00

13.00 |01300|NURSING ADMINISTRATION 0 16,722 6,876 23,598 2,136| 13.00

15.00 [01500| PHARMACY 0 9,520 3,915 13,435 0| 15.00

16.00 [01600|MEDICAL RECORDS & LIBRARY 0 15,452 6,354 21,806 1,067 16.00
0 13,217 5,435 18,652 _1,395]17.00

06000| LABORATORY
69,00 106900 ELECTROCARDIOLOGY
73.00 07300 DRUGS CHARGED TO PATIENTS
5 | 8 P g m

90.00

9%.00

101.00

113.00 INTEREST EXPENSE

118.00 | SUBTOTALS (SUM OF LINES 1-117)

191.00{19100] RESEARCH 0 0 0 191.00

191.01/19101, COMMUNITY RELATIONS 0 1,656 681 2,337 177(191.01

191.02/19102| RETAIL PHARMACY 0 24,889 10,235 35,124 1,068[191.02

191.03{19103|NON HOSPITAL O/P 0 269,783 110,938 380,721 4,9741191.03

191.04(19104| CHEMICAL DEPENDENCY/S.A.F.E. 0 267,052 109,815 376,867 3,719/191.04

200.00 cross Faot Adjustments 0 200.00

201.00 Negative Cost Centers 0 0 0 0,201.00

202.00 ToTAL (sum lines 118-201) 1] 2,560,665 1,052,978 3,613,643 51,907|202.00

mroTET? _ 8/ R 15G 0



Health Financial Systems

CENTERPOINTE HOSPITAL

In Lie

) of Form _CM5-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

202

.00[1

.00
.01
.02
.03
191.
200.
201.
.00

04
00
4]

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 RECORDS & LIBRARY

06000 LABORATORYV
06900| ELECTROCARDIOLOGY

07300 DRUGS CHARGED T0 PATIENTS
COST CENTER

19100 RESEARCH

19101| COMMUNITY RELATIONS

19102\ RETAIL PHARMACY

19103|NON HOSPITAL 0O/F

19104| CHEMICAL DEPENDENCY/S.A.F.E.
Ccross Foot Adjustments
Negative Cost Centers
TOTAL (sum 1ines 118-201)

300,938
10,370
1,251
3,980/
13,743
0
9,249

1,373
38,599
40,009
23,127

0
300,938

Provider CCN: 264012

121,229
1,104
1,389

13,961
0
1,193
679
1,102

943

period:
From 01/01/2015
To  12/31/2015

worksheet B
Part II

pate/Time Prepared:

167172016 2:36 o

308,700
10,598
0

0 4]

118 0 13 (]
1,775 G 491 0
0 0 0 0
19,046 4,783 5,271 51,670
0 0 0 0
121,229 24,201 32,861 308,700

191.
191.
191.
191.
200.
201.
202.

MCRTF3IZ - 8.8.159.0



Health Financial Systems

CENTERPOINTE HOSPITAL

In Lieu of Form (MS-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

O[CAP REL COSTS.BLDC & 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
SERVICE”_

65000
69.00 |06900
73.00 9_7300

90.00 09000
GTHER
99,00 (09900
1 100

19100
191.01{19101
191.02(19102
191.03|19103
191.04|19104

202.00

LABORATORY

ELECTROCARDIOLOGY

DRUGS CHARGED TD PATIENTS

CLINIC

“REIMBURSABLE 1

CMHC

HOME HEALTH AGENCY
RS LA—

RESEARCH
COMMUNITY RELATIONS

RETAIL PHARMACY

NON HOSPITAL O/P

CHEMICAL DEPENDENCY/S.A.F.E.
Cross Foot Adjustments
Negative Cost Centers

TOTAL (sum lines 118-201)

1,42

10,598

frovider CCN: 264012 |Per

worksheet B
From 01/01/2015 part II

0 o] 0 0

0 0 0 0

0 Q 0 0

0 0 0 0
5,852 0 1,381 193
g 0 0 ]
37,048 14,424 30,940 27,757

113.
118.

191.
191.
191.
191.
191.
200.
201.

202.

To  12/31/2015 | Date/Time Prepared:
_6/1/2016 2:36 pm
: (4

mMrRTEL? - R.B.159.0



Health Financial Systems CENTERPOQINTE HOSPITAL In Lieu of Form CMS-2552-10
ALLOCATION OF CAPITAL RELATED COSTS Provider CCN: 264012 |Period: worksheet 2
From 01/01/2015 | Part II
To 12/31/2015 | Date/Time Prepared:
6/1/2016 2:36

1.00 [00100[CAP REL COSTS -BLDG & FIXT 1.00
2.00 |00200{CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |00400| EMPLOYEE BENEFITS DEPARTMENT 4,00
5.00 |00500|ADMINISTRATIVE & GENERAL 5.00
6.00 |00B0Q|MAINTENANCE & REPAIRS g

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

01700 SOCIAL SERVICE__
N ROUT BERVI

LABORATORY
ELECTROCARDIOLOGY
DRUGS CHARGED TO PATIENTS

90.00 osoqm N I
DTHER -REIMBORSABLE COST CENTE

2,613,506
. 19100 RESEARCH 0 .
191.01{19101| COMMUNITY RELATIONS 4,038 0 4,038 191.01
191.02|19102| RETAIL PHARMACY 77,057 0 77,057 191.02
191.03[19103|NON HOSPITAL O/P 425,704 0 425,704 191.03
191.04(19104| CHEMICAL DEPENDENCY/S.A.F.E. 493,338 0 493,338 191.04
200.00 cross Foot Adjustments 0 0 0 200.00
201.00 Negative Cost Centers 0 0 0 201.00
202.00 ToTAL (sum lines 118-201) 3,613,643 0 3,613,643 202.00

MCRIF3Z - 8.8.159.0



Health Financial Systems CENTERPOINTE HOSPITAL in Liey of Form CMS-2552-10

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

From 01/01/2015

To 12/31/2015 i bate/Time Prepared:
1 B6/1/2016 2:36

1.00 [00100{cAP REL COSTS-BLDG & FIXT 92,799 1.00
2.00 |00200|caP REL COSTS-MVBLE EQUIP 92,799 2.00
4.00 |00400| EMPLOYEE BENEFITS DEPARTMENT 1,333 1,333 19,370,748 4.00
5.00 |00500|ADMINISTRATIVE & GENERAL 7,483 7,483 3,561,888 -10,713,197 33,194,050 5.00
6.00 ]00BO0|MAINTENANCE & REPAIRS 2,828 2,828 274,385 0 1,143,785 6.00
8.00 |GOROD{LAUNDRY & LINEN SERVICE 561 561 0 0 137,941| 8.00
9.00 |00900| HOUSEKEEPING 706 706 0 0 439,011 9.00
10.00 |01000|DIETARY 7,094 7,094 331,297 0 1,515,909( 10.00
11.00 [01100 CAFETERIA 0 4] 0 0 0| 11.00
13.00 {01300 NURSING ADMINISTRATION 606 606 797,037 0 1,020,178| 13.00
15.00 (01500 PHARMACY 345 345 0 0 13,435| 15.00
16.00 |01600:MEDICAL RECORDS & LIBRARY 560 560 398,236 0 674,820| 16.00
i7.00 CIAL SERVICE 520,413 0 663, 17.00
30.00 11,393,407 30.00
60.00 |06000 LABORATDRY 0 0| 60.00
69.00 |06900| ELECTROCARDIOLOGY 1,724 154,377 477,186| 69.00
73.00 07300 DRUGS CHARGED TO PATIENTS 318,630 1,120,324| 73.00
90.00 2,015,675] 3,221,589| 90.00
99.00 99.00
101.00 101.00
113.00 113.00
118.00 72,382 15,662,300 -10,713,197 21,820,841/118.00
191.00 Y RESEARCH 0 0 0 0[191.00
191.01{19101 COMMUNITY RELATIONS 60 66,225 0 151,494(191.01
191.02|19102| RETAIL PHARMACY 902 398,645 Q 4,257,594(191.02
191.03|19103| NON HOSPITAL O/F 9,777 9,777 1,855,924 0 4,413,121/191.03
191.04|19104| CHEMICAL DEPENDENCY/S.A.F.E. 9,678 9,678 1,387,654 0 2,551,000(191.04
200,00 Ccross Foot Adjustments 200.00
201.00 Negative Cost Centers 201.00
202.00 Cost to be allocated (per wkst. B, 2,560,665 1,052,978 4,288,428, 10,713,197|202.00
Part 1)
203.00 vnit cost multiplier (wkst. B, Part I} 27.593670 11.346868) 0.221387 (.322744)|203.00
204.00 cost to be allocated (per wkst. 8, 51,907 300,938/|204.00
Part II)
205.00 unit cost multiplier (wkst. B, Part 0.002680 ¢.009066205.00
I1)

MCRTF32 - 8.8.159.0



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

COST ALLOCATION - STATISTICAL BASIS Provider CCN: 264012 |peric worksheet B-1
From 01/01/2015

To 12/31/2015 Da.te/Tme Pr‘gpared
6/1/2

1.00 [00100}CAP REL COSTS-BLDG & FIXT 1

2.00 |00200|CAP REL COSTS-MVBLE EQUIP 2.00
4,00 |00400|EMPLOYEE BENEFLTS DEPARTMENT 4.00
5.00 |00500{ADMINISTRATIVE & GENERAL 5.00
6.00 |0O600|MAINTENANCE & REPAIRS 61,601 6.00
8.00 |00BOO|LAUNDRY & LINEN SERVICE 561 37,862 8.00
9.00 (00900 HOUSEKEEPING 706 0 60,334 9.00
10.00 (01000 DIETARY 7,094 0 7,004 135,769 10.00
11.00 |01100| CAFETERIA 0 0 0 4,661 215| 11.00
13.00 |01300{NURSING ADMINISTRATION 606 0 606 11| 13.00
15.00 |01500] PHARMACY 345 o] 345 0) 15.00
16.00 01600 MEDICAL RECORDS & LIERARY 560 0 560 11| 16.00
17.00 01700 SDCIAL SERVICE 0 479 10! 17.00

P 'NE SER L
ADULTS PEDIATRICS

30.00 03000 S & |
RNEILLARY SERVIGE LOST CENTER
60.00 06000 LABORATORY
69.00 |06900| ELECTROCARDIOLOGY 1,724 1]
73.00 [07300| DRUGS CHARGED TO PATIENT
GRITRATIENT SERVICE COST CEN
90.00 09000

UTHE
99.00 {09900
101.00]10100)
113.00 .INTEI.IEST. EXPENSE
118.00 __SUBTOTALS (SUM OF LINE 1 36
191.00{19100 RESEARCH 0 0 0 0 ¢
191.01(19101| COMMUNITY RELATICNS 60 0 60 0 0
191.02]19102| RETAIL PHARMACY 902 o 902 0 0
191.03|19103{ NON HOSPITAL O/P 0 [¢] 0 0 0 .
191.04|19104| CHEMICAL DEPENDENCY/S.A.F.E, 9,678 7,483 9,678 22,725 29/191.04
200.00 Cross Foot Adjustments 200.00
201.00 Negative Cost Centers 201.00
202.00 cost to be allocated (per wkst. B, 1,512,935 196,239 598,039 2,249,707 77,233;202.00
pPart I)
203.00 Unit cost multiplier (wkst. 8, Part I) 24.560234 5.183007 9,912139 16.570108 359.223256(203.00
204.00 cost to be allocated (per wkst. B, 121,229 24,201 32,861 308,700 10,598(204.00
part II)
205.00 ynit cost multiplier {Wkst. B, Part 1.967971 0.639190 0.544651 2.273715 49.293023(205.00
iI)

a3 ¢ o 188 N



In Lieu of Form ¢mM5-2552-10

Health Financial Systems CENTERPOINTE HOSPITAL
COST ALLOCATION - STATISTICAL BASIS Provider CCN: 264012 |Period: worksheet B-1
From 01/01/2015
TO 12/31/2015 | pate/Time Prepared:
6/1/2016 2:36 pm
1.00 |00100{cAP REL €OSTS-BLDG & FIXT 1.
2.00 |00200;CAP REL COSTS-MVBLE EQUIP 2.60
4.00 |00400|EMPLOYEE BENEFITS DEPARTMENT 4.00
5.00 |00SOO|ADMINISTRATIVE & GENERAL 5.00
6.00 |00600|MAINTENANCE & REPAIRS 6.00
8.00 [0OBQO|LAUNDRY & LINEN SERVICE 8.00
9.00 (00900 HOUSEKEEPING 9.00
10.00 ;01000| DIETARY 10.00
11.00 101100| CAFETERIA 11.00
13.00 |01300| NURSING ADMINISTRATION 3,125 13.00
15,00 |91500; PHARMACY 0 100 15.00
16.00 |01600|MEDICAL RECORDS & LIBRARY 0 0 16.00
17.00 01?00 SOCIAL SERVICE 1,007 17.00
30.00
60.00 LABORATORY
69.00 |06900| ELECTROCARDIOLOGY
73.00 DRUGS CHARGED T0
90.00
99._00
101.00
113.00 113.00
118.00 _J118.00
191.00 RESEARCH 0 0 0 191.00
191.01(/19101} COMMUNITY RELATTIONS 0 0 0 0 191.01
191.02|19102| RETAIL PHARMACY 0 [} 0 0 191.02
191.03|19103|NON HOSPITAL O/P 0 0 0 0 191.03
191.04|19104| CHEMICAL DEPENDENCY/S.A.F.E. 5,232 0 5 7 191.04
200.00 Cross Foot Adjustments 200.00
201.00 Negative Cost Centers 201.00
202.00 cost to be aliocated (per wkst. B, 1,374,276 29,664 915,870 897,422 202.00
part I)
203.00 unit cost multiplier {(wkst. B, Part I} 41.487577 296.640000; 8,177.410714 891.183714 203.
204.00 cost to be allocated (per wkst. B, 37,048 14,424 30,940 27,757 204.
part II)
205.00 unit cost multiplier (wkst. B, Part 1.118430 144.240000 276. 250000 27.564052 205.
I1)

MCRTFI? - &.8.159.0



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

COMPUTATION OF RATIO OF COSTS TO CHARGES Provider CCN: 264012 |reriod: worksheet C
From 01/01/2015| Part T

To 12/31/2015 | pate/Time Prepared:
6/1/2016 2:36 pm

Title XIX Hos| 1ta1 Cost

o 20,837,791

30.00 [03000]ADUL [ 20,837,791

£0.00 [06000 LABORATORY-”J
$9.00 |06900| ELECTROCARDIOLOGY
73.00 CHARGED 0 PATIENTS

90.00 |t

99. 00
101.00/10100|

SPECTAL Pl {
113.00{11300| INTEREST EXPENSE
200.00 subtotal {see instructions) 27,806,671
201.00 Less Observation Beds 0
202.00 Total (see instructions) 27,806,671

113.00
27,806,671 0 27,806,671|200.00
0 0(201.00
27,806,671 0 27,806,671/202.00

wmrrTE? - R.R.1GG.0



Health Financial Systems CENTERPOINTE HOSPITAL In Lieu of Form ¢M5-2552-10
COMPUTATION OF RATTO OF COSTS TO CHARGES Provider CCN; 264012 | Period: worksheet C

From 01/01/2015{ Part I

To 12/31/2015 | Date/Time Prepared:
6/1/2016_2:36 pm
Hospital Cost

Title XIX

30.00 |030

) 0000000 0. 060000

60.00 [06000 LABORATORY 60.00
69.00 06300 ELECTROCARDIOLOGY 1,382,724 2,840,480 4,223,204 0.163701 0.000000| 69.00
73.00 07300 DRUGS CHARGED TO PATIENTS 4,135,421 353,832 4,489,253 0. 337028 0 000000| 73.00
90.00 ' ' ~6.000000| 90.00

0"210083[ '

99.00 09900 CMHC

101.00 10100 HOME _HEALTH AGENC_Y_ 101.00

“1113.00

113.00 11300 INTEREST EXPENSE

200.00 subtotal (see instructions) 32,378,398 58,251,989 200.00
201.00 Less Observation Beds 201.00
202.00 Total (see instructions) 32,378,398 58,251,989 202 .00

MCRIF32 - §.8.159.0



Health_Financial Systems

CENTERPOINTE HOSPITAL

In iieu of Form CmS-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES

Provider CCN;: 264012

Period:
Frem 01/01/2015
Te 12/31/2015

worksheet C

Part I

pDate/Time Prepared:
6/1/2016 2:36 pm

69.00
73.00

Title XIX

Hospital

Cost

0.000000
0.000000

90.00 [09000];

99.00
101.00|10100| HOME HEALTH AGENCY
SPECTAL FURPOSE CUST CENT
113.00;11300| INTEREST EXPENSE
200.00 subtotal (see instructions)
201.00 Less Observation Beds
202.00 Total (see instructions)

101,00

113.00
200.00
201.00
202.00

MCRTF3? - B.8.159.0



Health Financial Systems CENTERPQINTE HOSPITAL

In Lieu of Form CM5-2552-10

CALCULATION OF OUTPATIENT SERVICE COST TO CHARGE RATIOS NET OF
REDUCTIONS FOR MEDICATID ONLY

Provider €CN: 264012 |Period:

From 01/01/2015
To 12/31/2015

worksheet C

part II

pate/Time Prepared:
6/1/2016 2:36 pm

Cost.

Hospital
qtal

615,040
1,487,371

99.00 [09900]cy
101.00/10100]

EPECTAL b : }
113.00/11300! INTEREST EXPENSE

200.00 subtotal (sum of lines 50 thru 199) 6,968, 880
201.00 Less Observation Beds Q
202.00 Total (1ine 200 minus line 201) 6,968, 880

657,631

759,567
0
759,567

6,209,313
0
6,209,313

(=]

113.00
200.00
201.00
202.00

[ R ]

MreTEY? - R R 1590



CENTERPQINTE

HOSPITAL

In Lieu of Form CMS-2552-10

Health Financial Systems

CALCULATION OF OUTPATIENT SERVICE COST TO CHARGE RATIOS NET OF provider CCN: 264012 Perim(i):l/m/zo15 worlésheet C
REDUCTIONS FOR MEDICAID ONi From Part 11
Fo LY To 12/31/2015 | pate/Time Prepared:

6/1/2016 2:36 pm

ANETLE LS ERVIL
06000| LABORATORY

60.00

69.00 (06900 ELECTROCARDIOLOGY

73.00 107300 PRUGS CHARGED TO PATIENTS
GUTPATEENT - SERVICE 0 N

90.00 [0900Q[CLINIC ]
FFHER RE TMBURGABE S COST CENTERS

99.00 |09900| CMHC

101.00[10100 HOME HEALTH AGENCY

113.00{11300| INTEREST EXPENSE

691, 344

4,764,533

Hospital

Cost

0.000000
0.163701

22,679,279

0.000000
000000

31,391,736
¢

200.00 subtotal (sum of 1lines 50 thru 199) 6,968, 880
201.00 Less Observation Beds 0
202.00 Total (1ine 200 minus line 201} 6,968,880

31,391,736

_Jro1.

T113.
200.
201.

202.

MroTEL? - R R 1590



Health Financial Systems CENTERPOINTE HOSPITAL In ijeu of Form cM5-2552-10

APPORTIONMENT OF INPATIENT ROUTINE SERVICE CAPITAL COSTS

provider €cN: 264012 |period: worksheet D

From 01/01/2015!Part I

TO 12/31/2015 | pate/Time Prepared:
6/1/2016 2:36 pm

1,853,939
1,853,939

' : RI 3,760
200.00|Total (lines 30-199) 3,760

Title XIX Hospital

1°853,0939 ““§1.18] 30.00
1,853,939

230,037
230,037

MCRIF3Z - 8.8.159.0



Health Financijal Systems CENTERPOINTE HOSPITAL In Lieu of Form CMS-2552-10
APPORTIONMENT OF INPATIENT ANCILLARY SERVICE CAPITAL COSTS Provider CCN: 264012 | Period: worksheet D

From 01/01/2015 | Part II

To 12/31/2015 | pate/Time Prepared:
6/1/2016 2:36 pm

60.00 0000000
0.018068 69.00
0.005710 73.00
90.00 0.028997 0 90.60
200.00 305,281 1,743[200.00

MCRIF32 - 8.8.159.0



CENTERPOINTE HOSPITAL

Tn Lieu of Form CMs-2552-10

Health Financial Systems

APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS Provider €CN: 264012

Period:

worksheet D

From 01/01/2015 | pPart III
To  12/31/2015 | pate/Time Prepared:
6/1/2016 2:36_pm

30.00
200

LENPA] FTINE: SER’

Cel pe

30.00 |03000[ADULTS & PEDIATRICS
) Total (lines 30-199)
, e

"30,302 3,760
30,302 _ 3,760

30.00

[=]
1o ok

wroTE? - R R 150.0



In Lieu of Form cM5$-2552-10

Health Financial Systems CENTERPQINTE HOSPITAL .
APPORTIONMENT OF INPATIENT/QUTPATIENT ANCILLARY SERVICE QTHER PASS Provider CCN: 264012 |period: worksheet D
THROUGH COSTS From 01/01/2015} Part 1V
To 12/31/2015 | Date/Time Prepared:
_ 6/1/2016 2:36 pm
_Title XIX Hospital _ ___Cost
hool Al aFl tEhar . 1 Yo :

60.00 |06000| LABORATORY
69.00 |06800| ELECTROCARDIOLOGY

! 73.00

90.00
200.00

MCRIF32 - 8.8.159.0



Health fFinancial Systems CENTERPOINTE HOSPITAL

In Lieu of Form (MS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider ¢CN: 264012 |Period: worksheet D
THROUGH COSTS From 01/01/2015 | Part IV
To 12/31/72015 | Date/Time Prepared:

6/1/2016 2:36 pm
__cost

Hospital

60.00
69.00
73.00

0.000000
0.000000
0.000000

1 SERVECE CORT L

60.00 LABORATORY

69.00 |06900| ELECTROCARDIOLOGY
TO_PATIENTS

o 0.000000
4,223,204 0.000000
000

90.00
305,281[200.00

0.000000

0.000000

of 22,679,279
Total (lines 50-199) 0 31,391,736

200.00

MCRIF3I2 - B.8.159.0



Health Financial Systems CENTERPOINTE HOSPITAL

In Lieu of Form CMS-2552-10

APPORTIONMENT OF INPATIENT/QUTPATIENT ANCILLARY SERVICE OTHER PASS
THROUGH COSTS

provider €CN: 264012

Per

worksheet D

From 01/01/2015 Part Iv
To 12/31/2015 | bate/Time Prepared:

6/17/2016 2:36 pm__

60.00 06000 LABORATORY
69.00 |06900| ELECTROCARDIOLOGY
73.00 07300 DRUGS CHARGED TO PATIENTS

90.00 09000 CLINIC
200.00 Total (lines 50-199)

Cost

| 73.00

| 90.00
200.00

MRTF3? - B.8.159.0



Health Financial Systems CENTERPOINTE HOSPITAL In Lieu of Form CM5-25532-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 264012 |Period: worksheet D
THROUGH COSTS From 01/01/2015 | Part 1V

To  12/31/2015 | Date/Time Prepared:
6/1/2016 2:36 pm

_Cost

Title XIX _Hospital

\NCTHLAR ; i
60.00 [06000] LABORATORY ' 60.00
69,00 {06900 EL ECTROCARDIOLOGY 69.00
73.00 [07300 DRUGS CHARGED_TQ 73.00
BUTPATIENT SERVICE
90.00 |09000; CLINIC 90.00
200. 00| Total {lines 50-199) 200.00

mreTER? - R.R.159.0



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

From 01/01/2015 | Part Vv

To 12/31/2015 | bate/Time Prepared:
6/1/2016 2:36 pm

pital

AN SE =N :
60.00 |06000; LABORATORY 0.000000 0| 60.00
69.00 |06900] ELECTROCARDIOLOGY 0.163701 0| 69.00
73.00 :07300|DRUGS CHARGED TO PATIENTS Q0| 73.00

0.337028

WTPATIENT GERVICE COST CENTER

0.210083 0

90.00 [09000]CLINTC 0 :

200.00 subtotal (see instructions) 0 0 373,894 200.00

201.00 lLess PBP clinic Lab. Services-Program 0 0 201.00
only charges

202.00 Net Charges (line 200 +/- line 201) 0 0 373,894 0[202.00

McRTE3? - 8.8.159.0



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

] From 01/01/2015 | Part v
To 12/31/2015 | pate/Time Prepared:
6/1/2016 2:36 pm
Cost

ital

ANCIEL ER)

60.00 |06000| LABORATORY

69.00 |06900! ELECTROCARDIOLOGY

73.00 07300 TO PATIENTS
L Ao EEE

60.00
69.00
73.00

90.00

90.00 09000, 0 '

200.00 subtotal (see instructions) 0 126,013 200.00

201.00 Less PBP Clinic Lab. Services-Program 0 201.00
oOnly Charges )

202.00 net Charges (line 200 +/- Tline 201) 0 126,013 202.00

MCRIF3? - 8.8.158.0



Health Financial Systems

CENTERPOINTE HOSPITAL

In Lieu of Form cMs-2552-10

COMPUTATION OF INPATIENT OPFERATING COST

Period:
From 01/01/2015
To 12/31/2015

provider CON: 264012

worksheet D-1

pate/Time prepared:
6/1/2016 2:36 pm

10.
11.
12.
13.
14,
15.
16.
17.
18.
19.
20.

21.
22.

23.

24.

38

00

00
00

GO

00

.00
39.
40.
41.

0o
00
00

Hospital

Cost

ERRATT ;

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 Tine.

semi-private room days (excluding swing-bed and observation bed
Total swing-bed SNF type inpatient days (including private room
reporting period

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

Total swing-bed NF type inpatient days (including private room days) throlgh 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 XVIIY only (including private roem days)
through pecember 31 of the cost reporting period (see instructions}

swing-bed SNF type inpatient days applicable to title xvIIT only {including private room days) after
pecember 31 of the cost reporting period (if calendar year, enter O on this 1ine)

swing-bed NF type inpatient days applicable to titles v or XIX only (including private room days)
through December 31 of the cost reporting period
swing-bed NF type inpatient days applicable to titles v or XIX only (including private room days)
after pecember 31 of the cost reporting peried (if calendar year, enter ¢ on this 1ine)
Medically necessary private room days applicable to the Program (excluding swing-bed days}
Total nursery days (title v or XIX only) '
days (title v _or Xix only)

days)
days) through pDecember 31 of the cost

days) after pecember 31 of the cost

30, 302
30,302
0

30,302

BED - ADI MERN ; ;
medicare rate for swing-bed SNF
reporting period .
Medicare rate for swing-bed SNF services applicable te services after pegember 31 of the cost
reporting period

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

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

Total general inpatient routine service cost (see instructions)

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

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

swing-bed cost applicable
7 x line 19)

Swing-bed cost applicable
x line 20)

Total swing-bed cost (see

rvices applicable to services through December 31 of the cost

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 (1ine 8

instructions)

~bed

t {Tine 21 minus_1ine 26)

0.00

0.00

0.00

20,837,791

General inpatient routine service cost net of

ADIUSTMENT

PRIVATE ROOM DIFEERENT,

nus 1i

General inpatient routine service charges (excluding swing-bed and observation bed charges)

Private room charges (excluding swing-bed charges)

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

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

Average private room per diem charge (1ine 29 + line 3)

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

average per diem private room charge differential (line 32 minus line 33)(see instructions) 0.00
average per diem private room cost differential (line 34 x line 31} 0.00
private room cost differential adjustment (line 3 x Tine 35) Y
General inpatient routine service cost net of swing-bed cost and private room cost di fferential (line 20,837,791
27 mi

ks NPT ] 4 0 5. za e EAS fRzia b 2 Iy (A i
adjusted general inpatient routine service cost peér diem (see instructions)
Program general inpatient routine service cost (Jine 9 x 1ine 38)

Madically necessary private room cost applicable to the program (line 14 x Tine 35)
Total Program general inpatient routine service cost (line 39 + Tine 400,

~687.67
2,585,639
0

2,585,639

10.

11.

12.

20.

21.
22.

23.

24,

MCRIF32 - §.8.159.0



Health Financial Systems CENTERPOINTE HOSPITAL

In Li

eu of Form C€M5-2552-10

COMPUTATION OF INPATIENT OPERATING COST Provider éCN:264012 reriod:

From 01/01/201
To 12/31/201

s worksheet D-1
5 | pate/Time Prepared:
6/1/2016_2:36 pm

_Title XIX_

INTENSIVE CARE UNET
CORONARY CARE UNIT
BURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE UNIT
OTHER SPECIAL CARE (SPECIFY)
e '

i

48.00 |Program inpatient anc{11ary service cost (wkst. D-3, col. 3, Tine 200}

Hospital

Eii.f lf”

43,00
44,00
45.00
46.00

47.00

102, 688 48.00

49.00 |Total Program jnpatient costs (sum of lines 41 through 48)(see instructions)
BASE THROHGH COST ADJUSTMENTS B

688,527| 49.00

50.00 [Pass through costs applicable to Frogram inpatient routine services (%}om_wkst. 6;‘5um of Parts I and B “0| 50.00
I11)

51.00 |Pass through costs applicable te Program inpatient ancillary sarvices (from wkst. b, sum of Parts II 0| 51.00
and IV)

52.00 |Total Program axcludable cost (sum of 1ines 50 and 51) 0| 52.00

53.00 |Total Program inpatient operating cost excluding capital related, non-physician anesthetist, and 0| 53.00

1 education costs (line 49 minus line 52
ARGET AMOUNT SAND. LERIT COMPUTATION

54.00 [program discharges
55.00 |Target amount per discharge

56.00 |Target amount (1ine 54 x line 55)

0| 57.00

57.00 |pifference between adjusted inpatient operating cost and target amount (line 56 minus line 53)

58.00 |Bonus payment (see instructions) G| 58.00

59.00 |Lesser of 1ines 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 0.00{ 60.00

61.00 |IFf line 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 |rRelief payment (see imstructions) 0| 62.00

Allowable In atie lus incentive payment (see instructions})
DROGRAM. TNPATIEN TINE:SWING BED COST a0 = .
64.00 {Medicare swing-bed SNF inpatient routine costs through December 31 of the. cost rep
instructions)(title XVIII only) :

65.00 |Medicare swing-bed SNF inpatient routine costs after pecember 31 of the cost repor

instructions) (title XvVIII only)

0| 63.00

orting period (See

ting period (See

66.00 |Total Medicare swing-bed SNF inpatient routine cests (line 64 plus Jime G5)(title XVIII only). For

CAH (see instructions)}

67.00 |Title v or XIX swing-bed NF inpatient routine costs through Decenber 31 of the cost reporting period

(line 12 x Tine 193
68.00 |Title v or XIX swing-bed NF inpatient routine costs after pecenber 31 of the cost
(line 13 x line 20)

67 & line

reporting period

0| 64.00
0| 65.00
0| 66.00
0| 67.00
0| 68.00

0| 69.00

NF inpatient routine costs (1i i
SFLITY, OIRER NURSTING EACTEED T oNLY
nursing facility/ICF/IID routine sarvice cost (Tine
71.00 |Adjusted general inpatient routine service cost per diem (line 70 + 1ine 2)

72.00 |program routine service cost (line 9 x line 71 :

73.00 |Medically necessary private room cost applicable to Program (line 14 x line 35)
74.00 |Total Program general inpatient routine service costs (line 72 + line 73)

75.00 |capital-related cost allocated to inpatient routine service costs (from Worksheet
26, Tine 45) ;

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

77.00 |program capital-related costs (line 9 x Tine 76)

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

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

80.00 |Total Program routine service costs for comparisen to the cost limitation (line 78
81.00 |Inpatient routine service cost per diem Timitation

82.00 |Inpatient routine service cost Timitation (line 9 x line 81}

83.00 |Reasonable inpatient routine service costs (see jnstructions)

84.00 |program inpatient ancillary services (see instructions}

37

B, Part II, column

minus 1ine 79)

70.00
71.00
72.00
73.00
74.00
75.00

76.00
77.00
78.00
79.00
80.00
81.00
82.00
83.00
84 .00
85.00
86.00

costs {sum of lines 83 through 85)

85.00 }?ti1ization review - physician compensation (see instructions)

A i DE D VAT JGHITO
87.00 |Total observation bed days (see instructions) .
§8.00 |Adjusted general inpatient routine cost per diem (line 27 = line 2)
89.00 |cbservation bed cost (line 87 x line 88) (see instructiohs)

0) 87.00
0.00| 88.00
0| 89.00

MCRTF32 - 8.8.159.0



Health Financial Systems

CENTERPOINTE HOSPITAL

In Lieu of Form CM5-2552-10

COMPUTATION OF INPATIENT OPERATING COST

Provider CCN: 264012 |Period:

From 01/01/2015
To 12/31/2015

worksheet D-1

Date/Time Prepared:
6/1/2016 2:36 pm_

WP EATION (OF (BSER
90.00 |Capital-related cost
91.00 |Nursing School cost
92.00 |Allied health cost
93.00 |A11 other Medical Education

oo Q

20,837,791,
20,837,791];
20,837,791
20,837,791/

91

Title XIX

Hospital

"~ 0.088970

0.000000
0.000060
0.000060

co ool

90.00
91.00
92.00
93.00

SO Oo

MCRTF32 - 8.8.159.0



Health Financial Systems CENTERPOINTE HOSPITAL i In Lieu of Form CMS-2552-10
INPATIENT ANCILLARY SERVICE COST APPORTIONMENT provider {CN: 264012 |period: worksheet D-3

. From 01/01/2015 )
To 12/31/2015 | pate/Time Prepared:
6/1/2016 2:36 pm

Hospital

TP TRt
30.00 [03000|ADULTS & PEDIATRICS

ANCILEARY SERVILE GosT CENTERS
60.00 06000} LABORATORY . 0. 000000
69.00 |06900( ELECTROCARDIOLOGY ; 0.163701
73.00 |07300|DRUGS CHARGED TO PATIENIS 0.337028

DUTPATIENT. SERVICE £05T CENTERS

0] 69.00
___102,888] 73.00

90.00 |09000|CLINIC ; 0.210083 0 0| 90.00
200.00 Total (sum of lines 50-94 and 96-98) : 305,281 102,888/200.00
201.00 Less PBP Clinic Laboratory Services-program only charges (line 6l) | 0 201.00
202,00 Net charges (line 200 minus Tine 201) ; 305,281 202.00

MrRTF1? - R.R.159.0 '



Health Financial Systems CENTERPOINTE HOSPITAL ; Iin Lieu of Form CMs-2532-10

CALCULATION OF RETMBURSEMENT SETTLEMENT Provider CCN 264012 | Perio worksheet E-3
From 01/01/2015 Part vII

' To  12/31/2015 | Date/Time Prepared:
6/1/2016 2:36 pm

Title XIX Hospita]
Iﬁ Bt

1.00 Inpat'lent hosp1ta'|/5NF/NF servicas 2,688,527 1.
2.00 |Medical and other services : 126,013 2.00
3.00 |organ acquisition (certified transplant centers anly) ! 0 3.00
4.00 |subtotal (sum of Tlines 1, 2 and 3) ! 2,688,527 126,013 4.00
5.00 |Inpatient primary payer payments ; 0 5.00
6.00 |outpatient primary payer payments : 0| 6.00
7.00 Subtota1 ('Ime 4 'Iess sum of 'I1nes 5 and 6 2,688,527 126,013| 7.00
8.00 Routine service charges 3,527,040 8.00
9,00 !ancillary service charges i 105,281 373,894 9.00
10.00 |organ acquisition charges, net of revenue 0 10.00
11.00 |Incentive from target amount computation 4] 11.00
12.00 Tota'l r'easonab'le charges {sum of Tines 8 through 11} 32,321 373,894 12.00

BT oy RS : FILET T e Ty
13.00 Amount actuaTIy collected fr'om patients liable for payment for 5erv1ces on a cha ge 0 0} 13.00

basis
14.00 |Amounts that would have been realized from patients liable for payment for services on 0 0| 14.00

a charge basis had such payment been made in accordance with 42 CFR §413. 13(&)
15.00 |ratio of line 13 to line 14 (not to exceed 1.000000) 0.000000 0.000000| 15.00
16.00 |Total customary charges (see instructions) ; 3,832,321 373,894; 16.00
17.00 |Excess of customary charges over reasonable cost (complete only if Tine 16 exceeds 1,143,794 247,881 17.00

Tine 4) (see instructions)

0 0] 18.00

18.00 |Excess of reasonable cost over customary charges (complete only if Tine 4: exceads line
16) {see instructions)

19.00 {Interns and Residents (see instructions) i 0| 19.00
20.00 |cost of physicians' services in a teaching hospital (see instructions) 0| 20.00
cost of covered ser‘v1ces (enter the lesser of 11 4 or 1i 16) 126,013| 21.00

22.00 Dther than out'l1er' payments : 0

23.00 |outlier payments : 0

24.00 |Program capital payments 0

25.00 |capital exception payments (see instructions) 1 0 .
26.00 |Routine and Ancillary service other pass through costs 0 0 26.00
27.00 |Subtotal (sum of lines 22 through 26) I 0 0| 27.00
28.00 |customary charges (title Vv or XIX PPS covered services only) ; 0 0| 28.00
29.00 T1t1es v or XIX (sum of Tines 21 and 27 2, 688 527 o %25,013 29.00
30.00 |Excess of reasonable cost (From Tina 18) ; 0 0| 30.00
31.00 isubtotal (sum of lines 19 and 20, plus 29 minus lines 5 and 6) ' 2,688,527 126,013| 31.00
32.00 |peductibles ; 0 0| 32.00
33.00 |Coinsurance i H a| 33.00
34,00 |Allowable bad debts (see instructions) 0 0| 34.00
35.00 |utilization review 0 35.00
36.00 |subtotal (sum of lines 31, 34 and 35 minus sum of lines 32 and 33) ' 2,688,527 126,013 36.00
37.00 |OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) i 4] 0| 37.00
38.00 |subtotal (line 36 x line 37) i 2,688,527 126,013 38.00
39.00 |pirect graduate medical education payments (from wkst. E-4) ; 0 39.00
40.00 |Total amount payable to the provider (sum of Iines 38 and 39) 2,688,527 126,013| 40.00
41.00 |Interim payments 1,389,734 0| 41.00
42.00 |Balance due provider/program {1ine 40 minus Tine 41) i 1,298,793 126,013| 42.00
43.00 |Protested amounts (nonallowable cost report items) in accordance with CMS Pub 15-2, 0 0| 43.00

overri de ANCi 1 ‘Iarywser'\rl ce char‘ges (1 ine 9)
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Health Financial Systems

CENTERPOINTE HOSPTITAL

In Lieu of Form CMS-2552-10

BALANCE SHEET (If you are nonproprietary and do not maintain

fund-type accounting records, compiete the General Fund column onty)

= D 00 W W R
o
=]

cash on hand in banks
Temporary investments
Notes receivable
Accounts receivable
other receivable
Allowances for uncollectible notes and accounts receivable
Inventory

Prepaid expenses

Other current assets

oue from other funds

Total current assets (sum of Tines 1-10)

{EIXED ASSETS
Land

Land improvements

Accumulated depreciation
Buildings

accumulated depreciation
Leasehold improvements
Accumulated depreciation

Fixed equipment

accumulated depreciation
Automobiles and trucks
accumulated depreciation

Major movable equipment
accumulated depreciation

Minor equipment depreciable
Accumulated depreciation

HIT designated Assets
aAccumulated depreciation

Minor equipment-nondepreciable

Deposits on leases

pue from owners/officers

Other assets

Total other assets (sum of Tines 31-34)

. and_35

lines 11,

16,649,905

1,755,034
salaries, wages, and fees payable 310,231
payroll taxes payable 66, 607,
Notes and loans payable (short term 1
peferred income 0
accelerated payments 0
pue to other funds 1,020,235
other current liabilities 0,
otal cur {sum of lines 37 thru 44) 3,157,108
LONG TERS e

Provider ?CN:264012

From
To

Perio

d:
01/01/2015

worksheet G

12/31/2015 | bate/Time Pre
. 6/1/2016 2:36 p

pared:
m

2,353,991
200,1445
of
13,771,011
3,870,257
-4,439,243
466,367
267,793}
159,585)
Qf

o000 DD o0oC o

o000 OoOoO oo

QWMWY W
=
(=]

[

HOoOQOoOo00oD OO

oo o

1,585,067
-743,167
0

o]

355,473
-336,465
856,101
-730,638
3,780,238
-3,111,900
0

D00 OoODO0OOOCDOCO0000

Y R RN R RN R -R-N-R=-T=-R=-R-N=1 4

0
0
0
0
0
0
0
0
]
1]
0
0
0
0
0
0
0
0

oo oo I e Y o Y v R o

oS oo

CoDOo Ok

cocooof

cocoglocooooo

oo

Mortgage payable

Notes payable

unsecured leans

other long term liabilities
Total long term liabilities (sum of lines 46 thru 49
Total liabilites (sum of lines 45 and 50)
CAPTTAL RECOUNTS . o oo i ik
Genaral fund balance
specific purpose fund

ponor created - endowment fund balance - restricted
ponor created - endowment fund balance - unrestricted
Governing body created - endowment fund balance

plant fund balance - invested in plant

plant fund balance - reserve for plant improvement,
replacement, and expansioh

Total fund balances (sum of 1ines 52 thru 58}

Total liabilities and fund balances (sum of lines 51 and

59)

oooocoo

[a el =R

5,302,506
18,304,614

oo ocooolilo

[ [

(==} [=]=]
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Health Financial Systems

CENTERPOINTE HOSPITAL

In Lie

y_of Form CMS-2552-10

STATEMENT OF CHANGES IN FUND BALANCES

WEo Wi N

Fund balances at beginning of period
Net income (loss) (from Wkst. G-3, Ttine 29)
Total (sum of 1ine 1 and line 2)

additions (credit adjustments) (specify)

Total additions (sum of Tine 4-9)
subtotal (line 3 plus line 10)
peductions (debit adjustments) (specify)

Total deductions (sum of lines 12-17}
Fund balance at end of period per balance

sheet (Tine 11 minus line }8)

Fund balances at beginning of period
Net income (loss) (from wkst. G-3, Tine 29}
Total (sum of Jine 1 and tine 2)

additions (credit adjustments) (specify)

Total additions (sum of line 4-9)
subtotal (line 3 plus line 10)
Deductions (debit adjustments) (specify)

Total deductions {sum of lines 12-17)
Fund balance at end of period per balance
sheet (line 11 minus Tine 18)

o000 0

oo CoOC

Provider iCCN: 264012

period:
From 01/01/2015
To  12/31/2015

worksheet G-1

6/1/2016_2:36

5,516,
-213,720
5,302,506

0
5,302,506

0
5,302,508

cCoOO000 0

CoC OO0

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

[ = ]

QOO0 000

pate/Time Prepared:

P
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Health Financial Systems CENTERPOINTE HOSPITAL

in Liey of Form cMS$-2552-10

STATEMENT OF PATIENT REVENUES AND OPERATING EXPENSES Provider

[ =B - B V= I VL R PO V]
[~
o

Hosp1ta1

SUBPROVIDER - IPF

SUBPROVIDER - IRF

SUBPROVIDER

swing bed - SNF

swing bed - NF

SKILLED NURSING FACTLITY

NURSING FACILITY

OTHER LONG TERM CARE

Tota1_genera1 1npat1ent care serv1ces (sum of
fercare Type Inpat: [ iservite

INTENSIVE CARE UNIT
CORONARY CARE UNIT

BURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE UNIT
OTHER SPECIAL CARE (SPECIFY)
Total intensive care type inpatient hospital services (sum of Tines
11-15)

Total inpatient routine care services {sum of Tlines 10 and 16)
ancillary services

Outpatient services

RURAL HEALTH CLINIC

FEDERALLY QUALIFIED HEALTH CENTER

HOME HEALTH AGENCY

AMBULANCE SERVICES

CMHC

AMBULATORY SURGICAL CENTER (D.P.}

HOSPICE

OTHER (SPECIFY)

Total patient revenues (sum of Tines 17- 27} (transfer column 3 to wkst.

CCN: 264012 {Period; worksheet G-2
From 01/01/2015 | Parts T & II
To 12/31/2015 | Date/Time Prepared:
6/1/2016 2:36

30,879,600 T~"30.879, 600

(=]
o
=
[N R R
<
<

30,879,600 30,879,600

0 0| 16.00

30,879,600 30, 879,600| 17.00
5,703,198 7,265,992 12,969,190 18.00
0 45,944,594 45,944,594| 19.00
0| 0 0| 20.00
0 0 ol 21.00
Y 0| 22.00

0 0| 24.00

0 0 0 27.00
36,582,798 53,210, 586 89,793,384 28.00

G-3, 11ne 1)_

0perat1ng'expenses (per wkst. A, column 3, line 200)
ADD (SPECIFY)

Total additions (sum of lines 30-35)
DEDUCT (SPECIFY)

Total deductions (sum of Tines 37-41)
Total operating expenses (sum of Tines 29 and 36 minus Tine 42)(transfer

to wkst. G-3, line 4)

29,115,337

oCcCCcCoo o
w
~
o
o

DOO00
[o%]
(=3
[
=]

0 42.00
49,115,337 43.00

MCRTF3? - B.8.159.0




Health Financial Systems CENTERPOINTE HQSPITAL

In Lieu of Form CM3-2552-10

STATEMENT OF REVENUES AND EXPENSES Provider

CCN: 264012

Perio
From
TO

d:
01/01/2015
12/31/2015

worksheet G-3

6/1/2016 2:36

ReE

89,793,384

1. Total patient revenues (from wkst. 6-2, Part I, column 3, line 28)

2. Less contractual allowances and discounts on patients® accounts 41,792,129

3. Net patient revenues (line 1 minus line 2) 48,001, 255

4, Less total operating expenses (from wkst. G-2, part II, line 43) 49,115,337

5.00 INet income from service to patients (line 3 minus 1line 4) -1,114,082
OTHE R TRCOM CRER R : : L

6.00 |[contributions, donations, bequests, etc

7.00 [Income from investments

8.00 |Revenues from telephone and other miscellaneous communication services

9.00 |Revenue from television and radio service

10.00 |Purchase discounts

11.00 |Rebates and refunds of expenses

12.00 |parking lot receipts

13.00 |Revenue from laundry and Tinen service

14.00 |Revenue from meals sold to employees and guests

15.00 [Revenue from rental of living quarters

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

17.00 [Revenue from sale of drugs to other than patients

18.00 |Revenue from sale of medical records and abstracts

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

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

21.00 [Rental of vending machines

22.00 |Rental of hospital space

23.00 |Governmental appropriations

24.00 |OTHER INCOME 55,483

24,01 |SBH SERVICE AGREEMENT 219,621

24.02 |MIN SERVICE AGREEMENT 27,396

24.03 |SPH SERVICE AGREEMENT 208,019

24.04 |OTHER INCOME SBH DISTRIB 40,000

24.05 |GAIN ON SALES 238,287

24.06 |OTHER (SPECIFY}OTHER INCOME 0

24.07 |QTHER (SPECIFY) 0

24.08 |OTHER (SPECIFY) 0

24.09 |OTHER (SPECIFY) 0

25.00 {Total other income (sum of lines 6-24) 900, 362

26.00 |Total (line 5 plus line 25) -213,720

27.00 |OTHER EXPENSES (SPECIFY) 0

78.00 |Total other expenses (sum of line 27 and subscripts) 0

29.00 |Net income (or loss) for the period (line 26 minus 1ine 28) -213,720

pate/Time Prepared:
m
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