Hospital Statement of Cost BHF Page 1
Healthcare and Family Services, Bureau of Health Finance, 201 S. Grand Ave. E., Springfield, IL 62763

General Information Preliminary
Name of Hospital: Medicare Provider Number:

Trinity Medical Center 14-0280
Street: Medicaid Provider Number:

2701 17th Street 18015
City: State: Zip:

Rock Island lllinois 61201
Period Covered by Statement: From: To:

01/01/2016 12/31/2016

Type of Control

Voluntary Nonprofit Proprietary Government (Non-Federal)
Church Individual State Township
Corporation Partnership City Hospital District
XXXX Other (Specify) Corporation County Other (Specify)
XXXX Community

Type of Hospital

XXXX General Short-Term Psychiatric Cancer
XXXX
General Long-Term Rehabilitation Other (Specify)
Health Care Program (A Separate Report Must Be Filled Out For Each Distinct Part Unit)
Medicaid Hospital XXXX Medicaid Sub I DHS - Office of
XXXX Rehab Rehabilitation Services
Medicaid Sub | Medicaid Sub 11l U of | - Division of
Psych Other Specialized Care for Children

NOTE Intentional Misrepresentation Or Falsification Of Any Information In This Cost Report May Be Punishable
By Fine And / Or Imprisonment Under Federal Law

CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER(S):

| HEREBY CERTIFY that | have read the above statement and that | have examined the accompanying cost report and the Balance
Sheet and Statement of Revenue and Expense prepared by (Provider name(s) and number(s))  Trinity Medical Center 18015

for the cost report beginning  01/01/2016 and ending  12/31/2016 and that to the best of my knowledge and belief, it is a true, correct and
complete statement prepared from the books and records of the provider in accordance with applicable instructions, except as noted.

Prepared by (Signed): Signed (Officer or Administrator of Provider(s)):
Name (Typewritten) Name (Typewritten)

Title Date Title

Firm Date

Telephone Number Telephone Number

Email Address Email Address

This State Agency is requesting disclosure of information that is necessary to accomplish statutory purposes as found in Section 5
of the (305 ILCS 5/) Healthcare and Family Services Code (from Ch. 23, Par. 5). Failure to provide any information on or before
the due date will result in cessation of program payments. This form has been approved by the Forms Mgt. Center.

Rev.10/11



BHF Page 2

Hospital Statement of Cost / Statistical Data

Preliminary

© - o N|wof© el e e e e s o) ™ CRBRII s e e e e e e )
2 @0 > 2 ¢ o|o|m Lt % R S SR — © St Tt % SRSl ©
o g5 O < | o0 el e e e e R - S e s e e e e e e K]
I\ S5 58 29la - otelels T A S S e @) - sl etetslets T R R st ot o
b= O 23 g5 2 00 el N T e e a ot et et 2t ~ S Sates et et e e T T et e et e ST
™ >S5 293 Fo¥ 5%, S E RS R R R P R S S SR RN IR I vy FoE RgEg wee P S SF CE a s,
M < g gz XK e e e e e g oY) CRBRII R AR PA IR =
SKH: e e oy alete oot Saed oo et o2e! SRARXES eSS g e tee e alete oot e 3
=9 o N k=] k3] AR R e SRS SRR Riesedd I =] SO T N, s e e s e e Y
o v o 2 c NE=lR] SKES KRR SR AKX 1O SRR s s e e alele il See S ]
mmfmmm.o.)SZZ oY AR R LILR LRI N N RIS e e s e e 2
T T = Sl o A et tated atelatete atate hateti ated hatel ateta e tate hatati Nt - RPN A e o R o o o o
T} o c 5 amm_(/\moa S SEBESISSAACRSIRSAILAAS LIRS ~) SRR R A R R R AR RRE SR =
— E o5 235 3 a1 e e e et et et et ot e T e Sai Seted el I T
o . S & [al> ot e e e T T S T S T N Y ot et 1N e e T T T T N T N 8
« _m zZa = o =z XK e e e e e g oY) CRBRII R AR PA IR _m
0 CRKXe ”“mmmnm_”” SRR ”“mmmnm_”” SRR e, ”“mmmnm_”” SRR ”“mmmnm_”” AR
o 4 4 4 4 e 4 e 4 4 4 4 )4 )4 S R R, )4 S R R,
5 Am Amm s s S e e e e e Sl el ol SR s S e e e e e Sl e
2 B T P~ el e e e e e g oY) < CRBRII R AR PA IR
o £E5 85 gle S ©
S 2 £ 2 B el e e e e e g oY) CRBRII R AR PA IR
W m z d_.v_._AN e gt g b P S Sy ha s v, ok datyt ae, R R SRS R e R R
A )4 )4 )4 )4 S R R, )4 S R R, )4 )4 )4 )4 )4 )4 S R R, )4 S R R,
o S R KRR R KRS % % SRR SRR
£ |8 o =~ < =~ ISR NS RS S R SO S St 2
=1 = o - o o N olala o~ el Ko2) S SORBEA e et e e et et R et ot e et )
= N o c mn Py <|o|w© ~l = < |6 el 1%t el tatat ek R SRS S £
I S o E o _J<[m]e I < F | SKES SRR KRR SRR KRR =
— > o Copuem5520 <|m o|m (To) So5es 15e5: el tatat ek ettt ettt et B e e et ) ®©
oy 29 < S 3 8 518292 o3 BB L0 PR Y s s e e alele il See S 5
- S o} 256 = = 4 et e PR R A R R R AR RRE SR
S TS a cC,w@ XK CRBRII R AR PA IR <
s |eg o0 =8 253 &
2 o
o 3 4 ~[<]— 0| ~ || ™
- = 4 3z |o|lT|~ oo olo|o o
3 |© s 08 9 £ g 8|55y 15N b N s I
S o .. s =29 S <l o™ <~ NN <
o = o ®© 3 2 gl oA © N>
o = TD.DCPO
o] o ° £ IS IS)
> QI o
° SKES s s e o alete ol Se et et ade! SRR s s e e alele il See S
8 & E 2|~ XK e e e e e g oY) —~ CRBRII R AR PA IR
3 > S =& XK e e e e e g oY) D CRBRII R AR PA IR
FfaxO XK e e e e e g oY) CRBRII R AR PA IR
lof olo ol XK CRBRII e e e e e g oY)
2@ ~|[s|w NS S|m SKES SRR s s e o alete ol Se et et ade!
% o 2 3| Jo|9|o| |9|o @ |© SKES SRR s s e o alete ol Se et et ade!
5 0 3 =|N|g|d|o ~ld ~|w OURRXER CRBRII e e e e e g oY)
B2 gIEe - 3 S8 s iR i e
< XK CRBRII e e e e e g oY) 3
2 SRS i s
ol <o olalo olo AR A R R R R R R R PR 5
2 Ko Nl™ N3 XK CRBRII e e e e e g oY) (]
o = n o ot e ot et 1N et e e et e Tt e e e e N e e
1) 8 o 8|5 TRRER EPERL B R G RS G
~ s o =2 AR SO T N, e e e Tt et e et Tt e e
o o 8 el 1%t el tatat ek S e o o o A %)
- SKES SRR s s e o alete ol Se et et ade! 2
S < XK CRBRII e e e e e g oY) o
R SRS KRR R KRS 2
ol 8
of-3
ol c
7| @
|2
% Q] o
o P~
= nl @
%) =1
Lz = S5
[} P " Q " (21 R
2 — a ke o= @ ke e 2|8
= g = = E|E .| |2 £ £|E q sl8
3 = 9] 8 =] =) - o 8 =] =) o P=1
zZ o = —=|o Py [J] [ md o Q c|c
- a 5] m% ole o o s|o S 4 a|o
Q = < 5 S 5 =
o — c O — S| ®©
= s glgl | [B1912 AR E R 2 S|
=1
o 3 2l& alel2 sl 8| [X|& ol el 2 c 715
= [} |2 ® o > T =|2| o =0
o © I.Shmranrrrrrrrrrrrrblm Hmhmranrrrrrrrrrrrrbl ==
.. 5 =|E|g|8lal<|o SIEIEEEEEEEEEEEEE =|E|¢|8lal<|o SIEIEEEEEEEEEEEE =3
[ =13 > clolslol<c|lcl<cl<clecl<clclclc|lcl<l< - = 3| > clol=slolc|lclclclclclclclclclcl = ==
= E Q0 c|lo|lonlols|e|lo|lZ2]slslslslslslslslsls|s|ls|lolo]le d|lo|lonlols|2|lo|lZ2slslslsislslslslslsls|ls|olo 3| o
I g = a|<|a|[x]|O|£|0|Z[0]|0]|0[0|0[0]|0|0[0|0|0|0|Z[+]|O a|<|a|x|O|E|0|Z[0]0]|0[0|0[0]|0|0[0]|0|0|0|Z|+F ol
S ms o ot |w|o|N|o|o|o|dH]|a|m|<|of~]|o|o|o|d|ai]m oot |w|o|N|o|o|o|dH|c|m|f|of~]c|a|o]| | o |4
W = Amm Al A | A || || H[N]|N N[N Al || A A A A A A NN Amm
o ] ]

Rev.10/11



Hospital Statement of Cost / Apportionment of Ancillary Services to Health Care Programs BHF Page 3
Preliminary
Medicare Provider Number: Medicaid Provider Number:
14-0280 18015
Program: Period Covered by Statement:
Medicaid Hospital From: 01/01/2016 To: 12/31/2016
Total Total 1P o/P
Total Dept. Total Dept. Billed I/IP Billed O/P Expenses Expenses
Costs Charges Charges Charges Applicable Applicable
(CMS 2552-10,| (CMS 2552-10, Ratio of (Gross) for (Gross) for to Health to Health
WIS C, WIS C, Cost to Health Care Health Care Care Care
Line Pt. 1, Pt. 1, Charges Program Program Program Program
No. Ancillary Service Cost Centers Col. 1) Col. 8)* (Col.1/2) Patients Patients (Col. 3X 4) (Col. 3 X 5)
1) (2 (3 4 (5) (6) (]
1.|Operating Room 16,626,046 | 92,049,815 0.180620
2.|Recovery Room 5,031,523 | 10,510,399 0.478719
3.[Delivery and Labor Room 3,568,469 6,299,968 0.566427
4.|Anesthesiology 775,359 | 12,912,374 0.060048
5.|Radiology - Diagnostic 5,732,910 | 28,262,728 0.202843 988 200
6.|Radiology - Therapeutic 4,937,837 | 49,167,526 0.100429
7.|Nuclear Medicine 611,008 4,293,292 0.142317
8.[Laboratory 14,605,318 | 51,404,042 0.284128 10,990 3,123
9.[Blood
10.|Blood - Administration 2,509,672 4,214,955 0.595421
11.|Intravenous Therapy 7,177,664 | 21,444,036 0.334716
12.|Respiratory Therapy 2,210,105 | 15,380,068 0.143699 2,808 404
13.|Physical Therapy 3,993,186 | 12,830,330 0.311230 41,910 13,044
14.|Occupational Therapy 1,359,532 5,503,237 0.247042 49,308 12,181
15.|Speech Pathology 456,433 1,583,049 0.288325 18,764 5,410
16.|EKG
17.|EEG 1,654,113 7,258,478 0.227887
18.|Med. / Surg. Supplies 14,070,623 | 45,724,021 0.307729
19.|Drugs Charged to Patients 30,474,552 | 105,197,939 0.289688 13,285 3,849
20.|Renal Dialysis 1,352,857 2,172,868 0.622614
21.|Ambulance
22.|Gastrointestinal 2,741,168 | 13,253,901 0.206820
23.|MRI 1,368,625 6,980,788 0.196056 2,575 505
24.|Ultrasound 823,622 6,904,288 0.119291
25.|Implantable Devices 31,296,617 | 61,742,472 0.506890
26.|Cardiology 2,439,017 | 16,210,507 0.150459
27.|Cardiopulmonary 1,525,658 8,669,529 0.175979
28.|CT Scan 2,150,069 | 59,153,042 0.036348 5,739 209
29.|Cardiac Rehab 1,293,950 2,664,549 0.485617
30.|Cardiac Cath 7,387,739 | 76,601,150 0.096444
31.|Hyperbaric Oxygen Therapy 123,220 352,045 0.350012
32.|Other
33.|Other
34.|Other
35.|Other
36.|Other
37.|Other
38.|Other
39.|Other
40.|Other
41.|Other
42.|Other
Outpatient Service Cost Centers ORS00
43.|Clinic 6,517,337 | 17,688,907 0.368442
44.|Emergency 13,421,704 | 54,129,517 0.247955
45.|0Observation 3,984,215 4,900,675 0.812993
46.|Total 146,367 38,925

*

If Medicare claims billed net of professional component, total hospital professional component charges
must be added to CMS 2552, W/S C charges to recompute the department cost to charge ratio.

Rev.10/11




Hospital Statement of Cost / Computation of Inpatient Operating Cost BHF Page 4
Preliminary
Medicare Provider Number: Medicaid Provider Number:
14-0280 18015
Program: Period Covered by Statement:
Medicaid Hospital From: 01/01/2016 To: 12/31/2016
Program Inpatient Operating Cost
Line Adults and Sub | Sub Il Sub 1
No. Description Pediatrics Psych Rehab Other (Sub)
1. a)|Adjusted general inpatient routine service cost (net of
swing bed and private room cost differential) (see instructions) 28,901,806 10,423,790 2,737,133
b)[Total inpatient days including private room days
(CMS 2552-10, W/S S-3, Part 1, Col. 8) 35,335 12,744 3,271
c)|Adjusted general inpatient routine service
cost per diem (Line 1a/ 1b) 817.94 817.94 836.79
2.|Program general inpatient routine days
(BHF Page 2, Part Il, Col. 4) 93
3.|Program general inpatient routine cost
(Line 1c X Line 2) 77,821
4.|Average per diem private room cost differential
(BHF Supplement No. 1, Part Il, Line 6)
5.[Medically necessary private room days applicable
to the program (BHF Page 2, Pt. Il, Col. 3)
6.|Medically necessary private room cost applicable
to the program (Line 4 X Line 5)
7.|Total program inpatient routine service cost
(Line 3 + Line 6) 77,821
Total Total Days
Dept. Costs (CMS 2552-10, Average Program Days
Line (CMS 2552-10, W/S S-3, Per Diem (BHF Page 2, Program Cost
No. Description W/S C, Pt. 1, Col. 1) | Part 1, Col. 8) (Col. A/ Col. B) Part Il, Col. 4) | (Col. C x Col. D)
(A) (B) (©) (D) (E)
8.|Intensive Care Unit 7,465,130 4,705 1,586.64
9.[Coronary Care Unit 6,362,210 7,201 883.52
10.|NICU 1,801,001 1,170 1,539.32
11.|Other
12.|Other
13.|Other
14.|Other
15.|Other
16.|Other
17.|Other
18.|Other
19.|Other
20.|Other
21.|Other
22.|Other
23.|Nursery 1,771,451 2,807 631.08
24. [Program inpatient anCillary Care ServiCe oSt P eSS
(BHF Page 3, Col. 6, Line 46) R R R R R R 36,925
25 [Total Program Inpatient Operating Costs K R R R R R e
(Sum of Lines 7 through 24) sy 116,746

Rev.10/11




BHF Page 5
Hospital Statement of Cost
Apportionment of Cost of Services Rendered by Interns and Residents Not in an Approved Teaching Program

Preliminary
Medicare Provider Number: Medicaid Provider Number:
14-0280 18015
Program: Period Covered by Statement:
Medicaid Hospital From: 01/01/2016 To: 12/31/2016
Percent Expense | Total Days
of Assign-| Alloca- Including
Hospital able Time tion Private Average Program
Inpatient (CMS (CMS (CMS Cost Inpatient Days
Services 2552-10, 2552-10, 2552-10, Per Day (BHF Page 2, Program
Line WIS D-2, WIS D-2, WIS S-3 (Col. 2/ Part Il, Inpatient Expenses
No. Col. 1) Col. 2) Pt. 1, Col. 8)| Col. 3) Column 4) (Col. 4 X Col. 5)
1) (2 (3) (4) (5) (6)
1.[Total Cost of Svcs. Rendered 100%
2.]Adults and Pediatrics
(General Service Care)
3.|Psych
4.|Rehab
5.|Other (Sub)
6.|Intensive Care Unit
7.|Coronary Care Unit
8.|NICU
9.|Other
10.|Other
11.|Other
12.|Other
13.|Other
14.|Other
15.|Other
16.|Other
17.|Other
18.|Other
19.|Other
20.|Other
21.|Nursery
22.|Subtotal Inpatient Care Svcs. e Ity
(Lines 2 through 21) e Ity
Total
Dept.
Percent Expense Charges
Hospital of Assign-| Alloca- (CMS
Outpatient able Time tion 2552-10, Ratio of Program Charges
Services (CMS (CMS WIS C, Cost to (BHF Page 3, Program Expenses
2552-10, 2552-10, Pt.1, Charges Cols. 4-5, Lines 43-45) (Col. 4 X Cols. 5A-B)
Line WIS D-2, WIS D-2, Lines (Col. 2/
No. Col. 1) Col. 2) 88-93) Col. 3) Inpatient | Outpatient | Inpatient | Outpatient
1) (2 (3 4 (5A) (5B) (6A) (6B)
23.|Clinic
24.|Emergency
25.|Observation
26, |Subtotal Outpatient Care Sves. R R
(Lines 23 through 25) R s v
27.|Total (Sum of Lines 22 and 26)

Rev.10/11




Hospital Statement of Cost / Analysis of Hospital - Based Physician Expense BHF Page 6(a)

Preliminary
Medicare Provider Number: Medicaid Provider Number:
14-0280 18015
Program: Period Covered by Statement:
Medicaid Hospital From: 01/01/2016 To: 12/31/2016
Total Dept. Ratio of Inpatient Outpatient Inpatient Outpatient
Professional Charges Professional Program Program Program Program
Component |(CMS 2552-10, Component Charges Charges Expenses Expenses
(CMS 2552-10, WIS C, to Charges (BHF (BHF forHB P forHB P
Line Cost Centers WIS A-8-2, Pt. 1, (Col. 1/ Page 3, Page 3, (Col. 3 X (Col. 3 X
No. Col. 4) Col. 8)* Col. 2) Col. 4) Col. 5) Col. 4) Col. 5)
Inpatient Ancillary Cost Centers Q) ) ?3) (4) (5) (6) @)
1.|Operating Room 31,712 | 92,049,815 0.000345
2.|Recovery Room
3.[Delivery and Labor Room 217 6,299,968 0.000034
4.|Anesthesiology 698,697 | 12,912,374 0.054111
5.|Radiology - Diagnostic
6.|Radiology - Therapeutic 1,728 | 49,167,526 0.000035
7.|Nuclear Medicine
8.|Laboratory 2,320 | 51,404,042 0.000045 10,990
9.|Blood
10.|Blood - Administration

[Eny
[N

.|Intravenous Therapy

12.|Respiratory Therapy

13.|Physical Therapy 68,547 | 12,830,330 0.005343 41,910 224

14.|Occupational Therapy

15.|Speech Pathology

16.|EKG

17.|EEG 3,631 7,258,478 0.000500

18.|Med. / Surg. Supplies

19.|Drugs Charged to Patients

20.|Renal Dialysis

21.|Ambulance

22.|Gastrointestinal 3,313 | 13,253,901 0.000250

23.|MRI

24.|Ultrasound

25.|Implantable Devices

26.|Cardiology 341,851 | 16,210,507 0.021088

27.|Cardiopulmonary

28.|CT Scan

29.|Cardiac Rehab 3,000 2,664,549 0.001126

30.|Cardiac Cath 1,345,217 | 76,601,150 0.017561

31.|Hyperbaric Oxygen Therapy

32.|Other

33.|Other

34.|Other

35.|Other

36.|Other

37.|Other

38.|Other

39.|Other

40.|Other

41.|Other

42.|Other

Qutpatient Ancillary Cost Centers W W

43.|Clinic 282,626 | 17,688,907 0.015978

44.|Emergency 14,244,659 | 54,129,517 0.263159

45.|Observation

46.|Ancillary Total 224

*

If Medicare claims billed net of professional component, total hospital professional component charges
must be added to W/S C charges to recompute the professional component to total charge ratio.

Rev.10/11




Hospital Statement of Cost / Analysis of Hospital - Based Physician Expense BHF Page 6(b)

Preliminary
Medicare Provider Number: Medicaid Provider Number:

14-0280 18015
Program: Period Covered by Statement:

Medicaid Hospital From: 01/01/2016 To: 12/31/2016

Total Days Professional Program Outpatient Inpatient Outpatient
Professional Including Component Days Program Program Program
Component Private Cost Including Charges Expenses Expenses

(CMS 2552-10,| (CMS 2552-10, Per Diem Private (BHF forHB P forHB P
Line Cost Centers WIS A-8-2, WIS S-3 (Col. 1/ (BHF Pg. 2 Page 3, (Col. 3 X (Col. 3 X
No. Col. 4) Pt. 1, Col. 8) Col. 2) Pt. II, Col. 4) Col. 5) Col. 4) Col. 5)
Routine Service Cost Centers 1) ) ?3) (4) 5 (6) )

47.|Adults and Pediatrics 8,774,976 35,335 248.34 KHRHRHHIIN

RIS

48. PsyCh 3,164,802 12,744 248.34 Teirasatateleiataletel apatasetetatateteted
49.|Rehab 101,375 3,271 30.99 03 [l 2,882 RS0
50.|Other (Sub) oSS0 e
51.|Intensive Care Unit 935,354 4,705 198.80

52.|Coronary Care Unit

53.[NICU 675,259 1,170 577.14 Seiatatetetitatetitate 0000
54.|Other BRI SRR
55.|Other RN RNy

56.|Other

57.|Other
58.|Other

59.|Other BRI SRR
60.|Other RN RNy

61.|Other

62.|Other
63.|Other

64.|Other Sty O NN
65.|Other Sttty O RN RKS
66.|Nursery
67.|Routine Total (lines 47-66) 2,882 ?
68.[Ancillary Total (from line 46) 224
69.|Total (Lines 67-68) eieiiisieieieinidieieietiteieteieiatteiaiatettets eietetetetetetetatetateta e ietetetatatatetatetetetel ietetetetetetateletalels 3,106

Rev.10/11



Hospital Statement of Cost
Computation of Lesser of Reasonable Cost or Customary Charges
Preliminary

BHF Page 7

Medicare Provider Number:

14-0280

Medicaid Provider Number:
18015

Program: Period Covered by Statement:
Medicaid Hospital From: 01/01/2016 To: 12/31/2016
Line Program Program
No. Reasonable Cost Inpatient Outpatient
1 (2
1.|Ancillary Services ey
(BHF Page 3, Line 46, Col. 7) ey
2.[Inpatient Operating Services KRN
(BHF Page 4, Line 25) 116,746 R RoseRd
3.[Interns and Residents Not in an Approved Teaching
Program (BHF Page 5, Line 27, Cols. 6a and 6b)
4.|Hospital Based Physician Services
(BHF Page 6, Line 69, Cols. 6 & 7) 3,106
5.[Services of Teaching Physicians
(BHF Supplement No. 1, Part 1C, Lines 7 and 8)
6.|Graduate Medical Education
(BHF Supplement No. 2, Cols. 6 and 7, Line 69)
7.|Total Reasonable Cost of Covered Services
(Sum of Lines 1 through 6) 119,852
8.|Ratio of Inpatient and Outpatient Cost to Total Cost
(Line 7 Divided by Sum of Line 7, Cols. 1 and 2) 100.00%
Program Program
Line Customary Charges Inpatient Outpatient
No. 1) 2)
9.|Ancillary Services
(See Instructions) 146,367
10.|Inpatient Routine Services R e
(Provider's Records) R e
A. Adults and Pediatrics KRN
B. Psych KRN
C. Rehab 110, 7 8 e RS ss
D. Other (Sub)
E. Intensive Care Unit
F. Coronary Care Unit KRN
G. NICU KRN
H. Other
I.  Other
J. Other
K. Other KRN
L. Other KRN
M. Other
N. Other
0. Other
P. Other KRN
Q. Other KRN
R. Other
S. Other
T. Nursery
11.|Services of Teaching Physicians
(Provider's Records)
12.|Total Charges for Patient Services
(Sum of Lines 9 through 11) 266,151
13.|Excess of Customary Charges Over Reasonable Cost ettt
(Line 12 Minus Line 7, Sum of Cols. 1 through 2) 146,299
14.|Excess of Reasonable Cost Over Customary Charges ittt it ittty
(Line 7, Sum of Cols. 1 through 2, Minus Line 12) s
15.|Excess Reasonable Cost Applicable to Inpatient and Outpatient
(Line 8, Each Column X Line 14)

Rev.10/11




Hospital Statement of Cost / Computation of Allowable Cost BHF Page 8
Preliminary

Medicare Provider Number: Medicaid Provider Number:
14-0280 18015

Program: Period Covered by Statement:

Medicaid Hospital From: 01/01/2016 To: 12/31/2016

Line
No. Allowable Cost

Program
Inpatient

Program
Outpatient

@

@

1.|Total Reasonable Cost of Covered Services
(BHF Page 7, Line 7, Cols. 1 & 2)

119,852

2.|Excess Reasonable Cost
(BHF Page 7, Line 15, Columns 1 & 2)

3.|Total Current Cost Reporting Period Cost
(Line 1 Minus Line 2)

119,852

4.|Recovery of Excess Reasonable Cost Under
Lower of Cost or Charges
(BHF Page 9, Part lll, Line 4, Cols. 2B & 3B)

5.|Protested Amounts (Nonallowable Cost Items)
In Accordance With CMS Pub. 15-II, Ch. 1, Sec. 115.2

6.|Total Allowable Cost
(Sum of Lines 3 and 4, Plus or Minus Line 5)

119,852

Line
No. Total Amount Received / Receivable

Program
Inpatient

Program
Outpatient

)

7.|Amount Received / Receivable From:

A. State Agency

B. Other (Patients and Third Party Payors)

8. Total Amount Received / Receivable
(Sum of Lines 7A and 7B)

9.[Balance Due Provider / (State Agency) *
(Line 6 Minus Line 8)

* Line 9 DOES NOT APPLY to the Medicaid program.

Rev.10/11




Hospital Statement of Cost / Recovery of Excess Reasonable Cost BHF Page 9

Preliminary
Medicare Provider Number: Medicaid Provider Number:
14-0280 18015
Program: Period Covered by Statement:
Medicaid Hospital From: 01/01/2016 To: 12/31/2016
Part | - Computation of Recovery of Excess Reasonable Cost Under Lower of Cost or Charges
Line (Do Not Complete This Part In Any Cost Reporting Period In Which Costs Are Unreimbursed
No. Under 42 CFR Section 405.460) (Limitation on Coverage of Costs)
1.|Excess of Customary Charges Over Reasonable Cost
(BHF Page 7, Line 13) 146,299

2.|Carry Over of Excess Reasonable Cost
(Must Equal Part Il, Line 1, Col. 5)

3.|Recovery of Excess Reasonable Cost
(Lesser of Line 1 or 2)

Part Il -  Computation of Carry Over of Excess Reasonable Cost Under Lower of Cost or Charges
Current
Prior Cost Reporting Period Ended Cost Sum of
Line Description to to to Reporting Columns
No. Period 1-4
€] 2 3) (4 ®)
1.|Carry Over - Rt
Beginning of s

2.|Recovery of Excess
Reasonable Cost
(Part 1, Line 3)

3.|Excess Reasonable
Cost - Current
Period (BHF Page 7,
Line 14)

4.[Carry Over - End of
Current Period
(Line 1 Minus Line 2
or Plus Line 3)

Part Il - Allocation of Recovered Excess Reasonable Cost Under Lower of Cost or Charges

Total
(Part I, Inpatient Qutpatient
Line Description Cols. 1-3, Amount Amount
No. Line 2) Ratio | (Col. 1x2A)| Ratio | (Col. 1x3A)
1) (2A) (2B) (3A) (3B)
1.|Cost Report Period
ended
2.|Cost Report Period
ended
3.|Cost Report Period
ended
4.|Total SR SR
(Sum of Lines 1 - 3) RN RN
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Hospital Statement of Cost

Teaching Physicians / Routine Services Questionnaire

Preliminary

BHF Supplement No. 1

Medicare Provider Number:

14-0280

Medicaid Provider Number:

18015

Program:

Medicaid Hospital

Period Covered by Statement:

To: 12/31/2016

Part | - Apportionment of Cost for the Services of Teaching Physicians

Part A. Cost of Physicians Direct Medical and Surgical Services

.|Physicians on hospital staff average per diem

(CMS 2552-10, Supplemental W/S D-5, Part Il, Col. 1, Line 3)

.|Physicians on medical school faculty average per diem

(CMS 2552-10, Supplemental W/S D-5, Part Il, Col. 2, Line 3)

.| Total Per Diem

(Line 1 Plus Line 2)

Part B. Program Data

Sub Il Sub Il
Rehab Other (Sub)

.|Program inpatient days

(BHF Page 2, Part Il, Column 4)

.|Program outpatient occasions of service

(BHF Page 2, Part lll, Line 1)

Part C. Program Cost

Sub Il Sub Il
Rehab Other (Sub)

.|Program inpatient cost (Line 4 X Line 3)

(to BHF Page 7, Col. 1, Line 5)

.|Program outpatient cost (Line 5 X Line 3)

(to BHF Page 7, Col. 2, Line 5)

Part Il - Routine Services Questionnaire

1.

Gross Routine Revenues

Sub Il Sub Il
Rehab Other (Sub)

(A) General inpatient routine service charges (Excluding swing
bed charges) (CMS 2552-10, W/S D - 1, Part |, Line 28)

(B) Routine general care semi-private room charges (Excluding
swing bed charges)(CMS 2552-10, W/S D - 1, Part |, Line 30)

(C) Private room charges
(A Minus B) or (CMS 2552-10, W/S D-1, Part 1, Line 29)

.|Routine Days

(A) Semi-private general care days
(CMS 2552-10, W/S D - 1, Part |, Line 4)

(B) Private room days
(CMS 2552-10, W/S D - 1, Part |, Line 3)

.|Private room charge per diem

(1C Divided by 2B) or (CMS 2552-10, W/S D-1, Part 1, Line 32)

.| Semi-private room charge per diem

(1B Divided by 2A) or (CMS 2552-10, W/S D-1, Part 1, Line 33)

.|Private room charge differential per diem

(Line 3 Minus Line 4) or (CMS 2552-10, W/S D-1, Part 1, Line 34)

.|Private room cost differential (To BHF Page 4, Line 4)

((Line 5 X (CMS 2552-10, W/S D-1, Part |, Line 27)
Divided by (Line 1A Above))

.|Private room cost differential adjustment

(Line 2B X Line 6)

.|General inpatient routine service cost (net of swing bed and

private room cost differential)
(CMS 2552-10, W/S D-1, Part |, Line 37)

.|Adjusted general inpatient routine service cost per diem (Line 8

Divided by the Sum of Lines 2A + 2B) (to BHF Page 4, Line 1c)
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Hospital Statement of Cost / Graduate Medical Education Expense
Preliminary

BHF Supplement No. 2(a)

Medicare Provider Number:

14-0280

Medicaid Provider Number:

18015

Program:

Medicaid Hospital

Period Covered by Statement:

From:

01/01/2016

To: 12/31/2016

Line
No.

Cost Centers

GME
Cost
(CMS 2552-10,
WIS B, Pt. 1,
Col. 25)

Total Dept.
Charges
(CMS 2552-10,
WIS C,

Pt. 1,
Col. 8)*

Ratio of
GME
Cost

to Charges

(Col. 1/

Col. 2)

Inpatient
Program
Charges
(BHF
Page 3,
Col. 4)

Outpatient
Program
Charges

(BHF
Page 3,
Col. 5)

Inpatient
Program
Expenses
for GME
(Col. 3 X (Col. 3 X

Col. 4) Col. 5)

Outpatient
Program

Expenses
for GME

Inpatient Ancillary Centers

@

@

©)

)

®)

(6) 0]

.|Operating Room

.|Recovery Room

.|Delivery and Labor Room

.|Anesthesiology

.|Radiology - Diagnostic

.|Radiology - Therapeutic

.[Nuclear Medicine

.|Laboratory

Olo(N|O|UO|™]|W[N |-

.|Blood

=
o

.|Blood - Administration

[Eny
[N

.|Intravenous Therapy

12.

Respiratory Therapy

13.

Physical Therapy

14.

QOccupational Therapy

15.

Speech Pathology

16.

EKG

17.

EEG

18.

Med. / Surg. Supplies

19.

Drugs Charged to Patients

20.

Renal Dialysis

21.

Ambulance

22.

Gastrointestinal

23.

MRI

24.

Ultrasound

25.

Implantable Devices

26.

Cardiology

27.

Cardiopulmonary

28.

CT Scan

29.

Cardiac Rehab

30.

Cardiac Cath

31.

Hyperbaric Oxygen Therapy

32.

Other

33.

Other

34.

Other

35.

Other

36.

Other

37.

Other

38.

Other

39.

Other

40.

Other

41.

Other

42.

Other

Qutpatient Ancillary Centers

43.

Clinic

44,

Emergency

45.

Observation

46.

Ancillary Total

*

If Medicare claims billed net of professional component, total hospital professional component charges
must be added to W/S C charges to recompute the G M E cost to total charge ratio.
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Hospital Statement of Cost / Graduate Medical Education Expense

Preliminary

BHF Supplement No. 2(b)

Medicare Provider Number:

14-0280

Medicaid Provider Number:

18015

Program:
Medicaid Hospital

Period Covered by Statement:
01/01/2016

From:

To: 12/31/2016

Line Cost Centers

No.

GME
Cost

Col. 25)

(CMS 2552-10,
WIS B, Pt. 1,

(CMS 2552-10,

Total Days
Including

Private

WIS S-3, Pt. 1,

Col. 8)

GME
Cost

Per Diem
(Col. 1/

Col. 2

)

Program

Days

Including
Private
(BHF Pg. 2
Pt. I, Col. 4)

Outpatient
Program
Charges

(BHF

Inpatient Outpatient
Program Program
Expenses Expenses

for GME
(Col.3X
Col. 4)

forGME
(Col.3X
Col. 5)

Routine Service Cost Centers

@

&)

(©)

)

(6)

47.|Adults and Pediatrics
48.|Psych
49.|Rehab e O NN RAA]
50.[Other (Sub) D ORRERY o]
51.[Intensive Care Unit
52.|Coronary Care Unit
53 NICU PP L P M M M ML MM, PP LM ML M MM
54.|Other e O NN RAA]
55.|Other D ORRERY o]
56.|Other
57.|Other
58.|0ther I I I I AR II I
59.|Other RO RHHLY ottt
60.|Other D ORRERY o]
61.|Other
62.|Other
63.|Other
64.|Other RO RHHLY ottt
65.|Other D ORRERY o]
66.|Nursery
67.|Routine Total (lines 47-66) e et ittt ittt bttt e tat et tatatetetabotedetatel
68. AnCillaryTOta'(frOm“ne46) ENNNNNNNNN et ety e ettt ettt ot Bt tatata e tetatatateted:

69.|Total (Lines 67-68) e e A e o a e ot
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Hospital Statement of Cost

Reconciliation of Patient Days and Revenue
Preliminary

Medicare Provider Number:

Medicaid Provider Number:

14-0280 18015

Program: Period Covered by Statement:

Medicaid Hospital From: 01/01/2016 To: 12/31/2016

Provider's Audited

| Inpatient Reconciliation Records Adjustments Cost Report

Adult Days 93 93

Newborn Days

Total Inpatient Revenue 266,151 266,151
Ancillary Revenue 146,367 146,367
Routine Revenue 119,784 119,784

Inpatient Received and Receivable

| Outpatient Reconciliation

Outpatient Occasions of Service
Total Outpatient Revenue

Outpatient Received and Receivable

Notes:

BHF Page 2 - Removed SNF data from Medicaid cost report

BHF Page 3 - Total costs/total charges agree with as filed W/S C

BHF Page 3 - Reclassified Blood costs and charges to Blood Administration. Blood is noncovered for lllinois Medicaid

BHF Pages 4 and 6 - Split Adults & Peds total costs and professional component between Psych and Acute based on patient days

(See attached spreadsheet for allocation)

BHF Page 2 - Split Adults & Peds total inpatient days between Psych and Acute based on the last year information.
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