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:
Union Hospital, Inc. 15-0023
Street: Medicaid Provider Number:
1606 N. 7th Street 20003
City: State: Zip:
Terre Haute IN 47804
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
XXXX Corporation Partnership City Hospital District
XXXX
Other (Specify) Corporation County Other (Specify)
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)) Union Hospital, Inc. 20003

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

© w= o o 5 SR s e R RN AP PLERAARRARK] © XL e e et Fa s 03
— wJ O >~ E ¢ £ S <© et batyh e o, P RS SRS A R bR R N SSie N N R R rr vy,
I amBmmm\)4 ] S s s el S angRdddddddddddddlddiddiddidd g ~ e e e et Fa s 03
= 5 o> 0o S © ~ et tetet atet el Sote etete hetat tate T Metat ated el e Tal et te fe et Iets © ok e e et et (et et Ty Ry e S 0¥,
— Qo T o5 = SO B s e, R R e e e S PR R ~ R R b e o R R P R b
o
® M m & & m M SO B s e, R R e e e S PR R R R R e e SR R LRSS R
N - ] SR s e R R R A KA XL e e et Fa s 03 _
— o e e e B S B e e W el o e N e e et N S
oo sepodo sepodo oo ]
5 8 o o c m. _m SR s e e e ] XL e e et Fa s 03 W
ammeMm o N SR s e S angRdddddddddddddlddiddidd il Byl XL e e et Fa s 03 o
o s 238 32|43 e 0 S S I S IS L s T
=) € 035 % S 3 et batyh e o, g gy L bl bl b by e e, SSie N N R R rr vy, =
o .. S5 0 & < ! ! ! ! rete aete et e et el et a%e e et he s e e e o o et e e e e o —
S _m za- w = SR s e R R R A KA XL e e et Fa s 03 _m
N %m”n TR A n%n o num_ n W n%ﬂun S g Y P,
» S et e R RN R R KX KA SRS s e e e e s rar e
9] s £ E S s s el R R R A KA XL e e et Fa s 03
2+ nun T 9|~ ST s s e SRR AR LR XX A KA ICK AKX AKX AL AR ~ T 5, SRR AR PR AR AN KK AKICHARKAXKARK AR
E0 o 5 gle tat el Tetet et R A IR © et R SR
t = m d M ~ 4 4 4 4 LS S0 4 e ~ 4 4 L 4 4 e R 4
. S z S Xz 20803
r 2 20803
o IS el Satet et tatel o R o R o L A el Sal Tl % S teteti atel ket el o Ta e teti fatel Tt
S = © >t >~ S S X X Y
S 8 o — o m N ~ ™ o © ~|®™ Tati Tatet Tat L et e et e ot e e e et S e
2 |®o S.aegoc[IN 1N [T |2 N ot A St £
— > C.mo.uem\_.WQ 7o) ™ o oM o) FatTatet 5, R b e o R R P R b c
) o d ° 235 2 2@ ~ © ~ ™m|© e, e e et Fa s 03 o
S o 2 g > 35 e, Nt gt e g N aga g b3
s |83 §esdo SRR I S IS L s =
o 5 KXPOOAX e iddivel Sl deicaduadieiee
()
2
o > 0 — (o] < o o<t~
- Q c 20 3 ~ < b= [le} AN
= O T 6 v S = 8 N~ © ™ o] ||
T £s 23 8 2F | [ [ [ o|g|o| |F
o o . O ® & 5 = N <
= o £ TdeW.m(4 © 1
Q o 2 £ = ]
> o T x
) SR s e R R R A KA XL e e et Fa s 03
- 2
€ o ST s s e SRR AR LR XX A KA ICK AKX AKX AL AR T 5, R b e o R R P R b
$ S s zl® e s e S Ml St D 23 e S e
== @ ol SO B s e, R R e e e S PR R ~ R e e et et e et e Bt e
o e B e e T S T T e e T e el e e e e e e e
REGRSReS e R R ] bﬂnn”” ”””w%&nm””””””””””wmoﬂ
° © o © o ols S e e ey s Fare s Sy ol
= o o N~ (@] ®|o S e e e e e e e e e
8o 232 129 19 |1 e SRR e e e e s s
MeWHZQ 0 ™ o o~ N ST e 8, T e L ety ety fatat Tatst %,
TBDa(PO — —A|O et et e T e e T e e e T N
M — e, e ey s Fare s Sy ol
e, e ey s Fare s Sy ol )
[S]
o A P R L R Rl S Sl 0 W
— o © [Te) o< e e e Tt et et et et e e et et e
21 1l |1N e | b= e S e e s I @
™ msb b oo e e e e e e e e e wn
N 58 =|g g SR e -
=3 = m S| FatTatet 5, T T e e T et et et et Ta et e o
S > P
O < e, e ey s Fare s Sy ol c
- e Tt e T e e e e T N m
@
ol 8
of-3
©lg
\
n
3 als
=
= n| K
[ =l
. B o) 2 5|5
—_ wn =
o ) 0 @ > n @ NNe
Q 13} | @ o | n b= s
= +— = == a = =22 c
£ < c = HEE N = c|<S|5 N o|O
> = o 8 =] =] = = ° 8 =] =)= - =1 et
z 7] i 3T ol o| & gl 18] |5l o|lold & 8|5
= 3 © Slo 1= o o <l o =2 2 al o
[0} T =3 sl —~| °| T T =1 c ol & —~| °| T T =1 SR
° = olo wCCC b4 S olo wCCC z ola
ho] c =1 | c =3
3 B 2| & S gl |8 |=|& D EES £ |3
o IS I 22| sf.2 5] > i =z s|=2 S =0
g o lals[Bls12 || | =| = == =] =[5 =] =] =[2|=|5 =lgls[Bls12 || | =| =| =] =| 5| =| 5| =] =| =] =[2|= ==
.. O t|Chen0neeeeeeeeeeeewaS t|Chen0neeeeeeeeeeeewa +~| @©
(&) o) = 3| > clolslojlclelcelcle|lcle|lclclelcl < = = 3 > clolxslojlclelcelcelclcle|lclElelcel < - ==
st e [ =1 B K = B B B b= = = = = = = = = = = = A =Y = 1 k=1 B KL =l B ) B = = k= = = = =l k= = k= =l k=l A ) c| ©
m S = o|<|a|[x|[O[E|O]E]O|O|0|0|0|0]0|0|0|0|0|0|Z2|+=[0 o|<f{a|[x|[O[E|O]E]O|O|0|0|0|0|0|0|0|0|0|0|Z2|+ [
2
S = [CR —AN|M|T (OO0 |O|HAN|M|T|OIN|OO|O]|Hd| N AN (OO0 |O|HA|IN|M||OI~N|O]|O|O] | N [Ch K
0} o £ 9o Al ]| NN NN G GIEIGI R GIEIEIRI LY £ 9o
< & 5 2 5 2

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:
15-0023 20003
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/P 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)
@ @ 3 4 5 (6) )]
1.|Operating Room 19,862,225 157,004,486 0.126507
2.|Recovery Room 2,714,220 5,065,446 0.535830
3.[Delivery and Labor Room 7,324,481 18,165,230 0.403214
4.[Anesthesiology
5.[Radiology - Diagnostic 12,635,791 53,347,399 0.236859
6.|Radiology - Therapeutic 8,071,356 38,684,121 0.208648
7.|Nuclear Medicine 1,722,147 9,016,112 0.191008
8.[Laboratory 11,007,193 92,236,841 0.119336
9.|Blood
10.|Blood - Administration 1,435,549 3,216,828 0.446262
11.]Intravenous Therapy
12.|Respiratory Therapy 5,598,618 12,153,254 0.460668
13.|Physical Therapy 3,660,067 11,604,203 0.315409
14.|Occupational Therapy 1,888,685 7,752,483 0.243623
15.|Speech Pathology 881,834 2,548,823 0.345977
16.|EKG 3,101,694 19,601,012 0.158242
17.]EEG 1,471,861 4,564,027 0.322492
18.|Med. / Surg. Supplies 1,491,675 2,537,728 0.587799
19.|Drugs Charged to Patients 51,802,600 246,314,350 0.210311
20.|Renal Dialysis 1,937,684 3,970,687 0.487997
21.]Ambulance
22.|Cardiac Surgery 3,015,120 9,899,097 0.304585
23.]WVSC 15,806,800 103,895,244 0.152142
24.]0OP Treatment Rm. 5,488,589 2,748,332 1.997062
25.|Cat Scan 3,540,876 57,501,526 0.061579
26.|MRI 2,204,972 13,713,140 0.160793
27.|Cardiac Cath Lab 19,550,064 106,078,215 0.184299
28.]0/P Psych Therapy 2,419,654 6,812,335 0.355187
29.|Cardiac Rehab. 966,793 1,421,475 0.680134
30.|Implant Devices 13,684,826 15,375,112 0.890064
31.|Patient Nutrition 566,463 223,008 2.540102
32.|Wound Clinic 1,879,798 5,778,097 0.325332
33.|Other
34.|Other
35.|Other
36.|Other
37.|Other
38.|Other
39.|Other
40.|Other
41.|Other
42.|Other
Outpatient Service Cost Centers SR IORIRIIKRAAIHR
43.|Clinic 303,027 797,668 0.379891
44.|Emergency 14,932,878 124,751,734 0.119701
45.|Observation 9,646,008 17,837,707 0.540765
46.|Total oot

*

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:
15-0023 20003
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) 60,521,204 3,313,607
b)|Total inpatient days including private room days
(CMS 2552-10, W/S S-3, Part 1, Col. 8) 58,018 3,642
c)|Adjusted general inpatient routine service
cost per diem (Line 1a/ 1b) 1,043.15 909.83

2.|Program general inpatient routine days
(BHF Page 2, Part Il, Col. 4)

3.[Program general inpatient routine cost
(Line 1c X Line 2)

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. II, 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)

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.Cx Col. D)
(A) (5) ©) (D) (E)
8.|Intensive Care Unit 13,167,561 8,314 1,583.78
9.|Coronary Care Unit
10.]Intensive Care-Nursery 4,266,074 3,852 1,107.50
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 1,996,226 3,565 559.95
24.[Program inpatient ancillary care service cost B
(BHF Page 3, Col. 6, Line 46) KKK KN,
25.Total Program Inpatient Operating Costs B O SRS SRR
(Sum of Lines 7 through 24) KKK KN,

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 Progra

Preliminary
Medicare Provider Number: Medicaid Provider Number:
15-0023 20003
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 W/S D-2, W/S D-2, W/S 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)
@ @ 3) ) ©) 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.[Intensive Care-Nursery
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
(Lines 2 through 21) R
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
@ @ ©) Q) (5A) (5B) (6A) (6B)
23.[Clinic
24.|Emergency
25.[Observation
26.|Subtotal Outpatient Care Svcs. R
(Lines 23 through 25) R
27.[Total (Sum of Lines 22 and 26) %%

Rev. 10/11



Hospital Statement of Cost / Analysis of Hospital - Based Physician Expense
Preliminary

BHF Page 6(a)

Medicare Provider Number:

15-0023

Medicaid Provider Number:

20

003

Program:

Medicaid Hospital

Period Covered by Statement:
From: 01/01/2016

To:

12/31/2016

Line
No.

Cost Centers

Professional
Component
(CMS 2552-10,
WIS A-8-2,
Col. 4)

Total Dept.
Charges
(CMS 2552-10,
w/s C,

Pt. 1,

Col. 8)*

Ratio of Inpatient

Program

Outpatient
Professional Program
Component
to Charges
(Col. 1/

Col. 2)

Charges
(BHF
Page 3,
Col. 4)

Charges
(BHF
Page 3,
Col. 5)

Inpatient
Program
Expenses
forHB P
(Col. 3X
Col. 4)

Outpatient
Program
Expenses
forHB P
(Col. 3X
Col. 5)

Inpatient Ancillary Cost Centers

@

@

3 Q) ®)

(6)

0]

.|Operating Room

3,215,946

157,004,486

0.020483

.|Recovery Room

.|Delivery and Labor Room

1,928,333

18,165,230

0.106155

.|Anesthesiology

.|Radiology - Diagnostic

503,249

53,347,399

0.009433

.|Radiology - Therapeutic

.[Nuclear Medicine

11,650

9,016,112

0.001292

.|Laboratory

Ol (N~ |WIN]|F

.|Blood

=
o

.|Blood - Administration

=
=

.{Intravenous Therapy

=
N

.|Respiratory Therapy

=
w

.|Physical Therapy

=
N

.|Occupational Therapy

=
4]

.|Speech Pathology

=
)]

.|[EKG

103,155

19,601,012

0.005263

=
~

.|EEG

2,245,015

4,564,027

0.491893

=
[e0]

.[Med. / Surg. Supplies

=
©

.|Drugs Charged to Patients

424,418

246,314,350

0.001723

N
o

.|Renal Dialysis

N
=

.|Ambulance

N
N

.|Cardiac Surgery

2,808,597

9,899,097

0.283723

N
w

.[WVSC

926,727

103,895,244

0.008920

N
~

.|OP Treatment Rm.

N
ol

.|Cat Scan

N
(o2}

.[MRI

N
~

.|Cardiac Cath Lab

1,796,870

106,078,215

0.016939

N
o]

.|O/P Psych Therapy

N
©

.|Cardiac Rehab.

w
o

.[Implant Devices

w
g

.|Patient Nutrition

w
N

.|Wound Clinic

w
w

.|Other

w
>

.|Other

w
4]

.|Other

w
(o]

.|Other

w
J

.|Other

w
[e4]

.|Other

w
©

.|Other

IN
o

.|Other

IN
=

.|Other

IN
N

.|Other

Outpatient Ancillary Cost 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 professional component to total charge ratio.

Rev. 10/11




BHF Page 6(b)

Hospital Statement of Cost / Analysis of Hospital - Based Physician Expense

Preliminary

Medicaid Provider Number:

20003

Period Covered by Statement:

12/31/2016

To:

01/01/2016

From:

Outpatient

Program

Expenses

forHBP

(Col. 3X

Col. 5)

()

Inpatient

Program

Expenses

forHBP

(Col. 3X

Col. 4)

(6

Outpatient

Program

Charges

(BHF
Page 3,

Col. 5)

(5)

Program

Days

Including
Private
(BHF Pg. 2

Pt. Il, Col. 4)

Q)

Professional

Component

Cost
Per Diem
(Col. 1/

Col. 2)

3

0.92

139.94

Medicare Provider Number:

15-0023

Program:

Medicaid Hospital

Total Days
Including

Private
(CMS 2552-10,

WIS S-3
Pt. 1, Col. 8)

@

58,018

3,852

Professional

Component

(CMS 2552-10,

WIS A-8-2,

Col. 4)

@

53,328

539,067

E

Cost Centers

Routine Service Cost Centers

Line
No.

47.|Adults and Pediatrics

48.|Psych
49.|Rehab

50.|Other (Sub)

51.|Intensive Care Unit
52.|Coronary Care Unit

53.|Intensive Care-Nursery

54.|Other
55.|Other
56.|Other
57.|Other
58.|Other
59.|Other
60.|Other
61.[Other
62.|Other
63.|Other
64.|Other
65.|Other

66.[Nursery

68.|Ancillary Total (from line 46)

67.|Routine Total (lines 47-66)
69.|Total (Lines 67-68)

Rev. 10/11



BHF Page 7

Hospital Statement of Cost

Computation of Lesser of Reasonable Cost or Customary Charge:

Preliminary
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Medicare Provider Number:

15-0023

Program:

Medicaid Hospital

Reasonable Cost

(BHF Page 3, Line 46, Col. 7)

(BHF Page 4, Line 25)

Program (BHF Page 5, Line 27, Cols. 6a and 6b)

(BHF Page 6, Line 69, Cols. 6 & 7)

(BHF Supplement No. 1, Part 1C, Lines 7 and 8)

(BHF Supplement No. 2, Cols. 6 and 7, Line 69)

(Sum of Lines 1 through 6)

(Line 7 Divided by Sum of Line 7, Cols. 1 and 2)

Customary Charges

(See Instructions)

(Provider's Records)

A. Adults and Pediatrics

Psych

B.

Rehab
D. Other (Sub)

C.

Intensive Care Unit
Coronary Care Unit

E.

F.

Intensive Care-Nursery

Other
Other
Other
Other
Other

M. Other

G.

H.

J.

K.
L.

Other
0. Other

N.

Other
Q. Other

P.

Other
Other

R.

S.

Nursery

T.

(Provider's Records)

(Sum of Lines 9 through 11)

(Line 12 Minus Line 7, Sum of Cols. 1 through 2)

(Line 7, Sum of Cols. 1 through 2, Minus Line 12)

(Line 8, Each Column X Line 14)

Line

No.

1.]Ancillary Services

2.|Inpatient Operating Services

3.[Interns and Residents Not in an Approved Teaching

4.[Hospital Based Physician Services

5.[Services of Teaching Physicians

6.|Graduate Medical Education

7.|Total Reasonable Cost of Covered Services

8.[Ratio of Inpatient and Outpatient Cost to Total Cost

Line

No.

9.|Ancillary Services

10.|Inpatient Routine Services

11.|Services of Teaching Physicians

12.|Total Charges for Patient Services

13.|Excess of Customary Charges Over Reasonable Cost

14.|Excess of Reasonable Cost Over Customary Charges

15.|Excess Reasonable Cost Applicable to Inpatient and Outpatient

Rev. 10/11



Hospital Statement of Cost / Computation of Allowable Cost
Preliminary

BHF Page 8

Medicare Provider Number:

15-0023

Medicaid Provider Number:

20003

Program:

Medicaid Hospital

Period Covered by Statement:

From:

01/01/2016

To: 12/31/2016

Line
No.

Allowable Cost

Program Program
Inpatient Outpatient

@ @

.| Total Reasonable Cost of Covered Services

(BHF Page 7, Line 7, Cols. 1 & 2)

.|Excess Reasonable Cost

(BHF Page 7, Line 15, Columns 1 & 2)

.| Total Current Cost Reporting Period Cost

(Line 1 Minus Line 2)

.|Recovery of Excess Reasonable Cost Under

Lower of Cost or Charges
(BHF Page 9, Part Ill, Line 4, Cols. 2B & 3B)

.|Protested Amounts (Nonallowable Cost Iltems)

In Accordance With CMS Pub. 15-1I, Ch. 1, Sec. 115.2

.|Total Allowable Cost

(Sum of Lines 3 and 4, Plus or Minus Line 5)

Line
No.

Total Amount Received / Receivable

Program Program
Inpatient Outpatient

.|Amount Received / Receivable From:

A. State Agency

B. Other (Patients and Third Party Payors)

.| Total Amount Received / Receivable

(Sum of Lines 7A and 7B)

.|Balance Due Provider / (State Agency) *

(Line 6 Minus Line 8)

* Line 9 DOES NOT APPLY to the Medicaid program.
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BHF Page 9

12/31/2016

To:

20003

01/01/2016

Medicaid Provider Number:
Period Covered by Statement:

From:

15-0023
Under 42 CFR Section 405.460) (Limitation on Coverage of Costs)

(Do Not Complete This Part In Any Cost Reporting Period In Which Costs Are Unreimbursed
Computation of Carry Over of Excess Reasonable Cost Under Lower of Cost or Charge

Computation of Recovery of Excess Reasonable Cost Under Lower of Cost or Charge

Medicaid Hospital
(BHF Page 7, Line 13)
(Must Equal Part 11, Line 1, Col. 5)
(Lesser of Line 1 or 2)

1.|Excess of Customary Charges Over Reasonable Cost

2.|Carry Over of Excess Reasonable Cost
3.[Recovery of Excess Reasonable Cost

Line
No.

Hospital Statement of Cost / Recovery of Excess Reasonable Cost

Preliminary
Medicare Provider Number:

Program:
Part | -
Part Il -

)
- <
cm —
=3 3@
— 0 c o™
o c 8lE =S
e Sllg g|< o
] n o |
S = ~ I
» 8 = R
Oof o 2 e
sl || R
SlQ K
L R 2
I S o gl
e s o |2 <|a
- 2 e s © clE =<
c = T R e SR = V< R
[0} ﬁ = .m nnnnnnnnnnnnnnnnnnnn C - (@]
C 0 O 5| TR =z o >
> O | OSSOSO | | = | =TT T T T ORR
3C oo EREsEeEResss o £ e
[ B i inseistesliegniniols wlvtelstelotelvieiols - m o> I I I o e Ya Ya e
nnnnnnnnnnnnnnnnnnnn 1 =R
e s o Sl e
s O S
nnnnnnnnnn =
LS o o
~~~~~~~~~~ — =
RS o (82 %~
2 RERESLLX N 5 o 2|1
nnnnnnnnnn o ° 3
~ RS - ~ 0
e SRS -
nnnnnnnnnn [b])
- RS °
nnnnnnnnnn c
S KBRS )
(e e [ o *o s % o % o o %y %o ¥,
wl L s i
ol | | | REARRRRRR (@]
k) s O
—! 1 1 K
m-w nnnnnnnnnn m
e || B el
o RS <
[ N R ¢ 4 o o e e n
= ~ | BSASSSSNN
c Nl RRRRRRRERES o
o ~ | RARSARSSRE 0
el I R a
@ RS
x|l | RS Q
- RESSSELES o
al ] R
ol | | | BARRASRRNN (%)
C NNNNNNNNNN S
N I 5o soititst )
of 11 RO Q
= RS <
al 1 | BERSASARAR
e RS w
uuuuuuuuuu ©
] RS o
=) RS 3
s o s
RS o E=
nnnnnnnnnn Q a
RS 14 g
BRRREREE % 2
o
- e o~ < ~
@ K] ~ s} [} 0 gl he] gl ®
= L B T o [=_ = © 2 |2 |8 o
o £ o c & [fo-4 O s |o |so
= ko] 0o o+ o o n ™ o o o o ]
Q L = O ™ n < w = ) o )
= °©% |6 s Q = c = 2 |z |= =
— [} o = O =T ) [0] c
o 9 of S c 5 as 3 < 8 8 8 -
0 > '8 5 x o |22 2 [(a |a -
@ O ¢ & o c . 0O ZTFOEqw o o o [
o cE 5 > o = 0w B oS o S X ol 5| of_
>E O o 9 O+~ O - 0= = 0|« O|lw o|lw E
= D = o @ g O = ols Eco ' 0 o|lu S|le Sle S
S O 3 208 Qo ocl’ 335 = o 2|0 E[e g5 @
Om O o= woaodoo<o o = O 0|0 0|0 o|— <
3z o 3z

Rev. 10/11



Hospital Statement of Cost
Teaching Physicians / Routine Services Questionnair
Preliminary

BHF Supplement No. 1

Medicare Provider Number:

15-0023

Medicaid Provider Number:

20003

Program:

Medicaid Hospital

Period Covered by Statement:
From:

To: 12/31/2016

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

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 |1, Col. 2, Line 3)

.| Total Per Diem

(Line 1 Plus Line 2)

Part B. Program Data

General
Service

Sub Il Sub 1l
Rehab Other (Sub)

.|Program inpatient days

(BHF Page 2, Part I, Column 4)

.|Program outpatient occasions of service

(BHF Page 2, Part Ill, Line 1)

Part C. Program Cost

General
Service

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

Adults and
Pediatrics

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:

15-0023

Medicaid Provider Number:

20003

Program:
Medicaid Hospital

Period Covered by Statement:
From: 01/01/2016

To:

12/31/2016

Line Cost Centers
No.

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/ Page 3, Page 3,

Col. 2) Col. 4) Col. 5)

Inpatient
Program

Outpatient
Program
Charges
(BHF

Charges
(BHF

Inpatient
Program
Expenses
for GME
(Col. 3X
Col. 4)

Outpatient
Program
Expenses
for GME
(Col. 3X
Col. 5)

Inpatient Ancillary Centers

@

@

3 Q) ®)

(6)

0]

.|Operating Room

200,699

157,004,486

0.001278

.|Recovery Room

.|Delivery and Labor Room

457,408

18,165,230

0.025180

.|Anesthesiology

.|Radiology - Diagnostic

70,011

53,347,399

0.001312

.|Radiology - Therapeutic

32,672

38,684,121

0.000845

.[Nuclear Medicine

.|Laboratory

Ol (N~ |WIN]|F

.|Blood

=
o

.|Blood - Administration

=
=

.{Intravenous Therapy

=
N

.|Respiratory Therapy

70,011

12,153,254

0.005761

=
w

.|Physical Therapy

4,667

11,604,203

0.000402

=
N

.|Occupational Therapy

=
4]

.|Speech Pathology

=
)]

.|[EKG

4,667

19,601,012

0.000238

=
~

.|EEG

14,002

4,564,027

0.003068

=
[e0]

.[Med. / Surg. Supplies

=
©

.|Drugs Charged to Patients

65,344

246,314,350

0.000265

N
o

.|Renal Dialysis

N
=

.|Ambulance

N
N

.|Cardiac Surgery

N
w

.[WVSC

N
~

.|OP Treatment Rm.

N
ol

.|Cat Scan

N
(o2}

.[MRI

N
~

.|Cardiac Cath Lab

23,337

106,078,215

0.000220

N
o]

.|O/P Psych Therapy

149,358

6,812,335

0.021925

N
©

.|Cardiac Rehab.

w
o

.[Implant Devices

w
g

.|Patient Nutrition

9,335

223,008

0.041859

w
N

.|Wound Clinic

79,346

5,778,097

0.013732

w
w

.|Other

w
>

.|Other

w
4]

.|Other

w
(o]

.|Other

w
J

.|Other

w
[e4]

.|Other

w
©

.|Other

IN
o

.|Other

IN
=

.|Other

IN
N

.|Other

Outpatient Ancillary Centers

43.|Clinic

728,120

797,668

0.912811

44.|Emergency

490,081

124,751,734

0.003928

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:

15-0023

Medicaid Provider Number:

20003

Program:
Medicaid Hospital

Period Covered by Statement:
From: 01/01/2016

To:

12/31/2016

Line Cost Centers

No.

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

Total Days
Including
Private
(CMS 2552-10,
WIS S-3, Pt. 1,
Col. 8)

Program
GME Days
Cost
Per Diem
(Col. 1/

Col. 2)

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

Outpatient

Program
Charges
(BHF

Inpatient
Program
Expenses
for GME
(Col. 3X
Col. 4)

Outpatient
Program
Expenses
for GME
(Col. 3X
Col. 5)

Routine Service Cost Centers

@

@

3 Q)

(6

47.|Adults and Pediatrics 1,712,949 58,018 29.52
48.|Psych O NN RHHRY e
49.|Rehab O NN RHHRY e
50.|Other (Sub) %:::::::::::: O KR KL,
51.|Intensive Care Unit O NN RKKKY O KKK KRR
52.[Coronary Care Unit
53.|Intensive Care-Nursery 42,007 3,852 10.91
54.|Other
55.|Other
56.|Other e e
57.|Other é:::::::::::: O KA KA,
58.|Other NN RHKKY O RNRAKLN:
59.|Other O N HRHHKY O KA KN
60.|Other
61.[Other
62.|Other
63.|Other O NN RHHRY e
64.|Other O NN RHHRY e
65.|Other %:::::::::::: O KR KL,
66.|Nursery O NN RKKKY O KKK KRR
67.|Routine Total (lines 47-66)

68.|Ancillary Total (from line 46)

69.|Total (Lines 67-68)

Rev. 10/11




Hospital Statement of Cost
Reconciliation of Patient Days and Revenut

Preliminary
Medicare Provider Number: Medicaid Provider Number:
15-0023 20003
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

Newborn Days

Total Inpatient Revenue
Ancillary Revenue
Routine Revenue

Inpatient Received and Receivable

| Outpatient Reconciliation

Outpatient Occasions of Service
Total Outpatient Revenue

Outpatient Received and Receivable

Notes:

BHF Page 3, Clinic costs and charges include Patient Nutrition (90.05) and Wound Clinic (90.07) from W/S C.
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