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Y BradleYassociates
Healthcare Advisors and CPAs

Board of Directors
Integra Specialty Hospital
Muncie, Indiana

We have compiled the Hospital Statements of Reimbursable Costs (Title XVIII and XIX)
of Integra Specialty Hospital for the period September 1, 2011 to May 31, 2012 in the
accompanying prescribed form in accordance with Statements on Standards for
Accounting Review Services issued by the American Institute of Certified Public
Accountants.

Our compilation was limited to presenting in the form prescribed by the Centers for
Medicare and Medicaid Services, information that is the representation of management.
We have not audited or reviewed the report referred to above and, accordingly; do not
express an opinion or any other form of assurance on it.

The report is presented in accordance with the requirements of the Centers for
Medicare and Medicaid Services, which differ from generally accepted accounting
principles. Accordingly, this report is not designed for those who are not informed about

such differences.

This report is intended to be filed with the Centers for Medicare and Medicaid Services
and should not be used for any other purposes.

1% i‘qé'% Dﬁu&)@zg
February 20, 2013

201 S. Capitol Avenue, Suite 910  Indianapolis, IN 46225 P 317.237.5500 F 317.237.5503 "bradleycpa.com




Health

Financial Systems

INTEGRA SPECIALTY HOSPITAL

In Lieu of Form CcM5-2552-10

This report is required by Taw (42 USC 1395g; 42 CFR 413.20(b)).
payments made since the beginning of the cost reporting period being deemed overpayments (42

Falure to report can result in all interim

FORM APPROVED

UsC 1395g). OMB NO. 0938-0050

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION provider CCN: 152025 |period: worksheet S
AND SETTLEMENT SUMMARY From 09/01/2011 | parts I-III
To 05/31/2012 | pate/Time Prepared:
2/20/2013 1 27 pm
IPART I7% COST REPORT .STATUS = @i : o “ : : 5 5
Prov1der 1.[ x ]EIectron1ca11y f11ed cost report Date 2/20/2013 T1me 1 27 pm
use only 2.[  Imanually submitted cost report
3.[ 0 ]If this is an amended report enter the number of times the provider resubmitted this cost report
4.[ F JMedicare utilization. Enter "F" for full or "L" for Tow.
Contractor 5. [ 1 JcCost Report Status 6. bate Received: 10.NPR Date:
use only As Submitted 7. Contractor No. 11.contractor's vendor Code: 4
(2) settled without audit 8. [ N JInitial Report for this provider ccNj12.[ O Jxf 1ine 5, column 1 is 4: Enter
(3) settled with Audit N ] Final Report for this Provider CCN number of times reopened = 0-9.
(4) Reopened
(5) Amended

[PART II - CERTIFICATION

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.
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.

FURTHERMORE, If SERVICES IDENTIFIED IN THIS REPORT WERE

CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER(S)

I HEREBY CERTIFY that I have read the above certification statement and that I have examined the accompanying
electronically filed or manually submitted cost report and the Balance Sheet and Statement of Revenue and
Expenses prepared by INTEGRA SPECIALTY HOSPITAL ( 152025 ) for the cost reporting period beginning 09/01/2011
and ending 05/31/2012 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 identified in this cost report were provided in compliance with such

Jaws and regulations.

Encryption Information

ECR: Date: 2/20/2013 Time: 1:27 pm
nGILxsHz50ajQdhhN8x . FGWmmXRACO
4y.oYOMkFEVhTUP8S595DtW8CWs ftP

r9ms 02wrvi ORMCGY

PI: pDate: 2/20/2013 Time: 1:27 pm
QuUTCXTe.IFVC.B6CAPFOJKP7FOWr.0
9LITI0WIKGvb6Wnk4xhnydCeX.Moi5

(signed)

officer or Administrator of Provider(s)

Title

Date

DXnUNf.tOXOaniG

L Title XVIII e I I T

CPArt A oo Part B : HIT«"*‘- STitle XIX:

L SUTET T T IR 41,00 ] 2,000 3000 4 OO CEL5.00

PART-‘III =:SETTLEMENT SUMMARY. : L T i LT s R,
1.00 |Hospital 0 -5,798| 0 0 0] 1.00
2.00 |subprovider - IPF 0 0 0 0] 2.00
3.00 |Subprovider - IRF 0 0 0 0] 3.00
4.00 SUBPROVIDER T 0 0 0 0 4.00
5.00 |Swing bed - SNF 0 0 0 0} 5.00
6.00 |Swing bed - NF 0 0] 6.00
7.00 SKILLED NURSING FACILITY 0 0 0 0 7.00
8.00 NURSING FACILITY 0 0 8.00
9.00 HOME HEALTH AGENCY I 0 0 0 0 9.00
10.00 |RURAL HEALTH CLINIC I 0 0 0} 10.00
11.00 |FEDERALLY QUALIFIED HEALTH CENTER I 0 0 0} 11.00
12.00 |cmHC I 0 0 0} 12.00
200.00| Total 0 -5,796) 0 0 0{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 pPaperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it

displays a valid OMB control number.

The valid OMB control number for this information collection is 0938-0050.

The time

required to complete and review the information 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 concerning the accuracy of the time estimate(s) or suggestions for improving the form, please write to: CMS,

7500 security Boulevard, Attn:

PRA Report Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

X:\HFsdata\clients\Hospital\RSH\55160 - 9.1.11-5.31.12.mcrx
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Health Financial Systems

INTEGRA SPECIALTY HOSPITAL

In Lieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

provider CCN: 152025 |Period:
From 09/01/2011

worksheet S-2
part I

To  05/31/2012 | pate/Time Prepared:
2/20/2013 9:50 am
« S1.000 0 o e T T TR0 e e 3,00 ] TUAL00 . T
Hosp1ta1 and- Hosp1ta1 ‘Health Care Comp1ex Address" T e e
1.00 |Street:2401 w. UNIVERSITY AVE, 8TH FLOOR N PO Box: 1.00
2.00 |city: MUNCIE State: IN zip Code: 47303 County: DELAWARE 2.00
ST L e e ] et component Name sl L CCN | CBSA | Providert o Dates Payment ‘System: (P. Gt
SR «Y,”: SE ‘Number: Number Type Certified 7,00, 0rN)
R IR LR LR TV [XVITI [ XIX.
ey : 1,00 .00.01-03.00 a4.003» :*5;00 CU16,0000 7:00:]:8.00
Hosp1ta1 and Hosp1ta1 Based Component Ident1f1cat1on Gl L R S R R T T T T
3.00 [Hospital INTEGRA SPECIALTY 152025 34620 2 02/16/2005| N P 0 3.00
HOSPITAL
4.00 |subprovider - IPF 4.00
5.00 [subprovider - IRF 5.00
6.00 [subprovider - (Other) 6.00
7.00 [swing Beds - SNF 7.00
8.00 |swing Beds - NF 8.00
9.00 |Hospital-Based SNF 9.00
10.00 [Hospital-Based NF 10.00
11.00 [Hospital-Based OLTC 11.00
12.00 Hospital-Based HHA 12.00
13.00 |separately Certified ASC 13.00
14.00 Hospital-Based Hospice 14.00
15.00 Hospital-Based Health Clinic - RHC 15.00
16.00 Hospital-Based Health Clinic - FQHC 16.00
17.00 Hospital-Based (CMHC) I 17.00
17.10 Hospital-Based (CORF) I 17.10
18.00 |rRenal Dialysis 18.00
19.00 |other 19.00
T L UFrom: To: R
[ R L S e 1,00 2,00
20.00 |cost Reporting Period (mm/dd/yyyy) 09/01/2011 05/31/2012 | 20.00
21.00 [Type of Control (see 1nstruct1ons) 2 21.00
Inpatient PPS. Information: T s a L i * o
22.00 |poes this facility qualify for and is 1t current]y receiving payments for N N 22.00
disproportionate share hospital adjustment, in accordance with 42 CFR §412.1067 1In
column 1, enter "Y" for yes or “N" for no. Is this facility subject to 42 CFR Section
§412.06(c) (2) (Pickle amendment hospital?) In column 2, enter "Y" for yes or "N" for no.
23.00 [which method is used to determine Medicaid days on Tines 24 and/or 25 below? In column 2 N 23.00
1, enter 1 if date of admission, 2 if census days, or 3 if date of discharge. Is the
method of identifying the days in this cost reporting period different from the method
used in the prior cost reporting period? In column 2, enter "Y" for yes or "N" for no.
T T R T T T e e T State | In-State out ~of: ) iout-of | Medicaid | . Other
"Medicaid | Medicaid | ~state .| - State. ‘_HMo;daysﬂ Medicaid
pa1d days eligible Med1ca1d Med1ca1d [ cidays
unpa1d paid}days' ‘eligible’ R R
: f i ddays oo unpa1d R ) B
P PR ST, o g S 1000 ] 2000 0 +-3.00 4,00 5.00 6.00 - S
24.00 |If this provider is an IPPS hospital, enter the 0 0 0 0 0 0] 24.00
in-state Medicaid paid days in col. 1, in-state
Medicaid eligible unpaid days in col. 2,
out-of-state Medicaid paid days in col. 3,
out-of-state Medicaid eligible unpaid days in col.
4, Medicaid HMO paid and eligible but unpaid days in
column 5, and other Medicaid days in column 6.
25.00 |If this provider is an IRF, enter the in-state 0 0 0 0 0 0] 25.00
Medicaid paid days in col. 1, the in-state Medicaid
eligible unpaid days in col. 2, out-of-state
Medicaid days in col. 3, out-of-state Medicaid
eligible unpaid days in col. 4, Medicaid HMO paid
and eligible but unpaid days in col. 5, and other
Medicaid days in col. 6.
R A Jurban/rRural.s Date of Geogr
T S : o : L L i o 1,00 2,000
26.00 [Enter your standard geographic classification (not wage) status at the beginning of the 1 26.00
cost reporting period. Enter "1" for urban or "2" for rural.
27.00 |enter your standard 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 applicable,
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 periods SCH status in 0 35.00
effect in the cost reporting period.

X:\HFsdata\clients\Hospital\RSH\55160 - 9.1.11-5.31.12.mcrx
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Health Financial Systems INTEGRA SPECIALTY HOSPITAL In Lieu of Form cmMs-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA pProvider CCN: 152025 |Period: worksheet $-2
From 09/01/2011 | Part I
To 05/31/2012 | pate/Time Prepared:
2/20/2013 9:50 am
Beginning: =" End1ng:f,c Rt
D AT S R e T T S S e B 1.00 77 200 FA
36.00 |[Enter applicable beginning and ending dates of SCH status. Subscript line 36 for number 36.00
of periods in excess of one and enter subsequent dates.
37.00 [1f this is a Medicare dependent hospital (MDH), enter the number of periods MDH status 0 37.00
in effect in the cost reporting period.
38.00 [Enter applicable beginning and ending dates of MDH status. Subscript line 38 for number 38.00
of periods in excess of one and enter subsequent dates.
Crane e R e Y7
[ IR L e e DT e . e RO PR Gl B L : S P TER NP RSN I 100
39.00 [poes this facility qualify for the Inpatient Hospital Payment Adjustment for Low Volume Hospitals in N 39.00

accordance with 42 CFR §412.101(b)(2)(1i)? Enter in column 1 "Y" for yes or "N" for no.

k Prospect1ve Payment System (PPS) Cap1ta1 : ‘ ) i : N
45.00 |poes this facility qualify and receive Capital payment for d1sproport1onate share in accordance N N N 45.00

with 42 CFR Section §412.3207 (see instructions)

46.00 {Is this facility eligible for additional payment exception for extraordinary circumstances N N N 46.00
pursuant to 42 CFR §412.348(f)? 1f yes, complete Worksheet L, Part III and L-1, Parts I through
III.

47.00 |Is this a new hospital under 42 CFR §412.300 ppS capital? Enter "Y for yes or "N" for no. N N N 47.00
48.00 |Is the facility e1ect1ng fu11 federa1 cap1ta1 payment7 Enter "Y" for _yes or "N" for no. N N N 48.00
Teaching Hospitals =~ : e e
56.00 [Is this a hospital 1nvo1ved in tra1n1ng res1dents in approved GME programs7 Enter "Y" for yes N 56.00

or "N" for no.
57.00 |[If Tine 56 is yes, is this the first cost reporting period during which residents 1in approved N 57.00

GME programs trained at this facility? Enter "Y" for yes or "N" for no in column 1. If column 1
is "Y" did residents start training in the first month of this cost reporting period? Enter "Y"
for yes or "N" for no in column 2. If column 2 is "Y", complete Worksheet E-4. If column 2 is
"N", complete worksheet D, Part III & IV and D-2, Part IT, if applicable.

58.00 [If Tine 56 is yes, did this facility elect cost reimbursement for physicians' services as N 58.00
defined in cMS pub. 15-1, section 21487 If yes, complete worksheet D-5.
59.00 |are costs cliaimed on 1ine 100 of worksheet A? If yes, complete Worksheet D-2, Part I. N 59.00
60.00 |are you claiming nursing school and/or allied health costs for a program that meets the N 60.00
provider-operated criteria under §413.857 Enter "Y" for ves or “N” for no. (see 1nstruct1ons)
S A e T T T M R TN 74 Bt IME Average Direct GME
s ooil U Average.
61.00 [pid your facility receive additional FTE slots under ACA section 55037 N 0.00 0.00] 61.00

Enter "Y" for yes or "N" for no in column 1. If "v", effective for
portions of cost reporting periods beginning on or after July 1, 2011
enter the average number of primary care FTE residents for IME in column
2 and direct GME in column 3, from the hospital's three most recent cost
reports ending and submitted before March 23, 2010. (see instructions)
IACA Provisions Affecting the Health Resources and Services Administration: (HRSA) e : SR
62.00 |[Enter the number of FTE residents that your hospital trained in this 0.00 62.00
cost reporting period for which your hospital received HRSA PCRE funding
(see instructions)

62.01 |[Enter the number of FTE residents that rotated from a Teaching Health 0.00] 62.01
Center (THC) +into your hospital during in this cost reporting period of
HRSA THC program. (see instructions)

Teaching Hospitals that:Claim Residents in Non-Provider. Settings . S S B
63.00 |Has your facility trained residents in non-provider settings during this N 63.00
cost reporting period? Enter "Y" for yes or "N" for no in column 1. If
ves, complete lines 64-67. (see instructions)

Unweighted, ‘Unweighted Ratio(col. 1/

FTES . | o FTEs “in-. [(col. 14 col.
Nonprov1der Hdspita1 sl 2)) :

Site’ B

1.00 CU2.000 e 3 00

Sect1on 5504 of the ACA Base Year FTE Res1dents in Nonprovider. sett1ngs-—Th1s base 'year. 15 your cost report1ng
period that beginsion or after: July 1, 2009 and before June.30, 2010. : )
64.00 |[Enter in column 1, if Tine 63 is yes, or your facility trained residents 0.00 0.00 0.000000; 64.00
in the base year period, the number of unweighted non-primary care
resident FTEs attributable to rotations occurring in all non-provider
settings. Enter in column 2 the number of unweighted non-primary care
resident FTEs that trained in your hospital. Enter in column 3 the ratio
of (column 1 divided by (column 1 + column 2)). (see instructions)

X:\HFsdata\clients\Hospital\RSH\55160 -~ 9.1.11-5.31.12.mcrx
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Health Financial Systems INTEGRA SPECIALTY HOSPITAL In Lieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 152025 |Period: worksheet S-2

From 09/01/2011 | Part I

To 05/31/2012 | pate/Time Prepared:
2/20/2013 9:50 am

ARatio’(coli 3/ o

“Unweighted: 1. Unwe1ghted

‘- Program: Name..’ “: Program. Code

SUFTES e FTES inct (el 3k co1
Nonprovider .| - Hospital.. | 4))
Site e e ,,' :

65.00 {[Enter in column 1, iFf line 63 0.00 0.00 0.000000; 65.00
is yes, or your facility
trained residents in the base
year period, the program name.
enter in column 2 the program
code, enter in column 3 the
number of unweighted primary
care FTE residents attributable
to rotations occurring in all
non-provider settings. Enter in
column 4 the number of
unweighted primary care
resident FTEs that trained in
your hospital. Enter in column
5 the ratio of (column 3
divided by (column 3 + column
4)). (see instructions)

| ~Unweighted | :-Unweighted - Ratio (col. 1/} »

= SFTES L oFTES inCi(eoliliy co1
l_{Nonprov1der f; Hosp1ta1 e 2)) ~
‘site I
1,00 2 00: i 3 00

Sect1on 5504 of the ACA Current Year FTE Res1dents 1n Nonprov1der sett1ngs-—Effect1ve for cost report1ng per1ods
Q§g1nn1ng on or-after July 1;.2010. 00 5 S .
66.00 [Enter in column 1 the number of unwe1ghted non- pr1mary care res1dent 0.00 0 00| 0 OOOOOO 66.00
FTEs attributable to rotations occurring in all non-provider settings.
enter in column 2 the number of unweighted non-primary care resident
FTEs that trained in your hospital. Enter in column 3 the ratio of
(co1umn 1 d1v1ded by (co1umn 1+ co1umn 2)) (see instructions)

-Program Code .. |- 'Unweighted “'~Unweightedi'aatio Ccolu 3/ e
T S FTES S ETES in (el 3 coT
Nonpr0v1der CiHospital | 4))
L e T e 3.000 | 4.00 . | 5.00 [T
67.00 |1f Tine 63 1is yes, then, for 0.00 0.00 0.000000 67.00

each primary care residency
program in which you are
training residents, enter in
column 1 the program name.
Enter in column 2 the program
code. Enter in column 3 the
number of unweighted primary
care FTE residents attributable
to rotations that occurred in
nonprovider settings for each
applicable program. Enter in
column 4 the number of
unweighted primary care FTE
residents in your hospital for
each applicable program. Enter
in column 5 the ratio of column
3 divided by the sum of columns
3 and 4. Use subscripted Tines
67.01 through 67.50 for each
additional primary care
program. If you operated a
primary care program that did
not have FTE residents in a
nonprovider setting, enter zero
in column 3 and complete all
other columns for each
applicable program.

X:\HFsdata\cTients\Hospital\RSK\55160 - 9.1.11-5.31.12.mcrx
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Health Financial Systems

INTEGRA SPECIALTY HOSPITAL

In Lieu of Form CM$-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

Provider CCN: 152025 |Period:

From 09/01/2011

worksheet $-2
part I

To 05/31/2012 | pate/Time Prepared:
| ’/20/2013 9:50 am__
IlOO 200 3.00 |
Inpat1ent Psych1atr1c Fac111ty PPS. : L : L ; R
70.00 |Is this facility an Inpatient Psychiatric Fac111ty (IPF), or does it contain an IPF subprov1der7 N 70.00
Enter "Y" for yes or "N" for no.
71.00 xf Tine 70 yes: column 1: Did the facility have a teaching program in the most recent cost 0 71.00
report filed on or before November 15, 20047 Enter "Y" for yes or “N" for no. Column 2: Did
this facility train residents in a new teaching program in accordance with 42 CFR §412.424
(D)) 7 Enter "y" for yes or "N" for no. cColumn 3: If column 2 is Y, enter 1, 2 or 3
respectively in column 3. (see instructions) If this cost reporting period covers the beginning
of the fourth year, enter 4 in column 3, or if the subsequent academic years of the new teaching
program in existence, enter 5. (see 1nstruct1ons)
Inpatient Rehabilitation ‘Facility PPS S
75.00 JIs this facility an Inpatient Rehabilitation Fac111ty (IRF), or does it contain an IRF N 75.00
subprovider? Enter "Y" for yes and "N" for no.
76.00 |If Tine 75 yes: Column 1: pid the facility have a teaching program in the most recent cost 4] 76.00
reporting period ending on or before November 15, 20047 Enter "Y" for yes or "N" for no. Column
2: pid this facility train residents in a new teaching program in accordance with 42 CFR
§412.424 (D) i) (D)? Enter "Y" for yes or "N" for no. Column 3: If column 2 is Y, enter 1, 2
or 3 respectively in column 3. (see instructions) If this cost reporting period covers the
beginning of the fourth year, enter 4 in column 3, or if the subsequent academic years of the
new_teaching program in existence, enter 5. (see instructions)
: ~-1,00
Long Term Care Hosp1ta1 PPS. DI e ORI s
80.00 |1s this a long term care hosp1ta1 (LTCH)7 Enter ty" for yes and "N" for no. Y 80.00
TEFRA Providers ] R e s b
85.00 |1s this a new hospital under 42 CFR Sect1on §413 40(f)(1)(1) TEFRA7 Enter "Y" for yes or "N" for no. N 85.00
86.00 [pid this facility establish a new other subprovider (excluded unit) under 42 CFR Section 86.00
§413.40(f)(1)(ii)? Enter "Y" for yes and "N" for no.
T T L e T R v TXIX
: R G 100 2.00.
T1t1e v and XIX Serv1ces i : L : iR S :
90.00 |poes th1s fac111ty have title v and/or XIX 1npat1ent hosp1ta1 serv1ces7 Enter "Y" for N Y 90.00
yes or "N" for no in the applicable column.
91.00 i1s this hospital reimbursed for title v and/or XIX through the cost report either in N Y 91.00
full or in part? Enter "Y" for yes or "N" for no in the applicable column.
92.00 |are title XIX NF patients occupying title XVIII SNF beds (dual certification)? (see N 92.00
instructions) Enter "Y" for yes or "N" for no in the applicable column.
93.00 |poes this facility operate an ICF\MR facility for purposes of title v and XIX? Enter N N 93.00
"y" for yes or "N" for no in the applicable column.
94.00 |poes title V or XIX reduce capital cost? Enter "Y" for yes, and "N" for no in the N N 94.00
applicable column.
95.00 |If Tine 94 1is "v", enter the reduction percentage in the applicable column. 0.00 0.00] 95.00
96.00 [poes title V or XIX reduce operating cost? Enter "Y" for yes or "N" for no in the N N 96.00
applicable column.

97.00 [If Tine 96 is "Y" enter the reductwon percentage in the app11cab1e co1umn 0.00 0.00 97.00
Rural Providers - : . LR R : T
105.00poes this hospital qua11fy as a Cr1t1ca1 Access Hosp1ta1 (CAH)? N 105.00
106.00ixf 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[column 1: If this facility qualifies as a CAH, is it eligible for cost reimbursement N N 107.00
for I &R training programs? Enter "Y" for yes or "N for no in column 1. (see
instructions) If yes, the GME elimination would not be on worksheet B, part I, column
25 and the program would be cost reimbursed. If yes complete Worksheet p-2, Part II.
Column 2: 1If this facility is a CAH, do I&Rs 1in an approved medical education program
train in the caM's excluded IPF and/or IRF unit? Enter "Y” for yes or "N" for no in
column 2. (see instructions)
108.00[xs this a rural hospital qualifying for an exception to the CRNA fee schedule? See 42 N 108.00
CFR_Section §412.113(c). Enter "Y" for yes or "N" for no.
s : : o ) . Physical. | Occupational Speech..”. Resp1ratory
[ R ‘ L : 1.00 . : 2.00 -~ | 3.00 4,000 :
109.00xf this hospital qualifies as a CAH or a cost provider, are N N N N 109.00
therapy services provided by outside supplier? Enter "Y"
for yes or "N" for no for each therapy. l
‘ f 1.0012.00 ] 3.00
M1sce11aneous Cost” Report1ng Informat1on ] D T T T
115.00(1s this an all-inclusive rate provider? Enter "Y" for yes or "N" for no in coWumn 1 If yes, N 0 |115.00
enter the method used (A, 8, 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 Tong term care (includes
psychiatric, rehabilitation and long term hospital providers) based on the definition in cMs
15-1, §2208.1.
116.00j1s this facility classified as a referral center? Enter "Y" for yes or "N" for no. N 116.00
117.00jxs this facility legally-required to carry malpractice insurance? Enter "Y" for yes or "N" for Y 117.00
no.
118.00jrs the malpractice insurance a claims-made or occurrence policy? Enter 1 if the policy is 2 118.00
claim-made. Enter 2 if the policy is occurrence.

X:\HFsdata\cTlients\Hospital\RSH\55160 - 9.1.11-5.31.12.mcrx
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Health Financial Systems INTEGRA SPECIALTY HOSPITAL In tieu of Form CMS-2552-10

‘HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 152025 |Period: worksheet s-2

From 09/01/2011 | Part T

To  05/31/2012 | bate/Time Prepared:

2/20/2013 9 50 am
In urance N

- Premiums. | - Losses |

o0 1 00 | 300

118.01jList amounts of malpractice premiums and paid losses: 0 0 0/118.01
; S S R R T L T N Gl 1,00 e 2:00 0
118.02|are malpractice premiums and paid losses reported in a cost center other than the N 118.02
Administrative and General? If yes, submit supporting schedule Tisting cost centers
and amounts contained therein.
119.00/p0 NOT USE THIS LINE 119.00
120.00|Ts this a SCH or EACH that qualifies for the oOutpatient 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 OQutpatient
Hold Harmless provision in ACA §3121 and applicable amendments? (see instructions)
Enter in column 2 "Y" for yes or "N" for no.

121.00|pid this facility incur and report costs for implantable devices charged to patients? N 121.00
Enter "Y" for ves or "N" for no.
Transplant Center. Information - : : S AR T : S
125.00poes this facility operate a transp1ant center7 Enter "Y" for yes and "N" for no. If N 125.00

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

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

127.00izf 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.

128.00xf this is a Medicare certified Tiver transplant center, enter the certification date 128.00
in column 1 and termination date, if applicable, in column 2.

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

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

132.00[If this is a Medicare certified isTet transplant center, enter the certification date 132.00
in column 1 and termination date, if applicable, in column 2.

133.00{xf 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{xf this is an organ procurement organization (OP0O), enter the OPO number in column 1 134.00

and termination date, if app11cab1e, in co1umn 2
A1l Providers : L Lol e o B

140.00are there any related organ1zat1on or home off1ce costs as def1ned in CMS pub. 15 1 Y 140.00
chapter 10?7 Enter "Y" for yes or "N" for no in column 1. If yes, and home office costs
lare c1a1med enter in co1umn 2 the home off1ce cha1n number (see instruction')
. 1:00: : : ] T 20000 Ll 3 00 o

If th1s facility:is part of a cha1n organ1zat1on, enter .onlines. 141 throug1 143 the name and address of the

home ‘office ‘and enter the home office contractor: name and contractor number..

141.00|Name: TENDER LOVING CARE MANAGEMENT, [Contractor's Name: WPS Contractor's Number 08101 141.00
INC.

142.00|street: 1800 N. WABASH AVE., SUITE 300 [PO Box: 142.00
143.00[/City: MARION State: IN zip Code: 46952 143.00
LI T e U S T i S g L . 1.00 RS : !
144.00/are provider based physicians' costs included in wWorksheet A? Y 144.00
145.00|xf costs for renal services are claimed on Worksheet A, Tine 74, are they costs for inpatient Y 145.00

services only? Enter "Y" for yes or “"N" for no.
ARt i L x 3 e S o S N Lo . COL100 2.00 : :
146.00|Has the cost allocation methodology changed from the previously filed cost report? N 146.00

Enter "Y" for yes or "N" for no in column 1. (See ¢MS pub. 15-2, section 4020) If yes,

enter the approval date (mm/dd/yyyy) in column 2.
147.00was there a change in the statistical basis? Enter "Y" for yes or "N" for no. N 147.00
148.00was there a change in the order of allocation? Enter "Y" for yes or "N" for no. N 148.00
149.00was there a change to the simplified cost finding method? Enter "Y" for yes or "N" for N 149.00

no.

_iPart. Al part.B o Tit]e Voo e TitTe - XIX
R i ) S°1.,00 002000 3000 e 4,00

Does this Facility contain: a’ prov1der that qua11f1es for .an_exemption from the appTication of the 10wer of .costs

or charges? Enter "Y" for yes or "N" for no for each component for Part A and Part B. (See 42 CFR-§413.13)
155.00/Hospital N N N N 155.00
156.00|subprovider - IPF N N N N 156.00
157.00|subprovider ~ IRF N N N N 157.00
158.00|SUBPROVIDER 158.00
159.00|SNF N N N N 159.00
160.00HOME HEALTH AGENCY N N N N 160.00
161.00|cMHC N N N 161.00
161.10|CORF N N N 161.10
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Health

Financial Systems INTEGRA SPECIALTY HOSPITAL

In Lieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

period:
From 09/01/2011
To  05/31/2012

Provider CCN: 152025

worksheet $-2
Part I
pate/Time Pre

pared:

2/20/2013 9:5

0_am

i athi oA
165.00|Is this hospital part of a Multicampus hospital that has one or more campuses in different CBSAs? N 165.00
Enter "Y" for yes or "N" for no.
T e e FERD R LT UName TonioCounty. oo | State | Zzip Code | CBSA ETE/Campus - f . ‘"
L B e e g Sl QL S 007 R 52,000 23.00.0 (70400 OB Q0 e
166.00{zf 1ine 165 is yes, for each 0.00[/166.00
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
SR D T R B L St T R e et : 1000
Health: Information:Technology: (HIT) -incentive in the American Recovery and Reinvestment Act: T
167.00|xs this provider a meaningful user under Section §1886(n)7 Enter "Y" for yes or "N" for no. N 167.00
168.00jxf this provider is a CAH (Tine 105 dis "Y") and 1is a meaningful user (line 167 1is "Y"), enter the 0168.00
reasonable cost incurred for the HIT assets (see instructions)
169.00{1f this provider is a meaningful user (line 167 is "Y") and is not a CAH (Tine 105 is "N"), enter the 0.00169.00

transition factor. (see instructions)
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Health Financial Systems INTEGRA SPECYALTY HOSPITAL In tieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE Provider CCN: 152025 |Period: worksheet S$-2

From 09/01/2011 | Part IIX

To  05/31/2012 | pate/Time Prepared:
2/20/2013 9:50 am

AT :I’“{i mte T

: ~ 1000200

Genera] Instruct1on. Enter Y. for a11 YES responses. Enter N for a11 No responses Enter a11 dates 1n the :

mm/dd/vyyy format. g v e : ;

COMPLETED BY ALL HOSPITALS L

Provider: Organization .and Operation. = 3 A SLiE T

1.00 |Has the provider changed ownership 1mmed1ate1y pr1or to the beg1nn1ng of the cost N 1.00

rgport1nq per1od7 if yes, enter the date of the chanqe 1n co1umn 2 (see 1nstruct1ons)
< L FRRE R . Lo L CUAY/NG e U pate VAT
R S S LR IR G ‘1 00 - | 2,00 1. °3.00 : L
2.00 |Has the provider terminated participation 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 involved in business transactions, including management Y 3.00
contracts, with individuals or entities (e.g., chain home offices, drug
or medical supply companies) that are related to the provider or its
officers, medical staff, management personnel, or members of the board
of directors through ownership, control, or family and other similar
relationships? (see instructions)

SUY/N i Type [ o Date !
1.00 2,000k 300

F1nanc1a1 Data and Reports o N : R . :
4.00 |column 1: were the financial statements prepared by a Cert1f1ed Pub11c N 4.00
Accountant? column 2: If yes, enter "A" for Audited, "C" for compiled,
or "R" for Reviewed. Submit complete copy or enter date available 1in
column 3. (see instructions) If no, see instructions.

5.00 |Are the cost report total expenses and total revenues different from N 5.00
those on the filed financial statements? If yes, submit reconciliation.

“Y/N. o ‘Legal Oper.:
B : ) : : 1.00 - S 000
Approved Educat1ona1 Act1v1t1es o : i LT SEE R T e T R
6.00 |column 1: Are costs claimed for nursing schoo17 Co1umn 2: If yes, is the provider is N 6.00
the Tegal operator of the program?
7.00 |Are costs claimed for Allied 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 8.00
cost reporting period? If yes, see instructions.
9.00 |Are costs claimed for Intern-Resident programs claimed on the current cost report? If N 9.00
yes, see instructions.
10.00 |was an Intern-Resident program been initiated or renewed in the current cost reporting N 10.00
period? If yes, see instructions.
11.00 |Are GME cost directly assigned to cost centers other than I & R in an Approved N 11.00
Teaching Program on Worksheet A? If ves, see instructions.
i ;' LT S L R e YN
B 100
Bad Debts . : : i iR L AT D
12.00 |Is the provider seek1ng re1mbursement for bad debts7 If yes, see 1nstruct1ons Y 12.00
13.00 |If Tine 12 is yes, did the provider's bad debt collection policy change during this cost reporting N 13.00
period? If yes, submit copy.
14.00 [If line 12 is ves, were pat1ent deduct1b1es and/or co- payments wa1ved7 If yes, see 1nstruct1ons N 14.00
Bed . Complement T T T
15.00 D1d tota] beds ava11ab1e change from the pr1or cost report1ng per1od7 If yes, see 1nstruct1ons N 15.00
Descr1pt1on ul,] . .:Y/Ne,e 1 i Date
G 0 ' ,»1.‘00:,l~~'200
PS&R Data‘ . B E . Dl . . . g Lol
16.00 |was the cost report prepared us1ng the PS&R Y 12/19/2012 16.00

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

17.00 |was the cost report prepared using the PS&R N 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 finstructions)

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

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

X:\HFsdata\cTients\HospitaT\RSH\55160 - 9.1.11-5.31.12.mcrx
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Health Financial Systems

INTEGRA SPECIALTY HOSPITAL

In Lieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE provider CCN: 152025 |Period: worksheet S-2
From 09/01/2011 | part II
To  05/31/2012 | pate/Time Prepared:
2/20/2013 9:50 am
S SR i part Al L I
CDescription’ o U TY/NL G Date. -
LA G e A TR RO e 21,00 2000 L
21.00 |was the cost report prepared only using the N 21.00
provider's records? If yes, see
instructions.
S : S : . : 1760,
COMPLETED BY COST REIMBURSED AND TEFRA HOSPITALS ONLY (EXCEPT CHILDRENS HOSPITALS) PR
Capital Related Cost: .. - S
22.00 |Have assets been relifed for Med1care purposes7 If yes, see 1nstruct1ons N 22.00
23.00 |Have changes occurred 1in 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 entered into during the cost reporting period? If yes, see N 25.00
instructions.
26.00 {were assets subject to Sec.2314 of DEFRA acquired during the cost reporting period? If yes, see N 26.00
instructions.
27.00 |Has the provider's capitalization policy changed during the cost reporting period? If yes, submit N 27.00
copy.
Interest Expense & =~ : ’ e " ’ - : R
28.00 |were new Tloans, mortgage agreements or Wetters of cred1t entered into dur1ng the cost report1ng N 28.00
period? If yes, see instructions.
29.00 |pid the provider have a funded depreciation account and/or bond funds (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.
Purchased Services i e L G i
32.00 |[Have changes or new agreements occurred in patient care services furn1shed through contractua1 N 32.00
arrangements with suppliers of services? If yes, see instructions.
33.00 |1f Tine 32 is yes, were the requirements of Sec. 2135.2 applied pertaining to competitive bidding? If N 33.00
no, see instructions.
provider-Based Physicians ‘ : i : ‘ ;
34.00 [Are services furnished at the prov1der fac111ty under an arrangement wwth provwder based phys1c1ans7 N 34.00
if yes, see instructions.
35.00 {If Tine 34 is yes, were there new agreements or amended existing agreements with the provider-based N 35.00
physicians during the cost reporting period? If ves, see instructions.
" : e 1.00 2200
Home off1ce Costs i : T . B R Pnnes
36.00 |were home office costs c1a1med on the cost report? Y 36.00
37.00 |1f 1ine 36 is yes, has a home office cost statement been prepared by the home office? N 37.00
If yes, see instructions.
38.00 |If Tine 36 is yes , was the fiscal year end of the home office different from that of N 38.00
the provider? If yes, enter in column 2 the fiscal year end of the home office.
39.00 {1f line 36 is yes, did the provider render services to other chain components? If ves, N 39.00
see instructions.
40.00 |If T1ine 36 is yes, did the provider render services to the home office? If yes, see N 40.00
instructions.
Cost Report Preparer Contact Informat1on S B
41.00 |eEnter the first name, Tast name and the t1t1e/pos1t1on 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 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.

X:\HFsdata\clients\Hospital\RSH\55160 - 9.1.11-5.31.12.mcrx
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Health Financial Systems

INTEGRA SPECIALTY HOSPITAL

In Lieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNATIRE

pProvider CCN: 152025

period:
From 08/01/2011
To 05/31/2012

worksheet S-2
Part IX
Date/Time Pre

“part B

VN

Date’

| 2/20/2013 9:5

pared:
0 am _

16.00

17.00

18.00

19.00

20.00

21.00

PS&R ‘Data -

T3.00

T4.00

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

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

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

If Tine 16 or 17 1is yes, were adjustments N
made to PS&R Report data for Other? Describe
the other adjustments:

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

16.

17.

18.

19.

20.

21.

00

00

00

00

00

00

instructions.

41.00

42.00

43.00

Cost Report Preparer Contact Informat1on

3000

gnter the first name, last name and the t1t1e/pos1t1on
held by the cost report preparer in columns 1, 2, and 3,
respectively.

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

Enter the telephone number and email address of the cost

report preparer in columns 1 and 2, respectively.

41.

42.

43.

00

00

00
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Health Financial Systems INTEGRA SPECIALTY HOSPITAL In Lieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA Provider CCN: 152025 |period: worksheet s-3
From 09/01/2011 | Part I

To 05/31/2012 | pate/Time Prepared:
2/20/2013 9:50 am
woro Cost Center-Description l-worksheet ‘A [ No..of iBeds |~ “Bed Days. | ‘“CAH Hours . il o onmesgris
S T S tine Number L il avatlablers [n o

DR e e e e I, e P00 S 2 00 ) e300 ] o 47000 ] o SR
1.00 |Hospital Adults & Peds. (columns 5, 6, 7 and 30.00 32 8,768 0.00 1.00

8 exclude swing Bed, Observation Bed and

Hospice days)
2.00 |HMO 2.00
3.00 |HMO IPF Subprovider 3.00
4.00 |HMO IRF Subprovider 4.00
5.00 |Hospital Adults & Peds. Swing Bed SNF 5.00
6.00 |Hospital Adults & Peds. Swing Bed NF 6.00
7.00 |Total Adults and peds. (exclude observation 32 8,768 0.00 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) 32 8,768 0.00 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 |NURSING FACILITY 20.00
21.00 |OTHER LONG TERM CARE 46.00 0 0 21.00
22.00 |HOME HEALTH AGENCY 101.00 22.00
23.00 |AMBULATORY SURGICAL CENTER (D.P.) 23.00
24.00 |HOSPICE 116.00, 0 0 24.00
25.00 {CMHC - CMHC 99.00 25.00
25.10 |CMHC - CORF 99.10 25.10
26.00 |RURAL HEALTH CLINIC 88.00 26.00
26.25 |FEDERALLY QUALIFIED HEALTH CENTER 89.00 26.25
27.00 |Total (sum of lines 14-26) 32 27.00
28.00 |observation Bed Days 28.00
29.00 |Ambulance Trips 29.00
30.00 |EmpTloyee discount days (see instruction) 30.00
31.00 |EmpTloyee discount days - IRF 31.00
32.00 |Labor & delivery days (see instructions) 32.00
33.00 |LTCH non-covered days 33.00
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Health Financial Systems INTEGRA SPECIALTY HOSPITAL In Lieu of Form CcMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA Provider CCN: 152025 |Period: worksheet S$-3
From 09/01/2011 | Part I

To  05/31/2012 | vate/Time Prepared:
2/20/2013 9:50 am
“I/P.Days i/ O/P visits ./ Trips .. GO S
4 Cost . CenteriDes: comitlesviiiilamitle XVIII | STitle XIX - Total All:
R S e e e e T TR 00 6,000 700 800 - SR T
1.00 |Hospital Adults & Peds. (columns 5, 6, 7 and 0 3,260 14 4,135 1.00
8 exclude swing Bed, Observation Bed and
Hospice days)
2.00 |HMO 0 0 2.00
3.00 |HMO IPF Subprovider o] - 0 3.00
4.00 |HMO IRF Subprovider 0 0 4.00
5.00 |Hospital Adults & Peds. Swing Bed SNF 0 0 0 0 5.00
6.00 [Hospital Adults & Peds. Swing Bed NF 0 0 0 6.00
7.00 |Total Adults and Peds. (exclude observation 0 3,260 14 4,135 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 3,260 14 4,135 14.00
15.00 |CAH visits 0 0 0 0 15.00
16.00 |SUBPROVIDER -~ IPF ’ 16.00
17.00 |SUBPROVIDER - IRF 17.00
18.00 |SUBPROVIDER 18.00
19.00 |SKILLED NURSING FACILITY 19.00
20.00 |NURSING FACILITY 20.00
21.00 |OTHER LONG TERM CARE 0 21.00
22.00 |HOME HEALTH AGENCY 0 0 0 0 22.00
23.00 |AMBULATORY SURGICAL CENTER (D.P.) 23.00
24.00 |HOSPICE 0 0 0 24.00
25.00 [CMHC - CMHC 0 0 0 0) 25.00
25.10 [CMHC - CORF 0 0 0 0 25.10
26.00 |RURAL HEALTH CLINIC 0 0 0 0 26.00
26.25 |FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 26.25
27.00 |Total (sum of Tines 14-26) 27.00
28.00 |Observation Bed Days 0 0 0 28.00
29.00 |Ambulance Trips 0 29.00
30.00 |Employee discount days (see instruction) 0 30.00
31.00 |Employee discount days - IRF 0 31.00
32.00 {Labor & delivery days (see instructions) 0 0 32.00
33.00 |LTCH non-covered days 0 33.00
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Health Financial Systems

INTEGRA SPECIALTY HOSPITAL

In Lieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA Provider CCN: 152025 |Period: worksheet S-3
From 09/01/2011 | Part I
To  05/31/2012 | pate/Time Prepared:
2/20/2013 9:50 am
2 Full/ Time Equivalents 00 . Discharges: NIt
1 cost Center pescription i iiiin “ITotal. Interns| Employees on |. . Nonpaid. - “ritlexvITro
(o e e T & Residents |- Payroll: | -“workers i’ S A T
S SO ST e S 9.00 210.000 CoA3L00 i e 2000 S 3,000 ] e
1.00 |Hospital Adults & Peds. (columns 5, 6, 7 and 0 131] 1.00
- 8 exclude swing Bed, Observation Bed and
Hospice days) -
2.00 |HMO 0y 2.00
3.00 |HMO IPF Subprovider 3.00
4.00 |HMO IRF Subprovider 4.00
5.00 |Hospital Adults & Peds. swing Bed SNF 5.00
6.00 |Hospital Adults & Peds. swing Bed NF 6.00
7.00 |Total Adults and Peds. (exclude observation 7.00
beds) (see instructions)

8.00 |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 58.66 0.00 0 131} 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 |NURSING FACILITY 20.00
21.00 |OTHER LONG TERM CARE 0.00 0.00 0.00 21.00
22.00 |HOME HEALTH AGENCY 0.00 0.00 0.00 22.00
23.00 |AMBULATORY SURGICAL CENTER (D.P.) 23.00
24.00 |HOSPICE 0.00 0.00 0.00 24.00
25.00 |CMHC - CMHC 0.00 0.00 0.00 25.00
25.10 |CMHC - CORF 0.00 0.00 0.00 25.10
26.00 |RURAL HEALTH CLINIC 0.00 0.00 0.00 26.00
26.25 |FEDERALLY QUALIFIED HEALTH CENTER 0.00 0.00 0.00 26.25
27.00 |Total (sum of Tines 14-26) 0.00 58.66 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
33.00 |LTCH non-covered days 33.00
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Health Financial Systems

INTEGRA SPECTALTY HOSPITAL

In Lieu of Form €MS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA

Provider CCN: 152025

period:
From -09/01/2011
To  05/31/2012

worksheet 5-3
Part I
Date/Time Pre

2/20/2013 9:5

pared:
0_am

S R o s ipischarges: i ; i
1 iCost Center Description. cTitle XIX | CiTotal ‘ATl G
L R L - 'i"Pati_ents* :
e ST e AR S R R L e P 14000 el 1500 IR
1.00 |Hospital Adults & Peds. (columns 5, 6, 7 and 1 221 1.00
8 exclude swing Bed, Observation Bed and
Hospice days)
2.00 |HMO 2.00
3.00 |[HMO IPF Subprovider 3.00
4.00 |HMO IRF Subprovider 4.00
5.00 |Hospital Adults & Peds. Swing Bed SNF 5.00
6.00 |Hospital Adults & Peds. Swing Bed NF 6.00
7.00 |Total Adults and peds. (exclude observation 7.00
beds) (see instructions)
8.00 |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) 1 221 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 |NURSING FACILITY 20.00
21.00 JOTHER LONG TERM CARE 0 21.00
22.00 |HOME HEALTH AGENCY 22.00
23.00 |AMBULATORY SURGICAL CENTER (D.P.) 23.00
24.00 |HOSPICE 24.00
25.00 |[CMHC - CMHC 25.00
25.10 |CMHC - CORF 25.10
26.00 JRURAL HEALTH CLINIC 26.00
26.25 |FEDERALLY QUALIFIED HEALTH CENTER 26.25
27.00 |Total (sum of lines 14-26) 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
33.00 |LTCH non-covered days 33.00
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Health Financial Systems INTEGRA SPECIALTY HOSPITAL In Lieu of Form CMS-2552-10
RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES provider CCN: 152025 |Perio worksheet A

From 09/01/2011 .
To 05/31/2012 | pate/Time Prepared:

2/20/2013 9:50 am
“Cost Center Description.  ~ o0 o o g rsalaries .|t Other | Total (col. 1 Reclassificati| Reclassified |
TR e T e R P s ] B co1 22) ojns']‘}(sjee A-6)|Trialigalance’|
. Lo eol 3
s Lo S 00 200 e 300 e 00 e e B 00
GENERAL “SERVICE COST CENTERS R R e T T o D O S
1.00 |00100[{CAP REL COSTS-BLDG & FIXT 0 0 0 0] 1.00
2.00 ]00200|CcAP REL COSTS-MVBLE EQUIP 347,137 347,137 0 347,137 2.00
3.00 |00300|OTHER CAP REL COSTS 0 0 0 0| 3.00
4.00 00400| EMPLOYEE BENEFITS o 453,757 453,757 0 453,757 4.00
5.00 [0O0500|ADMINISTRATIVE & GENERAL 362,045 234,241 596,286 0 596,286 5.00
6.00 |[O0600|MAINTENANCE & REPAIRS 0 0 0 0 0| 6.00
7.00 |00700|OPERATION OF PLANT 0 28,785 28,785 0 28,785 7.00
8.00 |O0800|LAUNDRY & LINEN SERVICE 0 25,890 25,890 0 25,890 8.00
9.00 |00900] HOUSEKEEPING 0 78,730 78,730 0 78,730] 9.00
10.00 |01000|DIETARY 0 127,389 127,389 0 127,389} 10.00
11.00 |01100{CAFETERIA 0 0 0 0 0| 11.00
12.00 |01200|MAINTENANCE OF PERSONNEL 0 0 0 0 0] 12.00
13.00 |01300|NURSING ADMINISTRATION : 59,533 2,997 62,530 0 62,530] 13.00
14.00 |01400|CENTRAL SERVICES & SUPPLY 0 0 0 0] 0| 14.00
15.00 j01500| PHARMACY 0 0 0 0 0] 15.00
16.00 |01600|MEDICAL RECORDS & LIBRARY 105,641 20,115 125,756 0 125,756 16.00
17.00 |01700|SOCIAL SERVICE 0 0 0 0 0| 17.00
18.00 [01850/0THER GENERAL SERVICE (SPECIFY) 0 0 0 0 0] 18.00
19.00 |01901|NONPHYSICIAN ANESTHETISTS 0 0 0 0 0! 19.00
INPATIENT: ROUTINE SERVICE COST CENTERS . R T I e e T T O R R
30.00 |03000{ADULTS & PEDIATRICS 1,656,813 455,579 2,112,392 -145,683 1,966,709] 30.00
46.00 |04600{OTHER LONG TERM CARE 0 0 0 0 0] 46.00
ANCILLARY' SERVICE COST CENTERS. - noi i L . o L
50.00 |05000{OPERATING ROOM 0 0 0 0 0] 50.00
51.00 [05100{RECOVERY ROOM 0 0 0 0 0j 51.00
52.00 |05200|DELIVERY ROOM & LABOR ROOM 0 0 0 0 0} 52.00
53.00 |05300| ANESTHESIOLOGY 0 0 0 0 0] 53.00
54.00 |05400|RADIOLOGY~DIAGNOSTIC 0 0 0 97,414 97,414 54.00
55.00 {05500| RADIOLOGY-THERAPEUTIC 0 0 0 0 0| 55.00
56.00 [05600|RADIOISOTOPE 0 0 0 0 0] 56.00
57.00 |05700|CT SCAN 0 0 0 0 0] 57.00
58.00 |05800|MAGNETIC RESONANCE IMAGING (MRI) 0 0 0 0 0] 58.00
59.00 |05900|CARDIAC CATHETERIZATION 0 0 0 0 0l 59.00
60.00 |06000| LABORATORY 0 114,588 114,588 1,552 116,140} 60.00
60.01 |06001BLOOD LABORATORY 0 0 0 0 0} 60.01
61.00 |06100|PBP CLINICAL LAB SERVICES-PRGM ONLY 0 0 0 0| 61.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 0| 62.00
63.00 |06300|BLOOD STORING, PROCESSING & TRANS. 0 0 0 0 0| 63.00
64.00 |06400] INTRAVENOUS THERAPY 0 0 0 0 0| 64.00
65.00 |06500|RESPIRATORY THERAPY 0 571,048 571,048 0 571,048] 65.00
66.00 |06600| PHYSICAL THERAPY 0 27,637 27,637 0 27,637] 66.00
67.00 |06700]OCCUPATIONAL THERAPY 0 25,682 25,682 0 25,682 67.00
68.00 |06800|SPEECH PATHOLOGY 0 16,003 16,003 1,849 17,8521 68.00
69.00 {06900| ELECTROCARDIOLOGY 0 0 0 0 0} 69.00
70.00 {07000| ELECTROENCEPHALOGRAPHY 0 0 0 0 0} 70.00
71.00 |07100{MEDICAL SUPPLIES CHARGED TO PATIENTS 0 227,139 227,139 -41,468 185,671 71.00
72.00 |07200{ IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0 0] 72.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 0 768,612 768,612 41,468 810,080 73.00
74.00 [07400{RENAL DIALYSIS 0 56,745 56,745 7,697 64,442] 74.00
75.00 |07500/ASC (NON-DISTINCT PART) 0 0 0 0 0} 75.00
OUTPATIENT SERVICE COST CENTERS : ST - i
88.00 |08800|RURAL HEALTH CLINIC 0 0 0 0] 0| 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0| 89.00
90.00 |09000{CLINIC 0 0 0 0 0] 90.00
91.00 |09100| EMERGENCY 0 335,849 335,849 37,171 373,020| 91.00
92.00 |09200] OBSERVATION BEDS (NON- DISTINCT PART) 92.00
OTHER REIMBURSABLE . COST CENTERS - = . e L B S S
99.00 |09900| CMHC 0 0 0 0 0} 99.00
99.10 |09910| CORF 0 0 0 0 0} 99.10
100.00{10000| I& SERVICES-NOT APPRVD PRGM 0 0 0 0 01100.00
101.00{10100| HOME HEALTH AGENCY 0 0 0 0 0/101.00
SPECIAL PURPOSE COST CENTERS T Sl ST e T : S .
116.00{11600| HOSPICE 0 0 0 0 0/116.00
118.00 SUBTOTALS (SUM OF LINES 1-117) 2,184,032 3,917,923 6 101 955 0 6,101,955]118.00
NONREIMBURSABLE COST.CENTERS. . 5 Sl i L R i o
190.00|19000|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 01190.00
191.00{19100| RESEARCH 0 0 0 0 0{191.00
192.00|19200| PHYSICIANS' PRIVATE OFFICES 0 0| 0 0 0(192.00
193.00{19300| NONPAID WORKERS 0 0 0 0 0{193.00
200.00 TOTAL (SUM OF LINES 118-199) 2,184,032 3,917,923 6,101,955 0 6,101,955]200.00
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Health Financial Systems

INTEGRA SPECIALTY HOSPITAL

In L1'eu of Form ¢ms-2552-10

RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES

Provider CCN: 152025

period:
From 09/01/2011

worksheet A

To 05/31/2012 | pate/Time Prepared:
2/20/2013 9 50 _am
. Cost’ Center -Description - Adj ustments | Net: Expenses’ R
et L e v - (See A- 8) For A"Hocat'(on
: 26,00 7000
GENERAL SERVICE COST CENTERS L ﬁ : . i
1.00 |00100{CAP REL COSTS-BLDG & FIXT 0 0 1.00
2.00 [00200|caP REL COSTS-MVBLE EQUIP 1,286 348,423 2.00
3.00 |00300|0OTHER CAP REL COSTS 0 0 3.00
4.00 [00400|EMPLOYEE BENEFITS 0 453,757 4.00
5.00 |00500|ADMINISTRATIVE & GENERAL 39,742 636,028 5.00
6.00 |00600|MAINTENANCE & REPAIRS 0| 0 6.00
7.00 |00700|OPERATION OF PLANT 0 28,785 7.00
8.00 |00800|LAUNDRY & LINEN SERVICE 0 25,890 8.00
9.00 {00900 HOUSEKEEPING 0 78,730 9.00
10.00 {01000|DIETARY 0 127,389 10.00
11.00 |01100] CAFETERIA 0 0 11.00
12.00 |01200|MAINTENANCE OF PERSONNEL 0 0 12.00
13.00 |01300|NURSING ADMINISTRATION 0 62,530 13.00
14.00 |01400|CENTRAL SERVICES & SUPPLY 0 0 14.00
15.00 |01500] PHARMACY 0 0 15.00
16.00 |01600]MEDICAL RECORDS & LIBRARY 0 125,756 16.00
17.00 |01700{SOCIAL SERVICE 0 0 17.00
18.00 |01850|0THER GENERAL SERVICE (SPECIFY) Q 0 18.00
19.00 |01901| NONPHYSICIAN ANESTHETISTS 0 0 19.00
INPATIENT ROUTINE SERVICE COST. CENTERS - R A T e
30.00 |03000/ADULTS & PEDIATRICS -369,003 1,597,706 30.00
46.00 |[04600|OTHER LONG TERM CARE 0 0 46.00
ANCILLARY SERVICE COST CENTERS S 5
50.00 {05000/ OPERATING ROOM 0 0 50.00
51.00 }05100|RECOVERY ROOM 0 0 51.00
52.00 |05200|DELIVERY ROOM & LABOR ROOM 0 0 52.00
53.00 |05300| ANESTHESIOLOGY 0 0 53.00
54.00 |05400| RADIOLOGY~-DIAGNOSTIC 0 97,414 54.00
55.00 |05500| RADIOLOGY-THERAPEUTIC 0 0 55.00
56.00 |05600! RADIOISOTOPE o 0 56.00
57.00 {05700|{CT SCAN 0 0 57.00
58.00 |05800|MAGNETIC RESONANCE IMAGING (MRI) 0 0 58.00
59.00 |05900| CARDIAC CATHETERIZATION 0 0 59.00
60.00 |06000] LABORATORY 0 116,140 60.00
60.01 06001)BLOOD LABORATORY 0 0 60.01
61.00 |06100| PBP CLINICAL LAB SERVICES-PRGM ONLY 0 0 61.00
62.00 |{06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 62.00
63.00 |06300|BLOOD STORING, PROCESSING & TRANS. 0 0 63.00
64.00 |06400| INTRAVENOUS THERAPY 0 0 64.00
65.00 |06500| RESPIRATORY THERAPY 0 571,048 65.00
66.00 |06600| PHYSICAL THERAPY 0 27,637 66.00
67.00 |06700| OCCUPATIONAL THERAPY 0 25,682 67.00
68.00 |06800|SPEECH PATHOLOGY 0 17,852 68.00
69.00 |06900| ELECTROCARDIOLOGY 0 0 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 0 70.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0 185,671 71.00
72.00 |07200|IMPL. DEV. CHARGED TO PATIENTS 0 0 72.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 0 810,080 73.00
74.00 |07400|RENAL DIALYSIS 0 64,442 74.00
75.00 {07500/ ASC_(NON-DISTINCT PART) 0) 0 75.00
OUTPATIENT SERVICE COST CENTERS o .
88.00 |08800|RURAL HEALTH CLINIC 0 0 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 89.00
90.00 09000} CLINIC 0 0 90.00
91.00 |09100] EMERGENCY 0 373,020 91.00
92.00 |09200| OBSERVATION BEDS (NON-DISTINCT PART) 92.00
OTHER REIMBURSABLE COST CENTERS | = o o :
99.00 |09900|cMHC 0 0 99.00
99.10 |09910] CORF 0 0 99.10
100.00{10000| I&R SERVICES-NOT APPRVD PRGM 0 0 100.00
101.00{10100| HOME HEALTH AGENCY 0 0 101.00
SPECIAL PURPOSE . COST CENTERS. o L
116.00{11600| HOSPICE 0 0 116.00
118.00 SUBTOTALS (SUM OF LINES 1-117) -327,975 5,773,980 118.00
NONREIMBURSABLE COST.CENTERS T Lo :
190.00{19000|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 190.00
191.00/19100]| RESEARCH 0 0 191.00
192.00|19200| PHYSICIANS' PRIVATE OFFICES 0 0 192.00
193.00|19300|NONPATD WORKERS 0 0 193.00
200.00 TOTAL (SUM OF LINES 118-199) ~327,975 5,773,980 200.00

X:\HFSdata\clients\Hospital\RSH\55160 - 9.1.11-5.31.12.mcrx

MCRIF32 -~ 3.5.136.0

16 | page



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

INTEGRA SPECIALTY HOSPITAL
Provider CCN: 152025

Health Financial Systems
RECLASSIFICATIONS

period:
From 09/01/2011
To 05/31/2012 | pate/Time Prepared:

, _ 2/20/2013 9:50 am
L Tncreases iR e
CenCostiCenter: S iine #0 salary - ... .other =
G Q0 g T T 00 500
A= TRANSPORTATION RECLASS I L T e T D T B T T
1.00 |RADIOLOGY-DIAGNOSTIC 54.00 0 23,091 1.00
2.00 |RENAL DIALYSIS 74.00 0 7,697 2.00
3.00 |EMERGENCY 91.00 0 7,698 3.00
TOTALS 0 38,486
B = TV RECLASS.: > e o SRR TR SR T
1.00 |DRUGS_CHARGED TO_PATIENT 73.00 0 41,468 1.00
TOTALS 0 41,468
C .~ PURCHASED .SERVICES i G S R i
1.00 |[EMERGENCY 91.00 0 29,473 1.00
2.00 [RADIOLOGY-DIAGNOSTIC 54.00 0 74,323 2.00
3.00 |LABORATORY 60.00 0 1,552 3.00
4.00 |SPEECH PATHOLOGY 68.00 0 1,849 4.00
TOTALS 0 107,197
500.00 |Grand Total: Increases 0 187,151 500.00
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Health

Financial Systems

INTEGRA SPECIALTY HOSPITAL

In tie

4 of Form CMS-2552-10

RECLASSIFICATIONS

Provider CCN: 152025

Period:
From 09/01/2011
To 05/31/2012

worksheet A-6

Date/Time Prepared:

_ i _ 2/20/2013 9:50 am
Ry S pecreases. it S e I T e R
U .Cost Center . vl pine #° .. salary. other " WkstiiA=7 Ref.| o
L R 00 S e 7 00 CIEBIO0 9.00 L1000 0

A =~ " TRANSPORTATION RECLAS S T R T T T I e T
1.00 |ADULTS & PEDIATRICS 30. 00| 0 38,486 0 1.00
2.00 0.00 0 0 0 2.00
3.00 | L 0.00 0 0 0] 3.00

TOTALS 0 38,486

B' _IV RECLASS R S B ; R " :‘ o el " ,‘/ », T i ’V N NIRRT - oo
1.00 |MEDICAL SUPPLIES CHARGED TO 71.00 0 41,468 0 1.00

IPATIENTS ]

TOTALS 0 41,468

C -~ PURCHASED SERVICES. " o o EETOS T
1.00 |ADULTS & PEDIATRICS 30.00 0 107,197 0 1.00
2.00 0.00 0 0 0 2.00
3.00 0.00 0 0 0 3.00
4.00 | - 0.00 0 0 _ 0 4.00

TOTALS 0 107,197
500.00 |Grand Total: Decreases 0 187,151 500.00
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Health Financial Systems INTEGRA SPECTALTY HOSPITAL In tieu of Form CM5-2552-10

RECONCILIATION OF CAPITAL COSTS CENTERS Provider CCN: 152025 |Period: worksheet A-7
From 09/01/2011 | parts I-III

To  05/31/2012 | bate/Time Prepared:
, 2/20/2013 9:50 am
R I Acquisitions R R R e U
~Beginning 7|  Purchases: | = Donation : ]  Total. bisposals and
BaTaﬁCes Sl e e ] Y Ret ] rements
: : g e : ©1.00° 2.00: 3,00 i 400 500
PART I - ANALYSIS OF. CHANGES IN CAPITAL ASSET: BALANCES IR o B i BRI e
1.00 |rand 0 0 0 0 0| 1.00
2.00 |tand Improvements 0 0 0 0 0] 2.00
3.00 |Buildings and Fixtures 0 0 0 0 0] 3.00
4.00 |Building Improvements 136,948 23,205 0 23,205 0l 4.00
5.00 |Fixed Equipment 0 0 0 0 0} 5.00
6.00 |Movable Equipment 58,201, 36,178 0 36,178 0| 6.00
7.00 [HIT designated Assets 0 0 0 0 0 7.00
8.00 |subtotal (sum of lines 1-7) 195,149 59,383 0 59,383 0| 8.00
9.00 |Reconciling Items 0 0 0 0 0] 9.00
10.00 j7otal (line 8 minus line 9) 195,149 59,383 - 0 59,383 0} 10.00
R A e T e ,~7a T SUMMARY. OF CAPTTAL o & Sy Rt
. Cost Cénter Destription”“f‘ SRR Deprec1at1on ";"Lease‘z : ?InterESt“i Instrance (see »Taxes (see. ™
Lo T SRR R L e “" . : 1nstruct1ons) instructions)
- i i T RS 9 00 10 00 11 OO 1200 13,00 0
PART II = RECONCILIATION OF AMOUNTS FROM WORKSHEET A, COLUMN ‘2, 'LINES 1 and 2 Sl ST S
1.00 |CAP REL COSTS-BLDG & FIXT 0 0 0 0 0] 1.00
2.00 |CAP REL COSTS-MVBLE EQUIP 347,137 0 0 0 0} 2.00
3.00 |Total (sum of lines 1-2) 347,137 0 0 0 0] 3.00
B T S e ] S COMPUTATION OF - RATIosr?V, i | ALLOCATION OF i
R TR E EULE L : : oot | OTHERCAPITAL | b
= Cost . Center Description : Gross Assets Cap1ta11zed ‘Gross Assets'| -Ratio (see’ “Insurance
AT L e D e Vileases’ nn| for Ratio . {instructions)| oo
SRS (co? 1= c01 [ RN
PART III - RECONCILIATION OF CAPITAL COSTS LENTERS N I R Tt :' S N T
1.00 |CAP REL COSTS-BLDG & FIXT 0 0 0 1.000000 0 1.00
2.00 |CAP REL COSTS-MVBLE EQUIP 0 0 0 0.000000 0| 2.00
3.00 |Total (sum of lines 1-2) 0 0 0 1.000000 0] 3.00
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Health Financial Systems INTEGRA SPECTIALTY HOSPITAL In Lieu of Form CMS-2552-10
RECONCILIATION OF CAPITAL COSTS CENTERS Provider CCN: 152025 |Period: worksheet A-7

From 09/01/2011 | Parts I-III

TO 05/31/2012 | pate/Time Prepared:
2/20/2013 9:50 am

: ‘End"ing 'Ba"lan'ce SRy
' L vo|.pepreciated
L cASSets i
PART .1 ~ ANALYSIS OF CHANGES IN CAPITAL ASSET BALANCES R A
1.00 |{iLand 0 0 1.00
2.00 |tand Improvements 0 0 2.00
3.00 |Buildings and Fixtures 0 0 3.00
4.00 |Building Improvements 160,153 0 4.00
5.00 |Fixed Equipment 0 0 5.00
6.00 |Movable Equipment 94,379 0 6.00
7.00 |HIT designated Assets 0 0 7.00
8.00 |[subtotal (sum of lines 1-7) 254,532 0 8.00
9.00 |Reconciling Items 0 0 9.00
10.00 jTotal (line 8 minus Tine 9) 254,532 0 10.00
DDl D e T Geinan § SMWWYOFGWIML i R
«:Cost Centeér Description “io: foi v Other y~‘fTota1 (1) (sum e
S RN L N ot : 1Cap1ta1 Relate] of cols. i
| dCosts ‘(see | through 14)
mstructmns) Iy
?’ : ) 14,00 50000 S T T
PART II - RECONCILIATION OF AMOUNTS FROM WORKSHEET A, COLUMN 2, ‘LINES 1 and 2 . : R
1.00 |CAP REL COSTS-BLDG & FIXT 0 0 1.00
2.00 |cAP REL COSTS-MVBLE EQUIP 0 347,137 2.00
3.00 |Total (sum of lines 1-2) 0 347,137 3.00
Gt T T T s T .. ALLOCATION OF OTHER CAPITAL “*,; SUMMARY. OF | 0 owrsi ol oo
T SR EER S v : o CUCAPTTALL | e
Cost Center Description i i 0 Taxes ',.g “other , Totaﬂ (sum ©of | bepreciation | . .lease |
L N T FET " ol Cap1ta]'Re'late : co'ls Sl DR IO TR o SR R EIOHP
coidd iCoststl throuqh 7) il S
o y i : s L 6 Oo e 700 18.00 S059.,00 i 10.00
PART IIT - RECONCILIATION OF CAPITAL COSTS CENTERS g N R A A T T T
1.00 |cAP REL COSTS-BLDG & FIXT 0 0 0 0 0} 1.00
2.00 |CAP REL COSTS-MVBLE EQUIP 0 0 0 348,423 0| 2.00
3.00 |Total (sum of Tines 1-2) 0 0 0 348,423 0] 3.00
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Health Financial Systems INTEGRA SPECIALTY HOSPITAL In Lieu of Form CMS-2552-10
RECONCILIATION OF CAPITAL COSTS CENTERS provider CCN: 152025 |Period: worksheet A-7
From 09/01/2011 { Parts I-IIX

To 05/31/2012 | pate/Time Prepared:
2/20/2013 9:50 am_

7. SUMMARY OF CAPITAL =

©17 cost.Center Déscription “Interest |Insurance. (seel Taxes (see | i Other: i i|Total (2):(sumj i
Ll RN N ©owdnstructions)|instructions) (capital-Relatel ~of icols. 97|
Dol aly i d i costs f(seeq| through-14).
Cyinstructions) | oot SRR
140000 ) 15 000 L

R ST e e L ] 000 ] 12,00 |
PART -III ~ RECONCILIATION: OF: CAPITAL COSTS CENTERS : T
1.00 CAP REL COSTS-BLDG & FIXT 0
2.00 CAP REL COSTS-MVBLE EQUIP 0
3.00 |Total (sum of lines 1-2) 0

0] 1.00
348,423 2.00
348,423] 3.00

(= =K=100
o O Ol
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Health Financial Systems INTEGRA SPECIALTY HOSPITAL In tieu of Form CMS-2552-10

ADJUSTMENTS TO EXPENSES Provider CCN: 152025 |period: worksheet A-8
From 09/01/2011

To 05/31/2012 | pate/Time Prepared:
: 2/20/2013 9:50 am
“1 i EXpense ‘Classification on Worksheet A T
" |To/From which the Amount is. to be Adjusted|
-..Cost Center Description @ . Basis/code (2)| - - Cost Center-o ool pine #L
Py SRR RES o T L 00, ) R g R0 e e T 400 T
1.00 Investment income - CAP REL COSTS-BLDG & 0icAP REL COSTS-BLDG & FIXT 1.00; 1.00
FIXT {chapter 2)
2.00 |Investment income - CAP REL COSTS-MVBLE O[cAP REL COSTS-MVBLE EQUIP 2.00| 2.00
EQUIP (chapter 2)
3.00 {Investment income - other (chapter 2) 0 0.00] 3.00
4.00 |Trade, quantity, and time discounts (chapter 0 0.00] 4.00
8)
5.00 |Refunds and rebates of expenses (chapter 8) 0 0.00] 5.00
6.00 |Rental of provider space by suppliers 0 0.00f 6.00
(chapter 8)
7.00 |Telephone services (pay stations excluded) 0 0.00] 7.00
(chapter 21)
8.00 |Television and radio service (chapter 21) 0 0.00] 8.00
9.00 |parking lot (chapter 21) 0 0.00{ 9.00
10.00 |Provider-based physician adjustment A-8-2 -369,003 10.00
11.00 |sale of scrap, waste, etc. (chapter 23) 0 - 0.00| 11.00
12.00 |Related organization transactions (chapter A-8-1 48,272 12.00
10)
13.00 |Laundry and linen service 0 0.00] 13.00
14.00 {cafeteria-employees and guests 0 0.00| 14.00
15.00 |Rental of quarters to employee and others 0 0.00] 15.00
16.00 |sale of medical and surgical supplies to 0 0.00| 16.00
other than patients
17.00 |sale of drugs to other than patients 0 0.00] 17.00
18.00 [sale of medical records and abstracts 0 0.00] 18.00
19.00 |Nursing school (tuition, fees, books, etc.) 0 0.00} 19.00
20.00 |vending machines 0 0.00] 20.00
21.00 |Income from imposition of interest, finance 0 0.00] 21.00
or penalty charges (chapter 21)
22.00 |Interest expense on Medicare overpayments 0 0.00} 22.00
and borrowings to repay Medicare
overpayments
23.00 |Adjustment for respiratory therapy costs in A-8-3 OIRESPIRATORY THERAPY 65.00| 23.00
excess of Timitation (chapter 14)
24.00 |Adjustment for physical therapy costs in A-8-3 O|PHYSICAL THERAPY 66.00| 24.00
excess of Timitation (chapter 14)
25.00 |utilization review - physicians' Of*** Cost Center Deleted *** 114.00] 25.00
compensation (chapter 21)
26.00 |pepreciation - CAP REL COSTS-BLDG & FIXT 0[CAP REL COSTS-BLDG & FIXT 1.00| 26.00
27.00 |pepreciation - CAP REL COSTS-MVBLE EQUIP 0iCAP REL COSTS-MVBLE EQUIP 2.00 27.00
28.00 |Non-physician Anesthetist O[NONPHYSICIAN ANESTHETISTS 19.00} 28.00
29.00 |physicians' assistant 0 0.00] 29.00
30.00 |Adjustment for occupational therapy costs in A-8-3 O[0CCUPATIONAL THERAPY 67.00] 30.00
excess of Timitation (chapter 14)
31.00 |Adjustment for speech pathology costs in A-8-3 O|SPEECH PATHOLOGY 68.00] 31.00
excess of Timitation (chapter 14)
32.00 [CAH HIT Adjustment for Depreciation and 0 0.00} 32.00
Interest
33.00 |ADVERTISING A -2,916/ADMINISTRATIVE & GENERAL 5.00| 33.00
33.01 |PUBLIC RELATIONS A ~4,328ADMINISTRATIVE & GENERAL 5.00] 33.01
50.00 |ToTAL (sum of Tines 1 thru 49) (Transfer to -327,975 50.00
worksheet A, column 6, Tine 200.)
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Health Financial Systems

INTEGRA SPECIALTY HOSPITAL

In Lie

4 of Form CM$-2552-10

ADJUSTMENTS TO EXPENSES

Provider CCN: 152025

pPeriod:
From 09/01/2011
To 05/31/2012

worksheet A-8

Date/Time Prepared:

“Cost Center Description. ool

coMksti A-7 Ref. |

Sl 500,

12/207/2013 9:50 am

2.00

3.00
4.00

Investment income - CAP REL COSTS-BLDG &
FIXT (chapter 2)

Investment income - CAP REL COSTS-MVBLE
EQUIP (chapter 2)

Investment income - other (chapter 2)
Trade, quantity, and time discounts (chapter
8) .
Refunds and rebates of expenses (chapter 8)
Rental of provider space by suppliers
(chapter 8)

Telephone services (pay stations excluded)
(chapter 21)

Television and radio service (chapter 21)
parking Tot (chapter 21)

pProvider-based physician adjustment

sale of scrap, waste, etc. (chapter 23)
Related organization transactions (chapter
10)

Laundry and Tinen service
cafeteria-employees and.guests

Rental of quarters to employee and others
sale of medical and surgical supplies to
other than patients

sale of drugs to other than patients

sale of medical records and abstracts
Nursing school (tuition, fees, books, etc.)
vending machines

Income from imposition of interest, finance
or penalty charges (chapter 21)

Interest expense on Medicare overpayments
and borrowings to repay Medicare
overpayments

Adjustment for respiratory therapy costs in
excess of Timitation (chapter 14)
Adjustment for physical therapy costs in
excess of limitation (chapter 14)
utilization review - physicians’
compensation (chapter 21)

bepreciation - CAP REL COSTS-BLDG & FIXT
Depreciation - CAP REL COSTS-MVBLE EQUIP
Non-physician Anesthetist

physicians’ assistant

Adjustment for occupational therapy costs in
excess of Timitation (chapter 14)
Adjustment for speech pathology costs in
excess of limitation (chapter 14)

CAH HIT Adjustment for Depreciation and
Interest

ADVERTISING

PUBLIC RELATIONS

TOTAL (sum of Tines 1 thru 49) (Transfer to
worksheet A, column 6, Tine 200.)

0

[ jee]

OO0 O DO C O OO0 O j=]

(=]

2.00

3.00
4.00

5.00
6.00

7.00
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Health Financial Systems INTEGRA SPECTIALTY HOSPITAL In Lieu of Form CMS-2552-10

STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME Provider CCN: 152025 |Period: worksheet A-8-1
OFFICE COSTS From 09/01/2011 .
To 05/31/2012 | bate/Time Prepared:
2/20/2013 9:50 am
"~1~1‘LineVNo : I,F G cast Center T Expense Items' . e
[rgieo i 2,000 G e 3400

A. COSTS INCURRED AND ADJUSTMENTS REQUIRED AS A RESULT OF TRANSACTIONS WITH RELATED ORGANIZATIONS OR CLAIMED S

HOME OFFICE COSTS: Lo : e : : : L
1.00 2.00[CAP REL COSTS-MVBLE EQUIP HOME OFFICE 1.00
2.00 2.00{cAP REL COSTS-MVBLE EQUIP HOME OFFICE 2.00
3.00 5.00JADMINISTRATIVE & GENERAL HOME OFFICE 3.00
4.00 0.00 4.00
5.00 |TOTALS (sum of lines 1-4). Transfer column 5.00

6, Tine 5 to worksheet A-8, column 2, line

12.

* The amounts on lines 1-4 (and subscripts as appropriate) are transferred in detail to worksheet A, column 6, Tines as
appropriate. Positive amounts increase cost and negative amounts decrease cost. For related organization or home office cost
wh1ch has not been posted to WOrksheet A, co1umns 1 and/or 2, the amount allowable shou1d be indicated in coTumn 4 of th1s part
: S I R : symbo1 (O TE Rt fvﬁ Name : : Percentage of] R PR

R i Ownersh1p

: S : EE L 1 OO T 5 00 T 3 00
[B INTERRELATIONSHIP TO RELATED. ORGANIZATION(S) AND/OR HOME OFFICE i wl s : :

The Secretary, by virtue of the authority granted under section 1814(b) (1) of the Soc1a1 Secur1ty Act, requires that you furn1sh

the +information requested under part B of this worksheet.

This information is used by the Centers for Medicare and Medicaid Services and its intermediaries/contractors in determining that
the costs applicable to services, facilities, and supplies furnished by organizZations related to you by common ownership or
control represent reasonable costs as determined under section 1861 of the Social Security Act. If you do not provide all or any
part of the request information, the cost report is considered incomplete and not acceptable for purposes of claiming
reimbursement under title XVIII.

6.00 F ITLC MANAGEMENT 0.00 6.00

7.00 0.00 7.00

8.00 0.00 8.00

9.00 0.00 9.00

10.00 0.00 10.00

100.00iG. other (financial or non-financial) i 100.00
specify:

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

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

B. Corporation, partnership, or other organization has financial interest in provider.

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

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

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

F. Director, officer, administrator, or key person of related organization or relative of such person has financial interest in
provider.
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Health Financial Systems INTEGRA SPECIALTY HOSPITAL In Lieu of Form CmMS-2552-10

STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME pProvider CCN: 152025 | Period: worksheet A-8-1
OFFICE COSTS From 09/01/2011 .
To 05/31/2012 | pate/Time Prepared:

2/20/2013 9:50 am

C) e Amount of s cAmount T Neth o whst L A=70Re L |
F A]]oWab1e~Cost Included in | Adjustments’ | oo
: v o wksrfA, co1umn (col. -4 minus,
: e T co1 5)*,” gs o
: SLEE : : BE 4 OO w5000 0 s 6.00 7. OO . i :
A COSTS INCURRED AND ADJUSTMENTS REQUIRED AS A RESULT OF : TRANSACTIONS WITH RELATED ORGANIZATIONS OR CLAIMED
HOME . OFFICE COSTS: il : L : . i .
1.00 745 0 745 9 1.00
2.00 541 0 541 9 2.00
3.00 46,986 0 46,986 0 3.00
4.00 0 0 0 0 4.00
5.00 |[TOTALS (sum of Tines 1-4). Transfer column 48,272 0 48,272 5.00
6, Tine 5 to worksheet A-8, column 2, Tline
12.

3

The amounts on Tines 1-4 (and subscripts as appropriate) are transferred in detail to Worksheet A, column 6, lines as
appropriate. Positive amounts tincrease cost and negative amounts decrease cost. For related organization or home office cost

which has not been posted to Worksheet A, columns 1 and/or 2, the amount allowable should be +indicated in column 4 of th1s part.
T R L TR L R T : i Re]ated Organ12at1on(s) and/or Home. 0ff1ce i SN R

‘ ,ﬁ Name"; e Perﬁéntage,of .V'TYﬁ?;°f Business .-
SRR __Ownership- R T o A
4. 00 ) 00 Cop 8,000

iB INTERRELATIONSHIP To RELATED ORGANIZATION(S) AND/OR HOME - OFFICE: : . R
The Secretary, by virtue of the authority granted under section 1814(b) (1) of the Soc1a1 Secur1ty Act, requires that you furnish
the information requested under Part B of this worksheet.

This information is used by the Centers for Medicare and Medicaid Services and +its intermediaries/contractors in determining that
the costs applicable to services, facilities, and supplies furnished by organizations related to you by common ownership or
contro] represent reasonable costs as determined under section 1861 of the Social Security Act. If you do not provide all or any
part of the request information, the cost report is considered incomplete and not acceptable for purposes of claiming
reimbursement under title XVIII.

6.00 ITLC MANAGEMENT 0. 00MANAGEMENT COMP 6.00

7.00 0.00] 7.00

8.00 0.00| 8.00

9.00 0.00 9.00

10.00 0.00 10.00

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

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

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

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

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

Director, officer, administrator, or key person of provider or relative of such person has financial interest in related
organ1zat1on

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

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

Uﬁw>
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Health Financial Systems

INTEGRA SPECTALTY HOSPITAL

In Lie

i of Form CMS$-2552-10

PROVIDER BASED PHYSICIAN ADJUSTMENT

Provider CCN: 152025

pPeriod:
From 09/01/2011

worksheet A-8-2

To  05/31/2012 | pate/Time Prepared:
2/20/2013 9:50 am
R ksti A'Line # . ‘Cost Center/Physician ;.| " “Total: | professional { =~
Lo s crET L et rdentifier ‘Remunieration |- Component | i
; : 1.00 0] 2,000 223000 0 14,00 [
1.00 30.00ADULTS & PEDIATRICS 369,003 369,003] 1.00
2.00 0.00] 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| 8.00
9.00 0.00 0 0] 9.00
10.00 0.00| 0 0] 10.00
200.00 369,003 369,003{200.00
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In Lieu of Form CM$-2552-10
worksheet A-8-2

INTEGRA SPECIALTY HOSPITAL
Provider CCN: 152025

Health Financial Systems
PROVIDER BASED PHYSICIAN ADJUSTMENT

period:
From 09/01/2011

To 05/31/2012 | pate/Time Prepared:

! 2/20/2013 9:50 am

Provider .| ‘RCE-Amount - IPhysician/Proviunadjusted RCE| 5 Percent of |~ ..

| Component; j - - " fider: Component| - Limit = |Unadjusted RCE| :

S Sl Hours B A ottt
: 5,00 G 700 8,00 29,00
1.00 0 0 0 0 ol 1.00
2.00 0 0 0 0 ol 2.00
3.00 0 0 0 0 0! 3.00
4.00 0 0 0 0 - 0] 4.00
5.00 0 0 0 0 0] 5.00
6.00 0 0 0 0 0l 6.00
7.00 0 0 0 0 0} 7.00
8.00 0 0 0 [ 0f 8.00
9.00 0 0 0 0 0l 9.00
10.00 0 0 0 0 0] 10.00
200.00 0 0 0 0]200.00
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Health Financial Systems INTEGRA SPECTIALTY HOSPITAL In Lieu of Form CM$-2552-10

PROVIDER BASED PHYSICIAN ADJUSTMENT Provider CCN: 152025 |Period: worksheet A-8-2
From 09/01/2011

To 05/31/2012 | pate/Time Prepared:
. 2/20/2013 9:50 am
B SoliCostiof o Provider iphysician. Cost| Provider: | Adjusted:RCE;| il
S '~ |Memberships &| component - jof Malpractice| Component' |- " Limit. o
: g c Continuing. {Share of:col.| ‘Insurance :|share of col. |l i o] i
e Ceddeation. e Ty g T I
Lo 12,00 | 13,00 014,000 0 15,0000 0] 16,00 it
1.00 0 0 0 0 0l 1.00
2.00 0 0 0 0 0| 2.00
3.00 0 0 0 0 0| 3.00
4.00 0 0 0 0 0} 4.00
5.00 0 0 0 0 0] 5.00
6.00 0 0 0 0 0] 6.00
7.00 0 0 0 0 0of 7.00
8.00 0 0 0 0 0| 8.00
9.00 0 0 0 0 0| 8.00
10.00 0 0 0 0 0] 10.00
200.00 0 0 0 0 01200.00
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Health Financial Systems INTEGRA SPECIALTY HOSPITAL In Lieu of Form CMS-2552-10

PROVIDER BASED PHYSICIAN ADJUSTMENT Provider CCN: 152025 |Period: worksheet A-8-2
From 09/01/2011

To 05/31/2012 | pate/Time Prepared:
2/20/2013 9:50 am

Slr e RCE G AdJus tment Rt I

Pl -l pisallowance [ Friiiiin i G
RAIERE Aoa7.0070 1800 e
1.00 0 369,003 1.00
2.00 0 0 2.00
3.00 0 0 3.00
4,00 0 0 4.00
5.00 0 0 5.00
6.00 0 0 6.00
7.00 0 0 7.00
8.00 0 0 8.00
9.00 0 0 9.00
10.00 0 0 10.00
200.00 0 369,003 200.00
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Health Financial Systems

INTEGRA SPECIALTY HOSPITAL

In Lieu of Form ¢M$-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS pProvider CCN: 152025 |Period: worksheet B
From 09/01/2011 | part I
To  05/31/2012 | pate/Time Prepared:
] 2/20/2013 9:50 am
/.CAPITAL RELATED COSTS = R :
| 'Cost Center Description “|-Net Expenses | BLDG & FIXT [ MVBLE.EQUIP | i EMPLOYEE:. | ' Subtoral.
B SN Sforicost | E T A L RENERTTS | e
“Allocation - £ O
(from wkst A . .
el Ty e e s ol e
R R : R R I e 712.00 U400 AN
GENERAL SERVICE: COST CENTERS L GhnopniL T L Gl
1.00 |[00100{CAP REL COSTS~BLDG & FIXT 0 0| 1.00
2.00 ]00200icaP REL COSTS-MVBLE EQUIP 348,423 348,423 2.00
4.00 |00400|EMPLOYEE BENEFITS 453,757 0 0 453,757 4.00
5.00 |O0500|ADMINISTRATIVE & GENERAL 636,028 0 36,182 75,219 747,429 5.00
6.00 |O0O600|MAINTENANCE & REPAIRS 0 0 0 0 0] 6.00
7.00 |00700|OPERATION OF PLANT 28,785 0 0 0 28,785 7.00
8.00 [00800|LAUNDRY & LINEN SERVICE 25,890 0 0 0 25,890 8.00
9.00 |00900|HOUSEKEEPING 78,730 0 0 0 78,730 9.00
10.00 |01000|DIETARY 127,389 0 0 0 127,389 10.00
11.00 |01100|CAFETERIA 0 0 0 0 07 11.00
12.00 |01200/MAINTENANCE OF PERSONNEL 0 0 0 0 0| 12.00
13.00 |01300|NURSING ADMINISTRATION 62,530 0 0 12,369 74,899 13.00 -
14.00 |01400|CENTRAL SERVICES & SUPPLY 0 0 0 0 0| 14.00
15.00 |01500| PHARMACY 0 0 0 0 0 15.00
16.00 |01600|MEDICAL RECORDS & LIBRARY 125,756 0 6,659 21,948 154,363} 16.00
17.00 [01700{SOCIAL SERVICE 0 0 0 0 0} 17.00
18.00 |01850|OTHER GENERAL SERVICE (SPECIFY) 0 0 0 0 0| 18.00
19.00 [01901|NONPHYSICIAN ANESTHETISTS 0) 0 0 0 0] 19.00
INPATIENT ROUTINE -SERVICE COST CENTERS SR s R Al T
30.00 |03000{ADULTS & PEDIATRICS 1,597,706 0 265,337 344,221 2,207,264 30.00
46.00 |04600{OTHER LONG TERM CARE 0| 0] 0] 0) 0| 46.00
ANCILLARY SERVICE :COST.CENTERS ' B St : :
50.00 |05000|{OPERATING ROOM 0 0 0 0 Gl 50.00
51.00 |05100| RECOVERY ROOM 0 0 0 0 0| 51.00
52.00 [05200|DELIVERY ROOM & LABOR ROOM 0 0 0 0 0| 52.00
53.00 |05300|ANESTHESIOLOGY 0 0 0 0 0! 53.00
54.00 |05400|RADIOLOGY-DIAGNOSTIC 97,414 0 0 0 97,414| 54.00
55.00 |05500| RADIOLOGY~-THERAPEUTIC 0 0 0 0 0| 55.00
56.00 105600/ RADIOISOTOPE 0 0 0 0 0] 56.00
57.00 |05700{CT SCAN 0 0 0 0 0f 57.00
58.00 |05800|MAGNETIC RESONANCE IMAGING (MRI) 0 0 0 0 0| 58.00
59.00 |05900|CARDIAC CATHETERIZATION 0 0 0 0 0| 59.00
60.00 [06000| LABORATORY 116,140 0 0 0 116,140| 60.00
60.01 |06001{BLOOD LABORATORY 0 0 0 0 0y 60.01
61.00 [06100|PBP CLINICAL LAB SERVICES-PRGM ONLY 0 0| 61.00
62.00 |06200{WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 0| 62.00
63.00 |06300{BLOOD STORING, PROCESSING & TRANS. 0 0 0 0 0| 63.00
64.00 |06400| INTRAVENOUS THERAPY 0 0 0 0 0] 64.00
65.00 |06500| RESPIRATORY THERAPY 571,048 0 6,206 0 577,2541 65.00
66.00 |06600| PHYSICAL THERAPY 27,637 0 3,361 0 30,998| 66.00
67.00 |06700{ OCCUPATIONAL THERAPY 25,682 0 3,361 0 29,043 67.00
68.00 |06800|SPEECH PATHOLOGY 17,852 0 3,340 0 21,192 68.00
69.00 |06900| ELECTROCARDIOLOGY 0 0 0 0 0l 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 0 0 0| 70.00
71.00 |07100{MEDICAL SUPPLIES CHARGED TO PATIENTS 185,671 0 23,977 0 209,648| 71.00
72.00 |07200|IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0 0} 72.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 810,080 0 0 0 810,080} 73.00
74.00 |[07400|RENAL DIALYSIS 64,442 0 0 0 64,442| 74.00
75.00 [07500[ASC_(NON-DISTINCT PART) 0 0 0 0 0] 75.00
OUTPATIENT SERVICE COST CENTERS e ‘ o
88.00 |08800|RURAL HEALTH CLINIC 0 0 0 0 0! 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0| 89.00
90.00 |09000| CLINIC 0 0 0 0 0] 90.00
91.00 |09100| EMERGENCY 373,020 0 0 0 373,020| 91.00
92.00 |09200| OBSERVATION BEDS (NON-DISTINCT PART) 0} 92.00
OTHER 'REIMBURSABLE -COST.: CENTERS - e G L s
99.00 |09900| CMHC 0 0| 0 0 0] 99.00
99.10 |09910| CORF 0 0 0 0 0] 99.10
100.00[{10000| I&R SERVICES-NOT APPRVD PRGM 0 0 0 0 0]100.00
101.00[10100{HOME HEALTH AGENCY 0 0 0) 0 0/101.00
SPECIAL PURPOSE COST CENTERS K S G i :
116.00{11600| HOSPICE 0 0 0 0 0]116.00
118.00 SUBTOTALS (SUM OF LINES 1-117) 5,773,980 0 348,423 453,757 5,773,980/118.00
NONREIMBURSABLE ‘COST CENTERS - . - i - Tl o ] - IR
190.00[19000|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 [i] 0 0 0[190.00
191.00{19100| RESEARCH 0 0 0 0 0[191.00
192.00[{19200| PHYSICIANS' PRIVATE OFFICES 0 0| 0 0 0]192.00
193.00/19300/ NONPAID WORKERS 0 0| 0 0 0}193.00
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Health Financial Systems
COST ALLOCATION - GENERAL SERVICE COSTS

INTEGRA SPECIALTY HOSPITAL

Provider CCN: 152025
Fr
To

period:

In Lieu of Form CMS-2552-10

worksheet B
om 09/01/2011 | part I

05/31/2012 | pate/Time Prepared:

‘;Cdst¢Cenf rLDEsqﬁiptidh:

;' CAPITAL, RELATED: COSTS -

Net Expense$ | BLDG & FIXT. .
sopfForiCost SR
S Allocation oo
(from wkst A"

col. 7).

‘MVBLE .EQUIP

' "EMPLOYEE
© BENEFTTS © |-

2/20/2013 9:50 am

" subtotal. i

sl R R 0 Cv300 T 2,00 24,00 T AN NN
200.00 Cross Foot Adjustments 0/200.00
201.00 Negative Cost Centers 0 0 0 0/201.00
202.00 TOTAL (sum lines 118-201) 5,773,980 0 348,423 453,757 5,773,980)202.00
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Health Financial Systems

INTEGRA SPECIALTY HOSPITAL

In tieu of Form CcmMs-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS pProvider CCN: 152025 |pPeriod: worksheet 8
From 09/01/2011 | Part I
To  05/31/2012 | bate/Time Prepared:
2/20/2013 9:50 am
U Cost Center Description : WADMINISTRATIVE MAINTENANCE ‘& | OPERATION 'OF | LAUNDRY & | HOUSEKEEPING | = = 7
TR I S SRD Ty - & GENERAL | 7 REPAIRS - SPEANT % LINEN SERVICE |-
Sl R e T 5,00 6,000 - 7.00 0 ~8.00: ‘ 2900
GENERAL - SERVICE. COST CENTERS.. G R B L
1.00 CAP REL COSTS-BLDG & FIXT 1.00
2.00 CAP REL COSTS-MVBLE EQUIP 2.00
4.00 EMPLOYEE BENEFITS 4.00
5.00 0| ADMINISTRATIVE & GENERAL 747,429 5.00
6.00 MAINTENANCE & REPAIRS 0 0 6.00
7.00 OPERATION OF PLANT 4,280 0 33,065 7.00
8.00 LAUNDRY & LINEN SERVICE 3,850 0 0 29,740 8.00
9.00 HOUSEKEEPING 11,707 0 0 ¢ 90,437 9.00
10.00 DIETARY 18,942 0 0 0 0} 10.00
11.00 CAFETERIA 0 0 0 0 6l 11.00
12.00 MAINTENANCE OF PERSONNEL 0 0 0 0 0| 12.00
13.00 NURSING ADMINISTRATION 11,137 0 0 0 0] 13.00
14.00 CENTRAL SERVICES & SUPPLY 0 0 0 0 0f 14.00
15.00 PHARMACY 0 0 0 0 0] 15.00
16.00 MEDICAL RECORDS & LIBRARY 22,953 0 705 0 1,929| 16.00
17.00 SOCTIAL SERVICE 0 0 0 0 G} 17.00
18.00 OTHER GENERAL SERVICE (SPECIFY) 0 0 0 0 0] 18.00
19.00 NONPHYSICIAN ANESTHETISTS 0 0) 0 0 0] 19.00
INPATIENT ROUTINE SERVICE COST. CENTERS. . R G e G )
30.00 ADULTS & PEDIATRICS 328,212 0 28,098 29,740 76,853] 30.00
46.00 OTHER LONG TERM CARE 0 0 0 0 0! 46.00
LARY SERVICE COST CENTERS = . * e L o i
50.00 OPERATING ROOM 0 0 0 0 0} 50.00
51.00 RECOVERY ROOM 0 0 0 0 0] 51.00
52.00 DELIVERY ROOM & LABOR ROOM 0 0 0 0 0| 52.00
53.00 ANESTHESIOLOGY 0 0 0 0 0] 53.00
54.00 RADTOLOGY~DIAGNOSTIC 14,485 0 0 0 0} 54.00
55.00 RADIOLOGY~THERAPEUTIC 0 0 0 0 0| 55.00
56.00 RADIOISOTOPE 0 0 0 0 0] 56.00
57.00 CT SCAN 0 0 0 0 0] 57.00
58.00 MAGNETIC RESONANCE IMAGING (MRI) 0 0 0 0 0] 58.00
59.00 CARDIAC CATHETERIZATION 0 0 0) 0 0] 59.00
60.00 LABORATORY 17,270 0 0 0 0| 60.00
60.01 BLOOD LABORATORY 0 0 0 0 0} 60.01
61.00 PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 0} 62.00
63.00 BLOOD STORING, PROCESSING & TRANS. 0 0 0 0 0| 63.00
64.00 INTRAVENCUS THERAPY 0 0 0 0 0| 64.00
65.00 RESPIRATORY THERAPY 85,835 0 657 0 1,797| 65.00
66.00 PHYSICAL THERAPY 4,609 0 356 0 973] 66.00
67.00 OCCUPATIONAL THERAPY 4,319 0 356 0 973 67.00
68.00 SPEECH PATHOLOGY 3,151 0 354 0 9671 68.00
69.00 ELECTROCARDIOLOGY 0 0 0 0 0] 69.00
70.00 ELECTROENCEPHALOGRAPHY 0 0 0 0] 70.00
71.00 MEDICAL SUPPLIES CHARGED TO PATIENTS 31,174 0 2,539 0 6,945 71.00
72.00 IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0 0| 72.00
73.00 DRUGS CHARGED TO PATIENTS 120,456 0 0 ¢ 0] 73.00
74.00 RENAL DIALYSIS 9,582 0 0 0 0] 74.00
75.00 ASC (NON-DISTINCT PART) 0 0) 0) 0] gl 75.00
OUTPATIENT SERVICE COST.CENTERS: L R : :
88.00 RURAL HEALTH CLINIC 0 0 0 0 0| 88.00
89.00 FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0| 89.00
90.00 CLINIC 0 0 0 0 0f 90.00
91.00 EMERGENCY 55,467 0 0 0 0| 91.00
92.00 OBSERVATION BEDS (NON- DISTINCT PART) 92.00
‘REIMBURSABLE - COST CENTERS - . i o R L
99.00 CMHC 0 0 0 0 0] 99.00
99.10 CORF 0 0 0 0 0] 99.10
100.00 I&R SERVICES-NOT APPRVD PRGM 0 0 0 0 0{100.00
101.00 HOME HEALTH AGENCY 0 0 0 0 0{101.00
SPECIAL PURPOSE COST CENTERS : B o
116.00 HOSPICE 0 0 0 0 01116.00
118.00 SUBTOTALS (SUM OF LINES 1~ 117) 747,429 0 33,065 29,740 90,437/118.00
NONREIMBURSABLE COST ‘CENTERS. ' : o A CL o
190.00 GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 0{190.00
191.00 RESEARCH 0 0 0 0 0191.00
192.00 PHYSICIANS' PRIVATE OFFICES 0 0 0 0 0[192.00
193.00 NONPAID WORKERS 0 0 0 0 0{193.00
200.00 Cross Foot Adjustments 200.00
201.00 Negative Cost Centers 0 0 0 0 0[201.00
202.00 TOTAL (sum lines 118-201) 747,429 0 33,065 29,740 90,437)202.00
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Health Financial Systems INTEGRA SPECIALTY HOSPITAL In Lieu of Form CM$-2552-10
COST ALLOCATION - GENERAL SERVICE COSTS provider CCN: 152025 |Period: worksheet B
From 09/01/2011 | part I
To  05/31/2012 | pate/Time Prepared:
2/20/2013 9:50 am
. 'Cost Center Description. 4 DIETARY. -i0 . CAFETERIA' * MAINTENANCE ‘OFf " ‘NURSING. . | 7 CENTRAL" |
e T s s U PERSONNEL . ADMINISTRATION| SERVICES &
Sl e ] e T S i SUPPLY
R L MR S Rt 10000 b 31000 12,000 113,00 ¢ C40000
GENERAL SERVICE COST CENTERS. L i ST e T e T ST T
1.00 [00100jcAP REL COSTS-BLDG & FIXT 1.00
2.00 |00200{CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |00400| EMPLOYEE BENEFITS 4.00
5.00 |00500|ADMINISTRATIVE & GENERAL 5.00
6.00 |00600|MAINTENANCE & REPAIRS 6.00
7.00 |00700|OPERATION OF PLANT 7.00
8.00 |00800|LAUNDRY & LINEN SERVICE 8.00
9.00 |00900| HOUSEKEEPING 9.00
10.00 |01000| DIETARY 146,331 10.00
11.00 (01100 CAFETERIA 0 0 11.00
12.00 |01200]MAINTENANCE OF PERSONNEL 0 0 0) 12.00
13.00 |01300|NURSING ADMINISTRATION 0 0 0 86,036 13.00
14.00 |01400|CENTRAL SERVICES & SUPPLY 0 0 0 0 0] 14.00
15.00 |01500{ PHARMACY i 0 0 0 0 0] 15.00
16.00 |01600|MEDICAL RECORDS & LIBRARY 0 0 0 0 0] 16.00
17.00 |01700| SOCIAL SERVICE 0 0 0 0 0} 17.00
18.00 |01850|OTHER GENERAL SERVICE (SPECIFY) 0 0 0 0 0} 18.00
19.00 {01901 NONPHYSICIAN ANESTHETISTS 0 0 0 0 0! 19.00
INPATIENT. ROUTINE SERVICE COST CENTERS - e AR b N L
30.00 |03000|ADULTS & PEDIATRICS 146,331 0 0 86,036 0] 30.00
46.00 |04600|OTHER LONG TERM CARE 0 0 0 0 46.00
ANCILLARY. SERVICE COST CENTERS R B
50.00 [05000|OPERATING ROOM 0 0 0 0 0] 50.00
51.00 |05100|RECOVERY ROOM 0 0) 0 0 0} 51.00
52.00 [05200]DELIVERY ROOM & LABOR ROOM 0 0 0 0 0] 52.00
53.00 |05300| ANESTHESIOLOGY 0 0 0 0 0] 53.00
54.00 |05400| RADIOLOGY-DIAGNOSTIC 0 0 0 0 0] 54.00
55.00 |05500| RADIOLOGY~-THERAPEUTIC 0 0 0 0 0} 55.00
56.00 [05600|RADIOISOTOPE 0 0 0 0 0] 56.00
57.00 [05700{CT SCAN 0 0 0 0 0} 57.00
58.00 [05800|MAGNETIC RESONANCE IMAGING (MRI) 0 0) 0 0 0] 58.00
59.00 {05900| CARDIAC CATHETERIZATION 0 0 0 0 0] 59.00
60.00 |06000] LABORATORY 0 0 0 0 0] 60.00
60.01 |06001|BLOOD LABORATORY 0 0 0 0 0} 60.01
61.00 [06100|PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 |06200{WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 0] 62.00
63.00 |06300|BLOOD STORING, PROCESSING & TRANS. 0 0 0 0 0] 63.00
64.00 |06400| INTRAVENOUS THERAPY 0 0 0 0 0] 64.00
65.00 |06500{ RESPIRATORY THERAPY 0 0 0 0 0] 65.00
66.00 |06600| PHYSICAL THERAPY 0 0 0 0 0} 66.00
67.00 |06700{ OCCUPATIONAL THERAPY 0 0 0 0 0| 67.00
68.00 |06800| SPEECH PATHOLOGY 0 0 0 0 0} 68.00
69.00 |06900| ELECTROCARDIOLOGY 0 0 0 0 0] 69.00
70.00 J07000| ELECTROENCEPHALOGRAPHY 0 0 0 0 0] 70.00
71.00 |07100{MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 0 0] 71.00
72.00 |07200/IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0 0] 72.00
73.00 [07300|DRUGS CHARGED TO PATIENTS 0 0 0 0 0} 73.00
74.00 [07400|RENAL DIALYSIS 0 0 0 0) 0] 74.00
75.00 [07500]ASC (NON-DISTINCT PART) 0 0 0 0 0] 75.00
OUTPATIENT SERVICE COST CENTERS £ B e L o
88.00 |08800|RURAL HEALTH CLINIC 0 0 0 0 0} 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0| 89.00
90.00 |09000|CLINIC 0 0 0 0 0} 90.00
91.00 |09100| EMERGENCY 0 0 0 0 0] 91.00
92.00 [09200{OBSERVATION BEDS (NON-DISTINCT PART) 92.00
OTHER REIMBURSABLE COST.CENTERS - - ; : L s
99.00 [09900| CMHC 0 0 0 0 0] 99.00
99.10 |09910| CORF 0 4] 0 0 0] 99.10
100.00|10000| T&R SERVICES-NOT APPRVD PRGM 0 0 0 0 0}100.00
101.00[10100|HOME HEALTH AGENCY 0 0 0 0 0{101.00
SPECIAL . PURPOSE COST .CENTERS B L e L
116.00]11600 HOSPICE 0 0 0 0 0{116.00
118.00 SUBTOTALS (SUM OF LINES 1-117) 146,331 0 0 86,036 0]118.00
NONREIMBURSABLE COST CENTERS . " . ¢ R . T - : :
190.00|19000|{GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 0/190.00
191.00]|19100]| RESEARCH 0 0 0 0 0191.00
192.00/19200{ PHYSICIANS' PRIVATE OFFICES 0 0 0 0 0]192.00
193.00{19300| NONPAID WORKERS 0 0 0 0 01193.00
200.00 Cross Foot Adjustments 200.00
201.00 Negative Cost Centers 0 0 0 0 0]201.00
202.00 TOTAL (sum Tines 118-201) 146,331 o 0 86,036 0}202.00
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Health Finan

cial systems

INTEGRA SPECIALTY HOSPITAL

In Lieu of Form CMS-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS Provider CCN: 152025 |Period: worksheet B
From 09/01/2011 | part I
To 05/31/2012 | pate/Time Prepared:
__ 2/20/2013 9:50 am
L i JOTHER:GENERAL | o ot
R o O o V:' 51 I ety : ¢ SER\/ICE;:‘ ) PR : '...:"
~cost Center. Description. . PHARMACY, "1 “~MEDICAL . [SOCIAL: SERVICE| : "(SPECIFY) | NONPHYSICIAN
e L IR RECORDS &= |' i com hin g i ) ANESTHETISTS
L s U TRRARY e e e T e e e
T T s L T S SO ErTA5000 16,00 LU17.0000 S18.00 0 1900
GENERAL “SERVICE COST CENTERS = = i N Rt R e
1.00 [00100|CAP REL COSTS-BLDG & FIXT 1.00
2.00 |00200|CAP REL COSTS-MVBLE EQUIP 2.00
4.00 00400/ EMPLOYEE BENEFITS 4.00
5.00 |O0500|ADMINISTRATIVE & GENERAL 5.00
6.00 |OO600|MAINTENANCE & REPAIRS 6.00
7.00 00700 OPERATION OF PLANT 7.00
8.00 |00800|LAUNDRY & LINEN SERVICE 8.00
9.00 |00900|HOUSEKEEPING 9.00
10.00 101600 DIETARY 10.00
11.00 j01100]| CAFETERIA 11.00
12.00 |01200{MAINTENANCE OF PERSONNEL 12.00
13.00 |[01300|NURSING ADMINISTRATION 13.00
14.00 |01400|CENTRAL SERVICES & SUPPLY 14.00
15.00 |01500| PHARMACY 0 15.00
16.00 |01600|MEDICAL RECORDS & LIBRARY 0 179,950 16.00
17.00 |01700|SOCIAL SERVICE 0 0 0 17.00
18.00 |01850{0THER GENERAL SERVICE (SPECIFY) 0 0 0 0 18.00
19.00 01901 NONPHYSICIAN ANESTHETISTS 0 0 0 0 0} 19.00
INPATIENT ROUTINE. SERVICE COST.CENTERS T S : N
30.00 |03000/ADULTS & PEDIATRICS 0 63,155 0 0 0l 30.00
46.00 [04600] OTHER LONG TERM CARE 0 0 0 0 0] 46.00
ANCILLARY, SERVICE COST CENTERS .. . L i S G
50.00 [05000| OPERATING ROOM 0 0 0 0 0! 50.00
51.00 [05100{RECOVERY ROOM 0 0 0 0 0] 51.00
52.00 |05200{DELIVERY ROOM & LABOR ROOM 0 0 0 0 0] 52.00
53.00 |05300]| ANESTHESIOLOGY 0 0 0 0 01 53.00
54.00 |05400| RADIOLOGY-DIAGNOSTIC 0 5,021 0 0 0| 54.00
55.00 |05500| RADIOLOGY-THERAPEUTIC 0 0 0 0 0| 55.00
56.00 |05600| RADIOISOTOPE 0 0 0 0 0] 56.00
57.00 |05700{CT SCAN 0 0 0 0 0{ 57.00
58.00 |05800|MAGNETIC RESONANCE IMAGING (MRI) 0 0 0 0 0| 58.00
59.00 |05900| CARDIAC CATHETERIZATION 0 0 0 0 0] 59.00
60.00 106000 LABORATORY 0 10,563 0 0 0] 60.00
60.01 106001 BLOOD LABORATORY 0 0 0 0 0] 60.01
61.00 [06100| PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 |06200{WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 0] 62.00
63.00 |06300]BLOOD STORING, PROCESSING & TRANS. 0 0 0 0 0| 63.00
64.00 06400 INTRAVENOUS THERAPY 0 0 0 0 0| 64.00
65.00 J06500|RESPIRATORY THERAPY 0 18,131 0 0 0] 65.00
66.00 J06600] PHYSICAL THERAPY O 7,574 0 0 0) 66.00
67.00 |06700] OCCUPATIONAL THERAPY 0 6,485 0 0 0! 67.00
68.00 |06800|SPEECH PATHOLOGY 0 4,592 0 0 0] 68.00
69.00 |06900{ ELECTROCARDIOLOGY 0 0 0 0 0] 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 0 0 0 0| 70.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0 29,022 0 0 0f 71.00
72.00 07200/ IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0 0f 72.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 0 30,268 0 0 0| 73.00
74.00 [07400{RENAL DIALYSIS 0 2,602 0 0 0| 74.00
75.00 [07500{ASC (NON-DISTINCT PART) 0 0 0 0 0y 75.00
OUTPATIENT -SERVICE COST CENTERS : - L ] L ‘
88.00 |08800|RURAL HEALTH CLINIC 0 0 0 0 0| 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0| 89.00
90.00 [09000|CLINIC 0 0 0 0 0] 90.00
91.00 [09100| EMERGENCY 0 2,537 0 0 0] 91.00
92.00 |09200|OBSERVATION BEDS (NON-DISTINCT PART) 92.00
OTHER -REIMBURSABLE :COST CENTERS: " : S o e i 3
99.00 1093900 cMHC 0 0 0 0 0} 99.00
99.10 |09910|CORF 0 0 0 0 0] 99.10
100.00{10000| I&R SERVICES-NOT APPRVD PRGM 0 0 0 0 0(100.00
101.00{10100| HOME HEALTH AGENCY 0 0 0 0 0{101.00
SPECTIAL 'PURPOSE COST CENTERS L O B B B
116.00{11600{HOSPICE 0 0 0 0 01116.00
118.00 SUBTOTALS (SUM OF LINES 1-117) 0 179,950 0 0 0}118.00
NONREIMBURSABLE COST CENTERS S G Lo . i N o
190.00|19000|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 01190.00
191.00|19100| RESEARCH 0 0 0 0 0/191.00
192.00/19200| PHYSICIANS' PRIVATE OFFICES 0 0 0 0 0/192.00
193.00{19300|NONPATID WORKERS 0 0 0 0 0{193.00
200.00 Cross Foot Adjustments 01200.00
201.00 Negative Cost Centers 0 0 0 0 0]201.00
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Health Financial Systems

INTEGRA SPECIALTY HOSPITAL

In Lieu of Form CMS-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

Provider CCN: 152025

period:
From 09/01/2011
To 05/31/2012

worksheet B
Part I
Date/Time Pre

pared:

_Cost CentEr‘DestﬁipfiQn'” ,,ifffPHARMACYf

CUMEDICAL
‘' RECORDS &=

" LIBRARY/:

SOCTAL SERVICE

‘|OTHER GENERAL
- SERVICE

“ (SPECIFY) -

2/20/2013 9:5

NONPHYSICIAN. &

ANESTHETISTS'

0 am _

216,00

T 17.00

T18.00

T19.00

202.00] [TOTAL (sum Tines 118-201)

179,950

0

202.00
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Health Financial Systems

INTEGRA SPECIALTY HOSPITAL

In tieu of Form CMS-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

Provider CCN: 152025 |reriod:

worksheet B
From 09/01/2011 | Part I

To 05/31/2012 | pate/Time Prepared:
2/20/2013 9:50 am
. Cost Center Description 7 ‘isubtotal “ointern & 0| i Toral e
IR S R i  Residents Cost|
& Post
. -Stepdown -
Gt | adjustments ]
Lo : ) R 24000 T 800 2226.00 :
GENERAL SERVICE COST. CENTERS . ST T e S
1.00 |00100{CAP REL COSTS-BLDG & FIXT 1.00
2.00 |00200|CAP REL COSTS-MVBLE EQUIP 2.00
4.00 [00400{EMPLOYEE BENEFITS 4.00
5.00 |00500{ADMINISTRATIVE & GENERAL 5.00
6.00 |00600|MAINTENANCE & REPAIRS 6.00
7.00 |00700|OPERATION OF PLANT 7.00
8.00 |00B00|LAUNDRY & LINEN SERVICE 8.00
9.00 |00900|HOUSEKEEPING 9.00
10.00 [01000|DIETARY 10.00
11.00 |01100| CAFETERTIA 11.00
12.00 |01200{MAINTENANCE OF PERSONNEL 12.00
13.00 [01300/NURSING ADMINISTRATION 13.00
14.00 |01400|CENTRAL SERVICES & SUPPLY 14.00
15.00 j01500| PHARMACY 15.00
16.00 |01600|MEDICAL RECORDS & LIBRARY 16.00
17.00 |01700{SOCIAL SERVICE 17.00
18.00 |01850{OTHER GENERAL SERVICE (SPECIFY) 18.00
19.00 |01901|NONPHYSICIAN ANESTHETISTS 19.00
INPATIENT 'ROUTINE SERVICE COST.CENTERS - S T
30.00 |03000|ADULTS & PEDIATRICS 2,965,689 0 2,965,689 30.00
46.00 |04600|0THER LONG TERM CARE 0 0 0 46.00
ANCILLARY. SERVICE COST. CENTERS ° Sl S
50.00 |05000|OPERATING ROOM 0 0 0| 50.00
51.00 |05100|RECOVERY ROOM 0 0 0 51.00
52.00 |05200/{DELIVERY ROOM & LABOR ROOM 0 0 0 52.00
53.00 |05300]ANESTHESIOLOGY 0 0 0 53.00
54.00 |05400| RADIOLOGY-DIAGNOSTIC 116,920 0 116,920 54.00
55.00 {05500/ RADIOLOGY~THERAPEUTIC 0 0 0 55.00
56.00 |05600|RADIOISOTOPE 0 0 0 56.00
57.00 |05700|CT SCAN 0 0 0 57.00
58.00 |05800|MAGNETIC RESONANCE IMAGING (MRI) 0 0 0 58.00
59.00 |05900{ CARDIAC CATHETERIZATION 0 0 0 59.00
60.00 |06000| LABORATORY 143,973 0 143,973 60.00
60.01 |06001|BLOOD LABORATORY 0 0 0 60.01
61.00 [06100|PBP CLINICAL LAB SERVICES-PRGM ONLY 0 0 61.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 62.00
63.00 |06300/BLOOD STORING, PROCESSING & TRANS. 0 0 0 63.00
64.00 |06400] INTRAVENOUS THERAPY 0 0 0 64.00
65.00 06500/ RESPIRATORY THERAPY 683,674 0 683,674 65.00
66.00 |06600| PHYSICAL THERAPY 44,510 0 44,510 66.00
67.00 |06700| OCCUPATIONAL THERAPY 41,176 0 41,176 67.00
68.00 |06800|SPEECH PATHOLOGY 30,256 0 30,256 68.00
69.00 |06900| ELECTROCARDIOLOGY 0 0 0 69.00
70.00 |07000{ ELECTROENCEPHALOGRAPHY 0 0 0 70.00
71.00 |{07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 279,328 0 279,328 71.00
72.00 |07200/IMPL.. DEV. CHARGED TO PATIENTS 0 0 0 72.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 960, 804 0 960,804 73.00
74.00 |07400|RENAL DIALYSIS 76,626 0 76,626 74.00
75.00 |07500/ASC_(NON-DISTINCT PART) 0] 0) 0) 75.00
OUTPATIENT SERVICE COST CENTERS ' - B : :
88.00 [08800|RURAL HEALTH CLINIC 0 i) 0 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 89.00
90.00 |09000|CLINIC 0 0 0 90.00
91.00 |09100| EMERGENCY 431,024 0 431,024 91.00
92.00 |09200|OBSERVATION BEDS (NON-DISTINCT PART 0 92.00
OTHER. REIMBURSABLE COST CENTERS e e s
99.00 {09900|CMHC 0 0 0 99.00
99.10 [09910| CORF 0 0 0 99.10
100.00[{10000| I& SERVICES-NOT APPRVD PRGM 0 0 0 100.00
101.00{10100| HOME HEALTH AGENCY 0 0 0 101.00
SPECIAL PURPOSE COST CENTERS' ‘ il
116.00{11600{HOSPICE 0 0 116.00
118.00 SUBTOTALS (SUM OF LINES 1-117) 5,773,980 0 5,773,980 118.00
NONREIMBURSABLE COST CENTERS B R .
190.00[{19000|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 190.00
191.00|19100| RESEARCH 0 0 0 191.00
192.00[19200| PHYSICIANS' PRIVATE OFFICES 0 0 0) 192.00
193.00[19300| NONPAID WORKERS 0 0 0 193.00
200.00 Cross Foot Adjustments 0 0 0 200.00
201.00 Negative Cost Centers 0 0 0 201.00
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Health Financial Systems

INTEGRA SPECIALTY HOSPITAL

COST ALLOCATION - GENERAL SERVICE COSTS

Provider CCN: 152025

In Lieu of Form CM5-2552-10

period:
From 09/01/2011
To 05/31/2012

worksheet B
Part I

Date/Time Prepared:
2/20/2013 9:50 am

U Cost Center:Description: - ool subtotal o Intern & I S PR

T SR sl e Residents  Cost Gl

o] e &Past :

: ~:Stepdown

: : e Adjustments’ ‘
SR Dl e 1072400 ©25.000 " i e
202.00] JToTAL (sum Tines 118-201) 5,773,980 0 5,773,980 202.00
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Health Financial Systems INTEGRA SPECIALTY HOSPITAL - In tieu of Form CMS-2552-10

ALLOCATION OF CAPITAL RELATED COSTS provider CCN: 152025 |Period: worksheet B
From 09/01/2011| part II

To  05/31/2012 | pate/Time Prepared:
2/20/2013 9:50 am
|1 . CAPITAL RELATED COSTS . SRR S T PR
~Cost Céenter bascription v Directly .| BLDG & FIXT | MVBLE EQUIP .| . .Subtotal-' | ' EMPLOYEE
FE T S clAssigned New: [ il e T i) BENEFTTS oo
sl icapital s | o e
. |Related Costs L DS R : St
S T T e D . R e 2,00 o A TR0
GENERAL SERVICE COST -CENTERS. . iR T B R
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 0 0 0 0 0| 4.00
5.00 |OO500|ADMINISTRATIVE & GENERAL 0 0 36,182 36,182 0| 5.00
6.00 |OO600/MAINTENANCE & REPAIRS 0 0 0 0 0f 6.00
7.00 |00700|OPERATION OF PLANT 0 0 0 0 0y 7.00
8.00 |00800|LAUNDRY & LINEN SERVICE 0 0 0 0 0| 8.00
9.00 |00900| HOUSEKEEPING 0 0 0 0 0l 9.00
10.00 |01000|DIETARY 0 0 0 [ 0] 10.00
11.00 |01100| CAFETERIA 0 0 0 0 0] 11.00
12.00 |01200|MAINTENANCE OF PERSONNEL 0 0 0 0 0] 12.00
13.00 |01300|NURSING ADMINISTRATION 0 0 0 0 0| 13.00
14.00 |01400|CENTRAL SERVICES & SUPPLY 0 0 0 0 0] 14.00
15.00 |01500] PHARMACY 0 0 0 0 0l 15.00
16.00 |01600|MEDICAL RECORDS & LIBRARY 0 0 6,659 6,659 0f 16.00
17.00 |01700| SOCIAL SERVICE 0 0 0 0 0] 17.00
18.00 |01850{0OTHER GENERAL SERVICE (SPECIFY) 0 0 0 0 0] 18.00
19.00 [01901| NONPHYSICIAN ANESTHETISTS 0 0 0 0 01 19.00
INPATIENT :ROUTINE SERVICE COST CENTERS R, ST e T
30.00 |03000|ADULTS & PEDIATRICS 0 0 265,337 265,337 0] 30.00
46.00 04600/ OTHER LONG TERM CARE 0 0 0 0 0} 46.00
ANCILLARY. 'SERVICE COST CENTERS - = R K
50.00 |05000]|OPERATING ROOM 0 0 0 0 0| 50.00
51.00 05100/ RECOVERY ROOM Q 0 0 0 0} 51.00
52.00 |05200{DELIVERY ROOM & LABOR ROOM 0 0 0 0 0| 52.00
53.00 |05300| ANESTHESIOLOGY 0 0 0 0 0] 53.00
54.00 |05400| RADIOLOGY~DIAGNOSTIC 0 0 0 0 0] 54.00
55.00 |05500{ RADIOLOGY-THERAPEUTIC 0 0 0 0 0 55.00
56.00 [05600| RADIOISOTOPE 0 0 0 0 0] 56.00
57.00 j05700|CT ScAN 0 0 0 0 0] 57.00
58.00 |O5800|MAGNETIC RESONANCE IMAGING (MRI) 0 0 0 0 0| 58.00
59.00 |05900| CARDIAC CATHETERIZATION 0 0 0 0 0| 59.00
60.00 |06000| LABORATORY 4] 0 0 0 0} 60.00
60.01 |06001]|BLOOD LABORATORY 0 0 0 0 0| 60.01
61.00 {06100|PBP CLINICAL LAB SERVICES-PRGM ONLY 0 61.00
62.00 |06200{WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 0| 62.00
63.00 |06300/BLOOD STORING, PROCESSING & TRANS. 0 0 0 0 0] 63.00
64.00 |06400{ INTRAVENOUS THERAPY 0 0 0 0 0] 64.00
65.00 |06500| RESPIRATORY THERAPY 0 0 6,206 6,206 0] 65.00
66.00 [06600| PHYSICAL THERAPY 0 0 3,361 3,361 0| 66.00
67.00 |06700]OCCUPATIONAL THERAPY 0 0 3,361 3,361 0} 67.00
68.00 |06800|SPEECH PATHOLOGY 0 0 3,340 3,340 0f 68.00
69.00 |06900| ELECTROCARDIOLOGY 0 0 0 0 0] 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 0 0 0] 70.00
71.00 [{07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 23,977 23,977 0| 71.00
72.00 |07200{IMPL. DEV. CHARGED TO PATIENTS 0 0 0| 72.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 0 0 0 0 0| 73.00
74.00 |07400|RENAL DIALYSIS 0 0 0 0 0| 74.00
75.00 |07500|/ASC (NON-DISTINCT PART) 0 0 0 0 0] 75.00
OUTPATIENT SERVICE COST CENTERS R i :
88.00 |08800|RURAL HEALTH CLINIC 0 0 0 0 0| 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0| 89.00
90.00 {09000| CLINIC 0 0 0 0 0} 90.00
91.00 |09100| EMERGENCY 0 0 0 0 0] 91.00
92.00 |09200| OBSERVATION BEDS (NON-DISTINCT PART) 0 92.00
OTHER' REIMBURSABLE COST CENTERS - : ’ i T .
99.00 |09900| cMHC 0 0 0 0 0] 99.00
99.10 09910| CORF 0 0 0 0 0] 99.10
100.00[{10000| I&R SERVICES-NOT APPRVD PRGM 0 0 0 0 0/100.00
101.00{10100| HOME HEALTH AGENCY 0 0 0 0 01101.00
SPECIAL PURPOSE COST CENTERS . S
116.00|11600| HOSPICE 0 0 0[116.00
118.00 SUBTOTALS (SUM OF LINES 1-117) 0 348,423 348,423 0]118.00
NONRETIMBURSABLE - COST CENTERS 5 R R T
190.00[{19000|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 0[190.00
191.00/{19100{ RESEARCH 0 0 0 0 0]191.00
192.00|19200| PHYSICIANS' PRIVATE OFFICES 0 0 0 0 0(192.00
193.00/19300| NONPAID WORKERS 0 0 0 0 0193.00
200.00 Cross Foot Adjustments 0 200.00
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Health Financial Systems

INTEGRA SPECIALTY HOSPITAL In Lieu of Form CMs-2552-10
ALLOCATION OF CAPITAL RELATED COSTS

provider CCN: 152025 |Period: worksheet B
From 09/01/2011 | Part II

To 05/31/2012 | pate/Time Prepared:
2/20/2013 9:50 am

-1 CAPITAL "RELATED "COSTS - [

Aoy ibirectly
o] -Assigned. New:
. Capital. E S
|Related Costs | o7 i e e
0. |30 2.000 | 2K [ 4000
0 0
348,423 348,423

/BLDG & FIXT .| MVBLE® EQUIP |
S BENEFITS .70of.)

Négatﬁﬁe Cost Centers
TOTAL (sum Tines 118-201) 0

201.00
202.00

202.00

201.00] l

(=]

[=R=1

X:\HFsdata\cTients\HospitaT\RSH\55160 - 9.1.11-5.31.12.mcrx

MCRIF32 - 3.5.136.0 39 | page



Health Financial Systems

INTEGRA SPECIALTY HOSPITAL

In Lieu of Form CMS-2552-10

ALLOCATION OF CAPITAL RELATED COSTS Provider CCN: 152025 |Period: worksheet B
From 09/01/2011 | part II
To  05/31/2012 | bate/Time Prepared:
2/20/2013 9:50 am
Cost:Center Description - |ADMINISTRATIVE|MAINTENANCE & | OPERATION: OF |- LAUNDRY.& | HOUSEKEEPING S
T L & GENERAL. 17’ REPAIRS CUPLANT U TLINEN SERVICE | Wi
- cipa e R 5000 6,00 . 27,00 “8,00 9,000
GENERAL 'SERVICE COST CENTERS. S L o IR
1.00 [00100|CAP REL COSTS-BLDG & FIXT 1.00
2.00 |00200|CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |00400| EMPLOYEE BENEFITS 4.00
5.00 }00500| ADMINISTRATIVE & GENERAL 36,182 5.00
6.00 |00600{MAINTENANCE & REPAIRS 0 0 6.00
7.00 |00700|OPERATION OF PLANT 207 0 207 7.00
8.00 |00800|LAUNDRY & LINEN SERVICE 186 0 0 186 8.00
9.00 |00900|HOUSEKEEPING 567 0 0 0 567] 9.00
10.00 |01000|DIETARY 917 0 0 0 0} 10.00
11.00 |01100{CAFETERIA 0 0 0 0 0] 11.00
12.00 |01200{MAINTENANCE OF PERSONNEL 0 0 0| 0 0| 12.00
13.00 |01300|NURSING ADMINISTRATION 539 0 0] 0 0] 13.00
14.00 |01400|CENTRAL SERVICES & SUPPLY 0 0 0 0 0] 14.00
15.00 [01500| PHARMACY 0 0 0 0 0 15.00
16.00 |01600|MEDICAL RECORDS & LIBRARY 1,111 0 4 0 12} 16.00
17.00 |01700|SOCIAL SERVICE 0 0 0 0 0| 17.00
18.00 |01850{0THER GENERAL SERVICE (SPECIFY) 0 0 0 0 0| 18.00
19.00 |01901| NONPHYSICIAN ANESTHETISTS 0 0 0 0 0] 19.00
INPATIENT ROUTINE SERVICE COST CENTERS: IR o IR O T
30.00 |03000{ADULTS & PEDIATRICS 15,889 0 177 186 4821 30.00
46.00 |{04600|OTHER LONG TERM CARE 0 0) 0 0 46.00
ANCILLARY SERVICE- COST CENTERS .. - . 3 " S R
50.00 [05000|0PERATING ROOM 0 0 0 0 0] 50.00
51.00 |05100{RECOVERY ROOM 0 0 0 0 0} 51.00
52.00 |05200|DELIVERY ROOM & LABOR ROOM 0 0 0 0 0| 52.00
53.00 |05300| ANESTHESIOLOGY 0 0 0 0 0| 53.00
54.00 |05400| RADIOLOGY-DIAGNOSTIC 701 0 0 0 0| 54.00
55.00 |05500| RADIOLOGY~THERAPEUTIC 0 0 0 0 0| 55.00
56.00 {05600/ RADIOISOTOPE 0 0 0 0 0} 56.00
57.00 |05700]/CT SCAN 0 0 0 0 0} 57.00
58.00 |05800 MAGNETIC RESONANCE IMAGING (MRI) 0 0 0 0 0] 58.00
59.00 |05900{CARDIAC CATHETERIZATION 0 0 0 0 0] 59.00
60.00 |06000] LABORATORY 836 0 0 0 0| 60.00
60.01 |06001|BLOOD LABORATORY 0 0 0 0 0} 60.01
61.00 |06100| PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 |06200{WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 0| 62.00
63.00 |06300/BLOOD STORING, PROCESSING & TRANS. 0 0| 0 0 0} 63.00
64.00 |06400| INTRAVENOUS THERAPY 0 0 0 0 0| 64.00
65.00 |06500|RESPIRATORY THERAPY 4,155 0 4 0 11} 65.00
66.00 106600] PHYSICAL THERAPY 223 0 2 ¢ 6| 66.00
67.00 |06700| OCCUPATIONAL THERAPY 209 0 2 0 6| 67.00
68.00 |06800SPEECH PATHOLOGY 153 0 2 0 6] 68.00
69.00 |06900| ELECTROCARDIOLOGY 0 0 0 0 0| 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 0 0 0 0| 70.00
71.00 j07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 1,509 0 16 0 441 71.00
72.00 |07200|IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0 0| 72.00
73.00 107300/ DRUGS CHARGED TO PATIENTS 5,831 0 0 0 0} 73.00
74.00 07400 RENAL DIALYSIS 464 0 0 0 0] 74.00
75.00 [07500{ASC (NON-DISTINCT PART) 0 0 0 0 0] 75.00
OUTPATIENT. SERVICE COST CENTERS. == e L L E
88.00 |08800]|RURAL HEALTH CLINIC 0 0 0 0 0] 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0} 89.00
90.00 |09000| CLINIC 0 0 0 0 0] 90.00
91.00 |09100| EMERGENCY 2,685 0 0 0 0] 91.00
92.00 |09200{OBSERVATION BEDS (NON-DISTINCT PART) 92.00
OTHER :REIMBURSABLE COST 'CENTERS R R :
99.00 109900] CMHC 0 0 0 0 0] 99.00
99.10 |09910| CORF 0 0 0 0 0} 99.10
100.00{10000| I&R SERVICES-NOT APPRVD PRGM 0 0 0 0 0{100.00
101.00{10100 HOME HEALTH AGENCY 0 0 0 0 0]101.00
SPECIAL PURPOSE COST CENTERS i s : i
116.00{11600|HOSPICE 0 0 0 0 0]116.00
118.00 SUBTOTALS (SUM OF LINES 1- 117) 36,182 207 186 567[118.00
NONREIMBURSABLE COST CENTERS. R i :
190.00/19000|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 0{190.00
191.00/19100| RESEARCH 0 0 0 0 0[191.00
192.00[19200| PHYSICIANS' PRIVATE OFFICES 0 0 0 0 0(192.00
193.00/19300| NONPAID WORKERS 0 0 0 0 01]193.00
200.00 Cross Foot Adjustments 200.00
201.00 Negative Cost Centers 0 0 0 0 0(201.00
202.00 ToTAL (sum 1ines 118-201) 36,182 0 207 186 567|202.00
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Health Financial Systems

INTEGRA SPECIALTY HOSPITAL

Iin Lie

1 of Form CM$-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

Provider CCN: 152025

period:
From 09/01/2011
To 05/31/2012

worksheet B
Part II
Date/Time Pre

pared:

2/20/2013 9:50 am
L Cost Center. Description - . CAFETERIA - MAINTENANCE OF| ./ NURSING |+ CENTRAL. - f " i
e e e it U PERSONNEL . |ADMINISTRATION| SERVICES ‘& [
: : o TR N Lo ] gy pPLY.

L T R 1,00 2000 | 0o13:00. 0 | 14,00,

GENERAL 'SERVICE COST :CENTERS ' - ERERE R N R T
1.00 [00100{CAP REL COSTS-BLDG & FIXT 1.00
2.00 |[00200|CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |00400|EMPLOYEE BENEFITS 4.00
5.00 |00500|ADMINISTRATIVE & GENERAL 5.00
6.00 |00600|MAINTENANCE & REPAIRS 6.00
7.00 |00700{OPERATION OF PLANT 7.00
8.00 |00800|LAUNDRY & LINEN SERVICE 8.00
9.00 |00900]|HOUSEKEEPING 9.00
10.00 |01000{DIETARY 917 10.00
11.00 |01100| CAFETERIA 0 0 11.00
12.00 |01200|MAINTENANCE OF PERSONNEL 0 0 0 12.00
13.00 |01300|NURSING ADMINISTRATION 0 0 0 539 13.00
14.00 |01400{CENTRAL SERVICES & SUPPLY 0 0 0 0 0] 14.00
15.00 |01500| PHARMACY 0 0 0 0 0| 15.00
16.00 |01600|MEDICAL RECORDS & LIBRARY 0 0 0 0 0] 16.00
17.00 {01700]SOCIAL SERVICE 0 0 0 0 0] 17.00
18.00 |01850{0THER GENERAL SERVICE (SPECIFY) 0 0 0 0 0] 18.00
19.00 |01901|NONPHYSICIAN ANESTHETISTS 0 0 0 0 0| 19.00

INPATIENT ROUTINE 'SERVICE COST. CENTERS =~ e : : S L
30.00 |03000{ADULTS & PEDIATRICS 917 0 0 539 0| 30.00
46.00 |04600]OTHER LONG TERM CARE 0 0 0 0 46.00

ANCILLARY ‘SERVICE COST CENTERS S B R ]

50.00 |05000|OPERATING ROOM 0 0 0 0 0 50.00
51.00 |05100|RECOVERY ROOM 0 0 0 0 0| 51.00
52.00 |05200{DELIVERY ROOM & LABOR ROOM 0 0 0. 0 0] 52.00
53.00 |05300| ANESTHESIOLOGY 0 0 0 0 0| 53.00
54.00 }05400 RADIOLOGY-DIAGNOSTIC 0 0 0 0 0] 54.00
55.00 [05500|RADIOLOGY-THERAPEUTIC 0 0 0 0 0f 55.00
56.00 |05600]RADIOISOTOPE 0 0 0 0 0| 56.00
57.00 |05700|CT SCAN 0 0 0 0 0| 57.00
58.00 |05800|MAGNETIC RESONANCE IMAGING (MRI) 0 0 0 0 0] 58.00
59.00 |05900| CARDIAC CATHETERIZATION 0 0 0 0 0] 59.00
60.00 |06000] LABORATORY 0 0 0 0 0] 60.00
60.01 |06001|BLOOD LABORATORY 0 0 0 0 0| 60.01
61.00 [06100|PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 |06200{WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 0| 62.00
63.00 |06300/BLOOD STORING, PROCESSING & TRANS. 0 0 0 0 0| 63.00
64.00 |06400| INTRAVENOUS THERAPY 0 0 0 0 0| 64.00
65.00 |06500| RESPIRATORY THERAPY 0 0 0 0 0| 65.00
66.00 |06600] PHYSICAL THERAPY 0 0 0 0 0| 66.00
67.00 |06700| OCCUPATIONAL THERAPY 0 0 0 0 0] 67.00
68.00 |06800|SPEECH PATHOLOGY 0 0 0 0 0| 68.00
69.00 |06900] ELECTROCARDIOLOGY 0 0 0 0 0] 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 0 0 0 0| 70.00
71.00 [07100{MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 0 0| 71.00
72.00 |07200|IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0 0} 72.00
73.00 |07300{DRUGS CHARGED TO PATIENTS 0 0 0 0 0| 73.00
74.00 |07400|RENAL DIALYSIS 0 0 0 0 0] 74.00
75.00 [07500{ASC (NON-DISTINCT PART) 0 0 0 0 0] 75.00

OUTPATIENT SERVICE COST.CENTERS - i e : -
88.00 |08800| RURAL HEALTH CLINIC 0 0 0 0 0| 88.00
89.00 08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0| 89.00
90.00 |09000| CLINIC 0 0 0 0 0| 90.00
91.00 [09100 EMERGENCY 0 0 0 0 0] 91.00
92.00 09200 OBSERVATION BEDS (NON-DISTINCT PART 92.00

OTHER . REIMBURSABLE COST CENTERS . S I :

99.00 |09900| CMHC 0 0 0 0 0] 99.00
99.10 |09910| CORF 0 0 0 0 0f 99.10
100.00{10000| I&R SERVICES-NOT APPRVD PRGM 0 c 0 0 0]100.00
101.00{10100| HOME HEALTH AGENCY 0 0 0 0 0/101.00

SPECIAL PURPOSE : COST -CENTERS - S L : o
116.00/11600 HOSPICE 0 0 0 0 0/116.00
118.00 SUBTOTALS (SUM OF LINES 1-117) 917 0 539, 0118.00

NONREIMBURSABLE - COST CENTERS .~ i D § : :
190.00/19000{ GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 01190.00
191.00|19100] RESEARCH 0 0 0 0 0191.00
192.00{19200| PHYSICIANS' PRIVATE OFFICES 0 0 0 0 0/192.00
193.00/19300| NONPAID WORKERS 0 0 0 0 01193.00
200.00 Cross Foot Adjustments 200.00
201.00 Negative Cost Centers 0 0 0 0 0/201.00
202.00 TOTAL (sum lines 118-201) 917 0 0 539 0{202.00
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Health Financial Systems INTEGRA SPECIALTY HOSPITAL In Lieu of Form CM$-2552-10
ALLOCATION OF CAPITAL RELATED COSTS Provider CCN: 152025 |Period: worksheet B

From 09/01/2011 | Part II

To 05/31/2012 | pate/Time Prepared:
2/20/2013 9:50 am

 [oTHER GENERAL.

£o 7 CostCenter Description . | . PHARMACY ;.| . MEDICAL . ISOCYAL SERVICE|. ~(SPECIFY) . | NONPHYSICIAN.
Lo e i i S DRECORDS & T e e e ANESTHETISTS,
TS 00 ] T a6,000 ] 17,00 L 1800000 19,00

GENERAL SERVICE COST CENTERS . .. ..

1.00 |00100|CAP REL COSTS-BLDG & FIXT 1.00
2.00 |00200|{CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |00400| EMPLOYEE BENEFITS 4.00
5.00 |00500|ADMINISTRATIVE & GENERAL 5.00
6.00 |D0600{MAINTENANCE & REPAIRS 6.00
7.00 |00700|OPERATION OF PLANT 7.00
8.00 |[00800|LAUNDRY & LINEN SERVICE 8.00
9.00 |00900| HOUSEKEEPING 9.00
10.00 J01000|DIETARY 10.00
11.00 |01100| CAFETERIA 11.00
12.00 |01200]MAINTENANCE OF PERSONNEL 12.00
13.00 |01300|NURSING ADMINISTRATION 13.00
14.00 |[01400|CENTRAL SERVICES & SUPPLY 14.00
15.00 01500 PHARMACY 0 15.00
16.00 |01600|MEDICAL RECORDS & LIBRARY 0 7,786 16.00
17.00 |01700|SOCIAL SERVICE 0 0 0 17.00
18.00 |01850{0THER GENERAL SERVICE (SPECIFY) 0 0 0 0 18.00
19.00 |01901|NONPHYSICIAN ANESTHETISTS 0 0 0 0) 0| 19.00
INPATIENT ROUTINE SERVICE. COST CENTERS : L L
30.00 |03000{ADULTS & PEDIATRICS 0 2,736 0 0 30.00
46.00 |04600|0THER LONG TERM CARE 0 0 0 0 46.00
ANCILLARY SERVICE COST CENTERS Lo L G S
50.00 |05000]OPERATING ROOM 0 0 0 0 50.00
51.00 |05100|RECOVERY ROOM 0 0 0 0 51.00
52.00 [05200|DELIVERY ROOM & LABOR ROOM 0 0 0 0 52.00
53.00 |05300| ANESTHESIOLOGY 0 0 0 0 53.00
54.00 |05400]{ RADIOLOGY-DIAGNOSTIC 0 217 0 0 54.00
55.00 |05500| RADIOLOGY-THERAPEUTIC 0 0 0 0 55.00
56.00 |05600, RADIOISOTOPE 0 0 0 0 56.00
57.00 |05700|{CT SCAN 0 0 0 0 57.00
58.00 |05800|MAGNETIC RESONANCE IMAGING (MRI) 0 0 0 0 58.00
59.00 |05900]{ CARDIAC CATHETERIZATION 0 0 0 0 59.00
60.00 |06000| LABORATORY 0 457 0 0 60.00
60.01 |06001|BLOOD LABORATORY 0 0 0 0 60.01

61.00 |06100{PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00

62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 62.00
63.00 |06300|BLOOD STORING, PROCESSING & TRANS. 0 0 0 0 63.00
64.00 |06400] INTRAVENOUS THERAPY 0 0 0 0 64.00
65.00 |06500|RESPIRATORY THERAPY 0 784 0 0 65.00
66.00 |06600| PHYSICAL THERAPY 0 327 0 0 66.00
67.00 |06700| OCCUPATIONAL THERAPY 0 280 0 0 67.00
68.00 |06800|SPEECH PATHOLOGY 0f 199 0 0 68.00
69.00 |06900] ELECTROCARDIOLOGY 0 0 0 0 69.00
70.00 ]07000| ELECTROENCEPHALOGRAPHY 0 0 0 0 70.00
71.00 |07100{MEDICAL SUPPLIES CHARGED TO PATIENTS 0 1,255 0 0 71.00
72.00 |07200{IMPL. DEV. CHARGED TO PATILENTS 0 0 0 0 72.00
73.00 |07300{DRUGS CHARGED TO PATIENTS 0 1,309 0 0 73.00
74,00 |07400|RENAL DIALYSIS 0 112 0 0 74.00
75.00 |07500{ASC_(NON-DISTINCT PART) 0 0 0 0 75.00
OUTPATIENT SERVICE COST CENTERS E L : i e
88.00 |08800| RURAL HEALTH CLINIC 0 0 0 0 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 89.00
90.00 [09000|CLINIC 0 0 0) 0 90.00
91.00 |09100| EMERGENCY 0 110 0 0 91.00

92.00 |09200|OBSERVATION BEDS (NON-DISTINCT PART) ] . 92.00
OTHER REIMBURSABLE COST CENTERS R R T R L RIS T S mra e T e -

99.00 |09900| CMHC 0 0 0 0 99.00
99.10 ]09910| CORF 0 0 0 0 939.10
100.00{10000| I&R SERVICES~NOT APPRVD PRGM 0 0 0 0 100.00
101.00{10100| HOME HEALTH AGENCY 0 0 0 0 101.00
SPECIAL PURPOSE COST CENTERS : ) : )
116.00]11600| HOSPICE 0 0 0 116.00
118.00 SUBTOTALS (SUM OF LINES 1-117) 0 7,786 0 0]118.00
NONREIMBURSABLE COST CENTERS .. - L : - L
190.00{19000|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 190.00
191.00{19100| RESEARCH 0 0 0 0 191.00
192.00{19200] PHYSICIANS' PRIVATE OFFICES 0 0 0 0 192.00
193.00|19300| NONPAID WORKERS 0 0 0 0 193.00
200.00 Cross Foot Adjustments 01200.00
201.00 Negative Cost Centers 0 0 0 0 0]201.00
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Health Financial Systems INTEGRA SPECIALTY HOSPITAL In Lieu of Form CM$-2552-10
ALLOCATION OF CAPITAL RELATED COSTS Provider CCN: 152025 |Period: worksheet B

From 09/01/2011 | Part II
To 05/31/2012 | pate/Time Prepared:
2/20/2013 9:50 am

< | OTHER. GENERAL
e A e T SERVITCE ST e
: PHARMACY. .| . MEDICAL " . |SOCIAL SERVICE| " (SPECIFY) : |:NONPHYSICIAN | ' -

T U RECORDS, & | e e T ANESTHETISTS |

~ Cost center Description

~15.00. | 16.00 | 17.00 | _18.00_ | 1%.00 L
0 7,786 0 i) 0[202.00

202..00] [TOTAL (sum 1ines 118-201)
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Health Financial Systems INTEGRA SPECIALTY HOSPITAL In Lieu of Form CMS5-2552-10

ALLOCATION OF CAPITAL RELATED COSTS Provider CCN: 152025 |Period: worksheet B
From 09/01/2011 | Part II

To 05/31/2012 | pate/Time Prepared:
2/20/2013 9:50 am
s:Cost Center.Description /i i s el ogubtotal i Intern & | Total st Tk e ce
e e N e e e e L Res i dent s SCast] T
& post
“l.Stepdown i
e e adjustments ] 0 i
’ o o e 24 00 T 25,0000 26,0000 0
GENERAL SERVICE COST CENTERS . .. T R e
1.00 |00100|CAP REL COSTS-BLDG & FIXT 1.00
2.00 100200|CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |00400|EMPLOYEE BENEFITS 4,00
5.00 |00500|ADMINISTRATIVE & GENERAL 5.00
6.00 |O0600|MAINTENANCE & REPAIRS 6.00
7.00 |00700|OPERATION OF PLANT 7.00
8.00 |O0B00|LAUNDRY & LINEN SERVICE 8.00
9.00 |00900| HOUSEKEEPING 9.00
10.00 ]01000|DIETARY 10.00
11.00 }01100] CAFETERIA 11.00
12.00 |01200{MAINTENANCE OF PERSONNEL 12.00
13.00 |01300|NURSING ADMINISTRATION 13.00
14.00 |01400|CENTRAL SERVICES & SUPPLY 14.00
15.00 |01500]| PHARMACY 15.00
16.00 |01600|MEDICAL RECORDS & LIBRARY 16.00
17.00 |01700|SOCIAL SERVICE 17.00
18.00 |01850|OTHER GENERAL SERVICE (SPECIFY) 18.00
19.00 {01901 NONPHYSICIAN ANESTHETISTS 19.00
INPATIENT: ROUTINE SERVICE COST CENTERS .= ' L B L T e i R R
30.00 [03000;ADULTS & PEDIATRICS 286,263 0 286,263 30.00
46.00 [04600]OTHER LONG TERM CARE 0 0 0 46.00
ANCILLARY SERVICE COST CENTERS ./ o B
50.00 |05000|OPERATING ROOM 0 0 0 50.00
51.00 |05100|RECOVERY ROOM 0 0 0 51.00
52.00 |05200|DELIVERY ROOM & LABOR ROOM 0 0 0 52.00
53.00 |05300| ANESTHESIOLOGY 0) 0 0 53.00
54.00 |05400| RADIOLOGY-DIAGNOSTIC 918 0 918 54.00
55.00 05500 RADIOLOGY~THERAPEUTIC 0 0 0 55.00
56.00 {05600{ RADIOISOTOPE 0 0 0 56.00
57.00 |05700]/CT sCAN 0 0 0 57.00
58.00 |05800|MAGNETIC RESONANCE IMAGING (MRI) 0 0 0 58.00
59.00 |05900| CARDIAC CATHETERIZATION 0 0 0 59.00
60.00 |06000| LABORATORY 1,293 0 1,293 60.00
60.01 |06001BLOOD LABORATORY 0 0 0 60.01
61.00 |06100|PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 62.00
63.00 |06300{BLOOD STORING, PROCESSING & TRANS. 0 0 0 63.00
64.00 |06400| INTRAVENOUS THERAPY 0 0 0 64.00
65.00 |06500|RESPIRATORY THERAPY 11,160 0 11,160 65.00
66.00 |06600| PHYSICAL THERAPY 3,919 0 3,919 66.00
67.00 |06700|OCCUPATIONAL THERAPY 3,858 0 3,858 67.00
68.00 |06800|SPEECH PATHOLOGY 3,700 0 3,700 68.00
69.00 |06900| ELECTROCARDIOLOGY 0 0 0 69.00
70.00 [07000| ELECTROENCEPHALOGRAPHY 0 0 0 70.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 26,801 0 26,801 71.00
72.00 |07200|IMPL. DEV. CHARGED TO PATIENTS 0 0 0 72.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 7,140 0 7,140 73.00
74.00 |07400|RENAL DIALYSIS 576 0 576 74.00
75.00 |07500/ASC_(NON-DISTINCT PART) 0 0, 0) 75.00
QUTPATIENT SERVICE COST CENTERS Lo B .
88.00 |08800|RURAL HEALTH CLINIC 0 0 0 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 89.00
90.00 |09000|CLINIC 0 o 0 90.00
91.00 [09100| EMERGENCY 2,795 0 2,795 91.00
92.00 |09200| OBSERVATION BEDS (NON-DISTINCT PART) 0) 92.00
OTHER REIMBURSABLE COST CENTERS : G
99.00 09900 CMHC 0 0 0 99.00
99.10 |09910|CORF 0 0 0 99.10
100.00/10000| 1&R SERVICES-NOT APPRVD PRGM 0 0 0 100.00
101.00{10100| HOME HEALTH AGENCY 0 0 0 101.00
SPECIAL PURPOSE COST CENTERS .. I S
116.00{11600| HOSPICE 0 0 0 116.00
118.00 SUBTOTALS (SUM OF LINES 1-117) 348,423 0 348,423 118.00
NONREIMBURSABLE COST ‘CENTERS: ] e L - : E G Co
190.00|19000{GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 190.00
191.00]19100|RESEARCH 0 0 0 191.00
192.00|19200| PHYSICIANS® PRIVATE OFFICES 0 0 0 192.00
193.00/19300| NONPAID WORKERS 0 o 0 193.00
200.00 Cross Foot Adjustments 0 0 0 200.00
201.00 Negative Cost Centers 0 0 0 201.00
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Health Financial Systems
ALLOCATION OF CAPITAL RELATED COSTS

INTEGRA SPECTIALTY HOSPITAL

,.;;,n Cqst5Centerﬂpesgriptj0n—:”S.,f

soIntern &

provider CCN: 152025

To

period:
From 09/01/2011

In Lieu of Form CMS-2552-10
worksheet B

Part IT

05/31/2012 | pate/Time Prepared:

“subtotal

Intern & | .. Total
[Residents Cost| =7 . E

J & Posta
stepdown ol
e sov e adjustments ]
Pl R 24.00 725,000 |- 26,00
202.00] |ToTAaL (sum Tines 118-201) 348,423 0 348,423

1272072013 9:50"am
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Health Financial Systems

INTEGRA SPECIALTY HOSPITAL

In Lieu of Form CMS-2552-10

COST ALLOCATION - STATISTICAL BASIS Provider CCN: 152025 |Period: worksheet B-1
From 09/01/2011
To  05/31/2012 | pate/Time Prepared:
2/20/2013 9:50 am
" CAPITAL. RELATED COSTS RS Rt I
Cost.Center-bescription ‘BLDG & FIXT. | MVBLE: EQUIP EMPLOYEE " Reconcﬂiéﬁon ADMINTSTRATIVE| = 700
it b Sl i hek - |CDOLLAR *VALUE)| (SQUARE : FEET) |~ BENEFITS : © & GENERAL®
S e e T (GROSS -l (accum, COST)
""" o g v SALARIES)"' R i L
ST e 5 1.00 2,000 4 OO e T L5000
GENERAL “SERVICE: COST ‘CENTERS ° T ST T S
1.00 |00100|CAP REL COSTS-BLDG & FIXT 0| 1.00
2.00 |00200{CAP REL COSTS-MVBLE EQUIP 16,900 2.00
4.00 |00400|EMPLOYEE BENEFITS 0 0 2,184,032 4.00
5.00 |OO500|ADMINISTRATIVE & GENERAL 0 1,755 362,045 ~747,429 5,026,551 5.00
6.00 |OO600|MAINTENANCE & REPAIRS 0 0 0 0 0] 6.00
7.00 |00700|OPERATION OF PLANT 0 0 0 0 28,785 7.00
8.00 |00B00|LAUNDRY & LINEN SERVICE 0 0 0 0 25,890] 8.00
9.00 |00900{HOUSEKEEPING 0 0 0 0 78,7301 9.00
10.00 [01000|DIETARY 0 0 0 0 127,389] 10.00
11.00 {01100|{CAFETERIA 0 0 0 0 0] 11.00
12.00 |01200{MAINTENANCE OF PERSONNEL 0 0 0 0 0] 12.00
13.00 {01300{NURSING ADMINISTRATION 0 0 59,533 0 74,8991 13.00
14.00 |01400{CENTRAL SERVICES & SUPPLY 0 0 0 0 0! 14.00
15.00 [01500{ PHARMACY 0 0 0 0 0i 15.00
16.00 |01600{MEDICAL RECORDS & LIBRARY 0 323 105, 641] 0 154,363} 16.00
17.00 [01700| SOCIAL SERVICE 0 0 0 0 0} 17.00
18.00 [01850|OTHER GENERAL SERVICE (SPECIFY) 0 0 0 0 0| 18.00
19.00 [01901|NONPHYSICIAN ANESTHETISTS 0 0 0] 0 0| 19.00
INPATIENT ROUTINE SERVICE COST CENTERS - L R R R
30.00 |03000|ADULTS & PEDIATRICS 0 12,870 1,656,813 0 2,207,264| 30.00
46.00 |04600]OTHER LONG TERM CARE 0 0 0 0 0! 46.00
ANCTLLARY ‘SERVICE COST CENTERS ' e B o o
50.00 |05000|OPERATING ROOM 0 0 0 0 0} 50.00
51.00 |05100|RECOVERY ROOM 0 0 0 0 0| 51.00
52.00 [05200|DELIVERY ROOM & LABOR ROOM 0 0 0 0 0| 52.00
53.00 |05300| ANESTHESIOLOGY 0 0 0| 0 0] 53.00
54.00 |05400| RADIOLOGY-DIAGNOSTIC 0 0 0 0 97,414| 54.00
55.00 |05500| RADIOLOGY-THERAPEUTIC 0 0 0 0 0| 55.00
56.00 |05600|RADIOISOTOPE 0 0 0 0 0} 56.00
57.00 |05700{CT SCAN 0 0 0 0 0] 57.00
58.00 |05800/MAGNETIC RESONANCE IMAGING (MRI) 0 0 0 0 0} 58.00
59.00 |05900| CARDIAC CATHETERIZATION 0 0 0 0 0! 59.00
60.00 J06000| LABORATORY o] 0 0 0 116,140 60.00
60.01 [06001|BLOOD LABORATORY 0 0 0 0 0| 60.01
61.00 |06100{PBP CLINICAL LAB SERVICES-PRGM ONLY 0 61.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 0| 62.00
63.00 [06300/BLOOD STORING, PROCESSING & TRANS. 0 0 0 0 0| 63.00
64.00 |06400{ INTRAVENOUS THERAPY 0 0 0 0 0| 64.00
65.00 |06500| RESPIRATORY THERAPY 0 301 0 0 577,254 65.00
66.00 |06600| PHYSICAL THERAPY 0 163 0 0 30,998 66.00
67.00 }06700| OCCUPATIONAL THERAPY 0 163 0 0 29,043 67.00
68.00 |06800| SPEECH PATHOLOGY 0 162 0 0 21,192} 68.00
69.00 |06900| ELECTROCARDIOLOGY 0 0 0 0 0} 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 0 0 0 0| 70.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0 1,163 0 0 209,648] 71.00
72.00 |07200/IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0 0| 72.00
73.00 |07300/DRUGS CHARGED TO PATIENTS 0 0 0 0 810,080| 73.00
74.00 |07400{RENAL DIALYSIS 0 0 0 0 64,442 74.00
75.00 |07500{ASC (NON-DISTINCT PART) 0 0 0 0 0] 75.00
OUTPATIENT . SERVICE COST CENTERS - o ‘ o B B
88.00 |08800|RURAL HEALTH CLINIC 0 0 0 0 0} 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0l 89.00
90.00 |09000|CLINIC 0 0 0 0 0{ 90.00
91.00 [09100| EMERGENCY 0 0 0 0 373,020] 91.00
92.00 [09200| OBSERVATION BEDS (NON-DISTINCT PART) 92.00
OTHER REIMBURSABLE COST CENTERS - - . : B ]
99.00 [09900; CMHC 0 ¢ o 0 0] 99.00
99.10 |09910| CORF 0 0 0 0 0] 99.10
100.00110000| I&R SERVICES-NOT APPRVD PRGM 0 0 ¢ 0 0]100.00
101.00/10100| HOME HEALTH AGENCY 0 0 0 0 0]101.00
SPECTAL PURPOSE COST -CENTERS j o . i :
116.00|11600| HOSPICE 0 0 0 0 0]116.00
118.00 SUBTOTALS (SUM OF LINES 1- 117) 0 16,900 2,184,032 ~747,429 5,026,551{118.00
NONREIMBURSABLE COST. CENTERS = 0. - .t s R R T
190.00[19000|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 01190.00
191.00{19100| RESEARCH 0 0 0 0 01191.00
192.00j19200{ PHYSICIANS' PRIVATE OFFICES 0 0 0 0 0(192.00
193.00{19300{ NONPAID WORKERS 0 0 0 0 0i193.00
200.00| Cross Foot Adjustments 200.00
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Health Financial Systems INTEGRA SPECIALTY HOSPITAL In Lieu of Form CMS-2552-10

COST ALLOCATION -~ STATISTICAL BASIS Provider CCN: 152025 |Period: worksheet B-1
From 09/01/2011

To 05/31/2012 | bate/Time Prepared:
2/20/2013 9:50 am
. CAPITAL RELATED COSTS - B )
_Cost. Center Description. “1'BLDG- & FIXT ‘| MVBLE EQUIP | ' EMPLOYEE ‘- ReconciljationjADMINISTRATIVE|: @ ;
el e © 2 |(DOLLAR 'VALUED| (SQUARE FEET).| ' BENEFITS | & o feni] & GENERAL
e T AT G TUCGROSS | L L ACCUM, COST)
Sop SALARIES): D i T e
R A O R D CR000 2000 s e 000 e A T e 5 00 S
201.00 Negative Cost Centers 201.00
202.00 Cost to be allocated (per wkst. B, 0 348,423 453,757 747,429202.00
Part I)
203.00 unit cost multiplier (wkst. B, Part I) 0.000000 20.616746 0.207761 0.148696{203.00
204.00 Cost to be allocated (per wkst. B, 0 36,182)204.00
part II)
205.00 unit cost multiplier (wkst. B, Part 0.000000 0.007198[205.00
II)
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Health Financial Systems

INTEGRA SPECIALTY HOSPITAL

In Lie

i of Form M5-2552-10

COST ALLOCATION - STATISTICAL BASIS Provider CCN: 152025 |Pperiod: worksheet B-1
From 09/01/2011
To  05/31/2012 | pate/Time Prepared:
2/20/2013 9:50 am
“Cost Center Description:. i i - *[MATINTENANCE & | OPERATION OF /| " LAUNDRY & "] HOUSEKEEPING-{ = DIETARY R
SHRRSE e Al UREPAIRS < PLANT - | LINEN.:SERVICE | (SQUARE FEET) |(MEALS SERVED)
: (SQUARE FEET) (SQUARE FEET) ~(POUNDS: OF L T R e
L T R S T P R e 6 OO CROALE 7 00 8.00. - 90000 10,00
GENERAL ‘SERVICE COST CENTERS '~ o 3 R G L
1.00 |00100|{cAP REL COSTS-BLDG & FIXT 1.00
2.00 |00200{CcAP REL COSTS-MVBLE EQUIP 2.00
4.00 |00400| EMPLOYEE BENEFITS 4.00
5.00 |00500|ADMINISTRATIVE & GENERAL 5.00
6.00 |00600{MAINTENANCE & REPAIRS 0 6.00
7.00 |00700|0PERATION OF PLANT 0 15,145 7.00
8.00 |00800|LAUNDRY & LINEN SERVICE 0 0 100 8.00
9.00 |00900|HOUSEKEEPING 0 0 0 15,145 9.00
10.00 |01000|DIETARY 0 0 0 0 100| 10.00
11.00 |01100| CAFETERIA 0 0 0 0 0] 11.00
12.00 |01200|MAINTENANCE OF PERSONNEL 0 0 0 0 0| 12.00
13.00 [01300|NURSING ADMINISTRATION 0 0 0 0 0| 13.00
14.00 |01400|CENTRAL SERVICES & SUPPLY 0 0 0 0 0] 14.00
15.00 [01500{ PHARMACY 0 0 0 0 0} 15.00
16.00 |01600|MEDICAL RECORDS & LIBRARY 0 323 0 323 01 16.00
17.00 |01700|SOCIAL SERVICE 0 0 0 0 0| 17.00
18.00 |01850|OTHER GENERAL SERVICE (SPECIFY) 0 0 0 0 0| 18.00
19.00 |[01901|NONPHYSICIAN ANESTHETISTS 0 0 0 0 0} 19.00
INPATIENT ROUTINE SERVICE COST. CENTERS. - . = S il o SR L
30.00 [03000|ADULTS & PEDIATRICS 0 12,870 100 12,870 100{ 30.00
46.00 |04600/OTHER LONG TERM CARE 0 0 0 0| 46.00
ANCILLARY SERVICE COST:CENTERS i . o
50.00 {05000]OPERATING ROOM 0 0 0 0 0| 50.00
51.00 |05100{RECOVERY ROOM 0 0 0 0 0] 51.00
52.00 |05200|DELIVERY ROOM & LABOR ROOM 0 0 0 0 0} 52.00
53.00 |05300| ANESTHESIOLOGY 0 0 0 0 0] 53.00
54.00 ]05400] RADIOLOGY-DIAGNOSTIC 0 0 0 0 0| 54.00
55.00 |05500{ RADIOLOGY~THERAPEUTIC 0 0 0 0 0| 55.00
56.00 |05600{ RADIOISOTOPE 0 0 0 0 0] 56.00
57.00 [05700{CT SCAN 0 0 0 0 0] 57.00
58.00 J05800|MAGNETIC RESONANCE IMAGING (MRI) 0 0 0 0 0| 58.00
59.00 |05900{ CARDIAC CATHETERIZATION 0 0 0 0 0| 59.00
60.00 |06000| LABORATORY 0 0 4] 0 0{ 60.00
60.01 |06001{BLOOD LABORATORY 0 0 0 0 0| 60.01
61.00 [06100|PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 [06200{WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 0| 62.00
63.00 |06300|BLOOD STORING, PROCESSING & TRANS. 0 0 0 0 0f 63.00
64.00 |06400| INTRAVENOUS THERAPY 0 0 0 0 0| 64.00
65.00 |06500|RESPIRATORY THERAPY 0 301 0 301 0| 65.00
66.00 |06600] PHYSICAL THERAPY 0 163 0 163 0] 66.00
67.00 |06700|OCCUPATIONAL THERAPY 0 163 0 163 0} 67.00
68.00 |06800|SPEECH PATHOLOGY 0 162 0 162 0] 68.00
69.00 |06900| ELECTROCARDIOLOGY 0 0 0 0 0| 69.00
70.00 [07000] ELECTROENCEPHALOGRAPHY 0 0 0 0f 70.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0 1,163 0 1,163 0} 71.00
72.00 |07200|IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0 0| 72.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 0 0 0 0 0| 73.00
74.00 |07400{RENAL DIALYSIS 0 0 0 0 0| 74.00
75.00 |07500{ASC (NON-DISTINCT PART) 0 0 0 0 0} 75.00
OUTPATIENT SERVICE COST: CENTERS B S L L
88.00 [08800|RURAL HEALTH CLINIC 0 0 0 0 0| 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0| 89.00
90.00 |09000| CLINIC 0 0 0 0 0} 90.00
91.00 |09100| EMERGENCY 0 0 0 0 0] 91.00
92.00 09200/ OBSERVATION BEDS (NON-DISTINCT PART) 92.00
OTHER REIMBURSABLE COST CENTERS ' : L RN o
99.00 |09900| cMHC 0 0 0 0 0] 99.00
99.10 |09910| CORF 0 0 0 0 0] 99.10
100.00/10000| I&R SERVICES-NOT APPRVD PRGM 0 0 0 0 0(100.00
101.00|10100| HOME HEALTH AGENCY 0 0 0 0 0/101.00
SPECIAL . PURPOSE COST CENTERS S : i - S
116.00{11600| HOSPICE 0 0 0 0 0]116.00
118.00 SUBTOTALS (SUM OF LINES 1-117) 0 15,145 100 15,145 100(118.00
NONREIMBURSABLE (COST CENTERS N ) T e : R S
190.00/19000|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 i) 0 0 0{190.00
191.00|19100| RESEARCH 0 0 0 0 0[191.00
192.00/19200| PHYSICIANS' PRIVATE OFFICES 0 0 0 0 0[192.00
193.00{19300| NONPAID WORKERS 0 0 0 0 0193.00
200.00 Cross Foot Adjustments 200.00
201.00 Negative Cost Centers 201.00
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Health Financial Systems

INTEGRA SPECTIALTY HOSPITAL

In Lieu of Form ¢M$~2552-10

COST ALLOCATION - STATISTICAL BASIS

Provider CCN: 152025

period:
From 09/01/2011

worksheet B-1

To 05/31/2012 | pate/Time Prepared:
2/20/2013 9:50 am
i Cost; Center Description. /. {MAINTENANCE & [ OPERATION -OF | ' 'LAUNDRY & | HOUSEKEEPING | © DIETARY: = |~ =
B S L 4| 40 REPAIRS |« 'PLANT: - [LINEN SERVICE | (SQUARE FEET) |(MEALS SERVED) |
o1 (SQUARE “FEET). | (SQUARE’FEET): | : :(POUNDS "OF: | = il ot i f ooy s oy
S BT e e D | ANDRY) C ] S e e s
L R [N IR R Rt i e o - o ¢ e :7.00 o8.00 9.00 10,0000 R
202.00 Cost to be allocated (per wkst. B, 0 33,065 29,740 90,437 146,331/202.00
Part I) '
203.00 unit cost multiplier (wkst. B, Part I) 0.000000 2.183229 297. 400000 5.971410] 1,463.310000(203.00
204.00 Cost to be allocated (per wkst. B, 0 207 186 567 917(204.00
Part II)
205.00 unit cost multiplier (wkst. B, Part 0.000000 0.013668 1.860000 0.037438 9.170000{205.00
I1)
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Health Financial Systems

INTEGRA SPECIALTY HOSPITAL

In Lieu of Form CMS-2552-10

COST ALLOCATION - STATISTICAL BASIS Provider CCN: 152025 |Period: worksheet B-1
From 09/01/2011
To  05/31/2012 | bate/Time Prepared:
: — — : : ,2/20/2013 9:50 am
Cost Center Description: .. .0 2| 'CAFETERIA '. MAINTENANCE OFf '* NURSING " '| ' “CENTRAL :*'["" 'PHARMACY- i
SRR Comn “*|(MEALS 'SERVED) PERSONNEL ADMIN'IST’RATION . “SERVICES & .| . “(COSTED -
SR T ONUMBER . SUPPLY REQUIS )
HOUSED) (DIRECT NURS (C_OSTED :
e CUHRSY) L REQUIS.) o]
o [ : o - 310000 12 00 13,00 214,000 15,00
GENERAL "SERVICE COST CENTERS A RO T R
1.00 |00100{CAP REL COSTS-BLDG & FIXT 1.00
2.00 |00200|CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |00400|EMPLOYEE BENEFITS 4.00
5.00 |00500|ADMINISTRATIVE & GENERAL 5.00
6.00 |00600|MAINTENANCE & REPAIRS 6.00
7.00 |00700{OPERATION OF PLANT 7.00
8.00 |00800|LAUNDRY & LINEN SERVICE 8.00
9.00 |00900} HOUSEKEEPING 9.00
10.00 |01000|{DIETARY 10.00
11.00 |01100| CAFETERIA 0 11.00
12.00 |01200{MAINTENANCE OF PERSONNEL 0 0 12.00
13.00 |01300|NURSING ADMINISTRATION 0 0 100 13.00
14.00 |01400|CENTRAL SERVICES & SUPPLY 0 0 0 0 14.00
15.00 {01500| PHARMACY 0 0 0 0 0] 15.00
16.00 |01600|MEDICAL RECORDS & LIBRARY 0 0 0 0 0| 16.00
17.00 |01700} SOCIAL SERVICE 0 0 0 0 0| 17.00
18.00 [01850|0THER GENERAL SERVICE (SPECIFY) 0 0 0 0 0| 18.00
19.00 |01901| NONPHYSICIAN ANESTHETISTS 0 0 0 0 0| 19.00
INPATIENT ROUTINE SERVICE ‘COST CENTERS L e L s R
30.00 {03000/ADULTS & PEDIATRICS 0 0 100 0 01 30.00
46.00 [04600|OTHER LONG TERM CARE 0 0 0 0 0| 46.00
ANCILLARY :SERVICE COST ‘CENTERS * S . L B
50.00 |05000|OPERATING ROOM 0 0 0 0 0{ 50.00
51.00 |05100{RECOVERY ROOM 0 0 0 0 0| 51.00
52.00 |05200| DELIVERY ROOM & LABOR ROOM 0 0 0 0 0| 52.00
53.00 |05300| ANESTHESIOLOGY 0 0 0 0 0} 53.00
54.00 |05400|RADIOLOGY-DIAGNOSTIC 0 0 0 0 0| 54.00
55.00 |05500| RADIOLOGY~THERAPEUTIC 0 0 0 0 0| 55.00
56.00 |05600| RADIOISOTOPE 0 0 0 0 0| 56.00
57.00 j05700|CT SCAN 0 0 0 0 0| 57.00
58.00 |05800|MAGNETIC RESONANCE IMAGING (MRI) 0 0 0 0 0| 58.00
59.00 |05900] CARDIAC CATHETERIZATION 0 0 0 0 0} 59.00
60.00 |06000| LABORATORY 0 0 0 0 0| 60.00
60.01 [06001{BLOOD LABORATORY 0 0 0 0 0l 60.01
61.00 [06100|PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 0| 62.00
63.00 |06300{BLOOD STORING, PROCESSING & TRANS. 0 0 0 0 0| 63.00
64.00 |06400] INTRAVENOUS THERAPY 0 0 0 0 0| 64.00
65.00 |06500|RESPIRATORY THERAPY 0 0 0 0 0| 65.00
66.00 |06600| PHYSICAL THERAPY 0 0 0 0 0] 66.00
67.00 |06700| OCCUPATIONAL THERAPY 0 0 0 0 0| 67.00
68.00 |06800|SPEECH PATHOLOGY 0 0 0 0 0| 68.00
69.00 |06900| ELECTROCARDIOLOGY 0 0 0 0 0| 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 0 0 0 0| 70.00
71.00 |07100{MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 0 0| 71.00
72.00 |07200|IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0 0} 72.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 0 0 0 0 0} 73.00
74.00 |07400| RENAL DIALYSIS 0 0 0 0 0| 74.00
75.00 [07500/ASC (NON-DISTINCT PART) 0 9 0 0 0] 75.00
OUTPATIENT SERVICE COST CENTERS : G T
88.00 {08800|/RURAL HEALTH CLINIC 0 0 0 0 0| 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0| 89.00
90.00 |09000| CLINIC 0 0 0 0 0 90.00
91.00 |09100| EMERGENCY 0 0 0 0 0} 91.00
92.00 |[09200{OBSERVATION BEDS (NON-DISTINCT PART) 92.00
OTHER REIMBURSABLE COST CENTERS : G Lo .
99.00 |09900| CMHC 0 0 0 0 0| 99.00
99.10 109910| CORF 0 0 0 0 0| 99.10
100.00{10000| I& SERVICES-NOT APPRVD PRGM 0 0 0 0 0(100.00
101.00{10100] HOME HEALTH AGENCY 0 0 0 0 0{101.00
SPECIAL PURPOSE COST CENTERS ¢ ’ B
116.00{11600| HOSPICE 0 0 0 0]116.00
118.00 SUBTOTALS (SUM OF LINES 1 117) 0 0 100 0118.00
NONREIMBURSABLE ' COST CENTERS ' L o
190.00[19000| GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 0/190.00
191.00{191.00| RESEARCH 0 0 0 0 0]191.00
192.00{19200! PHYSICIANS' PRIVATE OFFICES ) 0 0 0 01192.00
193.00]19300; NONPATID WORKERS 0 0 0 0 0193.00
200.00 Cross Foot Adjustments 200.00
201.00 Negative Cost Centers 201.00
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Health Financial Systems

INTEGRA SPECIALTY HOSPITAL

In Lieu of Form CMS-2552-10

pared:

COST ALLOCATION - STATISTICAL BASIS pProvider CCN: 152025 |Period: worksheet B-1
From 09/01/2011
To 05/31/2012 | pate/Time Pre
2/20/2013 9:5
" Cost. Center:Description 27| CAFETERIA™ . MAINTENANCE OF| - NURSING “v:'| ' "CENTRAL: | 'PHARMACY
G " 1(MEALS SERVED)| . PERSONNEL ":|ADMINISTRATION| “SERVICES*& | (COSTED.
A AN (NUMBER Ve Tl ‘SUPP;LY" o

| REQUIS.)

0 am

< HOUSED) " | (DIRECT NURS. | ' (COSTED, : |
Lo e R Y HRE DY REQUES L) R Ay
Cn il i U TN CUATI00 ] 120000 ©13.00 14,00 15,00 00 i
202.00 Cost to be allocated (per wkst. B, 0 0 86,036 0 0[202.00
part I)
203.00 unit cost multiplier (wkst. B, Part I) 0.000000 0.000000 860.360000 0.000000 0.000000203.00
204.00 Cost to be allocated (per wkst. 8, 0 0 539 0 0204.00
pPart II)
205.00 unit cost multiplier (wkst. B, Part 0.000000 0.0000600 5.390000 0.000000 0.000000205.00
I1)
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Health Financial Systems INTEGRA SPECIALTY HOSPITAL In Lieu of Form CM$-2552-10
COST ALLOCATION - STATISTICAL BASIS Provider CCN: 152025 |Period: worksheet B-1

From 09/01/2011
To  05/31/2012 | pate/Time Prepared:
2/20/2013 9:50 am

| OTHER GENERAL
" MEDICAL - :ISOCTAL ‘SERVICE| . (SPECIFY). | NONPHYSICIAN |*

., 'Cost Center 'DESéripﬁon :

RECORDS & | =0 n 7| (TIME SPENT):Y| ANESTHETISTS
S| LLIBRARY. | CTIME SPENT). | 0 o0 D (ASSIGNED . o
- (GROSS i) G CUUTIME) e
CCHARGES) | woms i ] e e e
016,000 ] 17.00 18,00 g 1900

GENERAL ‘SERVICE COST CENTERS ..

1.00 |[00100{CAP REL COSTS-BLDG & FIXT 1.00
2.00 [00200|{CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |00400|EMPLOYEE BENEFITS 4.00
5.00 |00500|ADMINISTRATIVE & GENERAL 5.00
6.00 |00600/MAINTENANCE & REPAIRS 6.00
7.00 |00700{OPERATION OF PLANT 7.00
8.00 |00800|LAUNDRY & LINEN SERVICE 8.00
9.00 |00900|HOUSEKEEPING 9.00
10.00 {01000|DIETARY 10.00
11.00 |01100|CAFETERIA 11.00
12.00 [01200{MAINTENANCE OF PERSONNEL 12.00
13.00 [01300/NURSING ADMINISTRATION 13.00
14.00 |01400|CENTRAL SERVICES & SUPPLY 14.00
15.00 {01500| PHARMACY ' 15.00
16.00 [01600{MEDICAL RECORDS & LIBRARY 13,164,689 16.00
17.00 |01700{SOCIAL SERVICE 0 0 17.00
18.00 [01850|0THER GENERAL SERVICE (SPECIFY) 0 0 0 18.00
19.00 |01901/NONPHYSICIAN ANESTHETISTS 0 0 0 0 19.00
INPATIENT ROUTINE SERVICE COST CENTERS s e L

30.00 |03000|ADULTS & PEDIATRICS 4,620,126 0 0 30.00

0 0 46.00

46.00 |04600|0THER LONG TERM CARE 0
ANCTILLARY SERVICE COST CENTERS ' L e L

50.00 |05000|OPERATING ROOM 0 0 0 0 50.00
51.00 |05100|RECOVERY ROOM 0 0 0 0 51.00
52.00 |05200{DELIVERY ROOM & LABOR ROOM 0 0 0 0 52.00
53.00 |05300| ANESTHESIOLOGY 0 0 0 0 53.00
54.00 J05400|RADIOLOGY~DIAGNOSTIC 367,324 0 0 0 54.00
55.00 |05500] RADIOLOGY~THERAPEUTIC 0 0 0 0 55.00
56.00 |05600|RADIOISOTOPE 0 0 0 0 56.00
57.00 j05700{CT sCAN o 0 0 0 57.00
58.00 |05800|MAGNETIC RESONANCE IMAGING (MRI) 0 0 0 0 58.00
59.00 |05900{ CARDIAC CATHETERIZATION 0 0 0 0 59.00
60.00 |06000| LABORATORY 772,758 0 0 0 60.00
60.01 |06001|BLOOD LABORATORY 0 0 0 0 60.01
61.00 [06100{PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 [06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 62.00
63.00 |06300{BLOOD STORING, PROCESSING & TRANS. 0 0 0 0 63.00
64.00 |06400| INTRAVENOUS THERAPY 0 0 0 0 64.00
65.00 |06500| RESPIRATORY THERAPY 1,326,449 0 0 0 65.00
66.00 |06600| PHYSICAL THERAPY 554,109 0 o] 0 66.00
67.00 |06700|OCCUPATIONAL THERAPY 474,429 0 0 0 67.00
68.00 [06800|{SPEECH PATHOLOGY 335,954 0 0 0 68.00
69.00 |06900| ELECTROCARDIOLOGY 0 0 0 0 69.00
70.00 ]07000| ELECTROENCEPHALOGRAPHY 0 0 0 o 70.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 2,123,215 0 0 0 71.00
72.00 |07200|IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0 72.00
73.00 |07300{DRUGS CHARGED TO PATIENTS 2,214,390 0 0 0 73.00
74.00 |07400|RENAL DIALYSIS 190, 341 0 0 0 74.00
75.00 |07500[ASC (NON-DISTINCT PART) 0 0 0 0 75.00
OUTPATIENT SERVICE COST:CENTERS . - ] L . I
88.00 [08800|RURAL HEALTH CLINIC 0 0 0 [i) 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 89.00
90.00 |09000| CLINIC 0 0 0 0 90.00
91.00 |09100| EMERGENCY 185,594 0 0 0 91.00
92.00 |09200{0OBSERVATION BEDS (NON-DISTINCT PART) 92.00
OTHER REIMBURSABLE COST CENTERS = S S T T R : LT T T
99.00 ]09900] cMHC 0 0 0 0 99.00
99.10 |09910|CORF 0 0 0 0 99.10
100.00{10000| I&R SERVICES-NOT APPRVD PRGM 0 0 0 0 100.00
1071.00{10100/ HOME HEALTH AGENCY 0 0 0 0 101.00
SPECIAL PURPOSE COST CENTERS e : -
116.00{11600| HOSPICE 0 0 116.00
118.00 SUBTOTALS (SUM OF LINES 1-117) 13,164,689 0 0 0 118.00
NONREIMBURSABLE COST CENTERS . D A T e R A A I O LR R
190.00/19000|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 190.00
191.00{19100| RESEARCH 0 0 0 0 191.00
192.00{19200| PHYSICIANS' PRIVATE OFFICES 0 0 0 0 192.00
193.00{19300|NONPAID WORKERS 0 0 0 0 193.00
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Health Financial Systems

INTEGRA SPECIALTY HOSPITAL

In Lieu of Form €M$-2552-10

COST ALLOCATION - STATISTICAL BASIS

Provider

CCN: 152025

period:
From 09/01/2011
To  05/31/2012

worksheet B-1

Date/Time Pre

pared:

OTHER 'GENERAL

2/20/2013 9:5

0 _am .

e SO e RGN BEEEE R T " SERVICE e
I Cost Center pescription :MEDICAL . |SOCIAL :SERVICE| " (SPECIFY) .| NONPHYSICIAN
R N . RECORDS “&f i o e (TIME  SPENT) | ANESTHETISTS | o0 -
| LIBRARY f (TIME SPENT) | .0 o 'liiowl (ASSIGNED |
T (GROSS | COTIME)
LCCHARGES), b on it T e ,
s o S : -16.00 017,00 o eA8:00 0t 0190000 N
Cross Foot Adjustments 200.00
201.00 Negative Cost Centers 201.00
202.00 Cost to be allocated (per wkst. B, 179,950 0 0 0 202.00
part I)
203.00 unit cost multiplier (wkst. B, Part I) 0.013669 0.000000 0.000000, 0.000000 203.00
204.00 Cost to be allocated (per wkst. B, 7,786 0 0 0 204.00
Part 1I)
205.00 unit cost multiplier (wWkst. B, Part 0.000591 0.000000 0.000000 0.000000 205.00
I1)
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Health Financial Systems

INTEGRA SPECIALTY HOSPITAL

In Lieu of Form ¢mMS-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES Provider CCN: 152025 |period: worksheet C
From 09/01/2011 | part I
To 05/31/2012 | Date/Time Prepared:
2/20/2013 9:50 am
Title XVIIT Hospital PPS
Sl ST R [ e B T L | R I “Costs R
iCost Center Description...- " roasoooo | L Total Cost o Therapy Limit | “Total Costs: YRCE .71 Total Costs’
T I e T | CProm whkst. B, Adg L pisallowance S LR
lPart I, icoll A e
TR PR S T ©01.000 2.00 = 2300000 S0 400000 5,00
INPATIENT ROUTINE SERVICE COST .CENTERS i = R I At i SR
30.00 |03000{ADULTS & PEDIATRICS 2,965,689 2,965,689 0 2,965,689 30.00
46.00 [04600|OTHER LONG TERM CARE 0 0 0 0] 46.00
ANCTLLARY :SERVICE 'COST -CENTERS Lo R R e R s . e : : :
50.00 {05000{ OPERATING ROOM 0 0 0 0] 50.00
51.00 |05100{RECOVERY ROOM 0 0 0 0] 51.00
52.00 |05200|DELIVERY ROOM & LABOR ROOM 0 0 0 0] 52.00
53.00 |05300] ANESTHESIOLOGY 0 0 0 0] 53.00
54.00 {05400| RADIOLOGY-DIAGNOSTIC 116,920 116,920 0 116,920] 54.00
55.00 |05500]| RADIOLOGY~THERAPEUTIC 0 0 0 0] 55.00
56.00 |05600]| RADIOISOTOPE 0 0 0 0] 56.00
57.00 |05700{CT SCAN 0 0 0 0] 57.00
58.00 |05800/MAGNETIC RESONANCE IMAGING (MRI) 0 0 0 0| 58.00
59.00 {05900 CARDIAC CATHETERIZATION 0 0 0 0} 59.00
60.00 |06000] LABORATORY 143,973 143,973 0 143,973} 60.00
60.01 |06001;BLOOD LABORATORY 0 0 0 0} 60.01
61.00 |06100;PBP CLINICAL LAB SERVICES-PRGM ONLY 0 0 0 0] 61..00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0] 62.00
63.00 |06300|/BLOOD STORING, PROCESSING & TRANS. 0 0 0 0] 63.00
64.00 |06400| INTRAVENOUS THERAPY 0 0 0 0] 64.00
65.00 |06500| RESPIRATORY THERAPY 683,674 0 683,674 0 683,674| 65.00
66.00 |06600{ PHYSICAL THERAPY 44,510 0 44,510 0 44,510 66.00
67.00 |06700{ OCCUPATIONAL THERAPY 41,176 0 41,176 0 41,176] 67.00
68.00 |06800| SPEECH PATHOLOGY 30,256 0 30,256 0 30,256] 68.00
69.00 [06900] ELECTROCARDIOLOGY 0 0 0 0} 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 0 0 0] 70.00
71.00 |07100{MEDICAL SUPPLIES CHARGED TO PATIENTS 279,328 279,328 0 279,328| 71.00
72.00 |07200}IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0} 72.00
73.00 ]07300|DRUGS CHARGED TO PATIENTS 960, 804 960, 804 0 960,804] 73.00
74.00 |07400|RENAL DIALYSIS 76,626 76,626 0 76,626| 74.00
75.00 |07500/ASC (NON-DISTINCT PART) 0 0 0 0] 75.00
OUTPATIENT. SERVICE COST CENTERS e T T LY b T T -
88.00 |08800|RURAL HEALTH CLINIC 0 0 0 0| 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0] 89.00
90.00 |09000|CLINIC 0 0 0 0] 90.00
91.00 [09100| EMERGENCY 431,024 431,024 0 431,024] 91.00
92.00 |09200{OBSERVATION BEDS (NON-DISTINCT PART) 0 0 0] 92.00
OTHER REIMBURSABLE COST CENTERS e L P : s I I A T i
99.00 |09900|CMHC 0 0 0] 99.00
99.10 |09910{CORF 0 0 0] 99.10
100.00/10000| 1&R SERVICES-NOT APPRVD PRGM 0 0 0[100.00
101.00{10100| HOME HEALTH AGENCY 0 0 0{101.00
SPECIAL ‘PURPOSE ‘COST CENTERS @~ A I e T - LR R e :
116.00|11600| HOSPICE 0 0 0116.00
200.00 subtotal (see 1instructions) 5,773,980 0 5,773,980 0 5,773,980{200.00
201.00] Less Observation Beds 0 0 0]201.00
202.00 Total (see instructions) 5,773,980 0 5,773,980 0 5,773,980)202.00
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Health Financial Systems

INTEGRA SPECTALTY HOSPITAL

In Lieu of Form CM$-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES provider CCN: 152025 |period: Worksheet C
From 09/01/2011 | Part 1
To 05/31/2012 | pate/Time Prepared:
2/20/2013 9:50 am
Title XVIII Hosp1ta1 PPS
. R e B i S R o ~Charges” . : [ RSN
. Cost Center Description - “Inpatient Qutpat1ent TotaT (co1 Cost ‘or Other CUTEFRA::
St e Sl Sl it aocols ,7) JRatio s “‘Inpatient
S e Sl ST ‘Ratio
R : L LS T 206,000 70000 2 8.00. ¢ 59,000 :10.00
INPATIENT ROUTINE SERVICE: COST. CENTERS R ¥ . LT L S
30.00 |03000{ADULTS & PEDIATRICS 4,620,126 4,620,126 30.00
46.00 |04600]0THER LONG TERM CARE 0 0 46.00
ANCILLARY SERVICE COST CENTERS ' S : S G
50.00 |O5000|{OPERATING ROOM 0 0 0 0.000000 0.000000| 50.00
51.00 |05100{RECOVERY ROOM 0 0 0 0.000000 0.000000| 51.00
52.00 |05200|DELIVERY ROOM & LABOR ROOM 0 0 0 0.000000 0.000000| 52.00
53.00 |05300| ANESTHESIOLOGY 0 0 0 0.000000 0.000000| 53.00
54.00 |05400|RADIOLOGY~DIAGNOSTIC 367,324 0 367,324 0.318302 0.000000! 54.00
55.00 {05500/ RADIOLOGY-THERAPEUTIC 0 0 0 0.000000 0.000000} 55.00
56.00 05600|RADIOISOTOPE 0 [ 0 0.000000 0.000000| 56.00
57.00 |05700|CT SCAN 0 0 0 0.000000 0.000000| 57.00
58.00 |05800|MAGNETIC RESONANCE IMAGING (MRI) 0 0 0 0.000000, 0.000000| 58.00
59.00 [05900]| CARDIAC CATHETERIZATION 0 0 0 0.000000 0.000000| 59.00
60.00 |06000| LABORATORY 772,758 0 772,758 0.186311 0.000000; 60.00
60.01 |06001|BLOOD LABORATORY 0 0 0 0.000000 0.000000} 60.01
61.00 |06100|PBP CLINICAL LAB SERVICES-PRGM ONLY 0 0 0 0.000000 0.000000| 61.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0.000000 0.000000| 62.00
63.00 |06300|BLOOD STORING, PROCESSING & TRANS. 0 0 0 0.000000 0.000000| 63.00
64.00 [06400| INTRAVENOUS THERAPY 0 0 0 0.000000 0.000000| 64.00
65.00 |06500|RESPIRATORY THERAPY 1,326,449 0 1,326,449 0.515417 0.000000] 65.00
66.00 |06600| PHYSICAL THERAPY 554,109 [ 554,109 0.080327 0.000000| 66.00
67.00 |06700]OCCUPATIONAL THERAPY 474,429 0 474,429 0.086791 0.000000| 67.00
68.00 |06800| SPEECH PATHOLOGY 335,954 0 335,954 0.090060 0.000000| 68.00
69.00 (06900| ELECTROCARDIOLOGY 0 0 0 0.000000 0.000000| 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 0 0 0.0060000 0.000000| 70.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 2,123,215 0 2,123,215 0.131559 0.000000{ 71.00
72.00 |07200|IMPL.. DEV. CHARGED TQ PATIENTS 0 0 0 0.000000 0.000000} 72.00
73.00 [07300|DRUGS CHARGED TO PATIENTS 2,214,390 0 2,214,390 0.433891 0.000000; 73.00
74.00 |07400|RENAL DIALYSIS 190,341 0 190,341 0.402572 0.000000] 74.00
75.00 [07500]ASC (NON-DISTINCT PART) 0 0 0 0.000000 0.000000] 75.00
OUTPATIENT SERVICE COST CENTERS Se s e S e T A e
88.00 [08800|RURAL HEALTH CLINIC 0 0 [i] 88.00
89.00 |08900] FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 89.00
90.00 |09000| CLINIC 0 0 0 0.000000 0.000000| 90.00
91.00 |09100] EMERGENCY 185,594 0 185,594 2.322403 0.000000| 91.00
92.00 {09200/ OBSERVATION BEDS (NON- DISTINCT PART) 0 0 0 0.000000 0.0000001 92.00
OTHER RETMBURSABLE COST CENTERS : s : i I T Sl
99.00 [09900{CcMHC 0 0 0 99.00
99.10 |09910] CORF 0 0 0 99.10
100.00{10000| I& SERVICES-NOT APPRVD PRGM 0 0 0 100.00
101.00/10100| HOME HEALTH AGENCY 0 0 0 101.00
SPECIAL PURPOSE. COST CENTERS - L e
116.00{11600|HOSPICE 0 0 0 116.00
200.00 Ssubtotal (see instructions) 13,164,689 0 13,164,689 200.00
201.00 Less Observation Beds 201.00
202.00 Total (see instructions) 13,164,689 0 13,164,689 202.00
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Health Financial Systems

INTEGRA SPECIALTY HOSPITAL

In Lieu of Form CMS-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES

provider CCN: 152025

period:
From 09/01/2011
To 05/31/2012

worksheet C
Part I

Date/Time Prepared:
2/20/2013 9:50 am

Cost Center bescription = i

:’| PPS_ Inpatient

“iratio

Title XVIII

Hospital

PPS

INPATIENT ROUTINE SERVICE COST CENTERS -

{300 |

101.00

116.00
200.00
201.00

202.00]

03000|ADULTS & PEDIATRICS
04600|OTHER LONG TERM CARE
ANCILLARY SERVICE COST CENTERS . "' S
05000/ OPERATING ROOM 0.000000
05100|RECOVERY ROOM 0.000000
05200|DELIVERY ROOM & LABOR ROOM 0.000000
05300| ANESTHESIOLOGY 0.000000
05400{ RADIOLOGY~-DIAGNOSTIC 0.318302
05500| RADIOLOGY-THERAPEUTIC 0.000000
05600 RADIOISOTOPE 0.000000
05700{CT SCAN 0.000000
05800|MAGNETIC RESONANCE IMAGING (MRI) 0.000000
05900 CARDIAC CATHETERIZATION 0.000000
06000| LABORATORY 0.186311
06001| BLOOD LABORATORY 0.000000
06100| PBP CLINICAL LAB SERVICES-PRGM ONLY 0.000000
06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0.000000;
06300{BLOOD STORING, PROCESSING & TRANS. 0.000000
06400| INTRAVENOUS THERAPY 0.000000
06500| RESPIRATORY THERAPY 0.515417
06600| PHYSICAL THERAPY 0.080327
06700| OCCUPATIONAL THERAPY 0.086791
06800| SPEECH PATHOLOGY 0.090060
06900 ELECTROCARDIOLOGY 0.000000
07000 ELECTROENCEPHALOGRAPHY 0.000000
07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0.131559
07200{IMPL. DEV. CHARGED TO PATIENTS 0.000000
07300|DRUGS CHARGED TO PATIENTS 0.433891
07400 RENAL DIALYSIS 0.402572
07500{ASC_(NON-DISTINCT PART) 0.000000
OUTPATIENT: SERVICE  COST.CENTERS Rt
08800]| RURAL HEALTH CLINIC
08900| FEDERALLY QUALIFIED HEALTH CENTER
09000| CLINIC 0.000000
09100| EMERGENCY 2.322403
09200] OBSERVATION BEDS (NON-DISTINCT PART) 0.000000,
OTHER “REIMBURSABLE COST CENTERS. =0 i R T
09900] CMHC
09910| CORF
10000/ I&R SERVICES-NOT APPRVD PRGM
10100|HOME HEALTH AGENCY
SPECIAL PURPOSE COST CENTERS-
11600|HOSPICE

Subtotal (see instructions)

Less Observation Beds

Total (see instructions)

116.

202.
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Health Financial Systems INTEGRA SPECIALTY HOSPITAL In Lieu of Form CMS-2552-10
COMPUTATION OF RATIO OF COSTS TO CHARGES Provider CCN: 152025 |Period: worksheet C

From 09/01/2011 | part I

To 05/31/2012 | pate/Time Prepared:
2/20/2013 9:50 am

Title XIX Hospital Cost
P I TS T I R A T A L B e e P e e e T COSTES
-Cost-Center Description ... . ““Total:Cost *|Therapy Limit| Total Costs | - "'RCE™ " | Total Costs |- -
PR |Cfromwkst.B,| - adj. | Ipisallowance | . - |
dPart IyicolL s [
RO R TR : DU R 00 b 2,00 g e 3000 e 400 ] 500 ]
INPATIENT ROUTINE: SERVICE ‘COST.CENTERS S G Sl I T e DT :

30.00 |03000{ADULTS & PEDIATRICS 2,965,689 2,965,689 0 0} 30.00
46.00 |04600{OTHER LONG TERM CARE 0 0 0 0} 46.00
ANCILLARY SERVICE COST. CENTERS ' L : I A s it ' o L .

50.00 |05000| OPERATING ROOM 0 0 0 0| 50.00
51.00 |05100|RECOVERY ROOM 0 0 0 0] 51.00
52.00 |05200|DELIVERY ROOM & LABOR ROOM 0 0| 0 0} 52.00
53.00 |05300{ANESTHESIOLOGY 0 0 0 0} 53.00
54.00 {05400{ RADIOLOGY~DIAGNOSTIC 116,920 116,920 0 0] 54.00
55.00 |05500| RADIOLOGY~THERAPEUTIC 0 0 0 0] 55.00
56.00 |05600| RADIOISOTOPE 0 0 0 0] 56.00
57.00 |05700{CT SCAN 0 0 0 0] 57.00
58.00 |05800{MAGNETIC RESONANCE IMAGING (MRI) 0 0 0 0] 58.00
59.00 |05900| CARDIAC CATHETERIZATION 0 0 0 0] 59.00
60.00 |{06000] LABORATORY : 143,973 143,973 0 01 60.00
60.01 |[06001{8L0O0OD LABORATORY 0 0 0 0} 60.01
61.00 |06100|PBP CLINICAL LAB SERVICES-PRGM ONLY 0 0 0 0] 61.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0] 62.00
63.00 |06300|BLOOD STORING, PROCESSING & TRANS. 0 0 0 0] 63.00
64.00 |06400| INTRAVENOUS THERAPY 0 0 0 0| 64.00
65.00 |06500{RESPIRATORY THERAPY 683,674 0 683,674 0 0| 65.00
66.00 |06600]{ PHYSICAL THERAPY 44,510 0 44,510 0 0} 66.00
67.00 |06700{ OCCUPATIONAL THERAPY 41,176 0 41,176 0 0} 67.00
68.00 |06800| SPEECH PATHOLOGY 30,256 0 30,256 0 0] 68.00
69.00 |06900| ELECTROCARDIOLOGY 0 0 0 0] 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 0 0 0] 70.00
71.00 |07100{MEDICAL SUPPLIES CHARGED TO PATIENTS 279,328 279,328 0 0] 71.00
72.00 ]07200{1IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0] 72.00
73.00 |07300{DRUGS CHARGED TO PATIENTS 960, 804 960,804 0 0] 73.00
74.00 {07400 RENAL DIALYSIS 76,626 76,626 0 0} 74.00
75.00 [07500{ASC (NON-DISTINCT PART) 0 0 0 0] 75.00
OUTPATIENT SERVICE COST CENTERS ' ool L oo s
88.00 |08800|RURAL HEALTH CLINIC 0 0 0 0| 88.00
89.00 [08900] FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0| 89.00
90.00 [09000]CLINIC 0 0 0 0] 90.00
91.00 |09100| EMERGENCY 431,024 431,024 0 0} 91.00
92.00 |09200] OBSERVATION BEDS (NON-DISTINCT PART) 0) 0 0] 92.00
OTHER- REIMBURSABLE COST -CENTERS. . e RN :

99.00 [09900] CMHC 0 0 0] 99.00
99.10 |09910{ CORF 0 0 0] 99.10
100.00/10000] I&R SERVICES-NOT APPRVD PRGM 0 0 01100.00
101.00/{10100|HOME HEALTH AGENCY 0 0 01101.00
SPECTAL -PURPOSE  'COST CENTERS = .07 ; R L SRR e
116.00{11600|HOSPICE 0 0 0/116.00
200.00 Subtotal (see instructions) 5,773,980 0 5,773,980 [ 0[200.00
201.00, Less Observation Beds 0 0 0]201.00
202.00 Total (see instructions) 5,773,980 0 5,773,980 0 0[202.00
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Health Financial Systems

INTEGRA SPECTALTY HOSPITAL

In Lie

u of Form CMS-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES provider CCN: 152025 |Period: worksheet C
From 09/01/2011 | part I
To  05/31/2012 | pate/Time Prepared:
2/20/2013 9:50 am
Title XIX Hosmtzﬂ cast
e IR L SR RTINS *Charg’es TR e En s I :
Cost Center Description .. “-Inpatient 'Outpatiéntff1bta1’(co1 Cost or’ ‘Other . TEFRA :
B S R A DA R RO S +.col.” ) .~ Ratio ‘ Inpat1entkj
R RN : L : Ratio
B N e I e R S6,00 17,00 "8.00f’1 229,00 ¢ 010,00
INPATIENT ROUTINE  SERVICE COST CENTERS L S S T T T T i B
30.00 [03000|ADULTS & PEDIATRICS 4,620,126 4,620,126 30.00
46.00 |04600|OTHER LONG TERM CARE 0 0 46.00
ANCTLLARY. SERVICE ‘COST CENTERS o R . LTI BENRET
50.00 [05000{OPERATING ROOM 0 0 0 0.,000000 0.000000| 50.00
51.00 [05100|RECOVERY ROOM 0 0 0 0.000000 0.000000| 51.00
52.00 [05200{DELIVERY ROOM & LABOR ROOM 0 0 0 0.000000 0.000000] 52.00
53.00 |05300|ANESTHESIOLOGY 0 0 0 0.000000 0.000000( 53.00
54.00 |05400|RADIOLOGY-DIAGNOSTIC 367,324 0 367,324 0.318302 0.000000| 54.00
55.00 |05500| RADIOLOGY-THERAPEUTIC 0 0 0 0.000000 0.000000| 55.00
56.00 |05600| RADIOISOTOPE 0 0 0 0.000000 0.000000| 56.00
57.00 |05700|{CT SCAN 0 0 0 0.000000 0.000000} 57.00
58.00 |05800|MAGNETIC RESONANCE IMAGING (MRI) 0 0 0 0.000000 0.000000} 58.00
59.00 [05900]| CARDIAC CATHETERIZATION 0 0 0 0.000000 0.000000| 59.00
60.00 [06000] LABORATORY 772,758 0 772,758 0.186311 0.000000| 60.00
60.01 |06001{BLOOD LABORATORY 0 0 0 0.000000 0.000000] 60.01
61.00 |06100|PBP CLINICAL LAB SERVICES-PRGM ONLY 0 0 0 0.000000 0.000000| 61.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0.000000 0.000000| 62.00
63.00 06300/BLOOD STORING, PROCESSING & TRANS. 0 0 0 0.000000 0.000000| 63.00
64.00 |06400] INTRAVENOUS THERAPY 0 0 0 0.000000 0.000000] 64.00
65.00 [06500| RESPIRATORY THERAPY 1,326,449 0 1,326,449 0.515417 0.000000} 65.00
66.00 [06600| PHYSICAL THERAPY 554,109 0 554,109 0.080327 0.000000| 66.00
67.00 [06700]OCCUPATIONAL THERAPY 474,429 0 474,429 0.086791 0.000000| 67.00
68.00 [06800|SPEECH PATHOLOGY 335,954 0 335,954 0.090060 0.000000| 68.00
69.00 |06900| ELECTROCARDIOLOGY 0 0 0 0.000000 0.000000] 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 0 0 0.000000 0.000006( 70.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 2,123,215 0 2,123,215 0.131559 0.000000| 71.00
72.00 |07200]IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0.000000 0.000000| 72.00
73.00 |07300]DRUGS CHARGED TO PATIENTS 2,214,390 0 2,214,390 0.433891, 0.000000| 73.00
74.00 [07400  RENAL DIALYSIS 190, 341 0 190,341 0.402572 0.000000| 74.00
75.00 [07500{ASC (NON-DISTINCT PART) 0 0 0 0.000000 0.000000] 75.00
OUTPATIENT SERVICE COST:CENTERS - L T T SRR
88.00 |08800]|RURAL HEALTH CLINIC 0 0 0 0.000000 0.000000} 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0.000000 0.000000| 89.00
90.00 {09000|CLINIC 0 0 0 0.000000 0.000000{ 90.00
91.00 09100 EMERGENCY 185,594 0 185,594 2.322403 0.000000] 91.00
92.00 |09200| OBSERVATION BEDS (NON-DISTINCT PART) 0 0 0 0.000000 0.000000] 92.00
OTHER REIMBURSABLE COST (CENTERS S e e S o
99,00 ]09900] CMHC 0 0 0 99.00
99.10 |09910| CORF 0 0 0 99.10
100.00/10000| I&R SERVICES-NOT APPRVD PRGM 0 0 0 100.00
101.00{10100|HOME HEALTH AGENCY 0 0 0 101.00
SPECTAL PURPOSE COST CENTERS S e o -
116.00/11600| HOSPICE 0 0 0 116.00
200.00 Subtotal (see instructions) 13,164,689 0 13,164,689 200.00
201.00 Less Observation Beds 201.00
202.00 Total (see instructions) 13,164,689 0 13,164,689 202.00
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Health Financial systems INTEGRA SPECIALTY HOSPITAL In tieu of Form CM5-2552-10
COMPUTATION OF RATIO OF COSTS TC CHARGES pProvider CCN: 152025 |period: worksheet C

From 09/01/2011 | Part I

To  05/31/2012 | bate/Time Prepared:
2/20/2013 9:50 am

Title XIX Hospital Cost
Cost Center Description . ..i- oo ) PPS. Inpat1ent o T T e T T
R AL R N e 11.00,
INPATIENT ROUTINE ' SERVICE COST :CENTERS i R O T T
30.00 |[03000/ADULTS & PEDIATRICS 30.00
46.00 {04600/ OTHER LONG TERM CARE 46.00
ANCILLARY SERVICE -COST CENTERS R I R T T e
50.00 |05000]|OPERATING ROOM 0.000000] 50.00
51.00 |05100|RECOVERY ROOM 0.000000 51.00
52.00 |05200|DELIVERY ROOM & LABOR ROOM 0.000000 52.00
53.00 [05300|ANESTHESIOLOGY 0.000000| 53.00
54.00 |05400| RADIOLOGY-DIAGNOSTIC 0.000000 54.00
55.00 |05500| RADIOLOGY~THERAPEUTIC 0.000000 55.00
56.00 |05600|{RADIOISOTOPE 0.000000 56.00
57.00 |05700|CT SCAN 0.000000 57.00
58.00 |05800/MAGNETIC RESONANCE IMAGING (MRI) 0.000000 58.00
59.00 |05900| CARDIAC CATHETERIZATION 0.000000, 59.00
60.00 |06000| LABORATORY 0.000000 60.00
60.01 |06001|BLOOD LABORATORY 0.000000, 60.01
61.00 |06100|PBP CLINICAL LAB SERVICES-PRGM ONLY 0.000000, 61.00
62.00 [06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0.000000 62.00
63.00 |06300|BLOOD STORING, PROCESSING & TRANS. 0.000000 63.00
64.00 |06400| INTRAVENOUS THERAPY 0.000000 64.00
65.00 |06500|RESPIRATORY THERAPY 0.000000; 65.00
66.00 |06600| PHYSICAL THERAPY 0.000000 66.00
67.00 |06700|OCCUPATIONAL THERAPY 0.000000 67.00
68.00 |06800|SPEECH PATHOLOGY 0.000000 68.00
69.00 |06900| ELECTROCARDIOLOGY 0.000000 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0.000000 70.00
71.00 |07100{MEDICAL SUPPLIES CHARGED TO PATIENTS 0.000000, 71.00
. 72.00 |07200{IMPL. DEV. CHARGED TO PATIENTS 0.000000 72.00
73.00 [07300|PRUGS CHARGED TO PATIENTS 0.000000 73.00
74.00 |07400|RENAL DIALYSIS 0.000000 74.00
75.00 |07500]ASC (NON-DISTINCT PART) 0.000000 75.00
OUTPATIENT (SERVICE COST CENTERS -/ (' 7 i i Do i 2 B o L I E R
88.00 |088B00|RURAL HEALTH CLINIC 0.000000 88.00
89.00 [08900| FEDERALLY QUALIFIED HEALTH CENTER 0.000000 89.00
90.00 |09000{CLINIC 0.000000 90.00
91.00 |09100| EMERGENCY 0.000000 91.00
92.00 |09200|OBSERVATION BEDS (NON-DISTINCT PART) 0.000000 92.00
OTHER. REIMBURSABLE COST.CENTERS - R : BRI e n e e B Sirlinoen
99.00 [09900| CMHC 99.00
99.10 |09910| CORF 99.10
100.00{10000| I&R SERVICES-NOT APPRVD PRGM 100.00
101.00{10100| HOME HEALTH AGENCY 101.00
SPECIAL PURPOSE COST CENTERS - REREE T e T T T e
116.00/11600|/HOSPICE 116.00
200.00 Subtotal (see instructions) 200.00
201.00 Less Observation Beds 201.00
202.00 Total (see instructions) 202.00

X:\HFsdata\clients\Hospital\RSH\55160 - 9.1.11-5.31.12.mcrx

MCRIF32 -~ 3.5.136.0 59 | page



Health Financial Systems

INTEGRA SPECIALTY HOSPITAL

In Lieu of Form CMS5-2552-10

CALCULATION OF OUTPATIENT SERVICE COST TO CHARGE RATIOS NET OF Provider CCN: 152025 |Period: worksheet C
REDUCTIONS FOR MEDICAID ONLY From 09/01/2011 | Part II
TO 05/31/2012 | bate/Time Prepared:
2/20/2013 9:50 am
. Title XIX Hospital Cost
“1Cost. Center Description: i “Total-Cost | capital Cost |Operating Cost| = :Capital = ‘loperating Cost] ="
IRt Sl (wkst B, Partj(wkst. B, pPartiNet.of Capital| “Reduction.. ‘|- ‘Reductmn’
VL, co1 26) ITcoli 26) lcost (col. = o iunin Amount
: AN R« ) D : :
. R e G : "*1'.’00 2.00 Sen3,00 4000 5 00
IANCILLARY. SERVICE COST CENTERS e i : HE i : : RRE LTI :
50.00 |05000| OPERATING ROOM 0 0 0 0 0] 50.00
51.00 |05100|RECOVERY ROOM 0 0 0 0 0] 51.00
52.00 |05200|DELIVERY ROOM & LABOR ROOM 0 0 0 0l 0] 52.00
53.00 |05300| ANESTHESIOLOGY 0 0 0 0 0} 53.00
54.00 |05400] RADIOLOGY-DIAGNOSTIC 116,920 918 116,002 0 0} 54.00
55.00 |05500|RADIOLOGY~THERAPEUTIC 0 0 0 0 0] 55.00
56.00 {05600 RADIOISOTOPE 0 0 0 0 0] 56.00
57.00 {05700/ CT SCAN 0 0 0 0 0| 57.00
58.00 [05800{MAGNETIC RESONANCE IMAGING (MRI) 0 0 0 0 0] 58.00
59.00 [05900| CARDIAC CATHETERIZATION 0 0 0 0 0] 59.00
60.00 [06000; LABORATORY 143,973 1,293 142,680 0 0] 60.00
60.01 |06001BL.OOD LABORATORY 0 0 0 0 0] 60.01
61.00 |06100{PBP CLINICAL LAB SERVICES-PRGM ONLY 0 0 0 0 0] 61.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 0] 62.00
63.00 |06300|8LOOD STORING, PROCESSING & TRANS. 0 0 0 0 0] 63.00
64.00 |06400| INTRAVENOUS THERAPY 0 0 0 0 0] 64.00
65.00 |06500]| RESPIRATORY THERAPY 683,674 11,160 672,514 0 0] 65.00
66.00 [06600] PHYSICAL THERAPY 44,510 3,919 40,591 0 0] 66.00
67.00 {06700| OCCUPATIONAL THERAPY 41,176 3,858 37,318 0 0] 67.00
68.00 |06800|SPEECH PATHOLOGY 30,256 3,700 26,556 0 0] 68.00
69.00 |06900| ELECTROCARDIOLOGY 0 0 0 0 0] 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 0 0 0 0y 70.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 279,328 26,801 252,527 0 0] 71.00
72.00 |07200{IMPL. DEV. CHARGED TO PATIENTS . 0 0 0 0 0| 72.00
73.00 |07300{DRUGS CHARGED TO PATIENTS 960, 804 7,140 953,664 0 0] 73.00
74.00 |07400|RENAL DIALYSIS 76,626 576 76,050 0 0 74.00
75.00 |07500]ASC (NON-DISTINCT PART) 0 0 0] 0] 0] 75.00
QUTPATIENT SERVICE COST. CENTERS ' i : . D i
88.00 |08800|RURAL HEALTH CLINIC 0 0 0 0 0| 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0| 89.00
90.00 |09000] CLINIC 0 0 0 0 0} 90.00
91.00 |09100] EMERGENCY 431,024 2,795 428,229 0 0] 91.00
92.00 [09200] OBSERVATION BEDS (NON~-DISTINCT PART) 0 0 0 0 01 92.00
OTHER .REIMBURSABLE COST.CENTERS = : s Lai s o =
99.00 [09900] cMHC 0 0 0 0 01 99.00
99.10 |09910) CORF 0 0 0 0 0] 99.10
100.00{10000| I& SERVICES-NOT APPRVD PRGM 0 0 0 0 0{100.00
101.00{10100| HOME HEALTH AGENCY 0 0 0 0 01101.00
SPECIAL ‘PURPOSE  COST CENTERS . (s L R S -
116.00]|11600|HOSPICE 0 0 0 0 0i116.00
200.00 Subtotal (sum of lines 50 thru 199) 2,808,291 62,160 2,746,131 0 0{200.00
201.00 Less Observation Beds 0 0 0 0 0201.00
202.00 Total (Tine 200 minus Tine 201) 2,808,291 62,160 2,746,131 0 0[202.00
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Health Financial Systems INTEGRA SPECIALTY HOSPITAL In Lieu of Form CMS-2552-10
CALCULATION OF OUTPATIENT SERVICE COST TO CHARGE RATIOS NET OF Provider CCN: 152025 |Period: worksheet C

REDUCTIONS FOR MEDICAID ONLY From 09/01/2011 | Part II
To 05/31/2012 | pate/Time Prepared:

2/20/2013 9:50 am

Title XIX Hospital Cost
ooCostrCenter bescription-. il ook cost Net of . | Total: charges| -Outpatient RSB e At
e Rt S icapital and CWOrksheet C;.ICost. to Charge
: Operatmg Costjpart I, co1umn Ratw (co1 6
“Reduction |l g) s /017
L ) S SEUEL00 CU7000 e, OO "
ANCILLARY -SERVICE COST . CENTERS .- L L T T . LI ST
50.00 {05000/ OPERATING ROOM 0 0 0.000000 50.00
51.00 |05100|RECOVERY ROOM 0 0 0.000000 51.00
52.00 |05200|DELIVERY ROOM & LABOR ROOM 0 0 0.000000 52.00
53.00 |05300| ANESTHESIOLOGY 0 0 0.000000 53.00
54.00 [05400{RADIOLOGY~DIAGNOSTIC 116,920 367,324 0.318302 54.00
55.00 {05500| RADIOLOGY~THERAPEUTIC 0 0 0.000000 55.00
56.00 |05600| RADIOISOTOPE 0 0 0.000000 56.00
57.00 |05700|CT SCAN 0 0 0.000000, 57.00
58.00 |05800|MAGNETIC RESONANCE IMAGING (MRI) 0 0 0.000000 58.00
59.00 |05900| CARDIAC CATHETERIZATION 0 0 0.000000 59.00
60.00 |06000| LABORATORY 143,973 772,758 0.186311 60.00
60.01 |06001|BLOOD LABORATORY 0 -0 0.000000 60.01
61.00 |06100|PBP CLINICAL LAB SERVICES-PRGM ONLY 0 0 0.000000 61.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0.000000 62.00
63.00 |06300/BLOOD STORING, PROCESSING & TRANS. 0 0 0.000000 63.00
64.00 |06400| INTRAVENOUS THERAPY 0 0 0.000000 64.00
65.00 |06500| RESPIRATORY THERAPY 683,674 1,326,449 0.515417 65.00
66.00 |06600| PHYSICAL THERAPY 44,510 554,109 0.080327 66.00
67.00 |06700|OCCUPATIONAL THERAPY 41,176 474,429 0.086791, 67.00
68,00 |06800|SPEECH PATHOLOGY 30,256 335,954 0.090060 68.00
69.00 |06900| ELECTROCARDIOLOGY 0 0 0.000000 69.00
70.00 |07000] ELECTROENCEPHALOGRAPHY 0 0 0.000000 70.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 279,328 2,123,215 0.131559 71.00
72.00 |07200{IMPL. DEV. CHARGED TO PATIENTS 0 0 0.000000 72.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 960, 804 2,214,390 0.433891, 73.00
74.00 |07400|RENAL DIALYSIS 76,626 190, 341 0.402572 74.00
75.00 |07500]ASC (NON-DISTINCT PART) 0 0 0.000000 75.00
OUTPATIENT: SERVICE COST CENTERS - LT i LT T R T S e
88.00 |08800|RURAL HEALTH CLINIC 0 0 0.000000 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0.000000 89.00
90.00 |09000| CLINIC 0 0 0.000000 90.00
91.00 |09100| EMERGENCY 431,024 185,594 2.322403 91.00
92.00 |09200| OBSERVATION BEDS (NON-DISTINCT PART) 0 0 0.000000 92.00
OTHER: REIMBURSABLE COST .CENTERS '~ N R R L RS T T T T
99.00 [09900]| CMHC 0 0 0.000000 99.00
99.10 {09910|CORF 0 0 0.000000 99.10
100.00{10000| I&R SERVICES-NOT APPRVD PRGM 0 0 0.000000 100.00
101.00{10100| HOME HEALTH AGENCY 0 0] 0.000000 101.00
SPECTIAL - PURPOSE - COST. CENTERS ; T ¥ 5 o PR PSRRI s SR :
116.00|11600| HOSPICE 0 0 0.000000 116.00
200.00 subtotal (sum of Tines 50 thru 199) 2,808,291 8,544,563 200.00
201.00 Less Observation Beds 0 0 201.00
202.00] Total (Tine 200 minus Tine 201) 2,808,291 8,544,563 202.00
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Health Financial Systems

INTEGRA SPECIALTY HOSPITAL

In Lieu of Form CMS5-2552-10

APPORTIONMENT OF INPATIENT ROUTINE SERVICE CAPITAL COSTS

Provider

CCN: 152025 |Period:

From 09/01/2011

worksheet D
Part I

To 05/31/2012 | Date/Time Prepared:
2/20/2013 9:50 am
Title XVIII Hospital PPS
Cost: Center Description: .- Capital’. i . swing 'Bed:" | “Reduced-: Total.Patient:Per-Diem. (col:
S R e ;| ReTated Cost:| - Adjustment. Fcapital. o oaopays.o i3/ el A
fCfrom Wkst. B;| ok o Related Costo| L e
Part II, col.| . iiailCeeli 1= col:
SR S I T e T T e ] e 100000 s 300 450000 5,00
INPATIENT ROUTINE -SERVICE COST CENTERS «r: i il i i G e e Dol T e
30.00 |03000{ADULTS & PEDIATRICS 286,263 0 286,263 4,135 69.23| 30.00
200.00 Total (Tines 30-199) 286,263 286,263 4,135 200.00
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Health

Financial Systems

INTEGRA SPECTIALTY HOSPITAL

In Lieu of Form CMS$-2552-10

APPORTIONMENT OF INPATIENT ROUTINE SERVICE CAPITAL COSTS

Provider CCN: 152025

period:

From 09/01/2011
To  05/31/2012

worksheet D

Part I

Date/Time Prepared:
2/20/2013 9:50 am

Title XVIII Hospital PPS
“.Cost Center Description . o - | znpatient - ]. Inpatient =] T R
Sl  Program

| proaran days

1capital Cost. ,
" fCeoli 5ox coli .

Rt G SR ST A b A ISR -.6.00 S 700

INPATIENT ROUTINE SERVICE COST CENTERS . D R i
30.00 [03000{ADULTS & PEDIATRICS 3,260 225,690 30.00
200.00 Total (lines 30-199) 3,260 225,690 200.00
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Health Financial Systems INTEGRA SPECIALTY HOSPITAL In Lieu of Form CMs-2552-10
APPORTIONMENT OF INPATIENT ANCILLARY SERVICE CAPITAL COSTS provider CCN: 152025 |Period: worksheet D
From 09/01/2011 | Part II
To  05/31/2012 | pate/Time Prepared:
2/20/2013 9:50 am
Title XVIIT Hospital ppS
[Cost Center Description: . .- “capital i :|Total.charges|Ratio of:Cost| "Inpatient |Capital Costs’
BT ERIT I 'Related Cost. [(from wkst. C;| to Charges pProgram-.. | " (column 37X
|(from.wkst.:B,| Part I, col. |(coT.: 1+ col.| - Charges " il -column 4) -
Part II, col. syt e e G
ey | T S L e :
L i s R 1,000 2.00 3000 4.00 500
ANCILLARY. SERVICE COST CENTERS - S S Lo oL : o : s
50.00 |05000|OPERATING ROOM 0 0 0.000000 0 0] 50.00
51.00 J05100|RECOVERY ROOM 0 0 0.000000 0 0f 51.00
52.00 |05200|DELIVERY ROOM & LABOR ROOM 0 0 0.000000 0 0! 52.00
53.00 |05300|ANESTHESIOLOGY 0 0 0.000000 0 0] 53.00
54,00 |05400]| RADIOLOGY-DIAGNOSTIC 918 367,324 0.002499 278,997 697 54.00
55.00 |05500|RADIOLOGY-THERAPEUTIC 0 0 0.000000, 0 0} 55.00
56.00 |05600| RADIOISOTOPE 0 0 0.000000 0 0| 56.00
57.00 |05700|CT SCAN 0 0 0.000000 0 0} 57.00
58.00 |05800|MAGNETIC RESONANCE IMAGING (MRI) 0 0 0.000000, 0 0| 58.00
59.00 |05900]|CARDIAC CATHETERIZATION 0 0 0.000000 0 0} 59.00
60.00 |06000| LABORATORY 1,293 772,758 0.001673 305,169 511 60.00
60.01 |06001|BLOOD LABORATORY 0 0 0.000000 0 0| 60.01
61.00 |06100|PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS .0 0 0.000000| 0 0| 62.00
63.00 |06300/BLOOD STORING, PROCESSING & TRANS. 0 0 0.000000] 0 0j 63.00
64.00 |06400| INTRAVENOUS THERAPY 0 0 0.000000 0 0| 64.00
65.00 |06500|/RESPIRATORY THERAPY 11,160 1,326,449 0.008413 949,819 7,991 65.00
66.00 |06600| PHYSICAL THERAPY 3,919 554,109 0.007073 384,516 2,720| 66.00
67.00 |06700|OCCUPATIONAL THERAPY 3,858 474,429 0.008132 357,935 2,911| 67.00
68.00 |06800|SPEECH PATHOLOGY 3,700 335,954 0.011013 255,214 2,811 68.00
69.00 |06900| ELECTROCARDIOLOGY 0 0 0.000000 0 0] 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 0 0.000000 0 0} 70.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 26,801 2,123,215 0.012623 1,293,342 16,326| 71.00
72.00 |07200|IMPL. DEV. CHARGED TO PATIENTS 0 0 0.000000 0 0| 72.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 7,140 2,214,390 0.003224 2,210,083 7,125| 73.00
74.00 |07400|RENAL DIALYSIS 576 190, 341, 0.003026 160,561 4861 74.00
75.00 |07500]ASC_(NON-DISTINCT PART) 0 4] 0.000000 0 0j 75.00
OUTPATIENT -SERVICE COST CENTERS e i Dl B :
88.00 |08800|RURAL HEALTH CLINIC 0 0 0.000000 0 0! 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0.000000 0 0| 89.00
90.00 [09000{CLINIC 0 0 0.000000 0 0} 90.00
91.00 |09100| EMERGENCY 2,795 185,594 0.015060 185,419 2,792| 91.00
92.00 {09200{OBSERVATION BEDS (NON-DISTINCT PART) 0 0 0.000000, 0 0! 92.00
200.00 Total (Tines 50-199) 62,160 8,544,563 6,381,055 44,370]200.00
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Health Financial Systems

INTEGRA SPECTA

LTY HOSPITAL

In Lieu of Form CmMS-2552-10

APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS Provider CCN: 152025 |Period: worksheet D
From 09/01/2011 | Part III
To 05/31/2012 | bate/Time Prepared:
2/20/2013 9:50 am
Title XVITI Hospital PPS
LrCost Center:Description i “INursing-School/AlTied Health|: A1l Other: | swing-Bed-. | Total Costs"
S L T L Cost “iimedical Adjustment. | (sum of.cols.
v leducation Cost| tAmount (seée. | 1 :through '3,
e sl o s nn s instructions) f minus €ols 4)
Rt L . L = 1,00 L2000 53,000 4,00 :
INPATIENTROUTINE SERVICE COST CENTERS:: SR S R e

5.00 i

30.00
200.00

03000/ ADULTS & PEDIATRICS
Total (Tines 30-199)

()
(o]
==

30.00

200.00
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Health Financial Systems INTEGRA SPECIALTY HOSPITAL In Lieu of Form CM$S-2552-10
APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS pProvider CCN: 152025 |{Period: worksheet D

From 09/01/2011 | part IIXT

To 05/31/2012 | bate/Time Prepared:
2/20/2013 9:50 am

Title XVIIT Hospital PPS
" .Cost Center-Description . < Total: Patient Per Diem (col.|:‘Inpatient :| Inpatient | RSA'AdJ: 0} i

opays. | 5

col.6)" | Program Days'| . :Program jr“NUrSing{SchQQT
RN AN SN Ity : pass-Through | = .
Cost: (col. 7. %"

SRR D e es o I S ey gy e
T I e e T L So6.00 5 ] 7000 B0 e 9 00 [ 1100
INPATIENT ROUTINE SERVICE COST CENTERS . © . o 0 oo o T o mr i nnn e i i i e L o T
30.00 [03000|ADULTS & PEDIATRICS 4,135 0.00] 3,260 0 0| 30.00
200.00, Total (lines 30-199) 4,135 3,260 0 0{200.00
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Health Financial Systems

INTEGRA SPECIALTY HOSPITAL

In Lie

i of Form CMS-2552-10

APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS

Provider CCN: 152025

period:
From 09/01/2011
To 05/31/2012

worksheet D

Part IIX

Date/Time Prepared:
2/20/2013 9:50 am

Title XVIII Hospital PPS
SR Costocenter pescription i CPSACAdG L RSA AT L AT e f e B AR iR
St T R e ~|AT1ied Health.[dther Medical] i
oliicost o lEducation Costf o
i T Sl 1200 13,0000
INPATIENT. ROUTINE SERVICE .COST CENTERS . =~ i it/ TR

30.00 |03000|ADULTS & PEDIATRICS
200.00 Total (lines 30-199)

30.00
200.00
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Health Financial Systems INTEGRA SPECIALTY HOSPITAL In Lieu of Form CMS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS pProvider CCN: 152025 period: worksheet D
THROUGH COSTS . From 09/01/2011 | Part IV

To  05/31/2012 | bate/Time Prepared:
2/20/2013 9:50 am

Title XVIII Hospital PPS
Cost Center Description.. ... INon:Physician Nursing SchooljAllied Health| ‘Al11.other. ! | Total: Cost. L
S 00 ‘Anesthetist | S e o medical ot CsumtoficeT A
“oCost , (R “‘[education Cost| through col.:-
- S e e ©01.00 2,00 ot 03,00 ) 4000 500
ANCTLILARY SERVICE 'COST CENTERS = e R H D A i S T T
50.00 |05000{OPERATING ROOM 0 0 0 0 0] 50.00
51.00 |05100|RECOVERY ROOM 0 0 0 0 0| 51.00
52.00 |05200|DELIVERY ROOM & LABOR ROOM 0 0 0 0 0| 52.00
53.00 |05300|ANESTHESIOLOGY 0 0 0 0 0] 53.00
54.00 |05400|RADIOLOGY-DIAGNOSTIC 0 0 0 0 0| 54.00
55.00 |05500| RADIOLOGY-THERAPEUTIC 0 0 0 0 0] 55.00
56.00 |05600|RADIOISOTOPE 0 0 0 0 0] 56.00
57.00 |05700{CT SCAN 0 0 0 0 0} 57.00
58.00 |05800|MAGNETIC RESONANCE IMAGING (MRI) 0 0 0 0 0| 58.00
59.00 |05900| CARDIAC CATHETERIZATION 0 0 0 0 0f 59.00
60.00 {06000| LABORATORY 0 0 0 0 0] 60.00
60.01 106001BLOOD LABORATORY 0 0 0 0 0| 60.01
61.00 [06100|PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 0| 62.00
63.00 [06300/BLOOD STORING, PROCESSING & TRANS. 0 0 0 0 0| 63.00
64.00 06400| INTRAVENOUS THERAPY 0 0 0 0 0| 64.00
65.00 |06500| RESPIRATORY THERAPY 0 0 0 0 0| 65.00
66.00 |06600| PHYSICAL THERAPY 0 0 0 0 0} 66.00
67.00 {06700 OCCCUPATIONAL THERAPY 0 0 0 0 0| 67.00
68.00 |06800{SPEECH PATHOLOGY 0 0 0 0 0| 68.00
69.00 |06900| ELECTROCARDIOLOGY 0 0 0 0 0| 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 0 0 0 0| 70.00
71.00 |07100|{MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 0 0| 71.00
72.00 |07200|IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0 0} 72.00
73.00 |07300{DRUGS CHARGED TO PATIENTS 0 0 0 0 0{ 73.00
74.00 |07400|RENAL DIALYSIS 0 0 0 0 0 74.00
75.00 |07500/ASC_(NON-DISTINCT PART) 0 0 0 9 0} 75.00
OUTPATIENT . SERVICE COST. CENTERS R B :
88.00 |08800{RURAL HEALTH CLINIC 0 0 0 0 0] 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0] 89.00
90.00 [09000|CLINIC 0 0 0 0 0] 90.00
91.00 |09100| EMERGENCY 0 0 0 0 0] 91.00
92.00 |09200|OBSERVATION BEDS (NON-DISTINCT PART) 0 0 0 0 0] 92.00
200.00 Total (Tines 50-199) 0 0 0 0 0/200.00
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Health Financial Systems

INTEGRA SPECIALTY HOSPITAL

In Lie

s of Form CMS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 152025 |pPeriod: worksheet D
THROUGH COSTS From 09/01/2011 | Part IV
To 05/31/2012 | pate/Time Prepared:
2/20/2013 9:50 am
Title XVIIT Hospital PPS
i i iCost -Center Description o+ Total -ovi | Total-Charges|Ratio of Cost| Outpatient.”| Inpatient
: ol e PR “outpatient: |Cfrom wkst.:-C,|: to Charges ‘|Ratio.of Cost|*: Program:
e T i B e | costi(sum of | Part I, col. |(col. 5+ col.| . to Chargesi’| " Charges’
% Jeol. 2, 3andl 0 ® |7 d(col. 6ol
DL 06.00. .7.00-7 ) 78,00 528,000 110,005
ANCILLARY SERVICE COST CENTERS. . R L S R e T e S i
50.00 |05000{OPERATING ROOM 0 0 0.000000 0.000000 0| 50.00
51.00 |05100{ RECOVERY ROOM 0 0 0.000000 0.000000 0} 51.00
52.00 |05200|{DELIVERY ROOM & LABOR ROOM 0 0 0.000000 0.000000 0] 52.00
53.00 |05300| ANESTHESIOLOGY 0 0 0.000000 0.000000 0] 53.00
54.00 |05400| RADIOLOGY-DIAGNOSTIC 0 367,324 0.000000, 0.000000 278,997| 54.00
55.00 j05500]{ RADIOLOGY-THERAPEUTIC 0 0 0.000000 0.000000 0] 55.00
56.00 |05600{ RADIOISOTOPE 0 0 0.000000 0.000000 0} 56.00
57.00 |05700{CT SCAN 0 0 0.000000 0.000000 0] 57.00
58.00 |05800{MAGNETIC RESONANCE IMAGING (MRI) 0 0 0.000000 0.000000 0] 58.00
59.00 |05900| CARDIAC CATHETERIZATION 0 0 0.000000 0.000000 0] 59.00
60.00 [06000] LABORATORY 0 772,758 0.000000 0.000000 305,169| 60.00
60.01 |06001{BLOOD LABORATORY 0 0 0.000000 0.000000 0] 60.01
61.00 [06100|{PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0.000000 0.000000 0| 62.00
63.00 |06300|BLOOD STORING, PROCESSING & TRANS. 0 0 0.000000 0.000000 0] 63.00
64.00 ]06400{ INTRAVENOUS THERAPY 0 0 0.000000 0.0600000 0] 64.00
65.00 |06500{RESPIRATORY THERAPY 0 1,326,449 0.000000 0.000000 949,819| 65.00
66.00 |06600| PHYSICAL THERAPY 0 554,109 0.000000 0.000000 384,516| 66.00
67.00 |06700| OCCUPATIONAL THERAPY 0 474,429 0.000000 0.000000 357,935] 67.00
68.00 |06800| SPEECH PATHOLOGY 0 335,954 0.000000 0.000000 255,214 68.00
69.00 |06900| ELECTROCARDIOLOGY 0 0 0.000000 0.000000 0! 69.00
70.00 |07000] ELECTROENCEPHALOGRAPHY 0 0 0.000000 0.000000 0] 70.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0 2,123,215 0.000000, 0.000000 1,293,342| 71.00
72.00 [07200[IMPL. DEV. CHARGED TO PATIENTS 0 0 0.000000 0.000000 0| 72.00
73.00 [07300|DRUGS CHARGED TO PATIENTS 0 2,214,390 0.000000 0.000000 2,210,083] 73.00
74.00 {07400 RENAL DIALYSIS 0 190,341 0.000000 0.000000 160,561 74.00
75.00 |07500]ASC (NON-DISTINCT PART) 0 0 0.000000 0.000000, 0} 75.00
OUTPATIENT SERVICE COST CENTERS ' " Sl Cl L S T B
88.00 |08800|RURAL HEALTH CLINIC 0 0 0.000000 0.000000 0| 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0.000000 0.000000 0| 89.00
90.00 |09000|CLINIC 0 0 0.000000 0.000000 0} 90.00
91.00 |09100| EMERGENCY 0 185,594 0.000000 0.000000 185,419] 91.00
92.00 |09200|OBSERVATION BEDS (NON-DISTINCT PART) 0 0 0.000000 0.000000 0| 92.00
200.00] Total (Tines 50-199) 0 8,544,563 6,381,055(200.00
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Health Financial Systems INTEGRA SPECIALTY HOSPITAL In Lieu of Form CM5-2552-10
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS provider CCN: 152025 |Period: worksheet D

THROUGH COSTS From 09/01/2011 | Part 1v

To 05/31/2012 | bate/Time Prepared:
2/20/2013 9:50 am

Title XVIII Hospital PPS
i iCostCenter: Bescription T e Inpatient: | Outpatient | -Outpatient PSA. AdjiiNon.| “IPSA Ad}i-
[ v s A .Program: | “ ’Program .| .Program : Physician . [Nursing School
pass~Through | . Charges” | Pass-Through | Anesthetist | =~ & il
Jeosts: (col i8] vt “costs (coli 9 i icost
X ColadQ) X €Ol ia2) Hof i ] S
L TR e L F32.00 02000 0 13500 e 21500 0 22.00
ANCILLARY SERVICE COST.CENTERS T e T R e : e
50.00 |05000]{OPERATING ROOM 0 0 0 0 0} 50.00
51.00 |05100{RECOVERY ROOM 0 0 0 0 0| 51.00
52.00 {05200{DELIVERY ROOM & LABOR ROOM 0 0 0 0 0| 52.00
53.00 |05300| ANESTHESIOLOGY 0 0 0 0 0] 53.00
54.00 |05400| RADIOLOGY-DIAGNOSTIC 0 0 0 0 0| 54.00
55.00 |05500| RADIOLOGY-THERAPEUTIC 0 0 0 0 0| 55.00
56.00 |05600|RADIOISOTOPE 4] 0 0 0 0| 56.00
57.00 |05700|CT SCAN 0 0 0 0 0] 57.00
58.00 |05800{MAGNETIC RESONANCE IMAGING (MRI) 0 0 0 0 0] 58.00
59.00 05900/ CARDIAC CATHETERIZATION 0 0 0 0 0} 59.00
60.00 {06000 LABORATORY 0 0 0 0 0} 60.00
60.01 |06001|BLOOD LABORATORY ) 0 0 0 0 0} 60.01
61.00 |06100{ PBP CLINICAL LAB SERVICES-PRGM ONLY ) 61.00
62.00 |06200{WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 0] 62.00
63.00 |06300{BLOOD STORING, PROCESSING & TRANS. 0 0 0 0 0] 63.00
64.00 |06400| INTRAVENOUS THERAPY 0 0 0 0 0| 64.00
65.00 |06500|RESPIRATORY THERAPY 0 0 0 0l 0| 65.00
66.00 |06600| PHYSICAL THERAPY 0 0 0 0 0| 66.00
67.00 |06700|OCCUPATIONAL THERAPY 0 0 0 0 0] 67.00
68.00 |06800|SPEECH PATHOLOGY 0 0 0 0 0| 68.00
69.00 |06900| ELECTROCARDIOLOGY 0 0 0 0 0] 69.00
70.00 |07000] ELECTROENCEPHALOGRAPHY 0 0 0 0 0| 70.00
71.00 |07100{MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 0 0y 71.00
72.00 [07200[IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0 0] 72.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 0 0 0 0 0] 73.00
74.00 |07400{RENAL DIALYSIS 0 0 0 0 0] 74.00
75.00 |07500/ASC {NON-DISTINCT PART) 0 0 0 0 0} 75.00
OUTPATIENT SERVICE COST CENTERS : : & e )
88.00 |08800|RURAL HEALTH CLINIC 0 0 0 0 0| 88.00
89.00 {08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0| 89.00
90.00 |09000|CLINIC 0 0 0 0 0} 90.00
91.00 |09100{ EMERGENCY 0 0 0 0 0] 91.00
92.00 |09200|OBSERVATION BEDS (NON-DISTINCT PART) 0 0 0 0 0} 92.00
200.00 Total (lines 50-199) 0 0 0 0 0]200.00
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Health Financial Systems INTEGRA SPECIALTY HOSPITAL In Lieu of Form CMS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS provider CCN: 152025 |period: worksheet D

THROUGH COSTS From 09/01/2011 | Ppart IV

To  05/31/2012 | pate/Time Prepared:

2/20/2013 9:50 am

Title XvIIT Hospital PPS

oCostCenter.bescription . SPSACADG A PSATAT L ATT L e e e e Ll
T B R Y IR w{allied Healthjother Medical|. .~

L ~Education Costl

ANCILLARY SERVICE COST CENTERS ST T e
50.00 }05000| OPERATING ROOM 0 0 50.00
51.00 ]05100|RECOVERY ROOM 0 0 51.00
52.00 |05200|DELIVERY ROCM & LABOR ROOM 0 0 52.00
53.00 |05300| ANESTHESIOLOGY 0 0 53.00
54.00 |05400| RADIOLOGY-DIAGNOSTIC 0 0 54.00
55.00 |05500{ RADIOLOGY-THERAPEUTIC 0 0 55.00
56.00 |05600| RADIOISOTOPE 0 0 56.00
57.00 |05700|CT SCAN 0 0 57.00
58.00 |05800|MAGNETIC RESONANCE IMAGING (MRI) 0 0 58.00
59.00 |05900| CARDIAC CATHETERIZATION 0 0 59.00
60.00 |06000| LABORATORY 0 0 60.00
60.01 |06001|BLOOD LABORATORY ) 0 0 60.01
61.00 |06100|PRP CLINICAL LAB SERVICES~PRGM ONLY 61.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 62.00
63.00 |06300|BLOOD STORING, PROCESSING & TRANS. 0 0 63.00
64.00 |06400| INTRAVENOUS THERAPY 0 0 64.00
65.00 |06500| RESPIRATORY THERAPY 0 0 65.00
66.00 {06600} PHYSICAL THERAPY 0 0 66.00
67.00 06700/ OCCUPATIONAL THERAPY 0 0 67.00
68.00 j06800|SPEECH PATHOLOGY 0 0 68.00
69.00 106900 ELECTROCARDIOLOGY 0 0 69.00
70.00 (07000 ELECTROENCEPHALOGRAPHY 0 0 70.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 71.00
72.00 |07200|IMPL. DEV. CHARGED TO PATIENTS 0 0 72.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 0 0 73.00
74.00 |07400|RENAL DIALYSIS [ 0 74.00
75.00 |07500/ASC (NON-DISTINCT PART) 0 0 75.00
OUTPATIENT SERVICE COST- CENTERS . S
88.00 |08800|RURAL HEALTH CLINIC 0 0 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 89.00
90.00 [09000|CLINIC 0 0 90.00
91.00 [09100{ EMERGENCY 0 0 91.00
92.00 {09200/ 0BSERVATION BEDS (NON-DISTINCT PART) 0 0 92.00
200.00 Total (Tines 50-199) 0 0 200.00
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Health Financial Systems

INTEGRA SPECTIALTY HOSPITAL

APPORTIONMENT OF INPATIENT ROUTINE SERVICE CAPITAL COSTS

provider

CCN: 152025

In Lieu of Form CMS-2552-10

Period:

worksheet D

From 09/01/2011 | Part I
To 05/31/2012 | bate/Time Prepared:
2/20/2013 9:50 am
Title XIX Hospital Cost
“Cost iCenter Description:i i : Capital v | :Swing Bed Reduced . |Total Patient [Per Diem_ (col.
T R T e | Related Cost | Adjustment | . -Capital. . .| Sipays: s 30/ ol )
S CFrom wWksTroB, ] i ReTated Cost | S e e
LelPart I, iCols S0t Lm0
e e s e e e 3,000 17 - 2.00 3,00 ~4.00 TE5.00 o
INPATIENT. ROUTINE SERVICE COST CENTERS RN - s el R R I S R I I TR R
30.00 |03000|ADULTS & PEDIATRICS 286,263 [ 286,263 4,135 69.23| 30.00
200.00 Total (lines 30-199) 286,263 286,263 4,135 200.00
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Health Financial Systems

INTEGRA SPECIALTY HOSPITAL

APPORTIONMENT OF INPATIENT ROUTINE SERVICE CAPITAL COSTS

pProvider CCN: 152025

In Lieu of Form CM$-2552-10

period:
From 09/01/2011
To 05/31/2012

worksheet D
part I

pate/Time Prepared:

2/20/2013 9:50 am

7 CostoCenter bescription

iInpatient ..
Program”days

-|-Capital Cost
~1(co1.:5 x col.

~Inpatient
. Program

Title XIX

Hospital

Cost

S e .
S S T s T s 00 L7 00 L e e e Y
INPATIENT ROUTINE ‘SERVICE COST. CENTERS ~ . S : . o HRE
30.00 {03000|ADULTS & PEDIATRICS 14 969 30.00
200.00 Total (Tines 30-199) 14 969 200.00
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Health Financial Systems INTEGRA SPECTALTY HOSPITAL In Lieu of Form CMS-2552-10
APPORTIONMENT OF INPATIENT ANCILLARY SERVICE CAPITAL COSTS Provider CCN: 152025 |Period: worksheet D

From 09/01/2011 | Part II

To  05/31/2012 | pate/Time Prepared:
2/20/2013 9:50 am

Title XIX Hospital Cost
Cost Center:Description o i o v . capital;|Total cCharges|Ratio of :Cost} i Inpatient "> |Capital: Costs:
T e e R DR e ~v Related. Cost |(from wkst. C,| . to Charges | ‘Program- | (column 3.x"
{(From Wkst. B,| Part I, col. |(col. 1+ col.] - Charges- | ‘“columf 4):
Part I, coll | o ) i ) S B e
LR, _— Lo L 00 2000 T e3,00 0 A, 000 RS0
ANCTLLARY SERVICE: COST -CENTERS L S S S e B R
50.00 |05000]|OPERATING ROOM 0 0 0.000000 0 0| 50.00
51.00 |05100|RECOVERY ROOM 0 0 0.000000 0 0] 51.00
52.00 |05200|DELIVERY ROOM & LABOR ROOM 0 0 0.000000 0 0| 52.00
53.00 |05300|ANESTHESIOLOGY 0 0 0.000000 0 0| 53.00
54.00 |05400| RADIOLOGY-DIAGNOSTIC . 918 367,324 0.002499 0 0} 54.00
55.00 |05500| RADIOLOGY~THERAPEUTIC 0 0 0.000000 0 0| 55.00
56.00 |05600| RADIOISOTOPE 0 0 0.000000 0 0] 56.00
57.00 |05700|CT SCAN 0 0 0.000000 0 0} 57.00
58.00 |05800|MAGNETIC RESONANCE IMAGING (MRI) 0 0 0.000000 0 0} 58.00
59.00 |05900| CARDIAC CATHETERIZATION 0 0 0.000000 0 0} 59.00
60.00 |06000| LABORATORY 1,293 772,758 0.001673 0 0} 60.00
60.01 |06001|BLOOD LABORATORY 0 0 0.000000 0 0f 60.01
61.00 |06100|PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0.000000 0 0] 62.00
63.00 |06300|BLOOD STORING, PROCESSING & TRANS. 0 0 0.000000 0 0] 63.00
64.00 |06400| INTRAVENOUS THERAPY 0 0 0.000000 0| 64.00
65.00 |06500| RESPIRATORY THERAPY 11,160 1,326,449 0.008413 901 8| 65.00
66.00 |06600| PHYSICAL THERAPY 3,919 554,109 0.007073 941 7| 66.00
67.00 |06700| OCCUPATIONAL THERAPY 3,858 474,429 0.008132 594 5] 67.00
68.00 |06800{SPEECH PATHOLOGY 3,700 335,954 0.011013 149 2| 68.00
69.00 |06900| ELECTROCARDIOLOGY 0 0 0.000000 0 0| 69.00
70.00 |07000{ ELECTROENCEPHALOGRAPHY 0 0 0.000000 0 0| 70.00
71.00 |07100{MEDICAL SUPPLIES CHARGED TO PATIENTS 26,801 2,123,215 0.012623 660 8| 71.00
72.00 |07200{IMPL. DEV. CHARGED TO PATIENTS 0 0 0.000000 0 0] 72.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 7,140 2,214,390 0.003224 4,307 141 73.00
74.00 |07400|RENAL DIALYSIS 576 190, 341 0.003026 4,717 14| 74.00
75.00 [07500]ASC (NON-DISTINCT PART) 0 0 0.000000 0 0] 75.00
OUTPATIENT SERVICE COST CENTERS G Ve e R R Lo
88.00 |08800|RURAL HEALTH CLINIC 0 0 0.000000 0 0| 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0.000000 0 0| 89.00
90.00 09000 CLINIC 0 0 0.000000 0 0] 90.00
91.00 |09100| EMERGENCY 2,795 185,594 0.015060 0 0| 91.00
92.00 |{09200|OBSERVATION BEDS (NON-DISTINCT PART) 0 0 0.000000 0 0] 92.00
200.00 Total (Tines 50-199) 62,160 8,544,563 12,269 581200.00
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Health Financial Systems

INTEGRA SPECIALTY HOSPITAL

In Lieu of Form CM$-2552-10
APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS provider CCN: 152025 |Period: worksheet D
: From 09/01/2011 | Part III
To  05/31/2012 | pate/Time Prepared:
2/20/2013 9:50 am
Title XIX Hospital Cost
1o Cost Center-Description “oiNursing Schooljallied Health | ATl other: | . swing-Bed. | Total Costs
S e R S i : cost oo Medical i adjustment | (sum:of cols.
CegE Education Cost}: Amount :(see: | 1 through-3,
i coc e o Hinstructions) fminus coll4)
I R e e 1,00 72,000 .| . T3.00.0 | TA.00% 500
INPATIENT ROUTINE SERVICE COST.CENTERS R < SR e L : :
30.00 [03000]ADULTS & PEDIATRICS 0 0 0 0 0l 30.00
200.00 Total (Tines 30-199) 0 0 0 0]200.00
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Health Financial Systems

INTEGRA SPECIALTY HOSPITAL

APPORTIONMENT OF INPATIENT ROUTINE. SERVICE OTHER PASS THROUGH COSTS

Provider CCN: 152025

In Lieu of Form CMS-2552-10

Period:
From 09/01/2011
To 05/31/2012

worksheet D
part IIT
Date/Time Prepared:

2/20/2013 9:50 am
Title XIX Hospital Cost
Lo cost Center Description oo v i Total Patient Per.Diem: (coll| iInpatient | CInpatient | URSACADFL ] il
T L Goloopays oS5 +0c01.06) 7| Program pays-|.Program: iNUrsing ‘Schooli. i
ST e e e e pagseThrough | ood T

cost (col. 7 x|

CelL e e T e T ) T e
L R e S T G600 ] 700 8.00 - 9,00 111000
INPATIENT ‘ROUTINE SERVICE COST CENTERS e i : TR
30.00 [03000{ADULTS & PEDIATRICS 4,135 0.00 14 0 0] 30.00
200.00 Total (Tines 30-199) 4,135 14 0 0]200.00

X:\HFsdata\cTients\Hospital\RSH\55160 ~ 9.1.11-5.31.12.mcrx

MCRIF32 - 3.5.136.0

76 | Page



Health Financial Systems

INTEGRA SPECIALTY HOSPITAL

In Lieu of Form €M$-2552-10

APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS

Provider CCN: 152025

period:
From 09/01/2011
To  05/31/2012

worksheet D
Part III

Date/Time Prepared:
2/20/2013 9:50 am

‘. Cost: Center Description.

psasAadiion

~|Al7ied Health

PSA Adj . ATl
other: Medical

Title XIX

Hospital

Cost

Sl cost il Education Costl o
3 T : e B R T e N T 00 ] 13, 000 o .
INPATIENT "ROUTINE SERVICE: COST.CENTERS .. . ih it i oo v e
30.00 |03000/ADULTS & PEDIATRICS 0 0 30.00
200.00 Total (Tines 30-199) 0 0 200.00
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Health Financial Systems INTEGRA SPECIALTY HOSPITAL In Lieu of Form CMS-2552-10
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 152025 |Period: worksheet D

THROUGH COSTS From 09/01/2011 | Part IV

To 05/31/2012 | bate/Time Prepared:
2/20/2013 9:50 am

Title XIX Hospital Cost
:Cost . Center "Description . 7l @ Nonphysician Nursing. SchoollAllied Health| A1l other /| .Total Cost
S e B 1 Anesthetist R L R st CoMedical v (Sumoof.col LT

SCost | e D e e education: Cost) throughTeol.

: RS I e (R SR

L : S RIS 1,00 Ce2,00 T 3.00 W4 00 LS00

ANCILLARY  SERVICE: COST CENTERS - L S R L ek S T
50.00 |05000| OPERATING ROOM 0 0 0 0 0} 50.00
51.00 }05100]RECOVERY ROOM 0 0 0 0 0] 51.00
52.00 |05200|DELIVERY ROOM & LABOR ROOM 0 0 0 0 0] 52.00
53.00 |05300{ ANESTHESIOLOGY 0 0 0 0 0] 53.00
54.00 |05400] RADIOLOGY-DIAGNOSTIC 0 0 0 0 0] 54.00
55.00 |05500{ RADIOLOGY-THERAPEUTIC 0 0 0 0 0] 55.00
56.00 |05600| RADIOISOTOPE 0 0 0 0 0| 56.00
57.00 |05700|CT SCAN 0 0 0 0 0| 57.00
58.00 |O5800{MAGNETIC RESONANCE IMAGING (MRI) 0 0 0 0 0] 58.00
59.00 |05900| CARDIAC CATHETERIZATION 0 0 0 0 0] 59.00
60.00 106000 L ABORATORY 0 0 0 0 0] 60.00
60.01 |06001|BLOOD LABORATORY 0 0 0 0 0} 60.01
61.00 |06100| PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 0] 62.00
63.00 |06300{BLOOD STORING, PROCESSING & TRANS. 0 0) 0 0 0] 63.00
64,00 |06400] INTRAVENOUS THERAPY 0 0 0 0 0] 64.00
65.00 |06500]RESPIRATORY THERAPY 0 0 0 0 0] 65.00
66.00 |06600| PHYSICAL THERAPY 0 0 0 0 0] 66.00
67.00 |06700| OCCUPATIONAL THERAPY 0 0 0 0 0] 67.00
68.00 |06800|SPEECH PATHOLOGY 0 0 0 0 0] 68.00
69.00 |06900] ELECTROCARDIOLOGY 0 0 0 0 0] 69.00
70.00 |07000] ELECTROENCEPHALOGRAPHY 0 0 0 0 0} 70.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 0 0] 71.00
72.00 |07200{IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0 0] 72.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 0 0 0 0 0] 73.00
74.00 |07400|RENAL DIALYSIS 0 0 0 0 0] 74.00
75.00 (07500]ASC (NON~DISTINCT PART) 0 0 0 0 0] 75.00

OUTPATIENT SERVICE COST CENTERS i e : i Lo
88.00 |08800|RURAL HEALTH CLINIC 0 0 0 0 0| 88.00
89.00 [08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0] 89.00
90.00 109000{CLINIC 0 0 0 0 0| 90.00
91.00 |09100] EMERGENCY 0 0 0 0 0f 91.00
92.00 |09200| OBSERVATION BEDS (NON-DISTINCT PART) 0 0 0 0 0] 92.00
200.00 Total (lines 50-199) 0 0 0 0 01200.00
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Health Financial Systems

INTEGRA SPECTALTY HOSPITAL

In Lieu of Form CMS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS provider CCN: 152025 |pPeriod: worksheet D
THROUGH COSTS From 09/01/2011 | Part IV
To 05/31/2012 | bate/Time Prepared:
2/20/2013 9:50 am
Title XIX Hospital Cost
Cost .Center Description: Total 1 Total Charges |Ratio ‘of ‘Cost| Outpatient: | Inpatient '
: RN R “outpatient ' |(from.wkst. C,| to Chérges ' |Ratio of Cost{ ~'Program = |
| cost-(sum of.} Part I, coli |(col..5 = col.] “to Charges::| . .Charges :
cnlcolii2 3 and e 8 B RN S ISR (s} Sl HRT oo} B I
Slegy e g s SRy L
I e P : 600 7.00 8000 09,000 10:00.-
ANCILLARY SERVICE COST CENTERS S e LI L
50.00 |05000|OPERATING ROOM 0 0 0.000000 0.000000 0] 50.00
51.00 |05100|RECOVERY ROOM 0 0 0.000000 0.000000 0] 51.00
52.00 |05200|DELIVERY ROOM & LABOR ROOM 0 0 0.000000 0.000000 0] 52.00
53.00 |05300|ANESTHESIOLOGY 0 0 0.000000 0.000060 0] 53.00
54.00 |05400|RADIOLOGY-DIAGNOSTIC 0 367,324 0.000000 0.000000 0] 54.00
55.00 |05500|RADIOLOGY-THERAPEUTIC 0 0 0.000000 0.000000 0] 55.00
56.00 |05600|RADIOISOTOPE 0 0 0.000000 0.000060 0] 56.00
57.00 [05700{CT SCAN 0 0 0.000000 0.0000060 0; 57.00
58.00 |0S5800|MAGNETIC RESONANCE IMAGING (MRI) 0 0 0.000000 0.0000060 0] 58.00
59.00 [05900] CARDIAC CATHETERTIZATION 0 0 0.000000 0.000000 01 59.00
60.00 |06000| LABORATORY [ 772,758 0.000000 0.000000 0} 60.00
60.01 [06001|BLOOD LABORATORY 0 0 0.000000 0.000000 0] 60.01
61.00 [06100|PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 ¢ 0.000000 0.000000 0] 62.00
63.00 |06300|BLOOD STORING, PROCESSING & TRANS. 0 [ 0.000000 0.000000 0f 63.00
64.00 |06400| INTRAVENOUS THERAPY 0 0 0.000000 0.000000 0l 64.00
65.00 |06500| RESPIRATORY THERAPY 0 1,326,449 0.000000 0.000000 901| 65.00
66.00 |06600| PHYSICAL THERAPY 0 554,109 0.000000 0.000000 941] 66.00
67.00 [06700|OCCUPATIONAL THERAPY 0 474,429 0.000000 0.000000 594| 67.00
68.00 |06800|SPEECH PATHOLOGY 0 335,954 0.000000 0.000000 149] 68.00
69.00 |06900| ELECTROCARDIOLOGY 0 [ 0.000000 0.000000 0f 69.00
70.00 [07000| ELECTROENCEPHALOGRAPHY 0 0 0.000000 0.000000 0] 70.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0 2,123,215 0.000000 0.000000 660| 71.00
72.00 j07200|IMPL. DEV. CHARGED TO PATIENTS 0 0 0.000000 0.000000 0l 72.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 0 2,214,390 © 0.000000 0.000000 4,307] 73.00
74.00 |07400{RENAL DIALYSIS 0 190, 341 0.000000 0.000000 4,717 74.00
75.00 |07500{ASC (NON-DISTINCT PART) 0 0 0.000000, 0.000000 0] 75.00
OUTPATIENT. SERVICE COST CENTERS . o D PR ) RO f
88.00 |08800|RURAL HEALTH CLINIC 0 0 0.000000 0.000000 0} 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0.000000 0.000000 0} 89.00
90.00 |09000|CLINIC 0 0 0.000000 0.000000, 0| 90.00
91.00 |09100| EMERGENCY 0 185,594 0.000000 0.000000 0| 91.00
92.00 |09200|OBSERVATION BEDS (NON-DISTINCT PART) 0 0 0.000000 0.000000 0] 92.00
200.00 Total (lines 50-199) 0 8,544,563 12,269]200.00
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Health Financial Systems INTEGRA SPECIALTY HOSPITAL In Lieu of Form CMS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS pProvider CCN: 152025 |Period: worksheet D
THROUGH COSTS From 09/01/2011 | Part IV

To 05/31/2012 | bate/Time Prepared:
2/20/2013 9:50 am

Title XIX Hospital Cost
i Cost . Center Description = i a7 b S Inpatient:: Outpatient | Outpatient '} PSA.Adj. Non'| "PSA:Adj:
[T : Chsinrn gl U s ) s program. oL T Program- L] L Program ) vPhysician 7 iNursing “Schooll:
‘| pass-Through |~ Charges . . | pass-Through |“Anesthetist - PR
| Costs (col. 8. il Ccosts. Ccol.29) Cost iin
CX el 10) X oo a2) s
S NE C i g uE T e T S13.00 120000 13,0000 21,00 ] 22,00

ANCILLARY SERVICE COST CENTERS " TR e BRI Pt R P
50.00 |05000{OPERATING ROOM 0 0 0 0 0| 50.00
51.00 |05100|RECOVERY ROOM 0 0 0 0 0! 51.00
52.00 |05200|DELIVERY ROOM & LABOR ROOM 0 0 0 0 0} 52.00
53.00 j05300]| ANESTHESIOLOGY 0 0 0 0 0] 53.00
54.00 [05400]|RADIOLOGY-DIAGNOSTIC 0 0 0 0 0} 54.00
55.00 [05500]RADIOLOGY~-THERAPEUTIC 0 0 0 0 0] 55.00
56.00 |05600] RADIOISOTOPE 0 0 0 0 0} 56.00
57.00 |05700{CT SCAN 0 0 0 0 0} 57.00
58.00 |05800{MAGNETIC RESONANCE IMAGING (MRI) 0 0 0 0 0] 58.00
59.00 |05900| CARDIAC CATHETERIZATION 0 0 0 0 0] 59.00
60.00 |06000] LABORATORY 0 0 0 0 0} 60.00
60.01 |06001{BLOOD LABORATORY 0 0 0 0 0} 60.01
61.00 06100/ PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 0] 62.00
63.00 |06300|BLOOD STORING, PROCESSING & TRANS. 0 0 0 0 0! 63.00
64.00 |06400] INTRAVENOUS THERAPY 0 0 0 0 0] 64.00
65.00 |06500| RESPIRATORY THERAPY 0 0 0 0 0] 65.00
66.00 |06600| PHYSICAL THERAPY 0 0 0 0 0] 66.00
67 .00 j06700, OCCUPATIONAL THERAPY 0 0 0 0 0] 67.00
68.00 |06800|SPEECH PATHOLOGY 0 0 0 0 0| 68.00
69.00 [06900| ELECTROCARDIOLOGY 0 0 0 0 0] 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 0 0 0 0| 70.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 0 0] 71.00
72.00 |07200{IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0 0] 72.00
73.00 |07300{DRUGS CHARGED TO PATIENTS 0 0 0 0 0] 73.00
74.00 |07400|RENAL DIALYSIS 0 0 0 0 0] 74.00
75.00 |07500{ASC (NON-DISTINCT PART) 0] 0 0) 0 0] 75.00

OUTPATIENT SERVICE COST CENTERS - : B o ; : s :

88.00 |08800|RURAL HEALTH CLINIC 0 0 0 0 0] 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0] 89.00
90.00 |09000|CLINIC 0 0 0 0 0] 90.00
91.00 |09100| EMERGENCY 0 0 0 0 01 91.00
92.00 |09200|0OBSERVATION BEDS (NON-DISTINCT PART) 0 0 0 0 0] 92.00
200.00 Total (Tines 50-199) 0 0 0 0 0]200.00
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Health Financial Systems INTEGRA SPECIALTY HOSPITAL In Lieu of Form CMS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 152025 |Period: worksheet D

THROUGH COSTS From 09/01/2011 | part IV

To 05/31/2012 | pate/Time Prepared:

2/20/2013 9:50 am

Title XIX Hospital cost

Cost Center Description: .~ nir i e PSACADT Y PSACAT L AT | el T e e

STt IREEE N ~-:lA1lied ‘Health|other Medical
B : “lEducation’ Costl i

. g U T D 223,000 00 24,000 :

ANCILLARY SERVICE COST CENTERS S R A
50.00 |05000{OPERATING ROOM ¢ 0 50.00
51.00 |05100/RECOVERY ROOM 0 0 51.00
52.00 |05200{DELIVERY ROOM & LABOR ROOM 0 0 52.00
53.00 |05300|{ ANESTHESTIOLOGY o 0 53.00
54,00 |05400{ RADIOLOGY-DIAGNOSTIC 0 0 54.00
55.00 |05500| RADIOLOGY-THERAPEUTIC 0 0 55.00
56.00 |05600| RADIOISOTOPE 0 0 56.00
57.00 [05700{CT sCanN 0 0 57.00
58.00 |05800|/MAGNETIC RESONANCE IMAGING (MRI) 0 0 58.00
59.00 |05900| CARDIAC CATHETERIZATION 0 0 59.00
60.00 |06000] LABORATORY 0 o 60.00
60.01 |06001{BLOOD LABORATORY 0 0 60.01
61.00 |06100|PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 62.00
63.00 |06300{BLOOD STORING, PROCESSING & TRANS. 0 0 63.00
64.00 |06400{ INTRAVENOUS THERAPY 0 0 64.00
65.00 |06500{ RESPIRATORY THERAPY 0 0 65.00
66.00 |06600] PHYSICAL THERAPY 0 0 66.00
67.00 |06700| OCCUPATIONAL THERAPY 0 0 67.00
68.00 |06800| SPEECH PATHOLOGY 0 0 68.00
69.00 {06900| ELECTROCARDIOLOGY 0 0 69.00
70.00 {07000| ELECTROENCEPHALOGRAPHY 0 0 70.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 71.00
72.00 |07200/IMPL. DEV. CHARGED TO PATIENTS 0 0 72.00
73.00 {07300/ DRUGS CHARGED TO PATIENTS 0 0 73.00
74.00 {07400| RENAL DIALYSIS 0 0 74.00
75.00 |07500/ASC_(NON-DISTINCT PART) 0 0 75.00

OUTPATIENT SERVICE COST.CENTERS = i
88.00 |08800|RURAL HEALTH CLINIC 0 0 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 89.00
90.00 |09000|CLINIC 0 0 90.00
91.00 |09100] EMERGENCY 0 0 91.00
92.00 |09200|OBSERVATION BEDS (NON-DISTINCT PART) 0 0 92.00
200.00 Total (Tines 50-199) 0 0 200.00
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Health Financial Systems

INTEGRA SPECTALTY HOSPITAL

In tieu of Form CM$-2552-10

COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 152025 |Period:

From 09/01/2011
To 05/31/2012

worksheet D-1

Date/Time Prepared:

2/20/2013 9:50 am

Title XVIII Hospital PPS
fCost‘Center Description G e T KR e
i 10000
PART I.-"ALL PROVIDER COMPONENTS i
INPATIENT DAYS - S v i 5 : T g
1.00 |Inpatient days (including private room days and sw1ng bed days, echud1ng newborn) 4,135 1.00
2.00 |Inpatient days (including private room days, excluding swing-bed and newborn days) 4,135 2.00
3.00 |private room days (excluding swing-bed and observation bed days). If you have only private room days, 0} 3.00
do not complete this Tine.
4.00 |semi-private room days (excluding swing-bed and observation bed days) 4,135} 4.00
5.00 |Total swing-bed SNF type inpatient days (including private room days) through December 31 of the cost 0 5.00
reporting period
6.00 |Total swing-bed SNF type inpatient days (including private room days) after December 31 of the cost 0] 6.00
reporting period (if calendar year, enter 0 on this Tine)
7.00 |Total swing-bed NF type inpatient days (including private room days) through December 31 of the cost 0| 7.00
reporting period
8.00 |Total swing-bed NF type inpatient days (including private room days) after December 31 of the cost 0| 8.00
reporting period (if calendar year, enter 0 on this Tine)
9.00 |Total inpatient days including private room days applicable to the Program (excluding swing-bed and 3,260] 9.00
newborn days)
10.00 |swing-bed SNF type finpatient days applicable to title XVIII only (including private room days) 0} 10.00
through December 31 of the cost reporting period (see instructions)
11.00 |swing-bed SNF type +inpatient days applicable to title XVIII only (including private room days) after 0] 11.00
December 31 of the cost reporting period (if calendar year, enter 0 on this Tine)
12.00 |swing-bed NF type +inpatient days applicable to titles V or XIX only (including private room days) 0} 12.00
through bDecember 31 of the cost reporting period
13.00 |swing-bed NF type inpatient days applicable to titles Vv or XIX only (including private room days) 0] 13.00
after bDecember 31 of the cost reporting period (if calendar year, enter 0 on this Tine)
14.00 |Medically necessary private room days applicable to the program (excluding swing-bed days) 0| 14.00
15.00 |Total nursery days (title Vv or XIX only) 0] 15.00
16.00 |Nursery days (title V or XIX on]y) 0] 16.00
SWING BED ADJUSTMENT - : : - . : o
17.00 |Medicare rate for swing-bed SNF services app11cab1e to services through December 31 of the cost 0.00| 17.00
reporting period
18.00 |Medicare rate for swing-bed SNF services applicable to services after December 31 of the cost 0.00] 18.00
reporting period
19.00 |Medicaid rate for swing-bed NF services applicable to services through December 31 of the cost 0.00] 19.00
reporting period
20.00 |Medicaid rate for swing-bed NF services applicable to services after December 31 of the cost 0.00] 20.00
reporting period
21.00 |Total general inpatient routine service cost (see instructions) 2,965,689 21.00
22.00 |swing-bed cost applicable to SNF type services through becember 31 of the cost reporting period (Tine 0| 22.00
5 X Tine 17)
23.00 |swing-bed cost applicable to SNF type services after December 31 of the cost reporting period (line 6 0} 23.00
x Tine 18)
24.00 |swing-bed cost applicable to NF type services through December 31 of the cost reporting period (line 0] 24.00
7 X Tine 19)
25.00 |swing-bed cost applicable to NF type services after December 31 of the cost reporting period (line 8 0| 25.00
x Tine 20)

26.00 |Total swing-bed cost (see instructions) 0] 26.00
27.00 |General inpatient routine service cost net of. sw1ng bed cost (11ne 21 m1nus Tline 26) 2,965,689 27.00
PRIVATE ‘ROOM DIFFERENTIAL ADJUSTMENT - : BERERITRT. s s
28.00 |General inpatient routine service charges (exc1ud1ng sw1ng bed charges) 4,620,126 28.00
29.00 |private room charges (excluding swing-bed charges) 0] 29.00
30.00 |Semi-private room charges (excluding swing-bed charges) 4,620,126 30.00
31.00 |General inpatient routine service cost/charge ratio (line 27 + Tine 28) 0.641907| 31.00
32.00 |Average private room per diem charge (line 29 + Tine 3) 0.00] 32.00
33.00 |Average semi-private room per diem charge (line 30 + Tine 4) 1,117.32] 33.00
34.00 |Average per diem private room charge differential (line 32 minus Tine 33)(see instructions) 0.00| 34.00
35.00 |Average per diem private room cost differential (Tine 34 x Tine 31) 0.00} 35.00
36.00 [Private room cost differential adjustment (Tine 3 x line 35) 0} 36.00
37.00 |[General inpatient routine service cost net of swing-bed cost and private room cost differential (line 2,965,689} 37.00

27 minus Tine 36)

PART 1II ~ HOSPITAL AND SUBPROVIDERS ONLY . : : :

PROGRAM "INPATIENT OPERATING COST BEFORE PASS THROUGH COST ADJUSTMENTS S
38.00 |Adjusted general inpatient routine service cost per diem (see instructions) 717.22] 38.00
39.00 |program general inpatient routine service cost (line 9 x line 38) 2,338,137] 39.00
40.00 |Medically necessary private room cost applicable to the Program (line 14 x Tine 35) 0| 40.00
41.00 |Total Program general -inpatient routine service cost (line 39 + Tine 40) 2,338,137| 41.00
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Health Financial Systems

INTEGRA SPECTALTY HOSPITAL

In tieu of Form CMS$-2552-10

COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 152025 |Period:

From 09/01/2011
To  05/31/2012

worksheet D-1

Date/Time Prepared:
2/20/2013 9:50 am

Title XVIII Hospital PPS

RN ‘Cost Center. Description -0 o STotal il Total | Average Per . |.Program.Days | Program Cost

Ry S e B "Inpat1ent CostInpat1ent DaysDxemg(co? S DR Cil(eoli 3ok ol ]

R L col ) o S

e I R e 1 OD - ,“'2.00«‘ Jo 3,000 < 4.00: 25000 G

42.00 |NURSERY (title V & XIX only) 42.00
Intensive Care Type Inpatient Hospital uUnits

43.00 |INTENSIVE CARE UNIT 43.00

44.00 |CORONARY CARE UNIT 44.00

45.00 |BURN INTENSIVE CARE UNIT 45.00

46.00 |SURGICAL INTENSIVE CARE UNIT 46.00

47.00 |OTHER SPECIAL CARE (SPECIFY) 47.00

nie Cost, Center Descr1pt1on A, L

P : . ) . o i 1.00 . X

48.00 Program 1npat1ent anc111ary serv1ce cost (wkst D- 3, co1 3, Tine 200) 2,344,493 48.00

49.00 |Total Program inpatient costs (sum of 11nes 41 through 48)(see 1nstruct1ons) 4,682,630| 49.00
PASS THROUGH . COST ADJUSTMENTS : :

50.00 |pass through costs applicable to Program 1npat1ent rout1ne services (from wkst. D, sum of Parts I and 225 690 50.00
II1)

51.00 |pass through costs applicable to Program inpatient ancillary services (from wkst. D, sum of Parts II 44,370| 51.00
and 1V)

52.00 [Total Program excludable cost (sum of 1ines 50 and 51) 270,060| 52.00

53.00 |Total Program inpatient operating cost excluding capital related, non-physician anesthetist, and 4,412,570| 53.00
medical education costs (line 49 minus Tine 52)
TARGET AMOUNT. AND LIMIT COMPUTATION

54.00 |program discharges 0] 54.00

55.00 [Target amount per discharge 0.00{ 55.00

56.00 |Target amount (line 54 x Tine 55) 0] 56.00

57.00 |pifference between adjusted inpatient operating cost and target amount (line 56 minus line 53) 0] 57.00

58.00 |Bonus payment (see instructions) 0] 58.00

59.00 |Lesser of lines 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 Tlines 53/54 or 55 from prior year cost report, updated by the market basket 0.00| 60.00

61.00 [If Tine 53/54 is less than the Tower of Tines 55, 59 or 60 enter the Tesser of 50% of the amount by 0| 61.00
which operating costs (line 53) are less than expected costs (Tines 54 x 60), or 1% of the target
amount (line 56), otherwise enter zero (see instructions)

62.00 [relief payment (see instructions) 0} 62.00

63.00 [Allowable Inpatient cost plus incentive payment (see 1nstruct1ons) 0{ 63.00
PROGRAM INPATIENT ROUTINE SWING: BED COST =~ : : : ) BRERE L

64.00 |Medicare swing-bed SNF inpatient routine costs through December 31 of the cost report1ng per1od CSee 0| 64.00
instructions) (title XVIII only)

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

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

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

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

69.00 [Total title V or XIX swing-bed NF inpatient routine costs (line 67 + line 68) 0f 69.00
PART ‘TII - SKILLED NURSING FACILITY, OTHER NURSING FACILITY, AND ICF/MR ONLY

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

71.00 |Adjusted general inpatient routine service cost per diem (line 70 + Tine 2) 71.00

72.00 |Program routine service cost (Tine 9 x Tine 71) 72.00

73.00 |Mmedically necessary private room cost appiicable to Program (line 14 x Tline 35) 73.00

74.00 |Total Program general inpatient routine service costs (line 72 + Tline 73) 74.00

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

76.00 [per diem capital-related costs (line 75 + Tine 2) 76.00

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

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

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

80.00 [Total Program routine service costs Tor comparison to the cost Timitation (line 78 minus Tine 79) 80.00

81.00 |Inpatient routine service cost per diem limitation 81.00

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

83.00 |Reasonable inpatient routine service costs (see instructions) 83.00

84.00 |program tinpatient ancillary services (see instructions) 84.00

85.00 |utilization review - physician compensation (see instructions) 85.00

86.00 |Total Program inpatient operating costs (sum of lines 83 through 85) 86.00
PART IV ~ -COMPUTATION: OF - OBSERVATION-BED PASS THROUGH. COST

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

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

89.00 [Observation bed cost (Tine 87 x Tine 88) (see instructions) 0| 89.00
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Health Financial Systems INTEGRA SPECIALTY HOSPITAL In Lieu of Form CM5-2552-10
COMPUTATION OF INPATIENT OPERATING COST provider CCN: 152025 |Period: worksheet D-1

From 09/01/2011
To  05/31/2012 | pate/Time Prepared:
2/20/2013 9:50 am

Title XVIII Hospital PPS
Cost Center Description il JlniCost | Routine Cost | column-lis oo Total o) Observation
R e e e b “Cfrom-Tine 27)| i column-2.- | -Observation | Bed Pass .
A e e L iged Costi(From)  Through Cost |-
1ine: 89) 7 l(cel.u3 . x col. | -
: e T R DR €-1-1- S
Gl e ) e e e e U i nstructions)
e NI e i s i |, 00 S 2,00 i 3000 4 00 s e 505,00
COMPUTATION OF OBSERVATION:BED PASS THROUGH COST ~ 7 hiii mio ol D0 i m i o el e i i
90.00 |capital-related cost 286,263 2,965,689 0.096525 0 0{ 90.00
91.00 |Nursing school cost 0 2,965,689 0.000000 0 0] 91.00
92.00 |AlTied health cost 0 2,965,689 0.000000 0 0] 92.00
93.00 |A1T other Medical Education 0 2,965,689 0.000000 0 0] 93.00
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Health Financial Systems

INTEGRA SPECIALTY HOSPITAL

In Lieu of Form CMS-2552-10

COMPUTATION OF INPATIENT OPERATING COST pProvider CCN: 152025 |reriod:

From 09/01/2011
To 05/31/2012

worksheet D-1

pate/Time Prepared:

2/20/2013 9:50 am

Title XIX Hospital Cost
Cost Center Descmptwn T E S LR TN N NERTI
. 100
PART I - ALL PROVZ[DER COMPDNENTS : :
INPATIENT DAYS 17 .- L : R
1.00 |Inpatient days (1nc1ud1ng pmvate room days and swing- bed days, exc'ludmg newborn) 4,135 1.00
2.00 |Inpatient days (including private room days, excluding swing-bed and newborn days) 4,135| 2.00
3.00 |private room days (excluding swing-bed and observation bed days). If you have only private room days, 0] 3.00
do not complete this Tine.
4.00 |Semi-private room days (excluding swing~bed and observation bed days) 4,135] 4.00
5.00 |Total swing-bed SNF type inpatient days (including private room days) through December 31 of the cost 0| 5.00
reporting period
6.00 |Total swing-bed SNF type inpatient days (including private room days) after December 31 of the cost 0] 6.00
reporting period (if calendar year, enter 0 on this Tine)
7.00 |Total swing-bed NF type inpatient days (including private room days) through December 31 of the cost 0l 7.00
reporting period
8.00 |Total swing-bed NF type inpatient days (including private room days) after pecember 31 of the cost 0| 8.00
reporting period (if calendar year, enter 0 on this Tine)
9.00 |Total inpatient days including private room days applicable to the Program (excluding swing-bed and 141 9.00
newborn days)
10.00 |swing-bed SNF type inpatient days applicable to title XVIII only (including private room days) 0| 10.00
through December 31 of the cost reporting period (see instructions)
11.00 [swing-bed SNF type inpatient days applicable to title XVIIT only (including private room days) after 0] 11.00
December 31 of the cost reporting period (if calendar year, enter 0 on this Tine)
12.00 |swing-bed NF type inpatient days applicable to titles Vv or XIX only (including private room days) 0| 12.00
through pDecember 31 of the cost reporting period
13.00 {swing-bed NF type inpatient days applicable to titles V or XIX only (including private room days) 0] 13.00
after December 31 of the cost reporting period (if calendar year, enter 0 on this Tine)
14.00 |Medically necessary private room days applicable to the program (excluding swing-bed days) 0] 14.00
15.00 |Total nursery days (title Vv or XIX only) 0} 15.00
16.00 |Nursery days (title V or XIX orﬂy) 0} 16.00
SWING BED_ ADJUSTMENT : o R
17.00 |Medicare rate for swing-bed SNF services apphcab'le to services through December 31 of the cost 0.00} 17.00
reporting period
18.00 |Medicare rate for swing-bed SNF services applicable to services after December 31 of the cost 0.00] 18.00
reporting period
19.00 |Medicaid rate for swing-bed NF services applicable to services through December 31 of the cost 0.00| 19.00
reporting period
20.00 |Medicaid rate for swing-bed NF services applicable to services after bDecember 31 of the cost 0.00| 20.00
reporting period
21.00 |Total general inpatient routine service cost (see instructions) 2,965,689 21.00
22.00 |swing-bed cost applicable to SNF type services through December 31 of the cost reporting period (line 0f 22.00
5 x line 17)
23.00 |swing-bed cost applicable to SNF type services after bDecember 31 of the cost reporting period (line 6 0] 23.00
x Tine 18)
24.00 |swing-bed cost applicable to NF type services through December 31 of the cost reporting period (Iine 0| 24.00
7 X Tine 19
25.00 |swing-bed cost applicable to NF type services after December 31 of the cost reporting period (line 8 0| 25.00
x Tine 20)
26.00 |Total swing-bed cost (see instructions) 0] 26.00
27.00 |General inpatient routine service cost net of sw1ng bed cost (Tme 21 m1nus 11ne 26) 2,965,689 27.00
PRIVATE ROOM DIFFERENTIAL ADJUSTMENT ' : ) :
28.00 |General tinpatient routine service charges (exc'ludmg swing-bed charges) 4,620,126] 28.00
29.00 |private room charges (excluding swing-bed charges) 0] 29.00
30.00 |semi-private room charges (excluding swing-bed charges) 4,620,126 30.00
31.00 |General inpatient routine service cost/charge ratio (line 27 + Tline 28) 0.641807] 31.00
32.00 [Average private room per diem charge (Tine 29 + Tine 3) 0.00| 32.00
33.00 |Average semi-private room per diem charge (Tine 30 + Tine 4) 1,117.32] 33.00
34.00 |Average per diem private room charge differential (line 32 minus Tine 33)(see instructions) 0.00] 34.00
35.00 [Average per diem private room cost differential (Iine 34 x Tine 31) 0.00| 35.00
36.00 |private room cost differential adjustment (Tine 3 x Tine 35) 0} 36.00
37.00 |General finpatient routine service cost net of swing-bed cost and private room cost differential (line 2,965,689 37.00
27 minus line 36)
PART. I -~ HOSPITAL 'AND SUBPROVIDERS ONLY :
PROGRAM INPATIENT OPERATING COST BEFORE:PASS THROUGH COST ADJUSTMENTS. . g L
38.00 |Adjusted general inpatient routine service cost per diem (see instructions) 717.22| 38.00
39.00 |program general inpatient routine service cost (line 9 x Tine 38) 10,041} 39.00
40.00 |Medically necessary private room cost applicable to the program (line 14 x line 35) 0| 40.00
41.00 |Total Program general inpatient routine service cost (line 39 + Tine 40) 10,041 41.00
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Health Financial Systems INTEGRA SPECIALTY HOSPITAL In Lieu of Form CMS5-2552-10

COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 152025 |pPeriod:

From 09/01/2011
To  05/31/2012

worksheet D-1

Date/Time Prepared:
2/20/2013 9:50 am

Title XIX Hospital Cost
Lk Cost. Center Description. - oo -0l o ogotal: ..~ . Total | Average .Per':| Program Days. Program.Cost ;
[ S SR Tl T R e e Inpat1ent CostInpatient'DaysDiemf(co1,f1§+ LSRRI K (co1 3.xcoliy i
EERNE : A RN L ccoly ) e e 8y G
R ey PN 1.00 - 2,00 e 3.00 Cosh 4000 o500 k
42.00 |NURSERY (title V & XIX only) 42.00
Intensive Care:Type.Inpatient Hospital Units:
43.00 |INTENSIVE CARE UNIT 43.00
44.00 |CORONARY CARE UNIT 4400
45.00 |BURN INTENSIVE CARE UNIT 45.00
46.00 |SURGICAL INTENSIVE CARE UNIT 46.00
47.00 |OTHER SPECIAL CARE (SPECIFY) 47.00
P il ~Cost Center Descr1pt1on o RO R
LomE R SRR 1,00 3% o
48.00 Program 1npat1ent anc111ary serv1ce cost (wkst D- 3, col. 3, Tine 200) 4,460| 48.00
49.00 |[Total Program inpatient costs (sum of 11nes 41 through 48)(see 1nstruct1ons) ) 14,501 49.00
PASS: THROUGH ‘'COST 'ADJUSTMENTS : R Lo [T
50.00 |Pass through costs applicable to Program 1npat1ent rout1ne services (from wkst. D, sum of Parts I and 0| 50.00
II1)
51.00 |pass through costs applicable to Program inpatient ancillary services (from wkst. D, sum of Parts II 0| 51.00
and IV)
52.00 {Total Program excludable cost (sum of lines 50 and 51) 0] 52.00
53.00 |Total Program inpatient operating cost excluding capital related, non- phys1c1an anesthetist, and 0| 53.00
medical education costs (line 49 minus 11ne 52)
TARGET AMOUNT. AND LIMIT COMPUTATION. -
54.00 |pProgram discharges 0| 54.00
55.00 |Target amount per discharge 0.00} 55.00
56.00 |Target amount (line 54 x Tine 55) 0| 56.00
57.00 |pifference between adjusted inpatient operating cost and target amount (line 56 minus line 53) 0} 57.00
58.00 |Bonus payment (see instructions) 0| 58.00
59.00 |Lesser of Tines 53/54 or 55 from the cost reporting period ending 1996, updated and compounded by the 0.00| 59.00
market basket
60.00 |Lesser of lines 53/54 or 55 from prior year cost report, updated by the market basket 0.00( 60.00
61.00 |If Tine 53/54 is less than the Tower 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 (Tines 54 x 60), or 1% of the target
amount (line 56), otherwise enter zero (see instructions)
62.00 |Relief payment (see instructions) 0] 62.00
63.00 |Allowable Inpatient cost plus incentive payment (see 1nstruct1ons) 0] 63.00
PROGRAM 'INPATIENT ROUTINE. SWING BED COST:: S i it
64.00 |Medicare swing-bed SNF inpatient routine costs through December 31 of the cost report1ng per1od (See 0] 64.00
instructions) (title XVIII only)

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

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

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

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

69.00 |Total title V or XIX swing-bed NF inpatient routine costs (line 67 + Tine 68) 0| 69.00
PART III ~ SKILLED NURSING FACILITY, OTHER NURSING FACILITY, ‘AND ICF/MR ONLY:

70.00 |skilled nursing facility/other nursing fac111ty/ICF/MR routine service cost (line 37) 70.00

71.00 |Adjusted general inpatient routine service cost per diem (line 70 + Tline 2) 71.00

72.00 |Program routine service cost (line 9 x Tine 71) 72.00

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

74.00 |Total Program general inpatient routine service costs (line 72 + line 73) 74.00

75.00 |capital-related cost allocated to inpatient routine service costs (From Worksheet B, Part II, column 75.00
26, Tine 45)

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

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

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

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

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

81.00 |Inpatient routine service cost per diem limitation 81.00

82.00 |Inpatient routine service cost limitation (line 9 x line 81) 82.00

83.00 |Reasonable inpatient routine service costs (see +instructions) 83.00

84.00 {program inpatient ancillary services (see instructions) 84.00

85.00 {utilization review - physician compensation (see instructions) 85.00

86.00 {Total Program inpatient operating costs (sum of Tines 83 through 85) 86.00
PART -IV. - COMPUTATION. OF :OBSERVATION BED 'PASS 'THROUGH COST.

87.00 {Total observation bed days (see instructions) 0] 87.00

88.00 |Adjusted general inpatient routine cost per diem (line 27 = line 2) 0.00] 88.00

89.00 |observation bed cost (line 87 x Tine 88) (see instructions) 0] 89.00
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Health Financial Systems

INTEGRA SPECIALTY HOSPITAL

Iin Lie

1 of Form CM$-2552-10

COMPUTATION OF INPATIENT OPERATING COST provider CcN: 152025 |Period: worksheet D-1
From 09/01/2011
To 05/31/2012 | Date/Time Prepared:
2/20/2013 9:50 am
Title XIX Hospital Cost
s iCost Center.Description i G ooCostert i Routinel Cost, | column 1S “Total |- Observation:
L R s B S (From Tine 27) ) ocolumns2 v | fObservation | Bed ‘Pass.
Ve e hase e v iged - Cost - (From) Through Cost
2 1ine-89). . |(col.:3:x col.
sl T ) (see
BRERER RS ARt D Coens el ingtructions)
COMPUTATION OF OBSERVATION BED PASS ‘THROUGH COST L e I R L R R
90.00 |capital-related cost 0 0 0.000000 0 0] 90.00
91.00 |Nursing School cost 0 0 0.000000 0 0] 91.00
92.00 |A1lied health cost 0 0 0.000000 0 0] 92.00
93.00 |A11 other Medical Education 0 0 0.000000 0 0] 93.00
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Health Financial Systems INTEGRA SPECIALTY HOSPITAL In Lieu of Form C€MS-2552-10
INPATIENT ANCILLARY SERVICE COST APPORTIONMENT Provider CCN: 152025 |Period: worksheet D-3

From 09/01/2011 .
To  05/31/2012 | pate/Time Prepared:
2/20/2013 9:50 am

Title XVIII Hospital PPS

“LoTicostCenter Description. s vhviRatie of Cost|. . Inpatient | ‘Inpatient

S R e “To_Charges. :Program... | Program .Costs,

Coam st charges o (et 1k col.

S e 100 2000 3,000 -

INPATIENT ROUTINE SERVICE COST: CENTERS St T e S e e L R A R R
30.00 |03000]ADULTS & PEDIATRICS | | 4,068,198| 30.00

ANCILLARY SERVICE' COST . CENTERS e EREE T RSN S SR
50.00 (05000} OPERATING ROOM 0.000000 0 0} 50.00
51.00 |05100{RECOVERY ROOM 0.000000 0 0] 51.00
52.00 |05200|DELIVERY ROOM & LABOR ROOM 0.000000 0 0] 52.00
53.00 |05300|ANESTHESIOLOGY 0.000000 0 0f 53.00
54.00 |05400|RADIOLOGY-DIAGNOSTIC 0.318302 278,997 88,805| 54.00
55.00 |05500{ RADIOLOGY-THERAPEUTIC 0.000000 0 0{ 55.00
56.00 |05600| RADIOISOTOPE 0.000000 0 0} 56.00
57.00 05700/ CT sSCAN 0.000000 0 0] 57.00
58.00 |05800|MAGNETIC RESONANCE IMAGING (MRI) 0.000000, 0 0| 58.00
59.00 |05900] CARDIAC CATHETERIZATION 0.000000 0 0] 59.00
60.00 |06000] LABORATORY 0.186311 305,169 56,856, 60.00
60.01 |06001|BLOOD LABORATORY 0.000000 0 0} 60.01
61.00 |06100|PBP CLINICAL LAB SERVICES-PRGM ONLY 0.000000 0 0} 61.00
62.00 {06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0.000000 0 0| 62.00
63.00 |06300|BLOOD STORING, PROCESSING & TRANS. 0.000000 0 0] 63.00
64.00 |06400]{ INTRAVENOUS THERAPY 0.000000 0 0| 64.00
65.00 |06500| RESPIRATORY THERAPY 0.515417 949,819 489,553] 65.00
66.00 |06600| PHYSICAL THERAPY 0.080327 384,516 30,887] 66.00
67.00 |06700| OCCUPATIONAL THERAPY 0.086791, 357,935 31,066 67.00
68.00 |06800|SPEECH PATHOLOGY 0.090060 255,214 22,985| 68.00
69.00 |06900| ELECTROCARDIOLOGY 0.000000 0 0] 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0.000000 0 0] 70.00
71.00 {07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0.131559 1,293,342 170,151] 71.00
72.00 |07200|IMPL. DEV. CHARGED TO PATIENTS 0.000000 0 0} 72.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 0.433891, 2,210,083 958,935] 73.00
74,00 |07400| RENAL DIALYSIS 0.402572 160,561 64,637 74.00
75.00 |07500/ASC (NON-DISTINCT PART) 0.000000 0 0] 75.00

OUTPATIENT SERVICE COST CENTERS & = /il iiiiioaison R LRI T e e Vs
88.00 |08800|RURAL HEALTH CLINIC 0.000000 0| 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0.000000 0| 89.00
90.00 [09000|CLINIC 0.000000 0 0} 90.00
91.00 {09100/ EMERGENCY 2.322403 185,419 430,618] 91.00
92.00 |09200|OBSERVATION BEDS (NON-DISTINCT PART) 0.000000 0 0] 92.00
200.00 Total (sum of lines 50-94 and 96-98) 6,381,055 2,344,4931200.00
201.00 Less PBP Clinic Laboratory Services-pProgram only charges (1ine 61) 0 201.00
202.00 Net Charges (Tine 200 minus Tine 201) 6,381,055 202.00
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Health Financial Systems INTEGRA SPECTALTY HOSPITAL In Lieu of Form CM$-2552-10
INPATIENT ANCILLARY SERVICE COST APPORTIONMENT provider CCN: 152025 |Period: worksheet D-3

From 09/01/2011
To 05/31/2012 | pate/Time Prepared:
2/20/2013 9:50 am

Title XIX Hospital Cost
i Cost Center Description . sl RatioTof Cost| - XInpatients ] iInpatient -
T I AR | .“To -Chargés “Program. .| Program Costs
Solia ot charges T [(col s ox ot
: [ RNt o B IR ILIOi D It D
; IR ; X ; L O A 0 N R S o[ S ©.3.00 :
INPATIENT ROUTINE SERVICE -COST CENTERS :: [ oo @i . B L L T R
30.00 |03000]ADULTS & PEDIATRICS | | 7,010] 30.00
ANCILLARY -SERVICE COST CENTERS L S T IR IE NI :
50.00 |05000]0PERATING ROOM 0.000000 0 0] 56.00
51.00 ]|05100]RECOVERY ROOM 0.000000 0 0! 51.00
52.00 [05200|DELIVERY ROOM & LAROR ROOM 0.000000 0 0] 52.00
53.00 [05300| ANESTHESIOLOGY 0.000000 0 0l 53.00
54.00 [05400{RADIOLOGY-DIAGNOSTIC 0.318302 0 0| 54.00
55.00 [05500]RADIOLOGY-THERAPEUTIC 0.000000 0 0] 55.00
56.00 {05600 RADIOISOTOPE 0.000000 0 0] 56.00
57.00 |05700[CT SCAN 0.000000 0 0| 57.00
58.00 |O5800|MAGNETIC RESONANCE IMAGING (MRI) 0.000000 0 0| 58.00
59.00 |05900] CARDIAC CATHETERIZATION 0.000000 0 0] 59.00
60.00 [06000| LABORATORY 0.186311 0 0} 60.00
60.01 |06001| BLOOD LABORATORY 0.000000 0 0f 60.01
61.00 |06100{PBP" CLINICAL LAB SERVICES-PRGM ONLY 0.000000 0 0 61.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0.000000 0 0| 62.00
63.00 |06300|BLOOD STORING, PROCESSING & TRANS. 0.000000 0 0| 63.00
64.00 |06400| INTRAVENOUS THERAPY 0.000000 0 0] 64.00
65.00 |06500| RESPIRATORY THERAPY 0.515417 901 464| 65.00
66.00 |06600| PHYSICAL THERAPY 0.080327 941 76} 66.00
67.00 |06700|0CCUPATIONAL THERAPY 0.086791 594 52 67.00
68.00 |06800|SPEECH PATHOLOGY 0.090060 149 13| 68.00
69.00 |06900| ELECTROCARDIOLOGY 0.000000 0 0] 69.00
70.00 [07000] ELECTROENCEPHALOGRAPHY 0.000000 0 0] 76.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0.131559 660 871 71.00
72.00 |07200{IMPL. DEV. CHARGED TO PATIENTS 0.000000 0 0] 72.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 0.433891 4,307 1,869| 73.00
74.00 |07400|RENAL DIALYSIS 0.402572 4,717 1,899 74.00
75.00 |07500{ASC_(NON-DISTINCT PART) 0.000000 0 0] 75.00
OUTPATIENT SERVICE COST CENTERS .~ T e - L
88.00 |08800|RURAL HEALTH CLINIC 0.000000 0 0| 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0.000000, 0 0| 89.00
90.00 {09000} CLINIC 0.000000 0 0} 90.00
91.00 109100| EMERGENCY 2.322403 0 0] 91.00
92.00 |09200|OBSERVATION BEDS (NON-DISTINCT PART) 0.000600 0 01 92.00
200.00 Total (sum of Tlines 50-94 and 96-98) 12,269 4,4601200.00
201.00 Less PBP Clinic Laboratory Services-Program only charges (Tine 61) 0 201.00
202.00 Net Charges (line 200 minus Tine 201) 12,269 202.00

X:\HFsdata\cTlients\Hospital\RSH\55160 - 9.1.11-5.31.12.mcrx

MCRIF32 - 3.5.136.0 89 | Page



Health Financial Systems

INTEGRA SPECTALTY HOSPITAL

In Lieu of Form CMS-2552-10

ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED provider CCN: 152025 |Period: worksheet E-1
From 09/01/2011 | Part I
To 05/31/2012 | pate/Time Prepared:
2/20/2013 9:50 am
Title XVIIY Hospital PPS
o cInpatient Part Ao oo part B ' EE
L mm/dd/yyyy. CAmount o mm/dd/yyyy C o Amount i
1.00 |Total interim payments paid to provider 4,601,904 0 1.00
2.00 [Interim payments payable on individual bills, either 0 0| 2.00
submitted or to be submitted to the contractor for
services rendered in the cost reporting period. If none,
write "NONE" or enter a zero
3.00 |List separately each retroactive Tump sum adjustment 3.00
amount based on subsequent revision of the interim rate
for the cost reporting period. Also show date of each
payment. If none, write "NONE" or enter a zero. (1)
Program ‘to Provider i T RS G
3.01 |ADJUSTMENTS TO PROVIDER 65,247 0] 3.01
3.02 0 0] 3.02
3.03 0 0| 3.03
3.04 0 0] 3.04
3.05 0) 0] 3.05
Provider: to Program e .
3.50 |ADJUSTMENTS TO PROGRAM 0 0| 3.50
3.51 0 0] 3.51
3.52 0 0| 3.52
3.53 0 0| 3.53
3.54 0 0| 3.54
3.99 |[subtotal (sum of lines 3.01-3.49 minus sum of lines 65,247 0 3.99
3.50-3.98)
4.00 |Total €interim payments (sum of Tines 1, 2, and 3.99) 4,667,151 0l 4.00
(transfer to wkst. E or wkst. E-3, Tine and column as
appropriate)
TO 'BE COMPLETED BY. CONTRACTOR. L e
5.00 |[List separately each tentative settTlement payment after 5.00
desk review. Also show date of each payment. If none,
write "NONE" or enter a zero. (1)
Program. to Provider B P Y
5.01 |TENTATIVE TO PROVIDER 0 0} 5.01
5.02 0 0] 5.02
5.03 0 0] 5.03
Provider to Program S :
5.50 |TENTATIVE TO PROGRAM 0 0 5.50
5.51 0 0] 5.51
5.52 0 0] 5.52
5.99 {subtotal (sum of Tlines 5.01-5.49 minus sum of lines 0 0 5.99
5.50-5.98)
6.00 |petermined net settlement amount (balance due) based on 6.00
the cost report. (1)
6.01 |SETTLEMENT TO PROVIDER 0 0] 6.01
6.02 SETTLEMENT TO PROGRAM 5,796 0] 6.02
7.00 |Total Medicare program liability (see instructions) 4,661,355 0] 7.00
e S PO T o Contractor | pate ~ |
e L Number ~(Mo/pay/Yr)
K T s : -0 1.01.00 20000 S
8.00 [Name of Contractor 8.00
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Health Financial Systems INTEGRA SPECIALTY HOSPITAL In Lie

4 of Form CmMs-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT Provider CCN: 152025 |Period:

From 09/01/2011
To  05/31/2012

worksheet E-3

part 1Iv

Date/Time Prepared:
2/20/2013 9:50 am

Title XVIIZ Hospital | PPS
. : 5 : S S B : | 201,000
PART-IV. - .MEDICARE . PART A SERVICES ~:LTCH PPS g R

1.00 [Net Federal PPS Payments (see instructions) 4,348,629 1.00
2.00 |outTlier payments 448,243 2.00
3.00 |Total ppS Payments (sum of lines 1 and 2) 4,796,8721 3.00
4.00 |Nursing and Allied Health Managed Care payments (see instructions) 0} 4.00
5.00 |organ acquisition 0} 5.00
6.00 |[Cost of teaching physicians 0| 6.00
7.00 |subtotal (see +instructions) 4,796,872 7.00
8.00 |Primary payer payments 0] 8.00
9.00 |subtotal (Tine 7 less Tline 8). 4,796,872 9.00
10.00 |peductibles 9,104} 10.00

11.00 |subtotal (line 9 minus Tine 10)

12.00 |Coinsurance

13.00 |subtotal (Tine 11 minus 1ine 12)

14.00 |Allowable bad debts (exclude bad debts for professional services) (see instructions)
15.00 {Adjusted reimbursable bad debts (see <instructions)

16.00 |AlTowable bad debts for dual eligible beneficiaries (see instructions)
17.00 |subtotal (sum of Tines 13 and 15)

18.00 |pirect graduate medical education payments (from Worksheet E-4, line 49)
19.00 jother pass through costs (see instructions)

20.00 joutlier payments reconciliation

21.00 |OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY)

21.99 [Recovery of Accelerated Depreciation

22.00 [Total amount payable to the provider (see instructions)

23.00 |Interim payments

4,787,768] 11.00
205,864 12.00
4,581,904| 13.00
113,501| 14.00
79,451 15.00
58,365( 16.00
4,661,355| 17.00
0] 18.00

0] 19.00

0] 20.00

0} 21.00

0} 21.99
4,661,355| 22.00
4,667,151] 23.00

24.00 |Tentative settlement (for contractor use only) 0] 24.00
25.00 |Balance due provider/program (line 22 minus the sum Tines 23 and 24) -5,796] 25.00
26.00 |Protested amounts (nonaﬂowalﬂe cost report 1tems) 1n accordance w1th CMS Pub 15- 2, sectmn 115 2 0] 26.00
TO BE 'COMPLETED BY. CONTRACTOR : . ; : L : ‘
50.00 foriginal outlier amount from Worksheet E-3, Part Iv 11ne 2 0] 50.00
51.00 [outlier reconciliation adjustment amount (see +instructions) 0| 51.00
52.00 |The rate used to calculate the Time value of Money 0.00| 52.00
53.00 |[Time value of Money (see instructions) 0| 53.00
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Health Financial Systems

INTEGRA SPECIALTY HOSPITAL

In tieu of Form CMS-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT

Provider CCN: 152025 |Period:
From 098/01/2011

worksheet E-3

Part VII
To 05/31/2012 | pate/Time Prepared:
2/20/2013 9:50 am
Title XIX Hospital Cost
B a] Inpat1ent "1 outpatient
A0

NGO VS W N

PART VIT - CALCULATION OF REIMBURSEMENT -~ ALL OTHER HEALTH SERVICES FOR TITLES Vv OR XIX SERVICES

~2.00 |

COMPUTATION OF NET.COST OF COVERED SERVICES

14 501

Inpatient hospital/SNF/NF services 1.00
Medical and other services 0] 2.00
organ acquisition (certified transplant centers only) 0 3.00
subtotal (sum of Tlines 1, 2 and 3) 14,501 0| 4.00
Inpatient primary payer payments 0 5.00
outpatient primary payer payments 0| 6.00
subtotal (line 4 less sum of lines 5 and 6) 14,501 0] 7.00
COMPUTATION OF. LESSER OF COST OR CHARGES L L
Reasonable Charges: N .

Routine service charges 7,010 8.00
Ancillary service charges 12,269 0| 9.00
organ acquisition charges, net of revenue 0 10.00
Incentive from target amount computation 0 11.00
Total reasonable charges (sum of Tines 8 through 11) 19,279 0l 12.00
CUSTOMARY - CHARGES LT

Amount actually collected from pat1ents 1iable for payment for services on a charge 0 0| 13.00
basis

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

Ratio of 1ine 13 to Tine 14 (not to exceed 1.000000) 0.000000 0.000000| 15.00
Total customary charges (see instructions) 19,279 0| 16.00
Excess of customary charges over reasonable cost (complete only if line 16 exceeds 4,778 0| 17.00
Tine 4) (see instructions)

Excess of reasonable cost over customary charges (complete only if line 4 exceeds Tline 0 0| 18.00
16) (see 1instructions)

Interns and Residents (see instructions) 0 0} 19.00
Cost of Teaching Physicians (see instructions) 0 0] 20.00
Cost of covered services (enter the lesser of line 4 or Tline 16) 14,501 0] 21.00
PROSPECTIVE PAYMENT AMOUNT - Lines 22 through 26 must-only be completed for PPS providers. L

other than outlier payments 0 0} 22.00
outlier payments 0 0| 23.00
Program capital payments 0 24.00
Capital exception payments (see finstructions) 0 25.00
Routine and Ancillary service other pass through costs 0 0] 26.00
Subtotal (sum of lines 22 through 26) 0 0| 27.00
Customary charges (title V or XIX PPS covered services only) 0 0| 28.00
Titles V or XIX (sum of lines 21 and 27) 14,501 0] 29.00
COMPUTATION OF REIMBURSEMENT SETTLEMENT L ]

Excess of reasonable cost (from Tine 18) 0 0] 30.00
subtotal (sum of Tines 19 and 20, plus 29 minus Tines 5 and 6) 14,501 0] 31.00
Deductibles 0 0| 32.00
Coinsurance 0 0| 33.00
AllowabTle bad debts (see instructions) 0 0| 34.00
utilization review 0 35.00
subtotal (sum of Tines 31, 34 and 35 minus sum of Tines 32 and 33) 14,501 0] 36.00
OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0 0] 37.00
Subtotal (line 36 = line 37) 14,501, 0| 38.00
Direct graduate medical education payments (from wkst. E-4) 0 39.00
Total amount payable to the provider (sum of lines 38 and 39) 14,501 0} 40.00
Interim payments 14,501 0} 41.00
Balance due provider/program (iine 40 minus 41) 0 0] 42.00
protested amounts (nonallowable cost report items) in accordance with CMS Pub 15-2, 0 0f 43.00

section 115.2
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Health Financial Systems

INTEGRA SPECTIALTY HOSPITAL

In tieu of Form cMS-2552-10

BALANCE SHEET (If you are nonproprietary and do not maintain

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

Provider CCN: 152025

period:
From 09/01/2011
To 05/31/2012

worksheet G

Date/Time Pre
2/20/2013 9:5

pared:

0_am_

Genera"l Fund ;specific’  [Endowment Fund Plant Fund
Purpose Fund | Do DR
SR T T - 1 00 Fh2.00 0 3. OO S 4000
CURRENT. ASSETS . = . R N e e L R
1.00 |cash on hand in banks 558 043 0 0 0} 1.00
2.00 |Temporary investments 0 0 0 0l 2.00
3.00 |Notes receivable 0 0 0 0] 3.00
4.00 |Accounts receivable 1,021,313 0 0 0] 4.00
5.00 |other receivable 127,125 0 0 0] 5.00
6.00 |Allowances for uncollectible notes and accounts receivable -419, 862 0 0 0| 6.00
7.00 |Inventory 40,000 0 [¢] 0] 7.00
8.00 |Prepaid expenses 19,769 0 0 0| 8.00
9.00 |other current assets 8,600 0 0 0 9.00
10.00 |pue from other funds 0 0 0 0| 10.00
11.00 |Total current assets (sum o‘F 11nes 1- 10) 1,354,988 0 0 0] 11.00
FIXED ASSETS: . ‘ B R o
12.00 |Land 0 0 0 0] 12.00
13.00 |Land improvements 0 0 0 0} 13.00
14.00 |Accumulated depreciation 0 0 0 0| 14.00
15.00 |Buildings 0 0 0 0| 15.00
16.00 |AccumuTlated depreciation 0 0 0 0| 16.00
17.00 |Leasehold improvements 160,153 0 0 0l 17.00
18.00 |AccumuTated depreciation -33,997 0 0 0} 18.00
19.00 |Fixed equipment 0 0 0 0] 19.00
20.00 |AccumuTlated depreciation 0 0 0 0} 20.00
21.00 |Automobiles and trucks 0 0 0 0] 21.00
22.00 |Accumulated depreciation 0 0 0 0] 22.00
23.00 |Major movable equipment 94,379 0 0 0] 23.00
24.00 |Accumulated depreciation -47,773 0 0 0] 24.00
25.00 |Minor equipment depreciable 0 0 0 0] 25.00
26.00 |AccumuTlated depreciation 0 0 0 0| 26.00
27.00 |HIT designated Assets 0 0 0 0] 27.00
28.00 |AccumuTated depreciation 0 0 0 0] 28.00
29.00 |Minor equipment-nondepreciable 0 0 0 0] 29.00
30.00 |Total fixed assets (sum of 11nes 12 29) 172,762 0 0 0] 30.00
OTHER" ASSETS . R I S -
31.00 |Investments 0 0 0 0] 31.00
32.00 |peposits on leases 0 0 0 0] 32.00
33.00 |pue from owners/officers 0 0 0 0Ol 33.00
34.00 |other assets 0 0 0 0} 34.00
35.00 |Total other assets (sum of lines 31-34) 0 0 0 0] 35.00
36.00 {Total assets (sum of lines 11 30, and 35) 1,527,750 0 0 0] 36.00
CURRENT "LIABILITIES . : L B B
37.00 |Accounts payable 789,197 0 0 0] 37.00
38.00 |salaries, wages, and fees payable 0 0 0 0| 38.00
39.00 |payroll taxes payable 6,781 0 0 0| 39.00
40.00 |Notes and Tloans payable (short term) 0 0 0 0| 40.00
41.00 |peferred income 0 0 0 0| 41.00
42.00 |Accelerated payments 0 42.00
43.00 |pue to other funds 0 0 0 0| 43.00
44.00 |other current Tiabilities 89,764 0 0 0| 44.00
45.00 [Total current Tiabilities (sum of 'Imes 37 thru 44) 885,742 0 0 0] 45.00
LONG TERM LIABILITIES : . . : T I : .
46.00 |Mortgage payable 0 0 0 0] 46.00
47.00 |Notes payable 0 0 0 0} 47.00
48.00 |unsecured loans 0 0 0 0| 48.00
49.00 |other long term Tiabilities 3,002,105 0 0 0] 49.00
50.00 |Total Tong term liabilities (sum of Tlines 46 thru 49 3,002,105 0 0 0| 50.00
51.00 {Total liabilites (sum of 11nes 45 and 50) 3,887,847 0 0 0] 51.00
CAPITAL ACCOUNTS R o = o
52.00 |General fund balance ~-2,360,097 52.00
53.00 |specific purpose fund 0 53.00
54.00 |Donor created - endowment fund balance - restricted 0 54.00
55.00 {Donor created - endowment fund balance - unrestricted 0 55.00
56.00 |Governing body created - endowment fund balance 0 56.00
57.00 |Plant fund balance - invested in plant 0| 57.00
58.00 |Plant fund balance - reserve for plant improvement, 0| 58.00
replacement, and expansion
59.00 |Total fund balances (sum of lines 52 thru 58) ~2,360,097 0 0 0| 59.00
60.00 |Total Tiabilities and fund balances (sum of 1ines 51 and 1,527,750 0 0 0| 60.00
59)
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Health Financial Systems

INTEGRA SPECIALTY HOSPITAL

In tieu of Form ¢M$-2552-10

STATEMENT OF CHANGES IN FUND BALANCES

Provider CCN: 152025

Period:
From 09/01/2011
To  05/31/2012

worksheet G-1

Date/Time Prepared:

 General Fund

»+Special. purpose - Fund -

2/20/2013 9:50 am

R 5 R : L 1.00° - 2.00 3.00 - 4.00 - S
1.00 |rund balances at beginning of period -1,674,185 0 1.00
2.00 |Net income (loss) (from wkst. G-3, line 29) ~-1,025,144 2.00
3.00 |{Total (sum of Tine 1 and line 2) ~2,699,329 0 3.00
4.00 |RE ADJUSTMENT 339,232 0 4.00
5.00 0 0 5.00
6.00 0 0 6.00
7.00 0 0 7.00
8.00 0 0 8.00
9.00 0 0 9.00
10.00 |Total additions (sum of Tine 4-9) 339,232 0 10.00
11.00 |subtotal (line 3 plus Tine 10) -2,360,097 0 11.00
12.00 |peductions (debit adjustments) (specify) 0 0 12.00
13.00 0 0 13.00
14.00 0 0 14.00
15.00 0 0 15.00
16.00 0 0 16.00
17.00 0 0 17.00
18.00 [Total deductions (sum of lines 12-17) 0 0 18.00
19.00 |Fund balance at end of period per balance -2,360,097 0 19.00
sheet (Tine 11 minus Tine 18)
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Health Financial Systems INTEGRA SPECIALTY HOSPITAL In Lieuy of Form (MS-2552-10

STATEMENT OF CHANGES IN FUND BALANCES provider CCN: 152025 |Period: worksheet G-1
From 09/01/2011

To 05/31/2012 | Date/Time Prepared:
2/20/2013 9:50 am
o Lo Endowment Fund s plant Fund EEREE T D
T e e TR R R e ] i : C5,00 o 600 7,000 ] 8. 00 TR
1.00 |Fund balances at beginning of period 0 0 1.00
2.00 |Net income (loss) (from wkst. G-3, Tine 29) 2.00
3.00 |Total (sum of Tine 1 and Tine 2) 0 0 3.00
4.00 RE ADJUSTMENT 0 0 4.00
5.00 0 0 5.00
6.00 0 0 6.00
7.00 0 0 7.00
8.00 0 0 8.00
9.00 0 0 9.00
10.00 |Total additions (sum of line 4-9) 0 0 10.00
11.00 |subtotal (line 3 plus Tine 10) 0 0 11.00
12.00 |peductions (debit adjustments) (specify) 0 0 12.00
13.00 0 0 13.00
14.00 0 0 14.00
15.00 0 0 15.00
16.00 0 0 16.00
17.00 0 0 17.00
18.00 |Total deductions (sum of Tines 12-17) 0 0 18.00
19.00 |Fund balance at end of period per balance 0 0 19.00
sheet (line 11 minus line 18)
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Health Financial Systems

INTEGRA SPECIALTY HOSPITAL

In Lie

s of Form CMS-2552-10

STATEMENT OF PATIENT REVENUES AND OPERATING EXPENSES Provider CCN: 152025 |Period: worksheet G-2
From 09/01/2011 | parts I & II
To 05/31/2012 | bate/Time Prepared:
2/20/2013 9:50 am
Cost ‘Center Descr1pt1on ff “Inpatient: :|. . outpatient Tota1 s
: S 1400 502:00 ©3.00:
PART I - PATIENT REVENUES L R Sl e
Genera1 Inpatient Routine Services’ L i
1.00 |Hospital 5,681,412 5,681,412 1.00
2.00 |SUBPROVIDER - IPF 2.00
3.00 |SUBPROVIDER - IRF 3.00
4.00 |{SUBPROVIDER 4.00
5.00 |[swing bed - SNF 0 0} 5.00
6.00 |swing bed - NF 0 0] 6.00
7.00 |SKILLED NURSING FACILITY 7.00
8.00 NURSING FACILITY 8.00
9.00 |OTHER LONG TERM CARE 0 0} 9.00
10.00 |Total general 1npat1ent care services (sum of 11nes 1- 9) 5,681,412 5,681,412} 10.00
Intensive Care Type Inpatient Hospital Services. = : s B :
11.00 [INTENSIVE CARE UNIT 11.00
12.00 |CORONARY CARE UNIT 12.00
13.00 |BURN INTENSIVE CARE UNIT 13.00
14.00 |SURGICAL INTENSIVE CARE UNIT 14.00
15.00 |OTHER SPECIAL CARE (SPECIFY) 15.00
16.00 |Total intensive care type inpatient hospital services (sum of lines 0 0} 16.00
11-15)
17.00 {Total tinpatient routine care services (sum of Tines 10 and 16) 5,681,412 5,681,412 17.00
18.00 |Ancillary services 8,544,564 0 8,544,564| 18.00
19.00 |outpatient services 0 0 0] 19.00
20.00 |RURAL HEALTH CLINIC 0 0 0] 20.00
21.00 |FEDERALLY QUALIFIED HEALTH CENTER 0 0 0} 21.00
22.00 |HOME HEALTH AGENCY 0 0} 22.00
23.00 |AMBULANCE SERVICES 23.00
24.00 |CMHC 0 0| 24.00
24.10 |CORF 0 0 0] 24.10
25.00 |AMBULATORY SURGICAL CENTER (D.P.) 25.00
26.00 |HOSPICE 0 0 0| 26.00
27.00 |OTHER (SPECIFY) 0 0 0] 27.00
28.00 |Total patient revenues (sum of lines 17-27) (transfer column 3 to wkst. 14,225,976 0 14,225,976] 28.00
G-3, 11ne 1)
PART I -. OPERATING "EXPENSES R SATRE L Ul
29.00 |operating expenses (per Wkst. A coTumn 3 1ine 200) 6,101,955 29.00
30.00 [ADD (SPECIFY) 0 30.00
31.00 0 31.00
32.00 0 32.00
33.00 0 33.00
34.00 0 34.00
35.00 0 35.00
36.00 [Total additions (sum of Tines 30-35) 0 36.00
37.00 |DEDUCT (SPECIFY) 0 37.00
38.00 0 38.00
39.00 0 39.00
40.00 0 40.00
41.00 0 41.00
42.00 |Total deductions (sum of Tlines 37-41) 0 42.00
43.00 |Total operating expenses (sum of lines 29 and 36 minus Tline 42)(transfer 6,101,955 43.00
to wkst. G-3, Tine 4)
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Health Financial Systems INTEGRA SPECIALTY HOSPITAL

In Lieu of Form cM$-2552-10

STATEMENT OF REVENUES AND EXPENSES Provider CCN: 152025 |Period: worksheet G-3
From 09/01/2011
To 05/31/2012 | pate/Time Prepared:

2/20/2013 9:50 am
o T L T T T T T L T T e L 1.00 G
1.00 |Total patient revenues (from wkst. G-2, Part I, column 3, Tine 28) 14,225,976] 1.00
2.00 |ress contractual allowances and discounts on patients' accounts 9,381,519 2.00
3.00 |Net patient revenues (line 1 minus Tine 2) 4,844,457 3.00
4.00 |Less total operating expenses (from wkst. G-2, Part II, Tline 43) 6,101,955] 4.00
5.00 |Net income from service to patients (line 3 minus Tine 4) -1,257,498] 5.00

OTHER INCOME -0 7 i0 il vl e T PSR

6.00 |contributions, donations, bequests, etc 0] 6.00
7.00 |Income from investments 0} 7.00
8.00 [Revenues from telephone and telegraph service 0| 8.00
9.00 [Revenue from television and radio service 0] 9.00
10.00 |purchase discounts 0] 10.00
11.00 |Rebates and refunds of expenses 0} 11.00
12.00 |parking Tot receipts 0] 12.00
13.00 [revenue from Taundry and linen service 0] 13.00
14.00 |Revenue from meals sold to employees and guests 0] 14.00
15.00 |Revenue from rental of Tiving quarters 0| 15.00
16.00 [Revenue from sale of medical and surgical supplies to other than patients 0| 16.00
17.00 |Revenue from sale of drugs to other than patients 0] 17.00
18.00 |Revenue from sale of medical records and abstracts 0| 18.00
19.00 |Tuition (fees, sale of textbooks, uniforms, etc.) 01 19.00
20.00 |revenue from gifts, flowers, coffee shops, and canteen 0] 20.00
21.00 [rental of vending machines 0] 21.00
22.00 [rental of hospital space 01 22.00
23.00 |Governmental appropriations 0] 23.00
24.00 |PHYSICIAN VISITS 232,354 24.00
25.00 |Total other income (sum of lines 6-24) 232,354] 25.00
26.00 [Total (line 5 plus Tine 25) -1,025,144| 26.00
27.00 |OTHER EXPENSES (SPECIFY) 0} 27.00
28.00 |Total other expenses (sum of Tine 27 and subscripts) 0| 28.00
29.00 |Net income (or loss) for the period (line 26 minus line 28) -1,025,144] 29.00
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