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Bradleysssociates

Healthcare Advisors and CPAs

Board of Trustees
St. Vincent Salem Hospital
Salem, Indiana

In accordance with your request, we have compiled the Hospital Statements of
Reimbursable Costs (Titles XVIIl and XIX) of St. Vincent Salem Hospital (Provider Nos.
15-1314 and 15-Z314) for the year ended June 30, 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 no
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 financial information is intended to be filed with the Centers for Medicare and
Medicaid Services and should not be used for any other purpose.

m@,ﬁ ATRE

November 28, 2012

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



Health Financial Systems ST VINCENT SALEM In Lieu of Form CMS-2552-10
This report is required by Taw (42 USC 1395g; 42 CFR 413.20(b)). Falure to report can result in all interim FORM APPROVED

payments made since the beginning of the cost reporting period being deemed overpayments (42 usC 1395g). OoMB _No. 0938-0050
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION pProvider CCN: 151314 !Period: worksheet S
AND SETTLEMENT SUMMARY From 07/01/2011 | Parts I-III

To  06/30/2012 | bate/Time Prepared:
11/28/2012 10:21 am

|PART I = COST. -REPORT STATUS i i T L i S = Sk R i ; ; L
provider 1.0 x1] E1ectron1ca11y filed cost report Date 11/28/2012 Time: 10:21 am

use only 2.0 Jmanually submitted cost report
3.0 0 J1If this is an amended report enter the number of times the provider resubmitted this cost report
4.[ F ]Medicare utilization. Enter "F" for full or "L" for Tow.
Contractor 5.[ 1 JCost Report Status 6. Date Received: 10.NPR Date:
use only (1) As submitted 7. Contractor No. 11.contractor's Vendor Code: 4
(2) settled without audit 8. [ N ]Initial Report for this Provider CcnN|12.[ O ]if Tine 5, column 1 is 4: Enter
(3) settled with Audit 9. [ N JFinal Report for this Provider CCN number of times reopened = 0-9.

(4) Reopened
(5) Amended

[PART “IX = CERTIFICATION: i & s U R R J
MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS COST REPORT MAY BE PUNISHABLE BY CRIMINAL, CIVIL AND
ADMINISTRATIVE ACTION, FINE AND/OR IMPRISONMENT UNDER FEDERAL LAW. FURTHERMORE, IF SERVICES IDENTIFIED IN THIS REPORT WERE
PROVIDED OR PROCURED THROUGH THE PAYMENT DIRECTLY OR INDIRECTLY OF A KICKBACK OR WERE OTHERWISE ILLEGAL, CRIMINAL, CIVIL AND
ADMINISTRATIVE ACTION, FINES AND/OR IMPRISONMENT MAY RESULT.

CERTIFICATION BY OFFLCER OR ADMINISTRATOR OF PROVIDER(S)

I HEREBY CERTIFY that I have read the above 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
ST VINCENT SALEM for the cost reporting period beginning 07/01/2011 and ending 06/30/2012 and to the best of my
knowledge and belief, it is a true, correct and complete statement prepared from the books and records of the
provider in accordance with applicable instructions, except as noted. I further certify that I am familiar with
the laws and regulations regarding the provision of health care services +identified in this cost report were
provided in compliance with such laws and regulations.

Encryption Information (signed)
ECR: Date: 11/28/2012 Time: 10:21 am officer or Administrator of Provider(s)
BWFNmgERGK jIw40T1mb21sB4N4CPO
SYMsdOXgF: révqrv3IEXWL3enESMrQ
0Uzj0:qz110P4GiX Title
PI: Date: 11/28/2012 Time: 10:21 am
SGED9iHIzvsRe966SnbstNuUBRd4DTO

dmvy202A3Th2tVvbKcYWs 17 r4LmN20N Date
Idg:Et8IAS0driwE

1.00 Hosp1ta1 0 218,907 -15,627 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 I 0 0 0 0| 4.00
5.00 |swing bed - SNF 0 136,460 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 QUALTIFIED HEALTH CENTER I 0 0 0] 11.00
12.00 jCMHC I 0 0 0] 12.00
200.00{Total 0 355,367, -15,627 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 Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it
displays a valid oMB control number. The valid OMB control number for this information collection is 0938-0050. The time
required to complete and review the information collection is estimated 673 hours per response, including the time to review
instructions, search existing resources, gather the data needed, and compliete 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:\HFSsdata\clients\Hospital\st vincent\Salem\28800-12.mcrx

MCRIF32 - 2.43.134.0 ' 1 | page
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Health Financial Systems

ST VINCENT SALEM

In Lie

y of Form CMS$-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

Provider CCN: 151314
To

period:
From 07/01/2011
06/30/2012

worksheet S-2
part I

11/28 /2012 1

pate/Time Prepared:
:01

14,00

am

N

.00
.00

Hosp1ta1“and Hosp1ta1 Hea1th Care Comp1e Addre

Street: 911 N. SHELBY STREET
City: SALEM

PO BoOX:

z1p Code 47167 Count

; Prqyider

WASHINGTON

Hospital and Hospital-Based. Component Identific

Hospital ST VINCENT SALEM 151314
Subprovider - IPF

Subprovider - IRF

subprovider - (Other)

Swing Beds - SNF

Swing Beds - NF

Hospital-Based SNF

Hospital-Based NF

Hospital-Based OLTC

Hospital-Based HHA

Separately Certified ASC
Hospital-Based Hospice
Hospital-Based Health Clinic - RHC
Hospital-Based Health Clinic - FQHC
Hospital-Based (CMHC) 1

Renal Dialysis

Other

ST VINCENT SALEM 152314 31140

12/01/2002] N

12/01/2002] N

23.

00

Cosf Reporting Period (hm/dd/yyyy)

Type of Contro] (see 1nstruct1ons)

07/01/2611 E

06/30/2012

Inpatient:PPS Information.

Does this facility qualify for and is 1t current1y rece1v1ng payments for
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.
Indicate in column 1 the method used to capture Medicaid (title XIX) days reported on
Tines 24 and/or 25 of this worksheet during the cost reporting period by entering a "1"
if days are based on the date of admission, "2" if days are based on census days (also
referred to as the day count), or "3" if the days are based on the date of discharge.
Is the method of identifying the days in the current cost reporting period different
from the method used in the prior cost reporting period? Enter in column 2 "Y" for yes
or "N" for no.

23.

00

| ‘Medicaid

: pa1d days’

Med1ca1di

24.

25.

00

00

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

If this provider is an IRF, enter the in-state 0 0 0
Medicaid paid days in col. 1, the in-state Medicaid
eligible days in col. 2, out-of-state Medicaid days
in col. 3, out-of-state Medicaid eligible days in
col.
days in col.

4, Medicaid HMO paid and eligible but unpaid

24.

25.

00

00

5, and other Medicaid days in col. 6.

Date of‘Geog

Urban/Rura1 5]
C1700 0|

26.
27.

35.

00

00

00

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

For the Standard Geographic classification (not wage), what is your status at the end
of the cost reporting period. Enter (1) for urban or (2) for rural. 1If applicable,
enter the effective date of the geographic reclassification in column 2.

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

27.

35.

00

00

: Beg1nn1ng”

=100

36.
37.

38.

00
00

00

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

If this is a Medicare dependent hospital (MDH), enter the number of periods MDH status
in effect in the cost reporting period.

Enter applicable beginning and ending dates of MDH status. Subscript line 38 for number

of periods in excess of one and enter subsequent dates.

37.

38.

00

00

X:\HFSdata\clients\Hospital\St vincent\Salem\28800-12.mcrx
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Health Financial Systems

ST VINCENT SALEM

In Lieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

pProvider CCN: 151314 |reriod:

From 07/01/2011

worksheet $-2
Part I

To 06/30/2012 | pate/Time Prepared:
11/28/2012 10:01
CETXVITT

Prospect1ve Payment«system {(PPS) - Cap1ta1 i S

45.00 |poes this facility qualify and receive Cap1ta1 payment for d1sproport1onate share in accordance N N N 45.00
with 42 CFR Section §412.3207 (see tinstructions)

46.00 |1s this facility eligible for the special exceptions payment pursuant to 42 CFR Section N N N 46.00
§412.348(g)? 1f yes, complete worksheet L, Part III and L-1, Parts I through III

47.00 |1s this a new hospital under 42 CFR §412.300 PPS capital? Eenter "Y for yes or "N" for no. N N N 47.00

48.00 |Is the facility electing fu11 federa1 cap1ta1 payment7 Enter "Y" for yes or "N" for no. N N N 48.00
Teaching Hospitals' "o i s i i : ; S L L

56.00 |[Is this a hospital 1nv01ved 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, 1is this the first cost reporting period during which residents 1in approved 57.00
GME programs trained at this facility? Enter "Y" for yes or "N" for no in column 1. If column 1
is "Y" did residents start training in the first month of this cost reporting period? Enter "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 II, if applicable.

58.00 |If Tine 56 is yes, did this facility elect cost reimbursement for physicians' services as 58.00
defined in CMS Pub. 15-1, section 21487 1f yes, complete Worksheet D-5.

59.00 [Are costs claimed on Tine 100 of worksheet A? If yes, complete worksheet b-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 §413.85? Enter "Y" for yes or "N" for no. (see 1nstruct1ons)

61.

00

62.00

62.01

63.

00

Did your facility receive additional FTE slots under ACA section 55037 N
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
rreports ending and submitted before March 23, 2010. (see instructions)

ACA Provisions -affecting the Health Resources ‘and:Services Administration: (HRSA):

Enter the number of FTE residents that your hospital trained in this 0.00
cost reporting period for which your hospital received HRSA PCRE funding

(see 1instructions)

Enter the number of FTE residents that rotated from a Teaching Health 0.00

Center (THC) 1into your hospital during in this cost reporting period of
HRSA THC program. (see instructions)

Teaching ‘Hospitals that Claim Residents -in Non=Provider: Settings.

Has your facility trained residents in non-provider sett1ngs dur1ng th1s N
cost reporting period? Enter "Y" for yes or "N" for no in column 1. If

yes, complete lines 64-67. (see instructions)

62.

62.

63.

00

01

00

64.00

‘on.‘'or_after July £, 2009 and before June: 30, 2010’

p

If 11ne 63 1is yes or your facility trained residents +in the base year
period, enter in column 1, from your cost reporting period that begins
on or after July 1, 2009, and before June 30, 2010 the number of
unweighted nonprimary care FTE residents attributable to rotations that
occurred in all nonprovider settings. Enter 1in column 2 the number of
unweighted nonprimary care FTE residents that trained in your hospital.
Include unweighted OB/GYN, dental and podiatry FTEs on this Tine. Enter

in column 3, the ratio of column 1 divided by the sum of columns 1 and
2

0.000000,

64.

00

‘Code *

X:\HFSdata\c1ieﬁts\Hospita1\St vincent\Salem\28800-12.mcrx
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Health Financial Systems ST VINCENT SALEM In Lieu of Form CMS-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA provider CCN: 151314 |pPeriod: worksheet S-2

From 07/01/2011 | part I

To 06/30/2012 | pate/Time Prepared:

11/28/2012 10 1 _am

‘Program:Name . ‘i o 'Program:Code

1f Tine 63 is yes or your . . O 000000
facility trained residents 1in
the base year period, enter
from your cost reporting period
that begins on or after July 1,
2009 and before June 30, 2010,
the number of unweighted
primary care FTE residents for
each primary care specialty
program in which you train
residents. Use subscripted
lines 65.01 through 65.50 for
each additional primary care
program. Enter in column 1, the
program name. Enter in column
2, the program code. Enter 1in
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. (see instructions)

”Unwe1ghted

Qgg1nn1ng onlor.after’ Ju1y 1; 201077 P : i o L N

66.00 [Enter in column 1 the number of unwe1ghted non- pr1mary care resvdent 0.00, 0.00 0.000000 66.00
FTEs attributable to rotations occurring in all non-provider settings.
Enter in column 2 the number of unweighted non-primary care resident
FTEs that trained in your hospital. Enter in column 3 the ratio of
(column 1 divided by (co1umn 1+ co1umn 2)) (see in<truct1ons)

67.00 |1f Tine 63 is 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\clients\Hospital\st vincent\Salem\28800-12.mcrx
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Health

Financial Systems ST VINCENT SALEM In Lie

t of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

period:
From 07/01/2011
To  06/30/2012

provider CCN: 151314

worksheet s-2
Part I
Da}e/T1me Prepared:

Inpat1ent Psych1atr1c Fac111ty PPS

70.00

71.00

Is this facility an Inpatient Psych1atr1c Fac111ty (IPF) or does it conta1n an IPF subprov1der7
Enter "Y" for yes or "N" for no.

If Tine 70 yes: Column 1: Did the facility have a teaching program in the most recent cost
report filed on or before November 15, 20047 Enter "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
@G D)7 enter "Y" for yes or "N" for no. Column 3: If column 2 is v, enter 1, 2 or 3
respectively in column 3. (see 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: Rehab111tat1on Facility-pps -

75.00

76.

00

Is this facility an Inpatient Rehabilitation Fac111ty (IRF), or does it conta1n an IRF
subprovider? Enter "Y" for yes and "N" for no.

If Tine 75 yes: Column 1: pid the facility have a teaching program in the most recent cost
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) () 11)(®)? 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)

75.

76.

00

00

Long:TermiCare Hospital

80.00

Are you a long term care hosp tal (LTCH)7 Enter in column 1 "¥" for yes and "N" for no. LTCHs can
only exist as independent/freestanding facilities. An independent or freestanding facility may exist
as an unrelated hospital within a hospita1, it must meet the separateness (from the host/co-located
provider) requ1rements 1dent1f1ed 1n 42 CFR 412 22(e )

TEFRA:Providers:’

85.
86.

i5413.40(H W A1)?

Is this a new hospwta'l under 42 CFR Sectwn §413 40(f) (1) (1) TEFRA"
pid this facility establish a new Other subprovider (excluded unit) under 42 CFR Section
r "y" for and "N" fqr no._

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

80.

00

Title: V»or XIx Inpa fent. Serv1ce5~

90.00

91.00
92.00
93.00
94.00

95.
96.

00
00

97.00

Does th1s fac111ty have title v and/or XIX 1npat1ent hosp1ta1 serv1ces7 Enter “Y" for
yes or "N" for no in the applicable column.

Is this hospital reimbursed for title v and/or XIX through the cost report either in
full or in part? Enter "Y" for yes or "N" for no in the applicable column.

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

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

Does title V or XIX reduce capital cost? Enter "Y" for yes, and "N" for no in the
applicable column.

If Tine 94 is "Y", enter the reduction percentage in the applicable column.

poes title V or XIX reduce operating cost? Enter "Y" for yes or "N" for no in the
applicable column.
If Tline 96 is "Y",

0.00]

enter the r

ct1on percentage 1n the app11cab1e co1u 0.00

Rural ‘Providers::

105.00
106.00

107.00

108.00

poes this hosp1ta1 qua11fy as a Cr1t1ca1 Access Hosp1ta1 (CAH)7
If this facility qualifies as a CAH, has it elected the all-inclusive method of payment
for outpatient services? (see instructions)

Column 1: If this facility qualifies as a CAH, is it eligible for cost reimbursement
for I & 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 D-2, Part II.
column 2: If this facility is a CAH, do I&Rs 1in an approved medical education program
train in the CAH's excluded IPF and/or IRF unit? Enter "Y" for yes or "N" for no in
column 2. (see instructions)

Is this a rural hospital qualifying for an exception to the CRNA fee schedule? See 42

90.

91.

92.

93.

94.

95.
96.

97.

105.
106.

107.

108.

00

00

00

00

00

00
00

00

00
00

00

00

CFR Se;tjpn §412.113( ).

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

. physical.
7100

0ccupat1ona1
Lo 2,007

“Respiratory

109.00

If this hospital qualifies as a CAH or a cost provider, are N

therapy services provided by outside supplier? Enter "Y"

for_yes or "N" for no for each therapy.

M1sce11aneous ‘Cost:Reporting Information. =

115.00

116.00]

Is this an all-inclusive rate provider? Enter "Y" for yes or "N" for no in co1umn 1. If yes,

N
enter the method used (A, B, or E only) in column 2. If column 2 is "E", enter in column 3
either 93" percent for short term hospital or "98" percent for Tong term care (includes
psychiatric, rehabilitation and long term hospital providers) based on the definition in Cms
15-1, §2208.1.
Is this facility classified as a referral center? Enter "Y" for yes or "N" for no. N

“lu1s.

116.

00

00

X:\HFSdata\clients\Hospital\st vincent\Salem\28800-12.mcrx
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Health Financial Systems

ST VINCENT SALEM

In Lieu of Form CcMs-2552-10

worksheet s-2

Date/Time Prepared:
/2012 10 01 am

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 151314 |Period:
From 07/01/2011  part 1
To  06/30/2012
.1/
117.00I§ this facf]ity 1egé11yFrequired to carry malpractice insurance? Enter VI yes or "N for Y
no.
118.00|1s the malpractice insurance a claims-made or occurrence policy? Enter 1 if the policy is 2

117.

118.

00
00

claim-made. Enter 2 if the policy is occurrence.

Premiums

Enter the total amount of malpractice premiums paid in column 1, enter
the total amount of paid losses in column 2, and enter the total amount

ofsﬂfjnuwwmepﬂdincdmm 3.

118.

Indicate if malpractice premiums and paid losses are reported in other than the

02
Administrative and General cost center. If yes, provide a supporting schedule and 1ist
the amounts applicable to each cost center.
119.00|D0 NOT USE THIS LINE 118.00
120.00|xf this is an SCH (or EACH), regardless of bed size, or is rural hospital with 100 or 120.00
fewer beds that qualifies for the outpatient hold harmless provision in accordance with
ACA, section 3121, as amended by the Medicare and Medicaid Extenders Act (MMEA) of
2010, section 108; the Temporary Payroll Tax Cut Continuation Act of 2011, section 308;
and the Middle Class Tax Relief and Job Creation Act of 2012, section 3002, enter "Y"
for yes or "N" for no in column 1 or column 2, respectively. Note that for SCHs (and
EACHs) the outpatient hold harmless provision is effective for services rendered from
January 1, 2010 through February 29, 2012 regardless of bed size and from March 1, 2012
through December 31, 2012 to all SCHs (and EACHs) with 100 or fewer beds. These
responses impact the TOPs calculation on Worksheet E, Part B, Tine 8.
121.00|pid this facility incur and report costs for implantable devices charged to patients? 121.00
Enter "Y" for yes or "N" for no.
Transplant Center. Information. .. : : dde ‘ SR i
125.00/poes this facility operate a transp1ant center7 Enter "Y" for yes and “N" for no. If 125.00
yes, enter certification date(s) (mm/dd/yyyy) below.
126.00j1f 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.
127.00jzf 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.
128.00jxf this is a Medicare certified Tliver transplant center, enter the certification date 128.00
in column 1 and termination date, if applicable, in column 2.
129.00j1f this is a Medicare certified Tung transplant center, enter the certification date 1in 129.00
column 1 and termination date, if applicable, in column 2.
130.00{zf 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|1f this is a Medicare certified intestinal transplant center, enter the certification 131.00
date in column 1 and termination date, if applicable, in column 2.
132.00|1f this is a Medicare certified 1islet transplant center, enter the certification date 132.00
in column 1 and termination date, if applicable, in column 2.
133.00|1f 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[1f this is an organ procurement organization (opP0), enter the OPO number in column 1 134.00
and termination date if app11cab1e, 1n co]umn 2
A1l Providers Fi S i i ; St iy i
140.00|Are there any reWated organ1zat1on or home office costs as def1ned in CMS Pub 15 1 15H046 140.00
chapter 107 Enter "Y" for yes or "N" for no in column 1. If yes, and home office costs
are c1a1med enter 1n co1umn 2 the home off1ce cha1n number (see 1nstruct1on:)
h 143 the nam and'
: ame and" contractor number.»,
141.00Name: ST VINCENT HEALTH Contractor's Name: WPS Contractor [ Number.08101
142.00/Street: 10330 N. MERIDIAN STREET PO Box:
143.00{City: INDIANAPOLIS State: IN Zip Code: 46290
144.00are provider based physicians' costs included in Worksheet A? .
145.00{1f costs for renal services are claimed on Worksheet A, line 74, are they costs for inpatient 145.00

services only? Enter "Y" for yes or "N" for no

~00]

.00
.00
.00

Has the cost allocation methodology changed from the previously filed cost report?
Enter "Y" for yes or "N" for no in column 1. (See CMS Pub. 15-2, section 4020) If yes,
enter the approval date (mm/dd/yyyy) in column 2.

was there a change in the statistical basis? Enter "Y" for yes or "N" for no.

was there a change in the order of allocation? Enter "Y" for yes or "N" for no.

was there a change to the simplified cost finding method? Enter "Y" for yes or "N" for

no.

~I146.

147.
148.
149.

X:\HFsdata\clients\Hospital\st vincent\Salem\28800-12.mcrx

MCRIF32 - 2.43.134.0

| page



Health Financial Systems

ST VINCENT SALEM

In Lieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

Provider CCN: 151314

Perio

worksheet s-2

From 07/01/2011 part T
To 06/30/2012 Date/T1me Prepared
11/28/20

1 am

“Tit1e'v"‘

3100

155.
156.
157.
158.
159.
160.

or charge57 Enter "Y" For. yes or TN

00
00
00
00
00

00

Hospital

Subprovider - IPF
Subprovider - IRF
SUBPROVIDER

SNF

HOME HEALTH AGENCY

CMHC

N
N
N

z Z

155.00
156.00
157.00
158.00
159.00
160.00

i61.

00

N N
N N
N N
N N
N N

N

161.00

u1t1campus

Is this hosp1ta1 part of a Mu1t1campus hosp1ta1 that has one or more campuses in d1fferent CBSAs7

1165.00

165.00
Enter "v" for ves or "N" for no.
T : EFTE/campus
: 5.00"

166.

00]

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

500116600

167.
168.

169.

00
00

00

HeaTthyxnfofmation7Techho1ogyV(HIT)kincentiveynn~the&Amer1canNRecoVery andRelinvestment Act . -

reasonable cost incurred for the HIT assets (see finstructions)

transition factor. (see instructions)

Is this provider a meaningful user under Section §1886(n)? Enter "Y" for yes or "N" for no.
1If this provider is a cAH (line 105 is "Y") and is a meaningful user (line 167 is "Y"), enter the

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

1167.00

0168.00

0.00169.00
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Health Financial Systems ST VINCENT SALEM In Ltieu of Form CMS-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE Provider CCN: 151314 |Period: worksheet S-2

From 07/01/2011 | Part II

To 06/30/2012 | pate/Time Prepared:

11/28/2012 10:01 am

Dat

.00

mm/dd/yyyy‘fo mat.,

COMPLETED'BY ALL:HOSPITALS:

provider:Organization and: 0perat1on 0

Has the provider changed ownership 1mmed1ate1y pr1or to the beginning of the cost

.00

reporting period? If ves, enter the date of the chanqe in column 2. (see 1nstruct1ons)

Y/N
2.00 (Has the provider terminated participation in the Medicare Program? If N
yes, enter in column 2 the date of termination and in column 3, "v" for
voluntary or "I" for +involuntary.
3.00 |Is the provider involved in business transactions, including management 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)

.00

Financialibata and. Reports 0 B : i
Column 1: were the financial statements prepared by a Cert1f1ed public Y
Accountant? Column 2: If yes, enter “A" for Audited, "C" for Compiled,

or "R" for Reviewed. Submit complete copy or enter date available in

column 3. (see instructions) If no, see instructions.

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

those on the filed financial statements? If yes, submit reconciliation.

.00

Lega1 Oper

.00

10.00

11.00

Approved- Educat1ona1 Activities

Column 1: Are costs claimed for nursing schoo17 Co1umn 2: 1If yes, is the provider is
the legal operator of the program?

Are costs claimed for Allied Health Programs? If "Y" see tinstructions.

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

Are costs claimed for Intern-Resident programs claimed on the current cost report? If
yes, see instructions.

was an Intern-Resident program been initiated or renewed in the current cost reporting
period? If yes, see instructions.

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

10.

11.

.00

00

00

Teaching Program on Worksheet A? If yes, see instpuctions

Bad:Debt

Is the provwder seek1ng re1mbursement for bad debts7 If yes, see 1nstruct1ons

If Tine 12 is yes, did the provider's bad debt collection policy change during this cost reporting N

period? If yes, submit copy.

If Tine 12 is yes e _p tien deduct1b1es and/or co- payments wa1v d? 1f N

Bed:Complement o . [ T
ruct1ons N

|D1d tota1 beds ava11ab1e change from the pr1or cost report1ng per1od7 If yes, see 1nst

DESCT“I Dt'l on:

16.00

17.00

18.00

19.00

20.00

was the cost report prepared us1ng the PS&R
Report only? If either column 1 or 3 is yes,
enter the paid-through date of the PS&R
Report used in columns 2 and 4 .(see
instructions)

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

If 1ine 16 or 17 is yes, were adjustments
made to PS&R Report data for additional
claims that have been billed but are not
included on the PS&R Report used to file
this cost report? If yes, see instructions.
If Tine 16 or 17 1is yes, were adjustments
made to PS&R Report data for corrections of
other PS&R Report information? If yes, see
instructions.

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

10/08/2012

16.

17.

18.

19.

20.

00

00

00
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Health Financial Systems

ST VINCENT SALEM

In Lieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE

period:
From 07/01/2011
To 06/30/2012

Provider CCN: 151314

worksheet s-2
Part II
pate/Time Prepared:

11/28/2012 10:01 am

21.

00

was the cost report prepared only using the

provider's records? If yes, see
i3 EXCEPT CHILDRENS HOSPITALS)*

Capital: ReTated Cost i T B

22.00 |Have assets been re11fed for Med1care purposes7 If yes, see 1nstruct1ons N 22.00

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

24.00 |were new Tleases and/or amendments to existing leases entered into during this cost reporting period? N 24.00
1f 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:i: [ R L : T 3 : : : s

28.00 |were new Toans, mortgage agreements or Tetters of cred1t entered 1nto 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) Y 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 ST A L LR S 5 At SERL D

32.00 |Have changes or new agreements occurred in pat1ent care services furn1shed through contractua1 N 32.00
arrangements with suppliers of services? If yes, see instructions.

33.00 {If 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: . o T S i LR AR R

34.00 |Are services furnished at the prov1der fac111ty under an arrangement w1th prov1der based phys1c1ans7 Y 34,00
If yes, see instructions.

35.00 Y 35.00

If line 34 is yes, were there new agreements or amended ex1st1ng agreements with the provider-based
physicians duri he cost T ? 1f yes, see in. truct1ons

36.
37.

38.
39.

40.

00
00

00

00

00

were home office costs c1a1med on the cost report7

1If Tine 36 is yes, has a home office cost statement been prepared by the home office? Y
If yes, see instructions.

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

If Tine 36 is yes, did the provider render services to other chain components? If yes, N

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

If yes, see N

41.

42.

43.

00

00

00

Cost Report Preparer:Contact: Informat1on

Enter the first name, last name and the t1t1e/pos1t1on GARY MARKER
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

ST. VINCENT HEALTH

317-583-3232

report preparer +in columns 1 and 2, respectively.

GAMARKER@STVINCENT.ORG

42.

43.
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Health Financial Systems ST _VINCENT SALEM

In Lieu of Form CMs-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE

pProvider CCN: 151314

Per

Fram 07/01/2011

To

06/30/2012

worksheet S$-2
Part II
Date/Time Prepared:

11/28/2012 10:01 am

PS&R Data

16.00 |was the cost report prepared us1ng the PS&R Y
Report only? If either column 1 or 3 is yes,
enter the paid-through date of the PS&R
Report used in columns 2 and 4 .(see
instructions)

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

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

20.00 (1f Tine 16 or 17 1is yes, were adjustments N
made to PS&R Report data for Other? bescribe
the other adjustments:

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

10/08/2012 '

16.00

17.00

18.00

19.00

20.00

21.00

Cost~ReportAPreparer  Contact. Information .

41.00 |enter the first name, last name and the t1ﬂe/pos1t1on
held by the cost report preparer in columns 1, 2, and 3,
respectively.

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

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

DIR. OF REIMBURSEMENT

41.00

42.00

43.00
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Health Financial Systems ST VINCENT SALEM In Lieu of Form ¢M$-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA Provider CCN: 151314 |pPeriod: worksheet S-3

From 07/01/2011 | Part I
To 06/30/2012 | pate/Time Prepared:
11/28/2012 10:01 am

‘cost Center Description i ). Jof :Beds:| #'Bed Days | ' CAH-Hours. .
o : e “Available’ S
B g e B e R R L ] e 00 02000, 3000 | 400 R IE A  ae

Hospital Adults & Peds. (columns 5, 6, 7 and 30.00 9,150 28,944.00 1.00

8 exclude Swing Bed, Observation Bed and

Hospice days)
2.00 |{HMO 2.00
3.00 |HMO IPF 3.00
4.00 |HMO IRF 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 pPeds. (exclude observation 25 9,150 28,944.00 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) 25 9,150 28,944.00 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 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
26.00 |RURAL HEALTH CLINIC 88.00 26.00
26.25 |FEDERALLY QUALIFIED HEALTH CENTER 89.00 26.25
27.00 |Total (sum of Tines 14-26) 25 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 ST VINCENT SALEM In Lieu of Form cMS-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA provider CCN: 151314 |Period: worksheet S-3

From 07/01/2011 | Part I

To 06/30/2012 | pate/Time Prepared:
11/28/2012 10:01 am

- Total ATl
1.7 ‘patients

Hospital Adults & pPeds. (columns 5, 6, 7 and 1,206 1.00

8 exclude Swing Bed, Observation Bed and

Hospice days)
2.00 |HMO 200 41 2.00
3.00 |HMO IPF 0 0 3.00
4,00 |HMO IRF 0 0 4.00
5.00 |Hospital Adults & Peds. Swing Bed SNF 0 371 0 371 5.00
6.00 |Hospital Adults & Peds. Swing Bed NF 0 0 52 6.00
7.00 |Total Adults and Peds. (exclude observation 0 1,054 33 1,629 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 1,054 33 1,629 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 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
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 0 353 28.00
29.00 |Ambulance Trips 0 29.00
30.00 |Employee discount days (see instruction) 4 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

ST VINCENT

SALEM

In Lieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA

provider CCN: 151314

TO

period:
From 07/01/2011

06/30/2012

worksheet s-3

Date/Time Prepared:

11/28/2012 10:01 am

“Time:Equivalents:
: 1s | Employees “0n
i Copayrel T Ty

Bl o . y S e T SE10,007 PRI I e : A
1.00 [|Hospital Adults & Peds. (columns 5, 6, 7 and .00

8 exclude Swing Bed, Observation Bed and

Hospice days)
2.00 |HMO 62| 2.00
3.00 |HMO IPF 3.00
4.00 [HMO IRF 4.00
5.00 |Hospital Aduits & Peds. Swing Bed SNF 5.00
6.00 |Hospital Adults & Peds. Swing Bed NF 6.00
7.00 |Total Adults and pPeds. (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) 0.00 137.72 0.00 0 228 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 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
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) 0.00 137.72 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

MCRIF32 - 2.43.134.0
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Health Financial Systems ST VINCENT SALEM In Lieu of Form CM5-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA provider CCN: 151314 |Period: worksheet S-3

From 07/01/2011 | Part I

To  06/30/2012 | pate/Time Prepared:
_111/28/2012 10:01 am_

“Discharges: o v
; Total All
Patients
R s 15.00 :
Hospital Adults & Peds. (columns 5, 6, 7 and 390 1.00
8 exclude Swing Bed, Observation Bed and
Hospice days)
2.00 |HMO 2.00
3.00 |HMO IPF 3.00
4.00 [HMO IRF 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) 38 390 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 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
26.00 |RURAL HEALTH CLINIC 26.00
26.25 |FEDERALLY QUALIFIED HEALTH CENTER 26.25
27.00 |Total (sum of Tines 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 ST _VINCENT SALEM

In Lieu of Form CMS-2552-10

HOSPITAL UNCOMPENSATED AND INDIGENT CARE DATA provider CCN: 151314 |period:
From 07/01/2011
To  06/30/2012

worksheet s-10

bate/Time Prepared:

11/28/2012 10:01 am

Uncompensated ‘and 1nd1gent care cost computat1on.

——

1.00 |Cost to charge ratio (Worksheet C, Part I line 200 coTumn 3 d1v1ded by 11ne 200 co]umn 8) 0 382103 1.00
Medicaid. (see dnstructions: for each.Tine) i i T oot L S e - :
2.00 |Net revenue from Medicaid 1 387 114 2.00
3.00 |pid you receive DSH or supplemental payments from Medicaid? N 3.00
4,00 |If line 3 is "yes", does Tine 2 include all DSH or supplemental payments from Medicaid? 4.00
5.00 |If Tine 4 is "no", then enter DSH or supplemental payments from Medicaid 0| 5.00
6.00 |Medicaid charges 7,587,088| 6.00
7.00 |Medicaid cost (line 1 times Tine 6) 2,899,049 7.00
8.00 |pifference between net revenue and costs for Medicaid program (line 7 minus sum of Tines 2 and 5; if 1,511,935| 8.00
< zero then enter zero)
State. ‘Children's ‘Health Insurance Program .(SCHIP) (see finstructions For each line) . " i
9.00 |Net revenue from stand-alone SCHIP 0| 9.00
10.00 |stand-alone SCHIP charges 0l 10.00
11.00 |Stand-alone SCHIP cost (line 1 times line 10) 0} 11.00
12.00 |pifference between net revenue and costs for stand-alone SCHIP (line 11 minus Tline 9; if < zero then 0] 12.00
enter zero)
other ‘state or local-government:indigent:care program (sée instructions For-each Tine) = i hi-ictiidions i
13.00 |Net revenue from state or local indigent care program (Not included on lines 2, 5 or 9) 0} 13.00
14.00 |charges for patients covered under state or local +indigent care program (Not included in lines 6 or 0} 14.00
10)
15.00 |state or local indigent care program cost (line 1 times Tine 14) 0} 15.00
16.00 |pifference between net revenue and costs for state or local indigent care program (line 15 minus line 0| 16.00
13; if < zero then enter zero)
Uncompensated care -(see instructionsifor each:line)" L R
17.00 |private grants, donations, or endowment income restr1cted to fund1ng char1ty care 17.00
18.00 |Government grants, appropriations or transfers for support of hospital operations 18.00
19.00 {Total unreimbursed cost for Medicaid , SCHIP and state and local -indigent care programs (sum of Tines 19.00
8, 12 and 16)
20.00 |Total initial obligation of patients approved for charity care (at full 1 922, 235 0 1,922,235 20.00
charges excluding non-reimbursable cost centers) for the entire facility
21.00 |Cost of initial obligation of patients approved for charity care (line 1 734,492 0 734,492} 21.00
times Tine 20)
22.00 |partial payment by patients approved for charity care 0 0 0| 22.00
23.00 |cost of charity care (line 21 minus Tine 22) 734,492 0 734,492
24.00 |poes the amount in line 20 column 2 include charges for patient days beyond a length of stay Tlimit 24.00
imposed on patients covered by Medicaid or other indigent care program?
25.00 |IFf Tine 24 1is "yes," charges for patient days beyond an <indigent care program's length of stay limit 0| 25.00
26.00 |Total bad debt expense for the entire hospital complex (see instructions) 3,534,757| 26.00
27.00 |Medicare bad debts for the entire hospital complex (see instructions) 493,187 27.00
28.00 |Non-Medicare and Non-Reimbursable bad debt expense (Tine 26 minus Tine 27) 3,041,570| 28.00
29.00 {Cost of non-Medicare bad debt expense (line 1 times Tine 28) 1,162,193| 29.00
30.00 |Cost of non-Medicare uncompensated care (line 23 column 3 plus Tine 29) 1,896,685 30.00
31.00 |Total unreimbursed and uncompensated care cost (line 19 plus Tine 30) 3,408,620| 31.00
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Health Financial Systems ST VINCENT SALEM In Lieu of Form CM$-2552-10
RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES Provider CCN: 151314 |pPeriod: worksheet A

From 07/01/2011
To 06/30/2012 | bate/Time Prepared:
11/28/2012 10: 01 am_

salaries “Total -(coly Rec1ass1f1 at1 Rec'lass1f1ed :
: + co1 2) ’ :

e T R 3,000

GENERAL  SERVICE ‘COST CENTERS - . - oo fomii iy T e S T e
1.00 [00100/CAP REL COSTS-BLDG & FIXT 420,734 420,734 0 420,734| 1.00
2.00 |00200|cAP REL COSTS~-MVBLE EQUIP 0 0 0 0 2.00
3.00 |O0300|0THER CAP RELATED COST 0 0 0 0 3.00
4.00 |00400|EMPLOYEE BENEFITS 158,582 2,004,257 2,162,839 0 2,162,839| 4.00
5.00 |00500{ADMINISTRATIVE & GENERAL 1,625,732 2,591,672 4,217,404 0 4,217,404| 5.00
7.00 |00700|OPERATION OF PLANT 174,335 1,174,928 1,349,263 0 1,349,263| 7.00
8.00 |