N

PROVIDER CCM: E5-3D25 HEALTHSOUTH DEACONESS REHAB KPHG LLP COMPU-MAX MICRO SYSTEM VERSION: 2011.10

PERICD FROM 01/01/2031 TO 12/31/2G11 TH LIEU OF FORM CHS5-2552-10 {08/2011} 05/16/2012 18:08
HOSPITAL AND IIOSPITAL HEALTH CARE COMPLEX COST REFORT WORKSHEET 5
CERTIFTCATION AND SETTLEMENT SHMMARY ’ PARTS E, 11 & III

PART I - COST REPORT STATUS

PROVIDER USE OMLY b, [X}] ELECTRONICALLY FILED COST REPORT DATE: 05/16/2012 TIME: 18:08
2, [} MANUALLY SUBMITTED COST REPORT
3, F )} IF THIS 1s AN AMENDED REPORT EMTER THE NUMBER OF TIMES THE PROVIDER RESUBMITTEDR THIS COST REPORT
4. [F} MEDICARE UTILIZATION, ENTER "F'" FOR FULL OR "L" FOR LOW.
CONTRACTOR 5. [ ] COST REPORT STATUS 6. DATE RECEIVED: _ 10. NPR DATE:
USE ONLY t ~ AS SUBMITTED 7. CONTRACTOR ¥O: 1i. CONTRACTOR'S VENDOR CODE: |
2 - SETTLED WITHOUT AUDIT 8. [ } INITIAL REFORT FOR THIS PROVIDER CCN 12. { | IF LIMNE &, COLUMM 1 IS 4: ENTER
3 - SETTLED WITH AUDIT 9. [ } FINAL REPORT FOR TH1S5 PROVEDER CCH NUMBER OF TIMES REOPENED - 0-9.
4 - REQPENED
5 - MMENDED

PART Il - CERTIFICATION

MISREPRESENTATION OR FALSIFICATICN OF ANY INFORMATION CONTAINED IN THIS COST REPORT MAY BE PUNISHABLE BY CRIMINAL, CIVIL AND
ADMINISTRATIVE ACTION, FENE AND/OR IMPRISONMENT UNDER FEDERAL LAW. FURTHERMORE, TF SERVICES IDENTIFIED IN THIS REPORT WERE
PROVIDED OR PROCURED THROUGH THE PAYMENT UDIRECTLY OR INDIRECTLY OF A KICKBACK OR WHERE OTHERWISE ILLEGAL, CRIMINAL, CIVEL
AND ADHINISTRATIVE ACTION, FINES AND/OR EMPRISONMENT MAY RESULT.

CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER({S)

i HEREBY CERTIFY THAT I HAVE READ THE ABOVE STATEMENT AND THAT I HAVE EXAMINED THE ACCOMPANYING ELECTRONICALLY
FILEP OR MANUALLY SUBMITTED COST REPORT AND THE BALANCE SHEET AND STATEMENT OF REVENUE AND EXPENSES PREPARED BY
HEALTHSGUTH DEACONESS REHAB (15-3025} {PROVIDER NAME({S) AND NUMBER{S}} FOR TRE COST
REPORTING PERIOD BEGINNING 01/01/2011 AND ENDING 12/31/2011, AMND TO THE BEST OF MY KNOWLEDGE AND BELIEF, IT IS
A TRUE, CORRECT AND COMPLETE STATEMENT PREPARED FROM THE BOCKS AND RECORDS OF THE PRGVIDER IN ACCORDANCE WITH
APPLICABLE INSTRUCTICNS, EXCEPT AS NOTED, I FURTHER CERTIFY THAT i AM FAMILIAR WITH THE LAWS AND REGULATIONS
REGARDING TEE PROVISION OF HEALTH CARE SERVICES IDENTIFIED IN THIS CCST REPORT WERE PROVIDE IN COMPLIANCE WEITH

ISNER, SVE"~ REIMBUHSEMENT

ECR Encryption: 05/16/2012 18:08 {SIGNED}
C.CHONWZPPrIVsF1nFionHEMFrRBQs0
IMFRz01 cwbTAXkmDE7wKDE 3cvKP1KS

<8.801g91D10bGMRs
TITLE
PI Encryption: 05/16/2012 18:08
GYvtTytY10Q20X5yQAVvUnhodQEvRID MAY 2 1 20‘2
Zvtpd0z: v6AIYqBKBPPNYC2qWEGSM: PATE

DME10MOnG40Y6E: &
PART 1FI - SETTLEMENT SUMMARY

TITLE XVill

TITLE V PART A PART B HIT TITLE KIX
1 2 3 4 5
1 HOSPITAL 152,804 114,899 1
2 SUBPROVIDER - IPF 2
3 SUBPROVIDER - IRF 3
4 SUBPROVIDER (OTHER} 4
5 SWiHNG BED - SNF 5
[ SWING BED - NF 6
7 SKILLED NURSING FACILITY T
8 NURSING FACILITY 8
9 HOME HEALTH AGENCY 9
10 HEALTH CLINIC - RHC 10
11 HEALTH CLINIC - FQHC 11
12 OUTPATIENT REHABILITATION PROVIDER i2
200 TOTAL 152, 804 114,999 200

THE ABOVE AMOUNTS REPRESENT 'DUE TO' OR 'DUE FROM' THE APPLICABLE PROGRAM FOR THE ELEMENT OF THE ABOVE COMPLEX IMDICATED.

ACCORDING TQ THE PAPERWORK REDUCTION ACT OF 1995, NO PERSONS ARE REQUIRED TO RESPOND TG A COLLECTION OF IMFORMATION UNLESS IT
DISPLAYS A VALID OMD CONTROL NUMBER, THE VALID OMB CONTROL NUMBER FOR THIS INFORMATION COLLECTION IS 9938-0050. THE TIME REQUIRED
TC COMPLETE THIS INFORMATION COLLECTICON IS ESTIMATED 673 HCURS PER RESPONSE, INCLUDING THE TIME TO REVIEW INSTRUCTIONS, SEARCH
EXISTING RESQURCES, GATHER THE DATA NEEDED, AND COMPLETE AND REVIEW THE INFORMATION COLLECTION, IF YOU HAVE ANY COMMENTS CONCERMNING
THE ACCURACY OF THE TIME ESTIMATE({S) OR SUGGESTIONS FOR IMPROVING THIS FORM, PLEASE WRITE TO: CMS, 7500 SECURITY BOULEVARD, ATTN:
PRA REPORT CLEARANCE OFFICER, MAIL STOP €4-26-0%5, BALTIMORE, MARYLAND 21244~1850.



Certification - Adminlstrator
() HEALTHSOUTH,

MEDICARE COST REPORT INFORMATION PACKAGE

CERTIFICATION SHEET

This sheet must be completed and signed In order for the Medicare Information Package to be considered complete,

A MEDICARE COST REPORT WILL NOT BE FILED IF THE CERTIFICATION SHEET 18 NOT COMPLETED, AND
SIGNED, Failure to file a cost report may result in a suspension of payments to the hospital, and could ultimately lead
to a recoupment of all Medicare payments recelved, as well as termination of the hospital's provider agreement,

Hospital Name: HEALTHSOUTH Deaconess Rehabilitation Hospital

Medlcare Provider #: 15-3025

Medicare FYE: 12/31/2011

I hereby certify that [ have examined the accompanying Medicare Information Package and to the best of my knowledge
and belief, it is a true, correct, and complete statement prepared from the records of the reporting entity,

I further certify that there were no expenditures of a petsonal nature included in the facilities books, or if there were, they
are disclosed below. Additionally, I certify that no expenditures were made to induce referrals,

I further certify that I am familiar with the laws and regulations regarding the provision of health care services, and that
the services identifled in the Med!care Information Package were provided in compliance with such laws and regulations.

Only for Florida facilitlegs | certify that { am familiar with the Jaws and regulations regarding the provision of
health care services under the Florida Medicaid program, including the laws and regulations relating to claims for
Medicald reimbursements and payments, and that the services were provided in compliance with such laws and
regulations.

Barbara L. Butler

Administrator Printed Nam,

(ﬁgﬂm O\g m 121282011
Administrator Signature Date
Comments;

Thave used data from the financial statements supplied by the Corporate Office in Birmingham, AL, in
completion of the Medicare information package.



Certification - Controller
() HEALTHSOUTH

MEDICARE COST REPORT INFORMATION PACKAGE

CERTIFICATION SHEET

This sheet must be completed and signed In order for the Medicare Information Package to be considered complete,

A MEDICARE COST REPORT WILL NOT B FILED IF THE CERTIFICATION SHEET I8 NOT COMPLETED, AND
SIGNED. Failure to file & cost report may result in a suspension of payments to the hospital, and could ultimately lead
to a recoupment of all Medicare payments recelved, as well as termination of the hoapital's provider agreement,

Hospital Name: HEALTHSOUTH Deaconess Rehabilitation Hospital
Medicare Provider #: 15-3028

Medicare FYE: 12/31/2011

I hereby certify that I have examined the accompanying Medicaze Information Package and to the best of my knewledge
and belief, it is a true, correct, and complete statement prepared from the records of the reporting entity.

[ further certify that there were no expenditures of a personal nature included in the facilities books, or if there were, they
are disclosed below. Additionally, I certify that no expenditures were made to induce referrals.

I further certify that | am famillar with the laws and regulations regarding the provision of health care services, and that
the services identified in the Medicare Information Package were provided in compliance with such laws and regulations,

Only for Florida facilities: [ certify that I am familiar with the laws and regulations regarding the provision of
health care services under the Florida Medicaid program, including the laws and regulations relating to ctaims for
Medicaid reimbursements and payments, and that the services were provided in compliance with such laws and
tregulations,

Mark Ambrose

Controller Printed Nam i
NS,
- A\

Controller ¢ S‘i—'gmtu;e Date

Comments;
I have used data from the financia} statements supplied by the Corporate Office in Birmingham, AL, in
completon of the Medicare information package.



PROVIDER CCN: 15-3025 HEALTHSOUTH DEACONESS REHAB KPMG LLP COMPU-MAX MICRO SYSTEM VERSIQON: 2011.10

PERIOD FROM Q01/0Gi/2011 TO 12/31/2011 IN LIEU OF FORM CMS-2552-10 (08/2011) 05/16/2012 18:08
HOSPIPAEL AND HEALTH CARE CCMPLEX EDENTIFICATION DATA VIORKSHEET 8-2
PART I
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX ADDRESS:
1 STREET: 4100 COVERT AVENUE P.0O.BOX: 1
2 CITY: EVANSVILLE STATE: IN ZIP CODE: 47714 COUNTY: VANDERBURGH 2
HOSPITAL AND KOSPITAL-BASED COMPONENT IDENTIFICATION: PAYMENT SYSTEM
X COMPONENT CCN CBSA PROV DATE (P, T, O, OR N}
COMPCNENT X HAME NUMBER NUMBER TYPE CERTIFIED V XVIII XIX
1 2 3 4 5 & 7 B
HOSPITAL HEALTHSOUTH DEACONESS REHAB 15-3925 21730 5 06/08/1989 N P e

3 3
4 SUBPROVIDER - IPF 4
5 SUBPROVIDER - IRF S
& SUBPROVIDER - {(QTHER) 5
7 SWING BEDS - SNP ?
g SWING BEDS - NP 8
9 HOSPITAL-BASED SNF 9
10 HOSPITAL-BASED NF 10

11 HOSPITAL-BASED QLTIC 11
12 HOSPITAL-BASED HHA 12
13 SEPARATELY CERTIFIED ASC 13
14 HOSPITAL-BASED HOSPICE 14
15 HOSPITAL-BASED HEALTH CLINIC - RHC 15
16 HOSPITAL-BASED HEALTH CLINIC -~ FQHC 16
17 HOSPITAL-BASED {CMHC} 17
18 RENAL DIALYSIS 18
19 OTHER 19
20 COST REFORTING PERIOD {(MM/DD/YYYY) FROM: 01/01/2011 TO: 12/31/2011 20
2% TYPE OF CONTROL 5 21
INPATIENT PPS INFORMATION - 1 2
22 DOES THIS FACILITY QUALIFY FOR AND RECEIVE PISPROPORTIONATE SHARE HOSPITAL PAYMENT IN ACCORDANCE WITH 4 N 22

42 CFR §412.106 IN COLUMN 1, ENTER 'Y® FOR YES ANP 'N° FOR NO. IS THIS FACILTY SUBJECT TO 42 CFR
§412.964c) (2} {PICKLE AMENDMENT HOSPITAL)? IN COLUMN 2, ENTER 'Y¥', FOR YES OR 'N' FOR NO.
23 WHICH METHOD IS USED TO DETERMINE MEDICAID DAYS ON LINES 24 AND/OR 25 BELOW? IN COLUMN 1, ENTER 1 IF 3 N 23
DATE OF ADMISSION, 2 IF CENSUS DAYS, OR 3 IF DATE OF DISCHARGE. IS THE METHOD OF IDENTIFYING THE DAYS
IN THIS COST REPORTING PERICD DIFFERENT FROM THE METHOD USED IN THE PRIOR COST REPORTING PERIOD? IN
COLUMN 2, ENTER ‘Y' FOR YES OR 'N® FOR NO.

QUT-0F QUT-OF
IN-STATE IN-STATE STATE STATE
MEDICATD MEDICAID MEDICAID MEDICAID MEDICAID OTHER
PAID ELIGIBLE PAID ELIGIBLE HMO MEDICAID
DAYS DAYS DAYS DAYS DAYS DAYS
i 2 3 4 5 1
24 IF LINE 22 AND/OR 45 IS 'YES', AND THIS PROVIDER IS AN IPPS 24
HOSPITAL ENTER THE IN-STATE MEDICAID PAID PAYS 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
€Ol 4, HMEDICAID EMO DAYS IN COL. 5, AND OTHER MEDICAID DAYS
IN COL. 6.
25 IF THIS PROVIDER I8 AN IRF THEN, ENTER THE IN-STATE MEDICAID 137 46 356 139 77 17 25
PAID DAYS IN COL. 1, IN-STATE MEDICAID ELIGIBLE DAYS IN COL. 2,
QUT-OF STATE MEDECAID DAYS IN QL. 3, QUT-OF STATE MEDICAID
BELIGIBLE DAYS IN COL, 4, MEDICAID HMO DAYS IN COL, 5, AND
OTHER MEDICAID DAYS IN COL, 6.
26 ENTER YOQUR STANDARD GECGRAPHIC CLASSIFICATION (NOT WAGE) STATUS 1 26
AT THE BEGINNING OF THE COST REPORTING PERIOD., ENTER ‘l* FOR
URBAN AND '2' FOR RURAL.
27 ENTER YOUR STANDARD GEOGRAPHIC CLASSIFICATION (NOT WAGE} STATUS 1 27
AT THE END OF THE COST REPORTING PERICD. ENTER *L1' FOR URBAN AND
*2' FOR RURAL.

35 EF THIS IS A SOLE COMMUNITY HOSPITAL [SCH}, ENTER THE NUMBER OF 35
PERIODS SCH STATUS IN EFFECT IN THE COST REPORTING PERIOD.
36 ENTER APPLICABLE BEGINNING AND ENDING DATES OF SCH STATUS. BEGINNING: ENDING: 36

SUBSCRIPT LINE 36 FOR NUMBER OF PERICDS IN EXCESS OF ONE AND
ENTER SUBSEQUENT DATES.

37 IF THIS IS A MEDICARE DEPENDENT HOSPITAL (MPH}. ENTER THE NUMBER 37
OF PERIODS ¥DH STATUS IN EFFECT IN THE COST REPORTING PERIOD.
g ENTER APPLICABLE BEGINNING AND ENDING DATES OF MDH STATUS. BEGINNING: ENDING: 38

SUBSCRIPT EINE 38 FOR NUMBER PERIODS IN EXCESS OF ONE AND ENTER
SUBSEQUENT DATES.

v KVIII XIX
PROSPECTIVE PAYMENT SYSTEM(PPS)-CAPITAL 1 2 3

45 DOES THIS FACILITY QUALIFY AND RECEIVE CAPITAL PAYMENT FOR DISPROPORTIONATE N N N 45
SHARE IN ACCORDANCE WITH 42 CFR 5412.3207

45 I8 THIS FACILITY ELIGIBLE FOR THE $PECTAL EXCEPTIONS PAYMENT PURSUANT TCG 42 N N N 46
CFR §412.348(g)? IF YES, COMPLETE WORKSHEET L, PART III AND L-1, PARTS I
THROUGH III,

47 I8 THIS A NEW HOSPITAL UNDER 42 CFR §412.300 PPS CAPITAL? ENTER 'Y' FOR YES N N N 47

OR 'N' FOR NO.
48 IS PHE FACILETY ELECTING FULL, FEDERAL CAPITAL PAYMENT? ENTER 'Y' FOR YES OR N N N 48
'N' FOR NO.



PROVIDER CCN: 15-3025 HEALTHSOUTH DEACCNESS REHAB KEMG LLP COMPU-MAX MICRO SYSTEM VERSTON: 2011.10

PERIQD FROM 01/01/2011 10 12/31/201}1 IN LIEU OF FORM CM3-2552-1¢ {08/2011}) 05/16/2012 18:08
HOSPITAL AND HEALTH CARE COMPLEX IDENTIFICATION PATA WORKSHEET 8-2
PART I ({CONT)
TEACHING HOSPITALS 1 2 3
E1 IS THIXS A HOSPITAL INVOLVED IN TRAINING RESIDENTS IN APPROVED GME PROGRAMS? N 56
ENTER 'Y’ FOR YES OR 'N' FOR NO.
57 IF LINE 56 IS YES, IS THIS THE FIRST COST REFORTING PERTOD DURING WHICH N N 57

RESIDENTS IN APPROVED GME PROGRAMS TRAINED AT THIS FACILITY? ENTER '¥' FOR
YES OR 'N' FOR NO IN COLUMN 1. IF COLUMN 1 IS 'Y' DID RESIDENTS START
TRAINING IN THE FIRST MONTH OF THXIS COST REPORTING PERXIOD? ENTER 'Y' FOR
YES OR 'N' FOR NO IN COLUMN 2. IF COLUMN 2 IS5 'Y', COMPLETE WORKSHEET E-4.
IF COLUMN 2 IS 'N', COMPLETE WORKSHEET D, PART III & IV AND D-2, PART II,
IF APFLICABLE.
58 IF LINE 56 IS YES, DID THES FACILITY ELECT COST REIMBURSEMENT FOR 58
PHYSICIANS' SERVICES AS DEFINED IN CMS PUB 15-1, SECTION 21487 IF YES,
COMPLETE WORKSHEET D-5.

5% ARE COSTS CLAIMED ON LINE 100 OF WORKSHEET A? IF YE3, COMPLETE WORKSHEET N 59
B-2, PART I.
60 ARE YOU CLAIMING NURSING SCHOCL AND/OR ALLIED HEALTH COSTS FOR A PROGRAM N 50

THAT MEETS THE PROVIDER-CPERATED CRITERIA UNDER §413.85? ENTER 'Y' FOR YES

OR 'N' FOR NO. (SEE INSTRUCTIONS)
DIRECT

Y/N IME AVERAGE GME AVERAGE
61 DED YOUR FACILITY RECEIVE ADDITIONAL FTE SLOTS UNDER ACA SECTION 5503°? 3] 51
ENTER 'Y" FOR YES OR 'N' FOR NO IN COLUMN L. IF 'Y', EFFECTIVE FOR PORTIONS
OF COST REPORTING PERIODS BEGINNING ON OR AFTER JULY 1, 2011 ENTER THE
AVERAGE NUMBER OF PRIMARY CARE PTE 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}

ACA PROVISIONS AFFECTING THE HEALTH RESOURCES AND SERVICES ADMINISTRATION (HRSA}
62 ENTER THE NUMBER OF FTE RESIDENTS THAT YQUR HOSPITAL TRAINED IN THIS 62
COST REPORTING PERIOD FOR WHICH YOUR HOSPITAL RECEIVED HRSA PCRE
FUNDING {SEE INSTRUCTIONS)
§2.01 ENTER THE NUMBER OF FTE RESIDENTS THAT ROTATED FROM A TEACHENG HEALTH §2.01
CENTER {THC) INTO YOUR HOSPITAL IN THIS COST REPORTING PERIOD OF HRSA
TRC PRGOGRAM. [SEE INSTRUCTIONS)

TEACHING HOSPITALS THAT CLAXM RESIDENTS EIN NON-PROVIDER SETTINGS
63 HAS YOUR FACILITY TRAINED RESIDENTS IN NON-PROVIDER SETTINGS DURING o 63
THIS CCST REPCRTING PERIOD? ENTER 'Y' FOR YES OR 'N' FOR NO. IF YES,
COMPLETE LINES 64-67. {SEE INSTRUCTIONS)

UNWEIGHTED UNWEIGKETED
SECTION 5504 OF THE ACA BASE YEAR FTE RESIDENTS IN NON-PROVIDER SETTINGS FTES FTES RATIO
THIS BASE YEAR XIS YOUR COST REPORTING PERIOD THAT BEGINS ON OR AFTER NONPROVIDER IN {COL.1/
JULY 1, 2009 AND BEFORE JUNE 30, 201¢. BITE HOSPITAL {COL,1+COL. 2} }
64 ENTER IN COLWMN 1, THE NUMBER OF UNWEIGHTED NON-PRIMARY CARE RESIDENT 64
FTEs ATTRIBUTABLE 70 ROTATIONS OCCURRING IN ALL NCN-PROVIDER SHETTINGS,
ENTER IN COLUMN 2 THE NUMBER OF UNWEIGHTED NON-PRIMARY CARE RESIDENT
FTEs THAT TRAINED IN YOUR HOSPITAL. ENTER IN COLUMN 3 THE RATEQ OF
{COLUMN 1 DIVIDED BY {COLUMN 1 + COLUMN 2)}). {SEE INSTRUCTIONS)
ENTER IN LINES 65-65.49, COLUMMN 1 THE PROCGRAM 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 I COLUMN 4 THE NUMBER OF UNWEIGHTED PRIMARY
CARE RESIDENT FTEs THAT TRAINED IN YOUR HOSPITAL., ENTER IN COLUMN 5
THE RATIC OF COLUMN 3 DIVIDED BY (COLUMN 3 + COLUMN 4)). (SEE
INSTRUCTIONS)
UNWEIGHTED UNWEIGHTED
FTES FTES RATIC
NONPROVIDER IN {COL.1/
PROGRAM NAME PROGRAM CODE SiTE HOSPITAL {COL.,3+COL.4}}
2 3 4 5
UNWEILGHTED UNWEIGHTED
FPES FTES RATIO
SECTION 5504 OF THE ACA CURRENT YEAR PTE RESIDENTS IN NON-PROVEIDER SETTINGS NGNPROVIDER IN {COL. L/
EFFECTIVE FGR COST REPORTING PERIODS BEGINNING ON OR AFTER JULY 1, 2010 SITE HOSPITAL {COL,1+C0L.2})
56 ENTER IN COLUMN 1, THE NUMBER OF UNWEIGHTED NON-PRIMARY CARE RESIDENT 66

FTEs ATTRIBUTABLE 10 ROTATIONS CCCURRING 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 + COLIM 21). (SEE ENSTRUCTIONS)



PROVIDER CCHM: 15-3025 HEALTHSOUTH DEACONESS REHAB KPMG LLP COMPU-MAX MICRO SYSTEM
PERIOD FROM 01/01/2011 TO 12/31/2011 I LIEU OF FORM CMS-2552-1¢ {08/2¢L1)

HOSPITAL AND HEALTH CARE COMPLEX IDENTIFICATION DATA

ENTER IN LINES 67-67.49, COLUMN I THE PROGRAM NAME. ENTER IN COLUMN 2
THE PROGRAM CODE, ENTER IN CQLUMN 3 THE NUMBER OF UNWEIGHTED PRIMARY
CARE PTE RESIDENTS ATTRIBUTABLE TO ROTATIQNS QCCURRING IN ALL NON-
FROVIDER SETTINGS, ENTER IN COLUMN 4 THE NUMBER OF UNWEIGKTED PRIMARY
CARE RESIDENT PTEs THAT TRAINED IN YOUR HOSPITAL, ENTER N COLUMH 5
THE RATIO OF COLUMN 3 DIVIDED BY (COLUMN 3 + COLUMN 4}). (SEE
INSTRUCTIONS)

UNWEIGHTED UNWEIGHTED
FTES ¥TES
NONPROVIDER 0w
PROGRAM NAME PROGRAM CODE SITE HOSPITAL
i 2 3 4

INPATIENT PSYCHIATRIC FACILITY PPS

17
‘T

IS THIS FACILITY AN INPATIENT PSYCHIATRIC FACILITY {IPF), OR DOES IT CONTAIN AN IPF SUBPROVIDER?
ENTER 'Y' FOR YES OR 'N' FOR NO.

IF LINE 70 YES:

COLUMN 1: DIDP THE FACILITY HAVE A TEACHING PRCGRAM IR 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(d) {1){iil){D})? ENTER "Y' FOR YES AND 'N' FOR NO.

COLUMN 3: IF COLUMN 2 IS Y, ENTER 1, 2, OR 3 RESPECTIVELY IN COLUMN 3, 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 HEW TEACHING PROGRAM IN EXISTEMCE, ENTER 5.

INPATIENT REHABILITATION FACILITY PPS

75
76

I5 THIS FACILETY AN INPATIENT REHABILITATION FACILETY (IRF), OR DOES IT CONPAIN AN IRF SUBPROVIDER?
ENTER *Y' FOR YES OR *N' FOR NO.

IF LINE 75 YES:

COLUMN -1: DID THE FACILITY HAVE A TEACHING PROGRAM IN THE MOST RECENT COST REPORTING PERIQOD ENDING
ON OR BEFORE NOVEMBER 15, 28047 ENTER 'Y' FOR YES OR 'N' FOR NO.

COLUMMN 2: DID THIS FACILITY TRAEN RESIDENTS IN A NEW TEACHING PROGRAM EN ACCORDANCE WETH

42 CFR §412.,424{d4){1){iii){D}? ENTER *Y' FOR YHS AND 'N' FOR NO.

COLUMN 3: IP COLUMN 2 IS ¥, ENTER 1, 2, OR 3 RESPECTIVELY IN COLUMN 3. IF THIS COST REPORTING
PERIOD COVERS THE BEGINNING OF THE FOURTH YEAR, ENTER 4 IN COLUMMN 3, OR IF THE SUBSEQUENT

ACADEMIC YEARS OF THE NEW TEACHING PROGRAM IN EXISTENCE, ENTER 5.

LONG TERM CARE HOSPITAL PPS

80

IS THIS A LONG TERM CARE HOSPITAL {(LTCH}? ENTER 'Y' FOR YES OR 'N' FOR NO.

TEFRA PROVIDERS

5
86

TITLE V
90
a1
92
93
94

95
96

7

I3 THIS A NEW HOSPLTAL UNDER 42 CFR §413.40(£) (1) (i) TEFRA?. BNTER ‘'Y' FOR YES OR 'N' FOR NO.
DID THIS FACILITY HSTABLISH A MEW OTHER SUBPROVIDER ({EXCLUDED UNIT) UNDER 42 CFR §413.40{£}{1)({ii)?
ENTER 'Y' BOR YES, CR ‘N' FOR NO,

AND XIX INPATIENT SERVICES

DOES THIS FACILITY HAVE TITLE V AND/COR XIX INPATIENT HOSPITAL SERVICES? ENTER 'Y' FOR YES, OR 'NY
FOR NO IN APPLICABLE COLUMM.

IS THIS HOSPITAL REIMBURSED FOR TITLE V AND/OR XIX THRCOUGH THE COST REPORT EITHER IN FULL QR IN PART?
ENTER 'Y' FOR YES, QR 'N' FOR NQ IN THE APPLICABLE COLUMN.

ARE TITEE XIX NF PATIENTS OCCUPYING TITLE XVIIX SNF BEDS (DUAL CERTIFICATION}? ENTER 'Y' FOR YES OR
'N' FOR NO IN THE APPLICABLE COLUMN.

DOES THIS FACILITY OPERATE AN ICF/MR FACILITY FOR PURPOSES OF TITLE V AND XIX? ENTER 'Y' FOR YES OR
‘N' FOR NC IN THE APPLICABLE COLUMN.

DOES TITLE V OR TITLE XIX REDUCE CAPITAL COST? ENTER ‘Y' FOR YES OR 'N' FOR NO IN THE APPLICABLE
COLUMN,

IF LINE 94 I8 *¥', ENTER THE REPUCTION PERCENTAGE IN THE APPLICABLE COLUMN.

DOES TITLE V OR TITLE XIX REDUCE OPERATING COST? ENTER 'Y® FOR ¥YES OR 'M' FOR NC IN THE APPLICABLE
COLUMN.

IF LINE 96 IS 'Y', ENTER THE REDUCTION PERCENTAGE IN THE APPLICABLE COLUMN.

RURAL PROVIDERS

145
166

147

108

109

DOES THIS HOSPITAL QUALIFY AS A CRITICAL ACCESS HOSPITAL {CAH}?

IF THIS FACILITY QUALIFIES AS A CAH, HAS IT ELECTED THE ALL-INCLUSIVE METHOD OF PAYMENT FOR
OUTPATIENT SERVICES.

COLUMN 1: IF THIS FACILITY QUALIFIES AS A CAH, IS IT ELIGIBLE FOR CCST REIMBURSEMENT FOR I&R
TRAINING PROGRAMS? ENTER 'Y' FOR YES AND "N' FOR NO IN COLUMN L. IF YES, THE GME ELIMINATION
WOULD NO? BE ON WORKSHEET B, PART I, COLLMN 26 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 IN AN
APPROVED MEDICAL EDUCATION PROGRAM TRAIN IN THE CAH'S EXCLUDED IPF AND/OR IRF UNIT? ENTER
'Y* FOR YES OR 'N' FOR NO IM COLUMN 2.

IS THIS A RURAL HOSPITAL QUALIFYING FOR AN EXCEPTION TO THE CRNA FEE SCHEDULE?

SEE 42 CFR §412.113{c)}. ENTER 'Y' FOR YES OR 'N' FOR NO.

PHY~ OCCUP~

VERSTON: 2011.10
05/16/2012 18:08

WORKSHEETD S5-2
PART I (CONT)

RATIC
{COL, 1/
{COL,3+COL.4})
S

71

=

80

85
86

i34

Z O RKHd =Z

91
$2
93

=z
»
z -4 (%3
=z = = ;

94
a5

97

N 165

106

147

N 108

RESPI-

SICAL ATIONAL SPEECH RATORY

IF THIS EQSPITAL QUALIFIES AS A CAH OR A COST PROVIDER, ARE THERAPY SERVICES PROVIDED N
BY OUTSIDE SUPPLIER? ENTER *Y' FOR YES OR 'N' FOR EACH THERAPY.

109



PROVIDER CCN: 15-3025 HEALTHSOUTH DEACONESS REHAB KPMG LLP COMPU-MAX MICRC SYSTEM

PERIOD FROM {1/01/2011 TO 12/31/2011

IN LIEU OF FORM CMS$-2552-10 (08/2011)

HOSPETAL AND HEALTH CARE COMPLEX EDENTIFICATION DATA

VERSION: 2011.10
05/16/2012 1B:08

WORKSHEET S-2
-BART I (CONT)

MISCELLANEQUS COST REPORTING INFORMATION I 2
i15 IS THIS AN ALL-INCLUSIVE EATE PROVIDER? ENTER 'Y' FOR YES OR 'N' FOR NO IN COLUMN L. I¥ YES, N 118
ENTER THE METHOD USED {A, B, CR B ONLY) IN COLUMN 2.
ils IS THI3 FACILITY CLASSIFIED AS A REFERRAL CENTER? ENTER 'Y' FOR YES OR 'N' FOR HNO. N 116
i17 ES THIS FACILITY LEGALLY REQUIRED TO CARRY MALPRACTICE IMNSURANCE? ENTER '¥Y' FOR YES OR ‘N' FOR NO, Y 117
118 ES THE MALPRACTICE INSURANCE A CLAIMS-MADE OR CCCURRENCE POLICY? ENTER 1 IF THE POLICY I3 i 118
CLAIM-MADE. ENTER 2 IF THE POLICY IS QCCURRENCE.
119 WHAT IS THE LIABILITY LIMIT FOR THE MALPRACTICE INSURANCE POLICY? ENTER IN COLUMN 1 THE 250,000 5,004,000 119
MONETARY LIMIT PER LAWSUIT, ENTER IN COLUMN 2 THE MONETARY LIMIT PER POLICY YEAR.
129 IS THIS A SCH OR EACH THAT QUALIFEIES FOR THE QUTPATIENT HOLD HARMLESS PROVISION IN ACA 531217 N N 120
AS AMENDED BY THE MEDICAID EXTENDER ACT (MMEA} §108% ENTER IN COLUMN 1 'Y* FOR YES OR 'N' FOR
NQ, IS THIS A RURAL HOSPITAL WITH < 100 THAT QUALIFIES FOR THE OUTPATIENT HOLD HARMLESS
PROVESION IN ACA §31217 ENTHER IN COLUMN 2 'Y' FOR YES OR 'N' FOR NO.
121 DPID THIS FACILITY INCUR AND REPORT COSTS FOR IMPLANTABLE DEVICES CHARQED TO PATIENTS? ENTER N 121
*Y¥!' FOR YES QR 'N' FOR NO.
TRANSPLANT CENTER INFORMATION
125 POBS THIS FACILITY OPERATE A TRANSPLANT CENTER? ENTER 'Y' FOR YES QR 'N' FOR MO, IF YES, N 125
ENTER CERTIFICATION DATE (S} (MM/DD/YYYY) BELOW,
126 IF 'FHIS 18 A MEPICARE CERTIFIED KIDNEY TRANSPLANT CENTER, ENTER THE CERTIFICATION DATE IN 126
COLUMN 1 AND TERMINATION DATE, IF APPLICABLE, IN COLUMN 2.
127 IF THiIS I8 A MEDICARE CERTIFIED HEART TRANSPLANT CENTER, ENTER THE CERTIFICATION DATE IN 127
COLUMN 1 AND TERMINATION DATE, IF APPLICABLE, IN COLUMN 2.
128 IF THIS IS A MEDICARE CERTIFIED LIVER TRANSPLANT CENTER, ENTER THE CERTIFICATION DATE IN 128
COLUMN 1 AND TERMINATION DATE, IF APPLICABLE, IN COLUMN 2.
129 IF THIS IS A MEDICARE CERTIFIED LUNU TRANSPLANT CENTER, ENTER THE CERTIFICATION DATE IN 129
COLUMN 1 AND TERMINATION DATE, IF APPLICABLE, IN COLUMN 2.
130 IF THIS IS A MEDICARE CERTIFIED PANCREAS TRANSPLANT CENTER, ENTER THE CERTIFICATION DATE IN 130
COLUMN 1 AND TERMINATION DATE, IF APPLICABLE, IN COLUMN 2.
i IF THIS IS A MEDICARE CERTIFIED INTESTINAL TRANSPLANT CENTER, ENTER THE CERTIFICATION DATE IN 131
COLUMM 1 AND TERMINATION DATE, IF APPLICABLE, IN COLUMN 2.
132 IF THIS IS A MEDICARE CERTIFIED ISLET TRANSPLANT CENTER, ENTER THE CERTIFICATION DATE IN 132
COLUMN 1 AND TERMINATION DATE, IF APPLICABLE, IN COLUMN 2.
133 IF THIS IS A MEDICARE CERTIFIED OTHER TRANSPLANT CENTER, ENTER THE CERTIFICATION DATE IN 133
COLUMN 1 AND TERMINATION DATE, IF APPLICABLE, IN COLUMN 2,
13 IF THIS IS AN ORGAN PROCUREMENT ORGANIZATION {0PO}, ENTER THE OPFO NUMBER 1IN COLUMM 1 AND 124
TERMINATION DATE, IF APPLICABLE, IN COLUMN 2.
ALL PROVIDERS
3 2
140 ARE THERE ANY RELATED ORGANIZATION OR HOME OFFICE COSTS AS DEFINED IN CMS PUB 15-1, Y 019005 140
CHAPTER 107 ENTER 'Y¥Y' FOR YES3, OR 'N' FOR NO IN COLUMN 1. IF YES, AND HOME OFFICE COSTS
ARE CLAIMED, ENTER IN COLUMN 2 THE HOME OFFICE CHAIMN NUMBER.
IF THIS FACILITY I3 PART OF A CHAIN ORGANIZATIOM, ENTER ON LINES 141 THROUGH 143 THE NAME AND
ADDRESS OF THE HOME OFFICE AND ENTER THE HOME OFFICE CONTRACTOR NAME ANP CONTRACTOR NUMBER.
141 NAME: HEALTHSOUTH CORPCRATION CONTRACTOR'S NAME: CAHABA GBA CONTRACTOR'S NUMBER: 10101 141
142 STREET: 3660 GRANBVIEW PARKWAY, SUET P.O. BOX: 142
143 CITY: BIRMINGHAM STATE: AL ZIP CODE: 35243 143
144 ARE PROVIDER BASED PHYSICIANS' COSTS INCLUDED IN WORKSHEET A7 ¥ 144
145 IF COST8 FOR RENAL SERVICES ARE CLAIMED ON WORKSHEET A, ARE THEY COSTS FOR INPATIENT SERVICES ONLY? N 145
ENTER *'Y' FOR YES, OR 'N' FOR NO,
146 HAS THE COST ALLOCATION METHODOLOGY CHANGED FROM THE PREVIOUSLY FILED COST REPORT? ENTER 'Y’ N 146
FOR YES AND 'N' FOR NO IN COLUMN 1. {SEE CMS PUB, 15-2, SECTION 4920). IF YES, ENTER THE APPROVAL
DATE (MM/DD/YYYY)} IN COLUMN 2,
147 WAS THERE A CHANGE IN THE STATISTICAL BASIS? ENTER 'Y® FOR YES OR 'N' FOR NO. N 14y
148 WAS THERE A CHANGE IN THE ORDER OF ALLOCATICN? ENTER "Y' FOR YES OR 'N' FOR NO. N 148
149 WAS THERE A CHANGE TO THE SIMPLIFIED COST FINDING METHOD? ENTER 'Y*' FOR YES OR *'N' FOR NO. N 148
DOES THIS FACILITY CONTAIN A PROVIDER THAT QUALYFYES FGR AN EXEMPTYON FROM THE APPLICATION OF THE LOWER OF
COSTS OR CHARGES? ENTER 'Y' FQR YES OR 'N' FOR NO FOR EACH COMPONENT FQR PART A AND PART B, PART A PART B
SEE 42 CFR §5413,13) 1 2
155 HOSPITAL N N 15%
156 SUBPROVIDER ~ IFF N N 15&
157 SUBPROVIDER -~ IRF 14 N 157
158 SUBPROVIDER - (OTHER]) 3 N 158
15% SNF N N 159
150 HHA N N 160
ig1 CMHC N 161
MULTICAMPUS
165 IS THIS HOSPITAL PART OF A MULTICAMPUS HOSPITAL THAT HAS CNE OR MORE CAMPUSES IN DIFFERENT CBSAs? N 155
ENTER ‘¥' FOR YES OR 'N' FOR NO.
166 IF LINE 165 IS YES, FOR BACH CAMPUS, ENTER THE NAME IN COLUMN ¢, COQUNTY IN COLUMN 1, STATE IN
COLUMN 2, 2ZIP IN COLUMN 3, CBSA IN COLUMN 4, FTE/CAMPUS IN COLUMN 5.
NAME COUNTY STATE 21P CODE CBSx  PTE/CAMPUS
a 1 2 3 4 5
HEALTH INFPORMATION TECHNOLCGY (HIT) INCENTIVE IN TEE AMERICAN RECOVERY AND REINVESTMENT ACT
187 IS THIS PROVIDER A MEANINGPUL USER UNDER §1886{m)? ENTER 'Y' FQOR YES OR 'N' FOR NO. N 167
168 IF THIS PROVIDER IS A CAH [LINE 105 IS 'Y'} AND A MEANINGRUL USHR (LINE 167 I3 '¥Y'}, 168
ENTER THE REASONABLE COST INCURRED FOR THE HIT ASSEYS.
169 IF THIS PROVIDER 1S A MRANINGFUL USER (LINE 167 IS 'Y') AND I8 NOT A CAH 169

(LINE 105 138 'N'), ENTER THE TRANSITIONAL FACIOR.



PROVIDER CCN: 15-3025 HEALTHSOUTH DEACONESS REHAB KPMG LEP COMPU-MAX MICRO SYSTEM VERSION: 2011.1¢

PERIOD FROM (1/01/2011 TO 12/31/2011 IN LIEU OF FORM CM3-2552-10 (0872011} 05/16/2012 18:08
HOSPITAL AND HEALTH CARE COMPLEX REIMBURSEMENT GUESTIONNAIRE WORKSHEET 5-2
PART I

GENERAL INSTRUCTION: ENTER Y FOR ALL YES RESPONSES, ENTER N FOR ALL NO RE3SPONSES.
ENTER ALL DATES IN THE MM/DD/YYYY FORMAT,

COMPLETED B8Y ALL HOSPITALS

: Y/N DATE
PROVIDER ORGANIZATION AND QPERATION i 2

3 HAS THE PROVIDER CHANGED OWHNERSHIP IMMEDIATELY PRIOR TO THE BEGINNING CF THE N L

COST REPORTING PERIOD? IF YES, ENTER THE DATE OF THE CHANGE IM COLUMN 2. ([SEE

INSTRUCTIONS}

Y/N DATE v/I
1 2 3

2 HAS THE PROVIDER TERMINATED PARTICIPATION IN THE MEDRICARE PROGRAM? IF YES, ENTER M 2

IN COLUMN 2 THE DATE OF TERMINATION AND IM COLUMN 3, *V' FOR VOLUNTARY OR 'i‘
FOR INVOLUNTARY.
3 I5 THE PROVIDER INVOLVED IN BUSINESS TRANSACTIONS, INCLUDING MANAGEMENT Y 3
CONTRACTS, WITH INDIVIDUALS OR ENTITIES (E.G., CHAIN HOME OFFICES, DRUG OR
MEDICAL SUPPLY COMPANIES) THAT ARE RELATED TO THE PROVIDER OR ITS QFFICERS,
MEDICAL STAFF, MANAGEMENT PERSONNEL, OR MEMBERS OF THE BOARD OF DIRECTORS
THROUGH OWNERSHIP, CONTROL, OR FAMILY AND OTHER SIMILAR RELATIONSHIPS? (SEE

INSTRUCTEONS)
Y/N TYPE DATE
FINANCIAL DATA AND REPORTS 1 2 3
4 COLUMN 1: WERE THE FINANCIAL STATEMENTS PREPARED BY A CERTIFIED PUBLIC N 4

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 INSTRUCTICNS.
3 ARE THE COST REPORT TOTAL EXPENSES AND TOTAL REVENUES DRIFFERENT FROM THOSE ON N 5
THE FILED FINANCIAL STATEMENTS? 1IF YES, SUBMIT RECONCILIATION.

Y/N ¥/N
APPROVED EDUCATIONAL ACTIVITIES 1 2
6 COLUMN 1: ARE COSTS CLAIMED FOR NURSING SCHOOL? N ]
COLUMN 2:; IF YES, IS THE PROVIDER THE LEGAL OPERATOR OF THE PROGRAM?
7 ARE COSTS CEAIMED FOR ALLEED HEALTH PROGRAMS? IF YES, SEE INSTRUCTIONS. N 7
8 WERE NURSING SCHOOL AND/OR ALLIED HEALTH PROGRAMS APPROVED AND/OR RENEWED DURING N 8
THE COST REPORTING PERIOD?
g ARE COSTS8 CLAIMED FOR INTERN~RESIDENT PROGRAMS CLAIMED ON THE CURRENT COST N 9
REPORT? IF YES, SEE INSTRUCTIONS.
10 WAS AN INTERN-RESIDENT PROGRAM INLTIATED OR RENEWED IN THE CURRENT COST N io
REPORTING PERIOD? IF YES, SEE INSTRUCTIONS.
11 ARE GME COSTS DIRECTLY ASSIGNED TO COST CENTERS OTHER THAN I & R IN AN APPROVED jul i1
TEACHING PROGRAM ON WORKSHEET A? IF YES, SEE INSTRUCTIONS.
Y/N
12 IS THE PROVIDER SEEKING REIMDURSEMENT FOR BAD DEBTS? IF YES, SEE INSTRUCTIONS. Y 12
13 IF LINE 12 IS YES, DIP THE PROVIDER'S BAD DEBT COLLECTIOM POLICY CHANGE DURING N 13

THIS COST REPORTING PERIOD? IF YES, SUBMIT COPY,
14 IF LINE 12 IS YES, WERE PATIENT DEDUCTIBLES AND/OR CO-PAYMENTS WAIVED? IF YES, N 14
SEE INSTRUCTEONS.

BED COMPLEMENT
i5 DID TGTAL BEDS AVAILABLE CHANGE FROM THE PRIOR COST REPORTING PERICD? IF YES, N 15
SEE INSTRUCPIONS,

PART A PART B
¥/N DATE ¥/N BATE
PS&R REPORT DATA 1 2 3 4
16 WAS THE COST REPORT PREPARED USING THE PS&R REPORT ONLY? IF EITHER COLUMN 1 OR 3 N Y 03/04/2012 16

I5 YES, ENTER THE PAID-THROUGH DATE OF THE PS&R REPORT USED IN COLUMNS 2 AND 4.
(SEE INSTRUCTIONS)

17 WAS THE COST REPORT PREPARED USING THE PS&R REPORT FOR TOTALS AND THE PROVIDER'S Y 03/04/2012 N 17
RECORDS FOR ALLOCATICON? IF EITHER COLUMN L OR 3 I$ YES, ENTER THE PFAXD-THROUGH
DATE IN COLUMNS 2 AND 4. [SEE INSTRUCTIONS)

ig IF LINE 16 OR 17 1S YES, WERE ADJUSTMENTS MADE TO PS&R REPORT DATA FOR N N 18
ADDITIONAL CLAIMS THAT HAVE BEEN BILLED BUT ARE NQT INCLUDED ON THE PS&R REPORT
USED 70 FILE THE COST REPORT? IF YES, SEE INSTRUCTIONS,

19 IF LINE 16 OR 17 IS YES, WERE ADJUSTMENTS MADE TO PSaR REPORT DATA FOR N N 19
CORRECTIONS OF OTHER PS&A REPORT INFORMATION? IF YES, SEE INSTRUCTIONS.

20 IF LINE 16 OR 17 IS YES, WERE ADJUSTMENTS MADE TO PS&R REPORT DATA FOR CTHER? Y N 20
DESCRIBE THE OTHER ADJUSTMENTS: SPLIT UB CODES FOR SUA SITUATICN, S

21 WAS THE COST REPORT PREPARED ONLY USING THE PROVIDER'S RECORDS? IF YES, SEB N N 21

INSTRUCTIONS.



PROVIDER CCN: 15-3¢25 HEALTHSQUTH DEACONESS REHAB KPM@ LLP COMPU-MAX MICRQO SYSTEM
PEREOD FROM ¢1/01/2011 10 12/31/201% iN LIEU OF FORM CMS5-2552-10 {08/2011)

HOSPITAL AND HEALTH CARE COMPLEX REIMBURSEMENT QUESTIONNAIRE

GENERAL INSTRUCTION: ENTER ¥ FOR ALL YES RESPONSES. ENTER N FOR ALL NO RESPONSES,
ENTER ALL DATES IN THE MM/DD/YYYY FCQRMAT,

COMPLETED BY COST REIMBURSED AND TEFRA HOSPITALS ONLY {EXCEST CHILDRENS HOSPITALS)

CAPITAL RELATED COST

22 HAVE ASSETS BEEMN RELIFED FOR MEDICARE PURPOSES? IF YES, SBE INSTRUCTIONS.

23 HAVE CHANGES OCCURRED iIN THE MEDICARE DEPRECIATION EXPENSE DUE TO APPRAISALS
HADE DURING THE COST REPQRTING FERIOD? IF YES, SEB INSTRUCTIONS.

24 WERE NEW LEASES AND/OR AMENDMENTS TO EXISTING LEASES ENTERED INTO DURING THIS
COST REPORTING PERIOD? IF YES, SEE INSTRUCTIONS.

25 HAVE THERE BEEN NEW CAPITALIZED LEASES ENTERED INTO DURING THE COST REPORTING
PERIOD? IF YES, SEE INSTRUCTIONS.

26 WERE ASSEYTS SURJECT TO SEC. 2314 OF DEFRA ACQUIRED DURING THE €OST REPORTING
PERIOD? IF YES, SEE INSTRUCTIONS.

27 HAS THE PROVIDER'S CAPETALIZED POLECY CHANGED DURING THE COST REPORTING PERIOD?
IF YES, SEH INSTRUCTICNS.

INTEREST EXPENSE

28 WERE NEW LOANS, MORTGAGE AGREEMENTS OR LETTERS OF CREDIT ENTERED INTO DURING
THE CQST REPORTING PERIOD? IF YES, SEE INSTRUCTIONS,

2% DID THE PROVIDER HAVE A FUNDED DEPRECIATION ACCOUNT AND/OR BOND FUNDS (DEBT
SERVICE RESERVE FUND} TREATED AS A FUNDED DEPRECIATION ACCOUNT? IF YES, SEE
INSTRUCTIONS.

30 HAS EXISTING DEBT BEEN REPLACED PRIOR 10 ITS SCHEDULED MATURITY WITH NEW DEBRT?
IF YES, SEE INSTRUCTIONS.

a1 HAS DEBT BEEN RECALLED BEFORE SCHEDULED MATURITY WITHOUT ISSUANCE OF NEW DEBT?
IF YES, SEE INSTRUCTIONS.

PURCHASED SERVICES

3z HAVE CHANGES OR NEW AGREEMENTS GCCURREDR IN PATIENT CARE SERVICES FURNISHED
THROUGH CONTRACTUAL ARRANGEMENTS WiTH SUPPLEIERS OF SERVICES? IF YES, SEE
INSTRUCTIONS.

33 IF LINE }2 IS YES, WERE THE REQUIREMENTS OF SEC, 2135,2 APPLIED PERTAINING
TG COMPETITIVE BIDDING? IF NO, SEE INSTRUCTIONS.

PROVIDER-BASED PHYSICIANS

34 ARE SERVICES FURNISHED AT THE PROVIDER FACILITY UNDER AN ARRANGEMENT WITH
PROVIDER-BASED PHYSICIANS? IF YES, SEE INSTRUCTIONS.

35 IF LINE 34 IS Y85, WERE THERE NEW AGREEMENTS OR AMENDED EXISTING AGREEMENTS WITH
THE PROVIDER-BASED PRYSICIANS DURINQ THE COST REPORTING PERIOD? IF YES, SEE
INSTRUCTIONS.

HOME OFFICE COSTS

36 WERE HOME OFFICE COSTS CLAIMED ON THE COST REPORT?

37 IF LINE 36 IS YES, HAS A HOME OFFICE COST STATEMENT BEEN PREPARED BY THE HOME
OFFICE? IF YES, SEE INSTRUCTICNS.

3g IF LINB 36 IS YES, WAS THE FISCAL YEAR END OF THE HOME OFFICE DIFFERENT FROM
THAT OF THE PROVIDER? IF YES, ENTER IN COLUMN 2 THE FISCAL YEAR END OF THE KOME
OFFICE.

39 IF LINE 36 8 YES, PID THE PROVIDER REMDER SERVICES TO OTHER CHAIN COMPONENTS?
IF YES, SEE INSTRUCTZIONS.

40 IF LINE 36 IS YES, DID THE PROVIDER RENDER SERVICES TO THE HOME OFFICE? IF YES,
SEE INSTRUCTIONS.

VERSION: 2011.10
05/16/2012 18:08

WORKSHEET $-2
PART II

22
23

24
25
26
27

28

29

30

31

32

i3

kY]

35

DATE

15

37

38

39
40



PROVIDER CCHM: 15-3025
PERIOD FPROM 01/01/2911 TO 12/31/20i1

HEALTHSOUTH DEACONESS REHAB

HOSPITAL AND HEALTH CARE COMPLEX STATISTICAL DATA

COMPONENT

1 HOSPITAL ADULTS & PEDZ, (COLS. 3, 6,

7 AND 8 EXCLUDE SWING BED,
OBSERVATION BED AND HOSPICE DAYS)
HMO

H¥0 IPF

H¥O IRF

ROSPITAL ADULTS & PEDS. SWING BED NF

TOTAL ADULTS & PEDS. {EXCLUDE
OBSERVATION BEDS) {$EE INSTR.}
g INTENSIVE CARE UNIT
9 CORONARY CARE UNIT
10 BURN INTENSIVE CARE UNIT
1i SURGICAL INTENSIVE CARE UNIT
12 OTHER SPECIAL CARE (SPECIFY)
13 NURSERY
i4 TOTAL (SEE INSTRUCTIONS)
is CAH VISITS
i6 SUBPROVIDER - IPF
17 SUBPROVEIDER - IRF
g SUBPROVIDER I
13 SKILLED NURSING FACILITY
28 NURSING FACIELITY
21 OTHER LONG TERM CARE
22 HOME HEALTH AGENCY
23 ASC (DISTINCT PART}
24 HOSPICE (DISTINCT PART)
25 CMHC
28 RHC
27 TOTAL {(SUM OF LINES 14-26)
28 OBSERVATION RED DAYS
29 AMBULANCE TRIPS

30 EMPLCYEE DISCQUNT DAYS (SEE INSTR.}

31 EMPLOYEE DISCOUNT DAYS-IRF

32 LABOR & DELIVERY DA¥S {SEE INSTR.}

33 LTCH NON-COVERED DAYS

2
3
4
) HOSPITAL ADULTS & PEDS. SWING BED SNF
]
?

WKST A
LINE
NO.
1

30

BEDS AVAILABLE

2

a0

a0

KPMG LLP COMPU-MAX MICRQ SYSTEM
IN LIEUY OF FORM (CM$-2552-10 {08/2011)

INPATIENT DAYS / OUTPATIENT VISITS / TRIPS

NO OF BED DAYS CAH TITLE
HOURS TITLE V AVITT
3 4 5 6
29,240 14,595
29,200 14,595
29,280 14,595

80

80

2011.10

18:08

E

b R A
W OWD w30 W e N

VERSION:
05/16/2012
WORKSHEET 5-1
PART
TOQTAL
TITLE ALL
XIX PATIENTS
7 g
288 21,915
544
888 21,915
888 21,915



PROVIDER CCH: 15-3025 HEALTHSQUTH DEACONESS REHAB KPMG LLP COMPU-MAX MICRO SYSTEM VERSION: 2011.10

PERIOD FROM 01/01/2011 TO 12/31/2011 IN LIEU OF FORM CMS-2552-10 {08/2011) 05/16/2012 18:68
HOSPITAL AND HEALTH CARE COMPLEX STATISTICAL DATA WORKSHEET S-3
PART I
{CONTINUED}
--- FULL TIME EQUIVALENTS --- -----rm---eooene- BESCHARGES --r-==-=-no-eo
WKST A TOTAL EMPLOYEES TOTAL
LEINE INTERNS & ON NONPAID TITLE " TITLE ALL
COMPONENT NO. RESIDENTS PAYROLL  WORKERS TITLE V AVEXI . XIX PATIENTS
1 9 10 i1 12 13 . 14 15
1 HOSPITAL ADULTS & PEDS, {COQLS. 5, 6, 30 1,010 . 48 1,476 1

7 AND 8 EXCLUDE SWING BED,
OBSERVATION BED AND HOSPICE DAYS)

2 HMO 2

3 HMO IPF 3

4 HMO IRF 4

5 HOSPITPAL ACULTS & PEDS. SWING BED SNF 5

6 HOSPLTAL ADULTS & PEDS. SWING BED NF 6

1 TOTAL ADULTS & PEDS, (EXCLUDE 7

OBSERVATICN BEDS} (SEE INSTR.)

8 INTENSIVE CARE UNIT 31 ]
g CORONARY CARE UNIT 32 9
10 BURN INTENSIVE CARE UNIT 33 10
11 SURGICAL INTENSIVE CARE UNIT 34 11
12 OTHER SPECIAL CARE (SPECIPY) 35 12
13 NURSERY 43 13
14 TOTAL {SEE INSTRUCTIONS) 191,73 1,010 48 1,476 14
15 CAH V18178 15
16 SUBPROVIDER - IPF 40 16
17 SUBPROVIDER - IRF 41 17
i8 SUBPROVIDER I 42 i8
i9 SKILLED NURSING FACILITY 44 i9
20 NURSING FACILITY 45 - 20
21 OTHER LONG TERM CARE 46 21
22 HOME HEALTH AGENCY 101 22
23 ASC {DISTINCT PART} 115 23
24 HOSPICE (DISTINCT PART} 116 24
25 CMHC 99 25
26 RHC 88 26
27 TOTAL [SUM OF LINES 14-26) 191,73 27
28 OBSERVATION BED DAYS 28
29 AMBULANCE TRIPS 29
30 EMPLOYEE DISCOUNT DAYS (SEE INSTR.) 30
31 EMPLOYEE DISCOUNT DAYS-IRF 31
32 LABOR & DELIVERY DAYS {SEE INSTR,) 32

33 LTCH NON-COVERED DAYS i3



PROVIDER CCN: 15-3025 HEALTHSOUTH DEACONESS REHAB KPMG LLP COMPU-MAX MICRQ SYSTEM VERSION: 2011.10
PERIOD FROM 01/01/2011 T0O 12/31/2011 EN LIEU OF FORM CMS-2552-1¢ {08/20%11) 05/16/2012 18:08

HOSPITAL WAGE INDEX EINFORMATION WORKSHEET S5-J
PART II & IIE

PART II -~ WAGE DATA

QWA IA U d bW

1

]
o

o
[aad

RECLASS ADJUSTED PAID HOURS  AVERAGE
WKST A OF SALARIES  SALARIES RELATED HOURLY WAGE
LINE AMOUNT {FROM {COL, 2 + T SALARIES  ({COL, 4 +
NUMBER  REPORTED  WKST A-6)} . COL, 3} IN COL, 4 COoL. 5}
1 2 3 4 5 §
SALARIES ) :
TOTAL SALARIES ({SEE INSTRUCTICNS) 200 9,621,681 398,798.40 1
MON-PHYSICIAN ANESTHETIST PART A 2
NON~-PHYSICIAN ANESTHETIST PART B 3
PHYSICIAN-PART A 4
PHYSICIANS-PART A - DIRECT TEACHING 4,01
PHYSICIAN-PART B 5
NON-PHYSICIAN-PART B 6
INTERNS & RESIDENTS {(IN AN APPROVED PROGRAM) 21 ki
CONTRACTED INTERNS & RESIDENTS (EN APPROVED PROGRAMS) 1.0t
HOME OFFICE PERSOMNEL 8
SNF 44 ]
EXCLUDED AREA SALARIES (SEE INSTRUCTIONS) 34,921 1,049.60 10
OTHER WAGES & RELATED COSTS
CONTRACT LABOR (SEE INSTRUCTIONS) 11
MANAGEMENT AND ADMINISTRATIVE SERVICES 12
CONTRACT LABOR: PHYSICIAN-PART A 85,013 605.00 13
HOWE OFFICE SALARIES & WAGE-RELATED COSTS 795,684 10,415.00 14
HOME OFFICE: PHYSICIAN-PART A 15
TEACHING PHYSICIAN SALARIES (SEE INSTRUCTIONS} 16
WAGE-RELATED COSTS
WAGE-RELATED COSTS {CORE) 1,646,097 17
WAGE-RELATED COSTS (OTHER) - 18
EXCLUDED AREAS 5,996 19
NON-PHYSICIAN ANESTHETIST PART A 20
NON-PHYSICIAN ANESTHETIST PART B 21
PHYSICIAN PART A 22
PHYSICIAN PART B 23
WAGE-RELATED COSTS (RHC/FQHC) 24
INTERNS & RESIDENTS {IMN AN APPROVED PROGRAM) 25
OVERHEAD COSTS - DIRECT SALARIES
EMPLOYEE BENEFITS 91,708 3,806,460 26
ADMINISTRATIVE & GENERAL 1,655,276 -124,453 47,694.00 27
ADMINISTRATIVE & GENERAL UNDER CONTACT {SEE INST.) 28
MAINTENANCE & REPAIRS 29
OPERATION OF PLANT 227,417 10,961,60 30
LAUNDRY & LINEW SERVICE 25,737 2,070,49 31
HOUSEKEEPING 231,881 -25,737 17,534,40 32
HOUSEKEEPING UNDER CONTRACT (SEE INSTRUCTIONS) 33
DIETARY 268,767 20,924.80 34
DIETARY UNDER CONTRACT {SEE INSTRUCTIONS) 35
CAFETERIA 36
MAINTENANCE OF PERSONNEL 37
NURSING ADMINISTRATION 297,661 10,545.60 38
CENTRAL SERVICES AND SUPPLY 39
PHARMACY 40
MEDICAL RECORDS & MEDICAL RECORDS LEIBRARY 121,338 7,051.20 41
SOCIAL SERVICE 454,187 16,952.00 42
OTHER GENERAL SERVICE 43
PART IEI - HOSPITAL WAGE INDEX SUMMARY

NET SALARIES (SEE INSTRUCTIONS} 9,621,681 9,621,681 398,796.40 24.33 1
EXCLUDED AREA SALARIES (SEE INSTRUCTIONS) 34,921 34,921 1,049.60 33.27 2
SUBTOTAL SALARIES (LINE 1 MINUS LINE 2} 9,621,681 -34,921 9,586,760 397,748,.80 24,10 3
SUBTOTAL OTHER WAGES & RELATED COSTS (SEE INST.) 880,6%7 880,637  11,020,.00 73.92 4
SUBTOTAL WAGE-RELATED COSTS (3EE INST.} 1,646,097 1,646,087 17.17% 5
TOTAL (SUM OF LINES 3 THRU 5) 12,148,475 -34,9%21 12,113,554 408,768.80 29,63 6
TOTAL OVERHEAD COST (SEE INSTRUCTIONS) 3,256,527 -32,748 3,223,779 137,540.49 23,44 7

w1 Ch N b W B



PROVIDER CCM: 15-3025 HEALTHSOUTH DEACONESS REHAB
PERIOD FROM O01/01/2011 TO 12/31/2011

HOSPITAL WAGE RELATED COSTS

PART A -~ CORE LIST

o Lo

~ & a

17
18
13
20

21
22
23
24

RETIREMENT COST

401X EMPLOYER CONTRIBUTIONS

TAX SHELTERED ANNUITY {TSA)} EMPLOYER CONTRIBUTION
QUALIFIED AND NOMN-QUALIFIED PENSION PLAN COST

PRICR YEAR PENSION SERVICE COST

PLAN ADMINISTRATIVE COSTS (PAID TQ EXTERNAL ORGANIZATION)
401K/TSA PLAN ACMINISTRATICN FEES
LEGAL/ACCOUNTING/MANAGEMENT FEES-PENSION PLAN

EMPLOYEE MANAGED CARE PROGRAM ADMINISTRATIGN FEES

HEALTH AND INSURANCE COST

HEALTH INSURANCE (PURCHASED CR SELF FUNDED)

PRESCRIPTION DRUG PLAN

DENTAL, HEARING AND VISION PLAN

LIFE INSURANCE (IF EMPLOYER IS5 CWNER OR BENEFICIARY}
ACCIDENTAL INSURANCE (IF EMPLOYEE I3 OWNER QR BENEFICIARY}
DISABILITY INSURANCE (IF EMPLOYEE IS OWNER OR BENEFICIARY}
LONG-TERM CARE INSURANCE {IF EMPLOYEE IS OWNER OR BENEFICIARY}
WORKERS' COMPENSATICN INSURANCE

RETIRENENT HEALTH CARE COST (ONLY CURRENT YEAR, NOT THE EXTRAORDINARY ACCRUAL REQUIRED BY FASH L06.

NON CUNULATIVE PORTION)
TAXES

FICA-BEMPLOYERS PORTION ONLY

MEDICARE TAXES - EMPLOYERS PORTION ONEY
UNEMPLOYMENT INSURANCE

STATE OR FEDERAL UNEMPLOYMENT TAXES
OTHER

EXECUTIVE DEFERRED COMPENSATION

DAY CARE COSTS AND ALLOWANCES

TUITION REIMBURSEMENT

TOTAL WAGE RELATED COST (SUM OF LINES 1-23)

PART B - OTHER THAN CORE RELATED COST

25

OTHER WAGE RELATED {OTHER WAGE RELATED CQST)

KPMG LLP COMPU-MAX MICRO SYSTEM
IN LIEU OF FORM CHMS-2552-10 {08/2011)

VERSION: 20
05/16/2012

11.18
18:08

WORKSHEET S~-3

PART

AMOUNT
REPORTED

136,052

1,087,672

18,456

62,514

689,143

30,463

-366,213
1,652,083

piY

L B ke

~1 o

25



FROVIDER CCN: 15-3025 HEALTHSQUTH DEACONESS REHAB
PERIOD FROM 01/01/201F TO 12/31/2011

HOSPITAL CONTRACT LABOR AND BENEFIT COST

PART V - CONTRACT LABOR AND BENEFIT COST

HOSPITAL AND HOSPITAL-BASED COMPOMENT IDENTIFICATION

AP D ) O AN L B e

COMPONENT

0
TOTAL FACILITY CONTRACT LABOR AND BENEFIT COST
HOSPITAL
SUBPROVIDER - IPF
SUBPROVIDER - IRF
SUBPROVIDER - (OTHER}
SWING BEDS - SNF
SWING BEDS - NF
HOSPITAL-BASER SNF
HOSPITAL-BASED NF
HOSPITAL~BASEDR OLTC
HOSPITAL-BASED HHA
SEPARATELY CERTIFIED ASC
HOSPiITAL-BASED HOSFICE
HOSPITAL-BASED HEALTH CLINIC - RHC
HOSPITAL-BASED HEALTH CLINIC - FQHC
HOSPITAL-BASED (CMHC)
RENAL DIALYSIS
QOTHER

KPMG LLP COMPU-MAX MICRO SYSTEM
IN LIEU OF FORM CMS-2552~10 (08/2011)

CONTRACT
LABOR
1

VERSICN: 20

11.10

05/%16/2012 18:08
WORKSHEET 3-3
PART V
BENEFIT
COST
2

1

2

3

4

5

5

7

3

9

10

11

12

13

i4d

15

16

17

18



PROVIDER CCN: 15-3025

PERIOD FROM 01/01/20i1 TO 12/31/2011

RECLASSTFICATION AND ADJUSTMENT OF TRIAL BALANCE OF EXPENSES

Fary
f-R - TN E R S P X

11
13
15
17

30

54
54.01
60
65
[:1
&%
68
71
73

76,01
76,02
76.03

92

i3
118

192
194
194.01
200

00100
00200
00360
00440
00500
00740
00800
00300
01600
01100
01300
01600
01700

43000

0549¢
05401
06000
06500
06600
06700
06800
07100
07300
03550
03950
03020
03951

09200

113060

18200
07950
07951

COST CENTER

GENERAL SERVICE COST CENTERS
CAP REL CQSTS-BLDG & FIXT

CAP REL COSTS-MVBLE EQUIP
OTHER CAPITAL RELATED COSTS
EMPLOYEE BENEFITS
ADMINISTRATIVE & GENERAL
QOPERATION OF PLANT

LAUNDRY & LINEN SERVICE
HOUSEKEEPING

DIETARY

CAFETERIA

NURSING ADMINISTRATION

MEDICAL RECORDS & LIBRARY
SCCIAL SERVICE

INPATIENT ROUTINE SERV COST CENTERS
ADULTS & PEDIATRICS

ANCILLARY SERVICE COST CENTERS
RADIOLCGY-DIAGNOSTIC

RADIOLOGY SUA

LABORATORY

RESPIRATORY THERAPY

PHYSECAL THERAPY

CCCUPATIONAL THERAPY

SPEECH PATHOLOGY

MEDICAL SUPPLLIES CHRGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
PEYCHOLOGY

AMBULANCE

DAY TREATMENT

AMBULANCE SUA

QUTPATIENT SERVICE COST CENTERS
OBSERVATION BEDS

OTHER REIMBURSABLE COST CENTERS
SPECIAL PURPOSE COST CENTERS
INTEREST EXPENSE

SUBTOTALS {SUM OF LINBS 1-117)
NONREIMBURSABLE CCST CENTERS
PHYSICIANS' PRIVATE OFFICES
NRCC MARKETING

GUEST HEALS

TOTAL {SUM OF LINES 118-199)

HEALTHSOUTH DEACONESS REHAB

KPMG LLP COMPU-MAX MICRO SYSTEM
IN LEEU OF FORM CM5-2552-10 {08/2011}

SALARIES
3

1,655,276
237,417

231,881
268,767

297,661
121,338
454,187

3,139,711

176,945
1,117,562
967,326
520,732
51,806
343,494
47.578

%,621,681

9,621,681

OTHER
2

910,126
263,463
203,068
1,719,881
2,452,536
559,230
13,803
72,108
308,417

15,472
84,707
10,257

185,291
151,910

258,133
61,391
22,175
9,640
6,368
155,566
583,661
3,561

198,336

1,120
8,26%,217

1,204

8,262,421

TOTAL
{COL. 1 +
CoL, 2}

3

918,126
263,463
203,068
1,719,881
4,107,812
186, 647
18,803
303,988
577,184

313,133
206,045
464,444

3,325,002
151,91¢

258,133
238,336
1,139,737
976,966
527,180
207,372
927,155
51,139
198,336

7,128
17,882,898

1,204

17,884,102

VERSION:
05/16/2012

2011,1¢

13:08

WORKSHEET A

RECLASSIFIL-
CATIONS
4

115,816
105,994
-203,068
137,239
~206,867
2,725
25,737
-26,479

-45,078

176,171
27,419
2,125
-3,683

1,615
1,941
127

2,538
-150,521

1,738

-35,355

i,289
34,066

113
118

192
194
194.01
200



PROVIDER CCN: 15-3025

PERIOD FROM 01/01/2011 TO 12/31/2011

HEALTHSOUTH DEACONESS REHAB

KPMG LLP COMPU-MAX MICRO SYSTEM
EN LIEU OF FORM CMS~2552-10 (0872011}

RECLASSIFICATION AND ADJUSTMENT OF TRIAL BALANCE OF EXPENSES

54,01
50
55
56
67
68
71
73
76
76,01
76,02
76.03

92

113
118

192
194
194.01
200

00100
00200
003400
00400
00500
00700
Q0800
00999
01000
0LLOG
01300
01600
01740

03000

05400
05401
06000
06500
06600
06700
96800
07100
07300
03550
03950
03020
0335%

03200

11300

19200
G7950
07951

COST CENTER

GENERAL SERVICE COST CENTERS
CAP REL COSTS-BLDG & FIXT

CAP REL COSTS-MVBLE EQUIP
OTHER CAPITAL RELATED CQSTS
EMPLOYEE BENEFITS
ADMINISTRATIVE & CENERAL
QPERATION OF PLANT

LAUNDRY & LINEN SERVICE
HOUSEKEEPING

DIETARY

CAFETERIA

NURSING ADMINISTRATION
MEDICAL RECORDS & LIBRARY
SOCIAL SERVICE

INPATIENT ROUTINE SERV COST CENTERS
ADULTS & BEDIATRICS

ANCILLARY SERVICE COST CENTERS
RADIOLOGY-DIAGNOSTIC
RADICLOGY SUA

LABORATORY

RESPIRATORY THERAPY

PHYSICAL, THERAPY

OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

MEDICAL SUPPLIES CHRGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
PSYCHOLOGY

AMBULANCE

DAY TREATMENT

AMBULANCE SUA

CUTPATIENT SERVICE COST CENTERS
OBSERVATION BEDS

OTHER REIMBURSABLE COST CENTERS
SPECIAL PURFOSE COST CENTERS
INTEREST EXPENSE

SUBTOTALS {SUM OF LINES 1-117)
NONREIMBURSABLE COST CENTERS
PHYSICIANS' PRIVATE OFFICES
NRCC MARKETING

GUEST MEALS

TOTAL (SUM OF LINES 118-19%)

RECLASSIFIED
TRIAL BALANCE
(COL. 3 & COL. 4)

5

1,029,942
369,457

1,857,120
3,900,945
78%,372
14,540
277,507
577,184

313,133
206,045
464,444

3,279,924

328,087
27.419
255,408
238,336
1,136,054
978,581
329,041
207,499
927,155
53,677
47,815

1,738

7,120
17,847,543

2,493
34,066

17,884,102

ADJUST-~
MENTZ
5

179,414
-22,781

-30,048
305,767
~69,777

-96
-22,939

-7.863
-57
-i7%

-4,881

-90,713
=7,814
-20%,760
-23,627
-540

-#58
~9,216
~1,145

~-38,421

-495

-7.120
-119,1435

-119,145

NET EXPENSES
FOR ALLOCATION
{COL. 5 &t COL. &)

7

1,209,356
346,676

1,767,072
4,206,712
719,595
44,540
277,411
554,245

305,270
205,988
464,269

3,275,043

237,374
19,605
49,648

214,709

1,135,514

978,581

529,041

206,641

97,939
52,532

9,394

1,243

17,728,338

2,493
34,066

17,764,957

VERSION: 2011.10
05/16/2012 18:08

WORKSHEET A

AL OO =] U L B

113
118

192
194
194,01
200



PROVIDER CCN: 15-3025 HEALTHSOUTH DEACCNESS REHAB KPMG LLP COMPU-MAX MICRO SYSTEM VERSION: 2011.10

PERICD FROM ©01/01/20i1 TO 12/31/2011 IN LIEU OF FORM CMS-2552-10 (08/2011) 05/16/2012 18:08
RECLASSIFICATIONS WORKSHEET A-6
EXPLANATION OF RECLASSIFICATION ENTRY  CODE = —--—m-—mmmmmmcmmmmmeomca oo INCREASE ——-- e wosas s oo oo
COST CENTER LINE # SALARY OTHER
1 2 3 4 5

1 INSURANCE A CAP REL COSTS-BLDG & FIX® t 12,067 1

2 INSURANCE A CAP REL COSTS-MVBLE EQUIP 3 10,675 2
3 INSURANCE A 3
500 TOTAL RECLASSIFICATIONS 22,742 500

CODE LETTER - A

1 MARKETING B NRCC MARKETING 194 32,428 1,638 1

2 MARKETING B 2

500 TOTAL RECLASSIFICATIONS 32,428 1,638 500
CODE LETTER - B

1 PHYSICIANS [ ADULTS & PEDIATRICS 30 11,166 1

2 PHYSICIANS ¢ BPSYCHOLOGY 76 2,538 2

3 PHYSICIANS C 3

500 TOTAL RECLASSIFICATIONS 13,704 500
CODE LETTER - C

1 SERVICE UNDER ARRANGEMENT D RADIOLOGY SUA 54.01 27,419 1

2 SERVICE UNDER ARRANGEMENT D AMBULANCE SUA 76.03 1,738 2

3 SERVICE UNDER ARRANGEMENT D 3

4 SERVICE UNDER ARRANGEMENT D 4

500 TOTAL RECLASSIFICATIONS 29,157 500

CODE LETTER - D

1 HR RECLASS EMPLOYEE BENEFITS 4 91,705 45,534 1
2 HR RECLASS
500 TOTAL RECLASSIFICATIONS %1,705 45,534 500

CODE LETTER - B

o
™o

1 RELATED PARTY DERCONESS F RADIOLOGY-DIAGNOSTIC 54 742 1
2 RELATED PARTY DEACONESS F 2
508 TQTAL RECLASSIFICATIONS 742 500

CODE LETTER - F

1 DAY TREATMENT a CCCUPATIONAL THERAPY 67 1,615 1
2 DAY TREATMENT [¢] SPEECH PATHOLOGY 68 1,941 2
3 DAY TREATMENT G 3
1] 0

TOTAL RECLASSIFICATICNS 3,556 50
CODE LETTER - G

OPERATION OF PLANT 7 2,725
RADIOLOGY-DIAGNOSTIC 54 112,208

1 LAB RECLASS
2 LAB RECLASS
3 LAB RECLASS
4
3]

mmmd

LAB RECLASS
TOTAL RECLASSIFICATIONS 114,933 50
CODE LETTER - H

1 COMS RECLASS MEDICAL SUPPLIES CHRGED TO PA T 127 1
2 COMS RECLASS
500 TOTAL RECLASSIFICATIONS 127 500

CODE LETTER - I

HH
(]

1 LAUNDRY RECLASS J LAUNDRY & LINEN SERVICE 8 25,737 1
2 LAUNDRY RECLASS J 2
500 TOTAL RECLASSIFICATIONS 25,737 501}

CODE LETTER - J

1 PHYSICTAN RECLASS PHYSICIANS® PRIVATE OFFICES 192 2,493
2 PEYSECIAN RECLASS
3 PHYSBICIAN RECLASS
0 TOPAL RECLASSIFICATICONS 2,493 560

CODE LETTER - K

e ]
D W



PROVIDER CCN: 15-3025

HEALTHSOUTH DEACONESS REHAB

PERIOD FROM 01/01/20%t1 TO E2/31/2011

L= - T I PO S

RECELASSIFICATIONS

EXPLANATION OF RECLASSIFICATION ENTRY CODE

HIisC
MISC
MISC
MISC
MISC
MISC

RECLASS
RECLASS
RECLASS
RECLASS
RECLASS
RECLASS

1

jalialagiag ol

TOTAL RECLASSIFICATIONS

CODE LETTER -

GRAND TOTAL (INCREASES)

KPMG LLP COMPU-MAX MICRO SYSTEM

IN LIEU OF FORM CMS-2552-10 (08/2011)

COST CENTER
2

APMINISTRATIVE & GENERAL
RADIOLOGY ~DEAGHOSTIC
AMBULANCE

INCREASE

LINE #
3

)
54
76,01

VERSION: 2011.1¢
05/16/2012 18:08

WORKSHEET A-6

1
2
3
4
5
3
145,921 500
152,363 378,054



PROVIDER CCN: 15-3025
PERIOD FROM 01/01/2011 TO 12/31/2011

RECLASSIFICATICNS

EXPLANATION OF
RECLASSIFICATION ENTRY

TNSURANCE

INSURANCE

INSURANCE

TOTAL RECLASSIFICATIONS
CODE LETTER - A

MARKETING

MARKETING

TOTAL RECLASSIFICATIONS
CODE LETPER - B

PHYSICIANS

PHYSECIANS

PHYSECIANS

TOTAL RECLASSIFICATIONS
CODE LETTER - ¢

SERVICE UNDER ARRANGEMENT
SERVICE UNDER ARRANGEMENT
SERVICE UNDER ARRANGEMENT
SERVICE UNDER ARRANGEMENT
TOTAL RECLASSIFICATIONS

. CODE LETTER ~ D

500

HR RECLASS

HR RECLASS

TOTAL RECLASSIFICATIONS
CODE LETTER - E

RELATED PARTY DEACONESS
RELATED PARTY DEACONESS
TOTAL RECLASSIFICATIONS
CODE LETTER - F

DAY TREATMENT

DAY TREATHMENT

DAY TREATMENT .
TOTAL RECLASSIFICATIONS
CODE LETTER - G

LAB RECLASS

LAB RECLASS

LAB RECLASS

ELAB RECLASS

TOTAL RECLASSIFICATIONS
CODE LETTER - H

COMS RECLASS

COMS RECLASS

TOTAL RECLASSIFECATIONS
CODE LETTER - E

LAUNDRY RECLASS
LAUNDRY RECLASS
TQTAL RECLASSIFICATIONS
CODE LETTER - J

PHYSXICIAN RECLASS
PHYSICIAN RECLASS
PHYSICIAN RECLASS
TOTAL RECLASSIFICATIONS
CODE LETTER - X

HEALTHSQUTH DEACONESS REHAB

CODE

-

oooag Qa0

mm

== - [~XaNa]

H ki

]

KPMG LLP COMPD-MAX MICRO SYSTEM

IN LIER QF FORM CHMS-2552-10 (08/2011)

COST CENTER
3

ADMINISTRATIVE & GENERAL

ADMINISTRATIVE & GENERAL

ADMINISTRATIVE & GENERAL

RADIQLOGY-DIAGNOSTEIC
AMBULANCE

ADMENISTRATIVE & GENERAL

HOUSEKEEPING

PHYSICAL THERAPY

EABORATORY
AMBULANCE

PHYSICAL THERAPY

HOUSEKEEPING

ADMINISTRATIVE & GENERAL
ADULTS & PEDIATRICS

VERSION1

20

05/16/2012

11,10
18:08

WORKSHEET A~6

DECREASE ------=---= bbb e L L R WHST A-7
LENE R SALARY OTHER REF.

7 8 9 10

12 1

12 2

5 22,742 3

22,742 500

1

5 32,428 1,638 2

32,428 1,638 500

1

2

5 13,704 3

13,704 500

1

2

54 27,419 3

76.01 1,738 4

28,157 500

1

5 91,705 45,534 2

91,705 45,534 500

1

9 142 2

742 500

1

2

66 3,556 3

3,556 500

1

2

60 2,725 3

76.01 112,208 4

114,933 500

1

66 127 2

127 500

1

9 25,737 2

25,7137 500

kN

5 320 2

30 2,173 3

2,493 500



PROVIDER CCN: 1%-3025 HEALTHSOUTH DEACONESS REHAB KPMG LLP COMPU-MAX MICRO SYSTEM VERSION: 2011.10

PERIOD FROM 01/01r/2011 TO 12/31/2011 IN LIEU OF FORM CMS-2552-10 {08/2011) 05/16/2¢12 18:08
RECLASSIFICATIONS WORKSHEET A-6
EXPLANATION OF CODE = mesmmmsm e DECREASE ----------om s o m e m e WKST A-7
RECLASSIFICATION ENTRY COST CENTER LINE # SALARY OTHER REF,
1 [ ? 8 9 10
1 MISC RECLASS L 1
2 MISC RECLASS L 2
3 MISC RECLASS L 3.
4 MISC RECLASS L ADULTS & PEDIATRICS kL] 54,071 4
5 MISC RECEASS L AMBULANCE 76.01 90,646 5
6 MISC RECLASS L PHYSICIANS' PRIVATE (OFFICES 152 1,204 [
500 TOTAL RECLASSIFICATIONS 145,921 500

CODE LETTER - L
GRAND TOTAL {DECREAMSES} 152,363 378,054



PROVIDER CCN: 15-3025 HEALTHSOUTH DEACONESS REHAB KPMG LLP COMPU-MAX MICRO SYSTEM VERSION: 2411
PERIOD FROM 01/01/201i1 TO 12/31/2011 IN LIEU OF FORM CM§-2552-10 {08/2011) 05/16/2012 18
RECCNCILIATION OF CAPITAL COST CENTERS WORKSHEET
PARTS I, II &
PART 1 - ANALYSIS OF CHANGES IN CAPITAL ASSET BALANCES
—————————— ACQUISITIONS ----=---=- DISPOSALS FULLY
BEGINNING AND ENDING DEPRECIATED
DESCRIPTICN BALANCES PURCHASE DONATION TOTAL RETIREMENTS BALANCE - ASSETS
i 2 3 4 5 5 ?
1 LAND
2 LAND IMPROVEMENTS
3 BUILDINGS AND FIXTURES
4 BUILDING IMPROVEMENTS 1,931,940 214,901 214,901 2,146,841
5 FIXED EQUIPMENT
6 MOVABLE EQUIPMENT 2,021,100 100,285 106, 285 222,218 1,899,187
7 HIT DESIGNATED ASSETS
8 SUBTOTAL {SUM OF LINES 1-7} 3,953,040 315,188 315,186 222,218 4,046,008
8 RECONCILING ITEMS
10 TOTAL {LINE 7 MINUS LINE 9} 3,953,040 315,186 315,186 222,218 4,046,008 1
PART II ~ RECONCILIATION OF AMOUNTS FROM WORKSHEET A, COLUMN 2, LINES 1 AND 2
———————————————————————————— SUMMARY OF CAPETAL -——---rmressmcs e
OTHER
CAPITAL- TOTAL{1}
RELATED (sl OF
DESCRIPTION DEPREC~ INSURANCE TAXES COSTS (SEE CoLS.
FATION LEASE INTEREST ({SEE INSTR.) {(SEE INSTR.) INSTR.) 9-14)
g 10 ii 12 i3 14 15
1 CAP REL COSTS-BLDG & FIXT 135,408 774,718 91¢,126 %
2 CAP REL COSTS-MVBLE EQUIP 144,505 118,558 263,463 2
3 TOTAL [SUM OF LINRS 1-2} 280,313 893,276 i,173,58% 3
PART III - RECCNCILIATION OF CAPITAL COST CENTERS
—————————— COMPUTATION OF RATIQS ---------= ----~~ ALLOCATION OF OTHER CAPITAL =wv-wuca
GROSS
ASSETS RATIO OTHER TOTAL
FOR RATILO {SEE CAPITAL- (SUM OF
DESCRIPFION GROSS CAPITALIZED ({COL, 1 - INSTR.} INSURANCE TAXES RELATED CQLS,
ASSETS LEASES COL, 2} COSTS 5-7})
i 2 3 4 5 & ? 8
1 CAP REL COSTS-BLEG & FIXT 2,146,840 2,146,840 0.530607 107,149 107,749 1
2 CAP REL COSTS~-MVBLE EQUIP 1,899,168 1,899,166 0.469393 95,319 95,319 2
3 TOTAL (SUM OF LINES 1-2} 4,046,008 4,046,008 1.000000 203,068 203,068 3
---------------------------- SUMMARY OF CAPIPAL -——-———---mmmmsmne
OTHER
CAPITAL- TOTAL{2)
TAXES RELATED {SUM OF
DESCRIPTION DEPREC- INSURANCE {SEE COSTS (SEE COLS.
TATION LEASE INTEREST (SEE INSTR.} INSTR.) INSTR.) 9-14)
9 10 1L 12 13 14 15
1 CAP REL COSTS-BLRG & FIXT 270,259 774,718 49,33% 12,067 102,973 1,209,356 1
2 CAP REL COSTS-MVBLE EQUIP 127,774 117,133 10,675 91,094 346,576 2
3 TOTAL 358,033 891,851 49,339 22,742 194,067 1,556,832 3

.10
108
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PROVIDER CCN: 15-302% HEALTHSOQUTH DEACONESS REHAB

PERIOD FROM 0L/01/201L TO 12/31/2011

10

11
12

13
14
15
is

17
i8
19

21

22

32

33

34

35

36

37

37.03
37.04
37.05
37.06
37.07
37.08
37.09
37.10
37.11
37.12
37.13
37.14
37.15
37.16
37.17
37.18
37.1%
37.20
37.2L
37.22
37.23
37.24
37.25
37.26

ADJUSTMENTS 'TQ EXPENSES

DESCRIPTION

INVESTMENT INCOME-BUILBINGS & FIXTURES
(CHAPTER 2}

INVESTMENT INCOME-MOVABLE EQUIPMENT
{CHAPTER 2}

INVESTMENT INCOME-OTHER {CHAPTER 2}
TRADE, QUANTITY, AND TIME BDISCOUNTS
(CHAPTER 8)

REFUNDS AND REBATES QF EXPENSES
{CHAPTER 8)

RENTAL OF PROVIDER SPACE BY SUPPLIERS
{CHAPTER 8}

TELEPHONE SERVICES {PAY STATIONS RXCL)
{CHAPTER 21}

TELEVISION AND RADIO SERVICE (CHAPTER 21}
PARKING LOT {CHAPTER 21}
PROVIDER-BASED PRYSICEAN ADJUSTMENT

SALE OF SCRAP, WASTE, ETC. {CHAPTER 23)
RELATED ORGANIZATION TRANSACTIONS
{CHAPTER 10)

LAUNDRY AND LINEN SERVICE

CAFETERYA - EMPLOYEES AND GUESTS

RENTAL OF QUARTERS TO EMPLOYEES & OTHERS
SALE OF MEDICAL AND SURGICAL SUPPLIES TO
OTHER THAN PATIENTS

SALE QF DRUGS TO OTHER THAN PATIENTS
SALE OF MEDICAL RECORDS AND ABSTRACTS
HNURSING SCHOOL (TUITION,FEES, BOOKS,ETC.)
VENDING MACHINES

INCOME FROM IMPOSITION CF INTEREST,
FINANCE CR PENALTY CHARGES ({CHAPTER 21)
INTEREST EXF ON MEDICARE OVERPAYMENTS &
BORROWINGS TO REPAY MEDICARE OVERPAYMENT
ADJ FOR RESPIRATORY THERAPY COSTS IN
EXCESS OF LEMITATION {CHAPTER i4)

ADJ FOR PEYSICAL THERAPY COSTS IN
BACESS OF LIMITATION {CHAPTER 14)

UTIL REVIEW-PHYSICIANS' COMPENSATION
(CHAFTER 21}

DEPRECIATION~-BUILDINGS & FIXTURES
DEPRECTATION~-MOVABLE EQUIPMENT
NON-PHYSICTIAN ANESTHETIST

PHYSICIANS' ASSISTANT

ADJ FOR QCCUPATIONAL THERAPY COSTS IN
EXCESS OF LIMITATION (CHAPTER 14)

ADJF FOR SPEECH PATHOLOGY COSTS IN
EXCESS OF LIMITATION (CHAPTER 14)

CAH HIT ADJ FOR DEPRECIATION AND

INTEREST

INSURANCE

INSURANCE

PROPERTY TAX

PROPERTY TAX

NON-ALLOWABLE EXPENSES ADJUSTMENT
NON-ALLOWABLE EXPENSES ADJUSTMENT
NON-ALLOWABLE EXPENSES ADJUSTMENT
NON-ALLOWABLE EXPENSES ADJUSTMENT
NON-ALLOWABLE EXPENSES ADJUSTMENT
NON-ALLOWABLE EXPENSES ADJUSTMENT
NON-ALLOWABLE EXPENSES ADJUSTMENT
PATIENT TELEPHONE

PATIENT TELEPHONE

PATIENT TELEVISION

PRINTING

PRINTING

PRENTING

PRINTING

PRINTING

LOBBYING EXPENSE

LOBBYING EXPENSE

HMISCELLANEOUS INCOME
HMISCELLANEQUS INCOME
MISCELEANEQUS INCOMB

DASIS
1

WKST
A-8-2

WKST
A-8-1

WKST
A-8-3
WHST
A-8-3

WKST
A-8-3
WEST
A-8-3

DHEHRBPrpER PR RPN E R

KPMQ LLP COMPU-MAX MICRO SYSTEM

IN LIEU OF FORM CMS-2552-10 {08/2011)

AMOUNT COST CENTER
2 3

CAP REL COSTS-BLDO & FIXT

CAP REL COSTS-MVBLE BQUIP

~-4,574

495,994

UTILIZATION REVIEW-SNF

CAP REL COSTS-BLDG & FIXT
CAP REL COSTS-MVBLE EQUIP
NONPRYSICIAN ANESTHETISTS

-7,120 INTEREST EXPENSE
-67,787 EMPLOYEE BENEFITS
-24,304 ADMINISTRATIVE & GENERAL
-4,776 CAP REL COSTS-BLDG & FIXT
-4,225 CAP REL COSTS-MVBLE EQUIP

~173,405  ADMINISTRATIVE & GENERAL

~-88 QPERATION OF PLANT
~48 HOUSEKEEPING

-7.733 NURSING ADMINISTRATION
-40 PHYSICAL THERAPY

-40 MEDICAL SUPPLIES CHRGED TO PATI

-46 DRUGS CHARGED TC PATIENTS
-3,347 EMPIOYEE BENEFITS
-25,773 ADMINISTRATIVE & GENERAL
-486 ADMINISTRATIVE & GENERAL
-21,515 ADMINISTRATIVE & GENERAL
-22 OPERATION OF PLANT
-48 HOUSEKEEPING
-31 NURSING ADMINISTRATION
-23 PHYSICAL THERAPY
-72 EMPLOYEE BENEFITS
-2,087 ADMINISTRATIVE & GENERAL
~4,351 CAP REL COSTS-BLDG & FIXT
~-3,029 ADMINISTRATIVE & GENERAL
-22,93¢ BIETARY

N
U ) O L0 D A N B R e

o=
QU WD

[

20t1 .10
18:08

WORKSHEET A-B
EXPENSE CLASSIFICATION ON WORKSHEET A TO/
FROM WHICH THE AMOUNT IS TO BE ADJUSTED

B

707
37.08
37.09
37.10
37.11
37.12
37.13
37.14
37.15
37,16
37,17
37,18
37.19
37,20
37.21
37.22
37.23
37.24
37.25
37.26



PROVIDER <CN:y 15-3925 HEALTHSCUTH DEACONESS REHAB

PERIOD FAQM 01/01/2011 TO 12/31/2011

37.27
37.28
37.23%
37,360
37.311
37.32
37,33
37.34
37.35
38
3%
40
41
42
43
44
45
456
47
48
49
50

ATJUSTMENTS TO EXPENSES

DESCRIPTICN

MISCELLANEGUS INCOME
PATIENT TRANSPORTATION
PATIENT TRANSPORTATION
PATIENT TRANSPORTATION
PATIENT TRANSFORTATION
PROFESSIONAL FEES
PHYSICIAN SUPPORT STAFF
WAYPORT WIRELESS
PHYSICIAN ADJUSTMENT

TOTAL (5UM OF LINES 1 THRU 49}

TRANSFER TO WKST A, COL. &,

LINE 200}

BASIS
1

PR W

KPMG LLE COMPU-MAY MICRO SYSTEH VERSICN: 2011.10
IN LIEU OF FORM CMS5-2582-10 (08/2011) 05/146/2812 18:48

WORKSHEET A-38
EXPENSE CLASSIFICATION CN WORKSHEET A TO/
FROM WHICH THE AMOUNT IS TC BE ADJUSTED  WKST A-7

AMOUNT COST CENTER LINE NO, REF
2 3 4 3
-57 MEDICAL RECORDS & LIBRARY 16 37.27
-17,123 CAP REL COSTS-MVBLE EQUIP 2 9 37.28
-9,248 EMPLOYEE BENEFITS 4 37.29
-6%,109 OPERATION CF PLANT 7 37.30
-38,421 AMBULANCE 76,01 37.3t
-8,467 ADMINESTRATIVE & GENERAL 5 37.32
455 ADMINEISTRATIVE & GENERAL -1 37.33
-5, 095 ADMINISTRATIVE & GENERAL 5 37.34
-125 ADMINISTRATIVE & GENERAL 5 37.35
38
i3
49
41
42
43
44
45
46
47
48
49
-119,145 50



PROVIDER CCN:
PERIOD FROM 01/01/2011 TO

15-3025
12/31/2011

HEALTHSOUTH DEACONESS REHAB

KPMG LLP COMPU-MAX MICRO SYSTEM
IN LIEU OF FORM CMS-2552-10 {48/2011)

STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME OFFICE COSTS

VERSICN:

2011.10

05/16/2012 18:08

WORKSHEET A-8-1

A. COSTF INCURRED AND ADJUSTMENTS REQUIRED AS A RESULT OF TRANSACTIONS WITH RELATED ORCANIZATIONS OR THE CLAIMING OF
HOME QFFICE COSTS:

AMOUNT OF AMOUNT {INCL NET ADJ- WKST
LINE — ALLOWABLE  EN WKST A, USTMENTS ~ A-7
NO. COST CENTER EXPENSE ITEMS cosT COL. 5) {COL. 4-5} REF
1 2 3 4 -5 6 7
1 5 ADMINISTRATIVE & GENERAL TO OFFSET MANAGEMENT FEES 1,515,609 -1,515,609
2 1 CAP REL COSTS-BLDG & FIXT TO INCLUDE ALLOWABLE HOME OFFX 134,851 134,851 9
3 1 CAP REL COSTS-BLDG & FIXT TO INCLUDE ALLOWABLE HOME OFFT 53,690 53,690 11
4 5 ADMINISTRATIVE & GENERAL TO INCLUDE ALLOWABLE HOME OFFE 1,605,538 1,605,538
4,01 5 ADMINISTRATIVE & GENZRAL TO INCLUDE ALLOWABLE HOME OFFI 487,159 487,159
4.02 2 CAP REL COSTS-MVBLE EQUIP INTERCOMPANY WAGE AND EBXPENSE 23,341 23,34t 10
4,03 4 EMPLOYEE BENEFITS INTERCOMPANY WAGE AND EXPENSE 2,716,376 2,716,370
4.04 5 ADMENISTRATIVE & GENERAL INTERCOMPANY WAGE AND EXPENSE 302,865 302,865
4,095 7 OPERATION OF PLANT INTERCOMPANY WAGE AND EXPENSE 22,159 22,159
4,06 8 LAUNDRY & LINEN SERVICE INTERCOMPANY WAGE AND EXPENSE 433 493
4.07 9 HOUSEKEEPING INTERCOMPANY WAGE ANE EXPENSE 5,817 5,817
4,08 10 DIETARY INTERCOMPANY WAGE AND EXPENSE 5,984 -5,984
4.09 13 NURSING ADMINISTRATION INTERCOMPANY WAGE AND EXPENSE 1,966 1,966
4,10 16 HEDICAL RECORDS & LIBRARY INTERCOMPANY WAGE AND EXPENSE 2486 2446
4,11 17 SOCIAL SERVICE INTERCOMPANY WAQE AND EXPENSE i,924 1,924
4.12 30 ADULTS & PEDIATRICS INTERCOMPANY WAGE AND EXPENSE 6,948 6,948
4.13 54 RADIOLOGY-DIAGNOSTIC INTERCOMPANY WAGE AND EXPENSE -5,781 -5,781
4.14 &0 LABORATORY INTERCOMPANY WAGE AND EXPENSE 1 1
4.15 85 RESPIRATORY THERAPY INTERCOMPANY WAGE AND EXPENSE 8 g
4.16 86 PHYSICAL THERAPY INTERCOMPANY WAGE AND EXPENSE 3,130 3,130
4.17 67 OCCUPATIONAL THERAPY INTERCOMPANY WAGE AND EXPENSE 2,052 2,052
4.18 68 SPEECH PATHOLOGY ENTERCOMPANY WAGE AND EXPENSE 2,318 2,318
4,19 11 MEDICAL SUPPLIES CHRGED TO PATI INTERCOMPANY WAGE AND EXPENSE ~1,254 -1,254
4.20 73 DRUGS CHARGED TO PATLIENTS INTERCOMPANY WAGE AND EXPENSE 457,351 457,351
4.21 76 PSYCHOLOGY INTERCOMPANY WAGE AND EXPENSE 150 160
4.22 76.01 AMBULANCE INTERCOMPANY WAGE AND EXPENSE -4,451 -4,451
4,23 i3 INTEREST EXPENSE INTERCOMPANY WAGE AND EXPENSE T,102 7,102
4.24 192 PHYSICIANS' PRIVATE QFFICES INTERCOMPANY WAGE AND EXPENSE -5 -15
4.25 2 CAP REL COSTS-MVBLE EQUIP RELATED PARTY ~ MCD ADJUSTMENT 15¢ 158 -8 9
4.25 2 CA? REL COSTS-MVBLE EQUIP RELATED PARTY - DEACONESS 525 1,950 -1,425 10
4,27 4 EMPLOYEE BENEFITS RELATED PARTY - DEACONESS 3,522 13,076 -9,554
4.28 3 ADMINISTRATIVE & GENERAL RELATED PARTY - DEACONESS 2,706 10,196 ~7,490
4.29 7 OPERATION OF PLANT RELATED PARTY - DEACONESS 208 764 ~-558
4.30 13 NURSING ADMINISTRATION RELATED PARTY -~ DEACONESS 36 135 -99
4.31 17 SOCIAL SERVICE RELATED PARTY - DEACONESS 65 240 -175
4.32 30 ADULTS & PEDIATRICS RELATED PARTY - DEACONESS 560 967 -307
4.33 54 RADIOLOGY ~-DIAGNOSTIC RELATED PARTY - DEACONESS 26,208 116,921 ~90,713
4.34 54.01 RADIOLOGY SUA RELATED PARTY - DEACONESS 2,258 10,072 -7,814
4,35 60 ELABORATORY RELATED PARTY - DEACONESS 52,214 257,974 -205,760
4,36 65 RESPIRATORY THERAPY RELATED PARTY -~ DEACONESS 10,010 33,637 -23,627
4,37 66 PHYSICAL THERAFY RELATED PARTY - DEACONESS 143 620 -417
4,38 71 MEDICAL SUPPLIES CHRGED TO PATE RELATED PARTY -~ DEACONESS 273 1,091 -818
4.3% 173 DRUGS CHARGED TO PATIENTS RELATED PARTY -~ DEACONESS 2,861 12,031 ~%,170
4,40 7% PSYCHOLOGY RELATED PARTY - DEACONESS 2,108 3,250 1,145
4.41 74,03 AMBULANCE SUA RELATED PARTY - DEACCNESS 143 538 -495
4.42 2 CAP REL COSTS~MVBLE EQUIP RELATED PARTY - MOTORIKA 8,470 8,470 9
§.43 86 PHYS1CAL THERAPY RELATED PARTY - MOTORIKA 554 554
5 TOTALS (SUM OF LINES 1-4) 5,931,053 5,525,059 405,994
TRAMSFER CCL., 6, LINE 5 TO
WEST A-8, QOL, 2, LINE i2.

B, INTERRELATIONSHIP OF RELATED ORGANIZATICN(S) AND/OR HOME QFFICE:

THE SECRETARY, BY VIRTUE OF AUTHORITY GRANTED UNDER SECTION 1814({b} {1} OF THE SOCIAL SECURITY ACT, REQUIRES THAT YOU
FURNISH THE INFORMATEON REQUESTED UNDER PART B OF THIS WORKSHEET.

THE INFORMATION I8 USED BY THE HEALTH CARE FINANCING ADMINISTRATION AND ITS INTERMEDIARIES IN DETERMINING THAT THE COQSTS
APPLICABLE TO SERVICES, FACILITIES, AND SUPPLIES FURNISHED BY OQRGANIZATIONS RELATED 40 YOU BY COMMON OWNERSHIP OR CONTROL
REPRESENT REASONABLE COSTS AS DETERMINED UNDER SECTION 1861 OF THE SCCIAL SECURITY ACT, IF YOU DO NOT PROVIDE ALL OR ANY
PART OF THE REQUESTED INFORMATION, THE COST REPORT IS CONSIDERED INCOMPLETE AND NOT ACCEPTABLE FOR PURPOSES OF CLAIMING
REIMBURSEMEN? UNDER TITLE XVIII.

RELATED ORGANIZATION{S} AND/OR HOME CFFICE

PERCENT BERCENE
SYMBOL NAME oF NAME OF TYPE OF
{1) OWNERSHIP CWNERSHIP BUSINESS
3 2 3 4 5 6
3 B 78.00  HEALTHSQUTH CORPORATICN HEALTHCARE
7 B 22.00 DEACONESS HEALTHCARE
8 G HEALTHSOUTH CORFORATION HEALTHCARRE
] G  MED CENTER DIRECT MEDICAL SUPPLIES
10 G MOTORIKA
{1} USE THE FOLLOWING SYMBOLS TO INDICATE THE INTERRELATIONSHIP TO RELATED ORGANIZATIONS:
A. INDIVIDUAL HAS FINANCIAL INTEREST (STOCKHOLDER, PARTNER, ETC.) IN BOTH RELATED ORGANIZATION AND IN PROVIDER.
B. CORPORATION, PARTNERSHIP, OR OTHER ORGAMNIZATION HAS FIMANCIAL INTEREST IN PROVIDER.
C, PROVIDER HAS FINANCIAL INTEREST IN CORPORATION, PARTNERSHIP, OR OTHER ORGANIZATION.
D. DIRECTOR, OFFICER, ADMINISTRATOR, OR KEY PERSOMN 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.
¥, DIRECTOR, QFPICER, ADMINISTRATOR, OR KEY PERSCN OF RELATED ORGANIZATION OR RELATIVE OF SUCH PERSON HAS

FINANCIAL INTEREST IN PROVIDER,

@, OTHER (FINANCIAL OR NON-FINANCIAL} SPECIFY: FINANCIAL

4.31
4.32
4.33
4.34
4.35
4.36
4.37
4.38
4.39
4.40
4.41
4.42
4.43
5

[=JLT-- IS .,



PROVIDER CCN: 15-3025 HEALTHSOUTH DEACONESS REHAB
PEREOD FROM 01/01/2011 TO 12/31/2011

PRCVIDER-BASED PHYSICIAN ADJUSTMENTS

WKST
A COST CENTER/
LINE PHYSICIAN IDENTIFIER
NO.
1 2
i 39 ADULTS & PEDIATRICS AGGREGATE

290 TOTAL

TION INCL SIONAL
FRINGES COMPONENT COMPONENT
4

KPMG LLP COMPU-MAX MICRO SYSTEM VERSION: 2011.10
IN LIEU OF FORM CMS-2552-10 {08/2011) 05/16/2012 18:08

WORKSHEET A-8-2

PHYSICIAN/ UNAD~ 5 PERCENT
PROVIDER JUSTED OF UNAD-
RCE COMPONENT RCE JUSTED
AMOUNT HOURS LIMIT RCE LIMIT
6 7 8 9
171,400 1] 6,592 330 1
;14 6,5%2 330 200



PROVIDER CCM: 15-3025 HEALTHSOUTH DEACSNESS REHAB KEMG LLP COMPU-MAX MICRO SYSTEM YERSION: 2011.10
IN LIEU OF FORM CM3S-2552-10 {08/2011} 05/16/2012 18:08

PERIOD FROM 01/01/2011 T0 12/31/2011
PROVIDER~BASED PHYSICIAMN ADJUSTMENTS WORKSHEET A-8-2

COST QF BROVIDER PHYSICIAN PROVIDER

WKST
A COST CENTER/ MEMBERSHIP COMPOMENT  COST OF COMPONENT  ADJUSTED RCE
LINE  PHYSICIAN IDENTIFRIER & CONTIN, SHARE OF MALPRACTICE SHARE OF RCE DIS- ADJUST-
MO. EDUCATION COLUMN 12 INSURANCE COLUMN 14 LIMIT ALLOWANCE MENT
10 1L 12 13 14 15 16 17 18
130 ADULTS & PEDIATRICS AGGREGATE : 6,592 4,574 4,574 1
) 6,592 4,574 4,574 200

2060 TOTAL



PROVIPER CCN: 15-3025
PERIOD FROM 01/01/201f TO 12/31/2011

COST ALLOCATION - GENERAL SERVICE COSTS

COST CENTER DESCRIPTION

GENERAL SERVICE COST CENTER3

1 CAP REL COSTS-BLDG & FIXT
2 CAP REL COSTS-MVBLE EQUIP
4 EMPLOYEE BENEFITS
5 ADMINISTRATIVE & GENERAL
7 OPERATION OF PLANT
E] LAUNDRY & LINEN SERVICE
9 HOUSEXEEPING
10 DIETARY
11 CAFETERTA
13 NURSING ADMINISTRATION
16 MEDICAL RECORDS & LIBRARY
17 SGCTAL SERVICE

INPATIENT ROUTINE SERV COST CENTERS
30 ADULTS & PEDRIATRICS
ANCILLARY SERVICE COST CENTERS
54 RADIOLOGY-DIAGHOSTIC
54.0)1 RADICLOGY SUA
60 LAEORATORY
65 RESPIRATORY THERAPY
66 PHYSICAL THERAPY
67 QCCUPATIONAL THERAPY
68 SPEECH PATHOLOGY
71 MEDICAL SUPPLIES CHRGED TO PATIENTS
73 DRUGS CHARGED TO PATIENTS
16 PSYCHCLOGY
76.01 AMBULANCE
76,0% DAY TREATMENT
76,03 AMBULANCE SUA
QUTPATIENT SERVICE COST CENTERS
92 GBSERVATION BEDS
OTHER REIMBURSABLE COST CENTERS
SPECIAL PURPOSE COST CENTERS
113 INTEREST EXPENSE
118 SUBTOTALS {SUM OF LINES 1-117}
NONREIMBURSABLE COST CENTERS
192 PHYSICIANS' PRIVATE OFFICES
134 NRCC MARKETING
194,01 GUEST MEALS
200 CRCSS FOOT ADJUSTMENTS
201 NEGATIVE COST CENTER
202 TOTAL (SUM OF LINES 118-201)

HEALTHSOUTH DEACONESS REHAB

NET EXP
FOR COST
ALLOCATION
{FROM WKST
A, COL,7}
[

1,209,356
346,676
1,767,072
4,206,712
719,595
44,540
277,411
554,245

305,270
205,988
464,269

3,275,042

237,34
19,605
49,648

214,709

1,135,514

978,581

529,041

206,641

217,939
52,532

9,394

1,243

17,728,398

2,493
34,066

17,764,957

KP¥G@ LLP COMPU-MAX MICRO SYSTEM
IN LIEYU OF FORM CM5-2552-10 {08/2011)

CAP CAP EMPLCYEE
BLDGS & MOVABLE BENEFITS
FIXTURES EQUIPMENT
1 2 L
1,209,356
346,676
3,972 1,139 1,772,183
118,739 34,038 284,670
24,030 6,889 42,290
13,461 3,859 4,786
9,788 2,806 38,334
45,917 24,629 49,980
10,179 2,915 55,353
9,148 2,620 22,564
7,262 2,082 84,460
501,496 143,757 583,450
10, 792 3,068
897 257
2,559 134 32,305
158,962 43,275 207,821
78,705 22,562 179,883
40,333 11,562 96,835
20,7173 5,955 9,634
6,647 1,906 63,876
4,786 1,372 8,848
1,100,339 315,425 1,765,689
108,718 31,165 464
299 86 6,030
1,209,356 345,675 1,772,183

VERSION: 2011.10
05/16/2012 18:08
WORKSHEET B
PART I
SUBTOTAL
{COLS.0~4)
4A
1
2
4
4,644,159 5
792,804 ?
66,646 8
328,339 9
714,771 10
i1
373,708 i3
240,312 16
558,013 17
4,503,748 30
251,144 54
19,605 54.01
50,802 &0
250,907 65
1,537,572 56
1,259,731 67
677,771 58
243,003 71
990,368 73
57,538 76
9,34 76.01
16,02
1.243 76.03
92
113
17,581,636 118
142,840 132
40,481 194
154.01
200
201
17,764,957 202



PROVIDER CCN: 15-130625
PERIOD FROM £1/01/20(1 T¢O L12/31/2011

COST ALLOCATION - GENERAL SERVICE COSTS
COST CENTER DESCRIPTION

GENERAL SERVICE COST CENTERS
1 CAP REL COSTS-BLDG & FIXT
2 CAP REL COSTS-MVBLE EQUIP
4 EMPLOYEE BENEFITS
5 ADMINISTRATIVE & GENERAL
7 OPERATION OF PLANT
8 LAUNDRY & LINEN SERVICE
9 HOUSEKEEPING
10 DIETARY
11 CAFETERIA
13 NURSING ADMINISTRATICN
15 MEDICAL RECORDS & LIBRARY
17 SOCIAL SERVICE
INPATIENT ROUTINE SERV COST CENTERS
30 ADULTS & PEDIATRICS
ANCILLARY SERVICE COST CENTERS
54 RADICLOGY-DIAGNOSTIC
54.01 RADIOCLOGY SUA
LH) LABORATORY
65 RESPIRATORY THERAPY
66 PHYSICAL THERAPY
67 CCCUPATIONAL THERAPY
68 SPEECH PATHOLOGY
71 MEDICAL SUPPLIES CHRQED TO PATIENTS
13 DRUGS CHARGED ‘T PATIENTS
76 PSYCHOLOGY
76.01 AMBULANCE
76.02 DAY TREATMENT
76.03 AMBULANCE SUA
GUTPATIENT SERVICE COST CENTERS
92 OBSERVATION BEDS
OTHER REIMBURSABLE QST CENTERS
SPECIAL PURPOSE COST CENTERS
113 INTEREST EXPENSE
iig SUBTOTALS {SUM OF LINES 1-117}
NONREIMBURSABLE COST CENTERS
192 PHYSICIANS' PRIVATE OFFICES
194 NRCC MARKETING
194,01k GUEST MRALS
200 CROSS FOOT ADJUSTMENTS
201 NEGATIVE COST CENTER
202 TOTAL {(SUM OF LINES 118-201})

HEALTHSOUTH DEACONESS REHAB

ADMINES-
TRATIVE %
GENERAL

k]

4,644,159
281,062
23,627
116,402
253,398

132,486
85,195
197, 846

1,596,661
89,035

18,010
88,951
545,095
446,595
240,281
86,149
351,102
23,9423
3.330

4,579,169

50,63%
14,351

4,644,159

KPMG LLP COMPU-MAX MICRO SYSTEM
IN LIEU OF FORM ¢43-2552-10 {08/2011)

VERSION:
05/16/2012

2011, 10
18:08

WORKSHEET B
PART

QPERATION
OF PLANT

?

1,073,866
13,603
9,892
86,827

10,278
9,237
7,338

506,904
10,816

907
2,586
i52,560
79,538
40,760
20,993
6,718
4,837

963,695

104,869
302

1,073,866

LAUNDRY
+ LINEN
SERVICE

8

103,876

103,876

103,876

103,876

HOUSE~
KEEPING

9

454,633
37,581

4,449
3.998
3,177

219,359
4,681

393
1,119
66,033
34,427
17,642
9,086
2,%08
2,094

406,947

47,555
131

454,633

DIETARY

i9

1,092,577
163,718

863,784

1,027,502

65,475

1,092,577

L= IR T R

10
11
13
16
it

30

54
54.01
60
65
66
67
68
71
73
76
76,01
76.02
76.03

92

113
1is

192
194
ig4,01
200
201
202



PROVIDER CCN: 15-3025 HEALTHSOUTH DEACONESS REHAB
PERIOD FROM 01/01/2011 TO 12/31/2011

COST ALLOCATION - GENERAL SERVICE COSTS

iy
DWW U B

1t
13
16
17

30

59
54.01
64
65
65
67
63
71
73
6
76,01
76.02
76.03

32

113
118

192
134
194.01
260
201
202

COST CENTER DESCRIPTION

GENERAL SERVICE COST CENTERS
CAP REL COSTS~BLDG & FIXT

CAP REL COSTS-MVBLE EQUIP
EMPLOYEE BENEFITS
ADMINISTRATIVE & GENERAL
QPERATION OF PLANT

LAUNDRY & LINEN SERVICE
HOUSEKEEPING

DIETARY

CAFETERIA

NURSING ADMINISTRATION
MEDICAL RECORDS & LIBRARY
SOCIAL SERVICE

INPATIENT ROUTINE SERV COST CENTERS
ADULTS & PEDIATRICS

ANCILLARY SERVICE COST CENTERS
RADICLOGY-DIAGNOSTIC
RADICLOGY SUA

EABORATORY

RESPIRATORY THERAPY

PRYSICAL THERAPY

OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

MEDICAL SUPPLIES CHRGER TQ PATIENTS
DRUGS CHARGED TO PATIENTS
PSYCHOLOGY

AMBULANCE

DAY TREATHENT

AMBULANCE SU3

OUTPATIENT SERVICE COST CENTERS
OBSERVATION BEDS

OTHER REIMBURSABLE COST CENTERS
SPECIAL PURPQSE COST CENTERS
INTEREST EXPENSE

SUBTOTALS {S5UM OF LINES 1-117})
NONREIMBURSABLE COST CENTERS
PHYSICIANS' PRIVATE OFFICES
NRCC MARKETING

GUEST MEALS
CROSS FOOT ADJUSTMENTS
NEGATIVE COST CENTER
TOTAL {StM OF LINES 118-201)

CAFETERIA

11

163,718
6,762
2,732

10,226

70,649

3,984
25,163
21,780
11,723

1,166

7,734

1,071

162,932

56
730

163,718

XPMG LLP COMPU-MAX MICRO SYSTEM
IN LIEU OF FORM (MS5-2552-10 (08/2011)

NURSING

ADMINIS~

TRATICN
13

527,623

527,623

527,623

527,623

MEDICAL SOCYEAL
RECORDS + SERVICE
LIBRARY

16 17

341,474
176,661

112,616 776,661
3,274

7,334
13,047
69,928
63,919
30,079

5,949
25,687

3,188

455

341,474 776,661

341,474 776,661

VERSION: 2011.10
05/16/2012 18:08
WORKSHEET B
PART 1
SUBTOTAL
24
1
2
4
5
ki
g
3
19
11
13
16
17
9,281,779 30
358,950 54
19,605 54.01
77,446 50
360,594 65
2,396,351 66
1,811,951 67
1,018,258 68
366,346 71
1,384,517 3
102,669 76
13,179 76.0L
76,02
1,243 76.03
92
113
17,292,928 118
350,959 192
55,595 194
65,075 194.01
200
201
17,764,957 202



PROVIDER CCN: 15-3025 HEAETHSOUTH DEACCNESS REHAB KPMG LLP COMPU-MAX MICRO SYSTEM VERSION: 2011.16

PERIOD FROM 01/0%i/2011 TO 12/31/2011 IN LIEU OF FORM CMS8-2552-10 {{8/2011) 05/16/26i2 18:08
COST ALLOCATION - GEMERAL SERVICE COSTS WORKSHEET B
PART I
I&R COST &
COST CENTER DESCRIPTION POST STEP-
DOWN ADJS TQTAL
28 26

GENERAL SERVICE COST CENTERS
1 CAP? REL COSTS-BLDG & FIXT 1
2 CAP REL COSTS-MVBLE EQUIP 2
4 EMPLOYEE BENEFITS 4
5 ADMINISTRATIVE & GENERAL 5
7 OPERATEION OF PLANT 7
8 LAUNDRY & LINEN SERVICE 8
9 HOUSEXKEEPING 9
16 DIETARY 10
11 CAFETERIA 11
13 NURSING ADMINYSTRATION 13
16 MEDICAL RECORDS & LIBRARY 15
17 S0CIAL SERVICE 17
INPATIENT ROUTINE SERV COST CENTERS

39 ADULTS & PEDIATRICS 9,281,719 3%
ANCILLARY SERVICE COST CENTERS

54 RADIOLOGY-DIAGNOSTIC 158,950 54

54.01 RADIOLOGY SUA 19,605 54.01

60 LABORATORY 17,446 60

65 RESPIRATORY THERAFY 360,594 65

66 PHYSICAL THERAPY 2,396,351 66

67 OCCUPATIONAL THERAPY 1,911,991 67

(1] SPEECH PATHOLOGY 1,018,258 68

71 MEDICAL SUPPLIES CHRGED TO PATIENTS 366,346 71

13 DRUGS CHARGED TO PATIENTS 1,384,517 13

76 PSYCHOLOGY 102,669 16

76.01 AMBULANCE 13,179 76.0L

76.02 DAY TREATMENT 76.02

76.03 AMBULANCE SUA 1,243 76.03
OUTPATIENT SERVICE COST CENTERS

92 OBSERVATION BEDS 92

OTHER REIMBURSABLE COST CENTERS
SPECIAL PURPOSE COST CENTERS

113 INTEREST EXPENSE 113
118 SUBTOTALS (SUM OF LINES 1-il17} 17,292,928 ils
NONREIMBURSABLE COST CENTERS
192 PHYSICIANS' PRIVATE OFFICES 350,959 192
194 NRCC MARKETING 55,995 is4
194.601 GUEST MEALS 65,075 194.01
200 CROSS FOOT ADJUSTMENTS 200
201 NEGATIVE COST CENTER 201

202 TOTAL {SUM OF LENES 1i8-201}) 17,764,957 202



PROVIDER CCN: 15-3025 HEALTHSOUTH DEACONESS REHAB

PERIOD FROM 01/01/20%11 TO 12/31/2011

ALLOCATION OF CAPITAL~RELATED COSTS
CO3T CENTER DESCRIPTICHN

GENERAL SERVICE COST CENTERS
1 CAP REL COSTS-BLDQ & FIXT
2 CAP REL COSTS-MVBLE EQUIP
4 EMPLOYEE BENEFITS
5 ADMINISTRATIVE & GENERAL
7 OPERATION OF PLANT
8 LAUNDRY & LINEN SERVICE
g HOUSEKEEPING
10 DIETARY
1t CAFETERIA
13 NURSING ADMINISTRATICN
16 MEDICAL RECORDS & LIBRARY
17 SOCIAL SERVICE
INPATIENT ROUTINE SERV COST CENTERS
30 ABUL?S & PERIATRICS
ANCIDLARY SERVEICE COST CENTERS
54 RADIOLOGY -DIAGNOSTIC
54.01 RADIOLOGY SUA
6 LABORATORY
65 RESPIRATORY THERAPY
111 PHYSICAL THERAPY
67 QUCUPATIONAL THERAPY
68 SPEECH PATHOLOGY
71 MEDICAL SUPPLIES CHRGED TO PATIENTS
73 DRUGS CHARGED TQ PATIENTS
76 PSYCHOLOGY
76,01 AMBULANCE
76,02 DAY TREATHENT
76.03 AMBULANCE SUA
OUTPATIENT SERVICE COST CENTERS
92 OBSERVATION BED3
OTHER REIMBURSABLE COST CENTERS
SPECTAL PURFOSE COST CENTERS
113 INTEREST EXPENSE
ilg SUBTOTALS (SUM OF LINES 1-117}
NONREIMBURSABLE COST CENTERS
192 PHYSICIANS® PRIVATE OFFICES
194 NRCC MARKETING
194.0% GUEST MEALS
240 CROSS FOOT ADJUSTMENTS
201 NEGATIVE COST CENTER
202 TOTAL {SUM OF LINES 118-201)

PIR ASSGHND CAP
CAP~REL BLDGS &
COSTS FIXTURES
o] 1

3.972
118,739
24,930
13,4461
9,738
85,917

10,176
9,140
7,262

501,495
10,702

897
2,559
150,962
18,705
46,1333
20,773
6,647
4,786

1,100,339

108,718
299

1,209,356

KPNG LLP COMPU-MAX MICRO SYSTEM
IN LIEU OF FORM CMS-2552-10 {08/2011}

chp

MOVABLE

EQUIBMENT
2

1,139
34,038
6,889
3,859
2,806
24,629

2,915
2,620
2,082

143,757
3,068

257
734
43,275
22,562
11,562
5,955
1,906
1,372

315,425

31,165
13

346,678

VERSION: 2011.19
05/16/2012 18:08

WORKSHEE? B

PART IX
EMPLOYEE
BENEFITS
SUBTOTAL
2A 4
1
. 2
5,111 5,111 4
152,777 821 5
30,919 122 7
17,320 14 8
12,594 110 9
110,546 144 19
11
13,085 is0 13
11,780 65 15
9,344 243 17
645,253 1,685 10
13,770 54
54.01
1.154 50
3,293 95 65
194,237 5599 56
101,267 518 57
51,895 279 58
26,728 28 71
8,553 184 73
6,158 26 76
76.01
76.02
76.03
92
ii3
1,415,764 5,093 ilg
139,883 3 192
385 17 134
134.01
200
201
1,556,032 5,111 202



PROVIDER CCM: 15-302S

PERICD FROM 01/Q:/2011 <0 12/31/2011

ALLOCATION OF CAPITAL-RELATED COSTS

A D T A B

io

i3
1s
17

30

54
54,01
]
65
]
67
68
71
73
16
76.01
76.02
76.03

92
113
118

192
194

COST CENTER DESCRIPTICN

GENERAL SERVICE COST CENTERS
CAP REL COSTS-BLDG & FIXT

CAP REL COSTS-MVBLE EQUIP
EMPLOYEE BENEFITS
ADMINISTRATIVE & GENERAL
OPERATION OF PLANT

LAUNDRY & LINEN SERVICE
HOUSEKEEPING

DIETARY

CAFETERIA

NURSING ADMINISTRATION

MEDICAL RECORDS & LIBRARY
SOCIAL SERVICE

INPATIENT RQUTINE SERV COST CENTERS
ADULTS & PEDIATRICS

ANCIELARY SERVICE COST CENTERS
RADIOLOGY-~DIAGNOSTIC

RADIOLCGY SUA

LABORATORY

RESPIRATORY THERAFY

PHYSICAL THERAPY

QCCUPATIONAL THERAPY

SPEECH PATHCLOGY

MEDICAL SUPPLIES CHRGED TQ PATIENTS
DRUGS CHARGED 70 PATIENTS
PSYCHOLOGY

AMBULANCE

DAY TREATMENT

AMBULANCE SUA

CUTPATIENT SERVICE COST CENTERS
OBSERVATION BEDS

OTHER REIMBURSABLE COST CENTERS
SPECIAL FURPOSE COST CENTERS
INTEREST BXPENSE

SUBTOTALS {SUM OF LINES 1-117}
NONREIMBURSABLE COST CENTERS
PHYSICIANS® PRIVATE OFFICES
NACC MARKETING

194.0} GUEST MEALS

200
201
202

CROSS FOOT ADJUSTHMENTS
NEGATIVE COST CENTER
TOTAL {SUM OF LINES 118-201)

HEALTHSCUTH DEACCNESS REHAB

ADMINIS-
TRATIVE &
GENERAL

5

153,598
9,296
781
3,850
8,381

4,382
2,818
6,543

52,808
2,945

596
2,942
ig,028
14,770
7,947
2,849
11,612
792
119

151,448

1,675
475

153,598

KPMG LLP COMPU-MAX MICRD SYSTEM

IN LIEU OF FORM CMS-2552-10 (0B/2011}

OPERATION
OF PLANT

K

40,337
511
372

3,261

386
347
276

19,036
406

34

7
5,731
2,988
1,531
789
252
182

36,199

4,127
11

40,337

LAUNDRY
+ LINEN
SERVICE

8

18,6286

18,626

18,626

18,626

HOUSE-
KEEPING

9

16,926
1,339

166
149
1i8

8,167
174

15

42
2,458
1,282
6557
338
108
78

15,151
1,770
5

16,926

VERSION:
05/16/2012

2011.10
18:08

WCORKSHEET B
PART II

DIETARY

ic

123,731
18,541

97,821

116,362

7.369

123,731

D QO wd AT RO

10
11
13
16
17

30

54
54.01
50
65
66
67
68
71
73
76
76,01
76,02
76.03

92

113
118

192
194
194,01
200
201
202



PROVIPER CCNMN: 15-3025 HEALTHSOUTH DEACCNESS REHAB
PERIOD FROM QL/01/201Fr TO 12/31/2011

ALLOCATION OF CAPITAL-RELATED CCSTS

WO 0O = LN B e

10
11
13
16
17

30

59
54.01
60
65
66
87
68
71
73
76
16.0L
76.02
76.03

92

113
1i8

192
194
194.01
200
201
202

COST CENTER DESCRIPTION

GENERAL SERVICE COST CENTERS
CAP REL COSTS-BLDG & FIXT
CAP REL COSTS-MVBLE EQUIP
EMPLOYEE BENEFITS
ADMINISTRATIVE & GENERAL
OPERATION OF PLANT
LAUNDRY & LINEN SERVICE
HOUSEKEEPING
DIETARY
CAFETERTIA
NURSING ADMINISTRATION
MEDICAL RECORDS & LIBRARY
SOCTAL SERVICE
INPATIENT ROUTINE SERV COST CENTERS
ADULTS & PEDIATRICS
ANCILLARY SERVICE COST CENTERS
RADIOLOGY~DIAGNCGSTIC
RADICLOGY SUA
LABORATCORY
RESPIRATORY THERAPY
PHYSICAL THERAPY
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
MEDICAL SUPPLIES CHRGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
PSYCHOLOGY
AMBULANCE
DAY TREATMENT
AMBULANCE SUA
QUTPATIENT SERVICE COST CENTERS
OBSERVATION BEDS
OTHER REIMBURSABLE COST CENTERS
SPECIAL PURFOSE COST CENTERS
INTEREST EXPENSE
SUBTOTALS (SUM OF LINES 1-117)
NONREIMBURSABLE COST CENTERS
PHYSICIANS® PRIVATE OFFICES
NRCC MARKETING
GUEST MEALS
CROSS FOOT ADJUSTMENRTS
NEGATIVE COST CENTER
TOTAL {SUM OF LINES 118-201)

CAFETERIA

11

18,541
759
309

1,158

8,001

451
2,850
2,467
1,328
132
876
121

18,452

18,541

KPMG LLP COMPU-MAX MICRO SYSTEM
IN LIEY OF FORM CMS-2552-10 {08/2011}

NORSING

ABMINIS-

TRATION
i3

18,938

18,938

18,938

18,938

HEBICAL S0CIAL
RECORDS + SERVICE
LIBRARY
16 17
15,448
17,682
5,095 17,682
148
332
590
3,163
3,163
1,361
269
1,162
144
21
15,448 17,682
15,448 17,682

VERSION: 201t.10
05/16/2012 18:08
WORKSHERT 2
PART IT
SUBTOTAL
24
1
2
4
5
7
8
g
10
11
13
16
17
893,110 3¢
17,443 54
54.01
2,131 60
7,510 65
227,066  §6
126,455  $7
64,998 68
31,133 71
22.747 7 73
7.50L 7%
131 76.01
76.02
76.03
92
113
1,400,225 118
147,462 192
976 194
7,369  194.01
200
201
1,556,032 202



PROVIDER CCN: 15-3025 HEALTHSOUTH DEACONESS REHAB KPMG LLP COMPU-MAX MICRO SYSTEM YBRSICN: 2011.10

PERIOD FROM 01/01/2011 TG 1273172011 IN LIEU OF FORM CM5-2552-10 {08/2011) 65/16/2012 18:08
ALLOCATION OF CAPITAL-RELATED COSTS WORKSHEET B
PART II
I&R COST &
CO5T CENTER DESCRIFTICN POST STEP-
DOWN ADJS TOTAL
25 26

GENERAL SERVICE COST CENTERS

1 CAP REL COSTS-BLDG & FIXT 1
2 CAP REL COSTS-MVBLE EQUIP 2
4 EMPLOYEE BENEFITS ]
5 ADMINISTRATIVE & GENERAL 5
7 OPERATION OF PLANT 7
] LAUNDRY & LINEN SERVICE 8
3 HOUSEKEEPING ]
10 DIETARY 10
11 CAFETERIA it
13 NURSING ADMINISTRATICN 13
16 MEDICAL RECORDS & LIBRARY 16
17 SOCIAL SERVICE 117

INPATIENT ROUTINE SERV COST CENTERS

30 ADULTS & PERIATRICS 493,110 0
ANCILLARY SERVICE COST CENTERS

54 RADIQEOGY-DIAGNOSTIC 17,443 54

54.01 RADIOLOGY SUA 5¢.01

60 LABORATORY 2,131 60

65 RESPIRATORY THERAPY 7,510 65

66 PHYSICAL THERAPY 227,066 66

67 QCCUPATIONAL THERAPY 126, 455 67

68 SPEECH PATHOLOGY 654,998 68

71 MEPICAL SUPPLIES CHRGED TQ PATIENTS 31,133 T1

73 DRUGS CHARGED TO PATIENTS 22,747 73

76 PSYCHOLOGY 7,501 16

76,01 AMBULANCE 131 76.01

76,02 DAY TREATMENT 76,02

76.03 AMBULANCE SUA 75.03
QUTPATIENT SERVICE COST CENTERS

92 OBSERVATION BEDS %2

OTHER REIMBURSABLE CCST CENTERS
SPECIAL PURPOSE CCST CENTERS

113 INTEREST EXPENSE 113
118 SUBTOTALS (SUM OF LINES 1-117) 1,409,225 118
NONREIMBURSABLE COST CENTERS
ig2 PHYSICIANS' PRIVATE OFFICES 147,462 i9z2
194 NRCC MARKETING 576 194
194.01 GUEST MEALS 7,369 194.01
200 CROSS FQOT ADJUSTMENTS 200
201  NEGATIVE COST CENTER 201

202 TOTAL: (SUM OF LINBS 118-201) 1,556,032 202



PROVIDER CCN: 15-3025 HEALTHSOUTH DEACONESS REHAB
PERIOD FROM 0L/01/201L TO 12/31s2011

COST ALLOCATION - STATISTICAL BASIS

54
54,01
50
65
66
67
68
71
73
76
76.91
76.02
76.03

92

118

192
194
194,01
200
201
202
203
204
205

COST CENTER DESCRIPTION

GENERAL SERVICE COS7 CENTERS
CAP REL COSTS-BLEG & FIXT

CAP REL COSTS-MVBLE EQUIP
EMPLOYEE BENEFITS
ADMINISTRATIVE & GENERAL
COPERATION OF PLANT

LAUNDRY & LINEN SERVICE
HOUSEKEEPING

DIETARY

CAFETERIA

NURSING ADMINISTRATION
MEDICAL RECORDS & LIBRARY
SOCIAL SERVICE

INPATIENT RCUTINE SERV COST CENTERS
ADULTS & PEDIATRICS

ANCILLARY SERVICE COST CENTERS
RADIQLOGY-DIAGNOSTIC
RADIOLOGY SUA

LABORATORY

RESPIRATORY THERAPY

PHYSICAL THERAPY

QCCUPATIONAL THERAPY

SPEECH PATHOLOGY

MEDICAL SUPPLIES CHRGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
PSYCHOLOGY

AMBULANCE

DAY TREATMENT

AMBULANCE SUA

OUTPATIENT SERVICE COST CENTERS
OBSERVATICN BEDS

OTHER REIMBURSABLE COST CENTERS
SPECIAL PURFOSE COST CENTERS
SUBTOTALS (SUM OF LINES 1-117}
NONREIMBURSABLE COST CENTERS
PHYSICIANS' PRIVATE QFFICES
NRCC MARKETING

GUEST MEALS

CROSS FOOT ADJUSTMENTS
NEGATIVE COST CENTER

COST TQ BE ALLOC PER B PT I
UNIT COST MULT-WS B PT %

COST TO BE ALLOC PER B PT II
UNIT COST MULT-WS B PT 1Y

CAP
BLDGS &
FIXTURES
SQUARE
FEET

1

72,772

239
1,148
1,446

2L

589
5,110

612
550
437

38,171
644

54

154
9,084
4,738
2,427
- 1,250
400
288

66,212

6,542
bR :]

1,209,356
16.618425

KPMG LLF COMPU-MAX MICRO SYSTEM

IN LIEY OF FORM CM3-2552-1¢ {88/2011)

cap
MOVABLE
EQUIBMENT
SQUARE
FEET

2

72,7172
239
7,145
1,446
810
589
5,170

612
550
437

30,177
644

54
i84
9,084
4,736
2,427
1,250
4050
288

65,212

6,542
18

346,676
4.763865

EHPLOYER
BENEFITS

GROSS
SALARIES
4

9,52%,975
1,530,822
227,417
25,737
206,144
268,767

297,661
121,338
454,187

3,137,538

176,945
1,117,562
967,326
520,732
51,806
343,494
47,578

9,495,054

2,493
32,428

1,772,183
0.18595%
5,111
£.0005356

RECON-
CILIATION

S5A

~-4,644,159

~19,605

-1,243

-4,665,007

VERSION:

2011.190

05/16/2012 18:08

WORKSHEET B-1

ADMINIS-
TRATIVE &
GENERAL
ACCUM
COS8T

5

13,099,950
792,804
66,646
328,339
114,771

373,708
240,312
558,073

4,503,746
251,144

50,802
250,907
1,537,572
1,259,731
577,771
243,002
990, 368
67,538
9,394

12,916,629

142,840
40,481

4,544,159
0.354517
153,598
0.011725

118

152
194
194,01
200
201
202
203
204
205



PROVIDER CCM: 15-3025 HEALTHSOUTH DEACONESS REHAB
FPERIOD FROM O01/01/20i1 TO 12/31/2011

COST ALLOCATION - STATISTICAL BASIS

132
194
194.01
200
201
202
203
204
205

COST CENTER DESCRIPTION

GENERAL SERVICE COST CENTERS
CAP REL COSTS-BLDG & FIXT

CAP REL COSTS-MVBLE EQUIP
EMPLOYEE BENEFITS
ADMINISTRATIVE & GENERAL
OPERATION OF PLANT

LAUNDRY & LINEN SERVICE
HOUSEKEEFING

DIETARY

CAFETERIA

NURSING ADMINISTRATION
MEDICAL RECORDS & LIBRARY
SOCIAL SERVICE

INPATIENT RQUTINE SERV COST CENTERS
ADULTS & PEDIATRICS

ANCILLARY SERVICE COST CENTERS
RABIQLOGY-BIAGNOSTIC
RADIOLOGY SUA

LABORATORY

RESPIRATORY THERAPY

PHYSICAL THERAPY

OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

MEDICAL SUPPLIES CHRGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
PSYCHOLOGY

AMBULANCE

DAY TREATMENT

AMBULANCE SUA

OUTFATIENT SERVICE COST CENTERS
OBSERVATION BEDS

OTHER REIMBURSABLE COST CENTERS
SPECIAL PURPOSE COST CENTERS
SUBTOTALS (SUM OF LINES 1-1il7)
NONREIMBURSABLE COST CENTERS
PHYSICIANS® PRIVATE CFFICES
NRCC MARKETING

GUEST MEBEALS

CROSS FOOT ADJUSTMENTS
NEGATIVE COST CENTER

COST TO BE ALLOC PER B PT X
UNI? COST MULT-WS B PT I

CQST TO BE ALLOC PER B PT XI
UNEIT COST MULT-WS 8 PT II

CPERATION
OF PLANT

SQUARE
FEET
7

63,942
310
589

5,170

612
550
437

30,177
644

54
154
9,084
4,736
2,427
1,250
400
288

57,382

6,542
is

1,073,866
16.794376
40,337
0.630837

KPMG LLP COMPU-MAX MICRO SYSTEM

IN LIEU OF FORM CMS-2552-10 {08/2011)

LAUNBRY
+ LINEN
SERVICE
PATIENT
DAY¥S

8

21,915

21,915

21,915

102,876
4.739950
i8,626
0.849920

HOUSE~

XEEPING

SQUARE
FEET
9

62,
5.

30,

9,
4.
2,
L,

55,
6,

454,

543
i7¢

612
550
437

i1
644

54
154
084
736
427
258
408
288

983

542
ig

633

7.269127

15,

926

¢.270630

DIETARY

MEALS
SERVED
10

83,159
12,461

65,745

78,206

4,953

1,092,577
13,138410
123,731
1.487885

VERSTION:

2011.10

05/16/2012 18:08

WORKSHEET B-1

CAFETERIA

GROSS
SALARIES
il

7,271,088
297,661
121,338
454,187

3,137,538

176,945
1,117,562
967,326
520,732
51,806
343,494
47,578

7,236,167

2,493
32,428

163,718
0.022516

18, 541
0.002550

152
194
i94.01
200
201
202
203
204
20%



PROVIDER CCN: 15-3025 HREALTHSOUTH DEACONESS REHAB
PERIQD FROM ©01/01/2011 TO 12/31/2011

COST ALLOCATION - STATISTICAL BASIS

192
194
194,01
200
201
202
203
204
205

€OST CENTER DESCRIFTION

GENERAL SERVICE COST CENTERS
CAP REL COSTS-BLDG & FIXT

CAP REL COBTS-MVBLE EQUIP
EMPLOYEE BENEFITS
ADMINISTRATIVE & GENERML
OPERATION OF PLANT

LAUNDRY & LINEN SERVICE
HOUSEKEEPING

DIETARY

CAFETERIA

NURSING ABMINISTRATION
MEDICAL RECORDS & LIBRARY
SOCIAL $ERVICE

INPATIENT ROUTINE SERV COST CENTERS
ADULTS & PEDTATRICS

ANCILLARY SERVICE COST CENTERS
RADIOLOGY-DIAGNOSTIC
RADIOLOGY SUA

LABORATORY

RESPIRATORY THERAPY

PHYSICAL THERAPY

QCCUPATIONAL THERAPY

SPEECH PATHOLOGY

MEDICAL SUPPLIES CHRGED TO PATIENTS
DRUGS CHARGED T9 PATIENTS
PSYCHOLOGY

AMBULANCE

DAY TREATMENT

AMBULANCE SUA

OUTPATIENT SERVICE COST CENTERS
OBSERVATION BEDS

OTHER REIMBURSABLE COST CENTERS
SPECIAL PYRPOSE COST CENTERS
SUBTOTALS {SUM OF LINBS 1-117)
NONREIMBURSABLE COST CENTERS
PHYSICIANS® PRIVATE OFFICES
NRCC MARKETING

GUEST MEALS

CROSS FOOT ADJUSTMENTS
NEGATIVE COST CENTER

COST TO BE ALLOC PER B PT I
UNIT COST MULT-WS B PT I

COST TO BE ALLOC PER B PT II
UNIT COST MULT-WS B PT II

NURSING
ADMINIS~
TRATION
PATIENT
DAYS

13

21,915

21,915

21,913

527,623
24.075884
i8,938
0.864137

KPMG@ LLP COMPU-MAX MICRO SYSTEM
IN LIEU OF FORM CMS5-2552-10 (08/2011}

HMEDICAL

RECCRD3 +

LIBRARY

GROSS

AEVENUE
Ls

50,647,889

16,702,759
485,657

1,087,777
1,935,125
10,372,062
10,370,646
4,461,436
882,426
3,809,948
472,504
67,549

50,647,889

341,474
0.006742
15,448
0.000305

SOCIAL
SERVICE

PATIENT

DAYS
17

21,918
21,915

21,915

776,661
35.435699
17,682
¢.806845

VERSION: 2011.10
05/16/20612 18:08

WORKSHEET B-1

-
[=Ji=T RS T P S

11
13
16
17

30

54
54.01
50
65
66
57
68
71
73
76
76,01
76,02
76.03

92

118

192
154
194,01
200
201
202
203
204
205



PROVID

202

ER CCN: 15-3025 HEALTHSOUTH DHEACONESS REHAB
PERIOD FROM @1/01/2011 TO 12/31/201t

COMPUTATION OF RATIO OF COST TO CRARGES

COST CENTER DESCRIPTION

INPATIENT RQUTINE SERY COST CENTERS

ADULTS & PEDIATRICS

ANCILLARY SERVICE COST CENTERS
RADIOLOGY-DIAGNOSTIC
RADIOLOGY SUA

LABORATORY

RESPIRATORY THERAPY

PHYSICAL THERAPY

CCCUPATIONAL THERAPY

SPEECH PATHOLOGY

MEDICAL SUPPLIES CHRGED TQ
DRUGS CHARGED TC PATIENTS
PSYCHOLOGY

AMBULANCE

DAY TREATMENT

AMBULANCE SUA

OUTPATIENT SERVICE COST CENTERS
OBSERVATION BEDS

OTHER REIMBURSABLE COST CENTERS
INTEREST EXPENSE

SUBTOTAL (SEE INSTRUCTIONS}
LESS OBSERVATION BEDS

TOTAL (SEE INSTRUCTIONS)

TOTAL COS5T
{FROM WKST B,
PART ¥, COL 26)
1

$,281,779

358,950
19,605
71,446
360,594
2,396,351
1,311,981
1,018,258

366,346
1,384,517

102,469
13,179

1,243

17,292,928
17,292,928

KPMG LLP COMPU-MAX MICRO SYSTEM
IN LIEQ OF FORM CMS5-2552-10 {08/2011}

THRERAPY
LIMIT
ADJUSTMENT
2

TOTAL
COosTS
3

9,281,779

358,950
19,605
77,446
360,594
2,396,353
1,911,991
1,018,258

366,346
1,384,517

102,669
13,179

1,243

17,292,928
17,292,928

RCE TOTAL
DISALLOWANCE COSTS
4

4,574 %, 286,353

358,958
19,605
77,446
360,594
2,396,351
1,911,991
1,618,258

366,346
1,384,517

102,669
13,17%

1,243

4,574 17,297,502
17,297,542

VERSION: 2011.10
05/16/2012 18:08

WORKSHEET C
PART I

0

54
54.01
50
65
66
67
68
71
13
16
76,01
76,02
76.03

92

113
200
201
202



PRCVIDER CCN: 15-3028 HEALTHSOUTH DEACONESS REHAB
BERIOD FROM 01/01/201L TO 12/31/2011

30
54

54.

60
65
66
67
68
et
13
16

6.
6.
16.

22

113
200
201
202

01

01
02
03

COMPUTATION OF RATIS OF COST TO CHARGES

COST CENTER DESCRIPTION
INPATIENT
&

INPATIENT ROUTINE SERV COST CENTERS
ADULTS & PEDIATRICS 16,702,760
ANCILLARY SERVICE COST CENTERS
RADICLOGY-DIAGNOSTIC 700,768
RADICLOGY SUA 59,414
LABORATORY 1,087,423
RESPIRATORY THERAPY 1,935,125
PHYSICAL THERAPY 8,740,194
QCCUPATIONAL THERAPY 3,345,672
SPEECH PATHOLOQY 3,229,625
MEDICAL SUFPLIES CHRGED TO 971,612
DRUGS CHARGED TO PATIENTS 3,808,413
PSYCHCLOGY 470,804
AMBULANCE 64,292
DAY TREATMENT
AMBULANCE SUA 3,765

CUTPATIENT SERVICE COST CENTERS
CBSERVATION BEDS

OTHER REIMBURSABLE COST CENTERS

INTEREST EXPENSE

SUBTOTAL (SEE EINSTRUCTICNS) 47,6G1%,887
LESS OBSERVATION BEDS

TOTAL [SEE INSTRUCTEIONS) 47,919,887

CHARGES =~===mmmmemmmmnnnn

CUTPATIENT
7

1,928
354

1,631,868
1,024,974
1,231,81%
10,814
1,515
1,700

3,904,964
3,904,964

KPMG LLP COMPU-MAX MICRO SYSTEM

IN LIEU OF FORM CM5-2552-10 {08/2011)

TOTAL
{coLs, 6 +
3

16,702,760

702,696
53,414
1,087,177
1,935,125
10,372,062
10,370,646
4,461,436
882,428
3,809,948
472,504
64,282

3,765

50,924,851
50,924,851

CoSsT
QR QTHER
RATIO

0.310818
.329973
L871197
186341
.23103%
184366
.228235
. 415158
363395
.217287
2204987

O SOOIV OD

.330146

TEFRA
INPATIENT
RATIO

19

0.51081%8
0.329973
0.0711:97
0.186341
0,231039
0.1843566
0.228235
0.415158
$.363395
0.217287
0.204987

©.330146

VER!
05/

IN

CROOORDOLOTGD

D

SION:
16/2012

201L.10
18:908

WORKXSHEET C
PART I {CONT}

PR3
PATIENT
RATIO

11

.510818
L329973
L07:197
.186341
L 231839
.184366
.228235
.415158
.363395
.217287
.204987

.330146

113
200
201
202

.01

.01

.03



PROVIDER CCN: 15-3025 HEALTHSOUTH DEACONESS REHAB KPMG LLP COMPU-MAYX MICRO S5YSTEM VERSION: 2011.10

PERIOD FROM 01/01/2011 TO 12/31/2011 IN LIEU OF FORM CMS-2552-10 (Q8/2011) 05/16/20i2 L8:08
APPORTIONMENT OF INPATIENT ROUTINE SERVICE CAPITAL COSTS WORKSHEET D
PART I
CHECK [ 1 TITLE V
APPLICABLE [XX] TITLE XVIIE-PT A
BOXES [ 1 TITLE REX
CAP-REL REDUCED
COST CAP-REL PER INPAT PGM
{FROM WKST SWING-BED COST TOTAL DIEM INPAT CAP COST
COST CENTER DESCREPTION B, PT. II, ADJUSTMENT (COL,1 MINUS PATIENT {COL. 3 + PGM {COL,5 =
COL, 26) COL,2) DAYS COL.4) DAYS COL,6)
1 2 3 4 5 3 7
INPAT ROUTINE SERV COST CTRS
g ADULTS & PEDIATRICS 893,110 893,110 21,913 40.75 14,595 594,746 3¢
31 INTENSIVE CARE UNIT 31
32 CORONARY CARE UNIT 32
33 BURM INTENSIVE CARE UNIT 33
34 SURGICAL INTENSIVE CARE UNIT 34
35 QOTHER SPECTAL CARE {SPECIFY} 35
40 SUBPROVIDER - IPF 40
41 SUBPROVIDER - IRF 41
42 SUBPROVIDER 1 42
43 NURSERY 43
44 SKILLED NURSING FACILITY 44
45 NURSING FACILITY 45

20¢ TOTAL (LINES 30-199) 893,110 893,110 21,915 14,595 594,746 200



PROVIDER CCN: 15-3025

PERIOD FROM O0L/01/2011 T0 12/31/2011

APPORTIONMENT OF INPATIENT AMCILLARY SERVICE CAPITAL COSTS

CHECK { } TITLE WV
APPLICABLE {4%} TITLE AVIIE-PT A
BOXES { } TITLE XIX
CAP-REL
COST
(FROM WKST
COST CENTER DESCRIPTION B, PT. II,
COL. 26}
1
ANCILLARY SERVICE COST CENTERS
54 RADIOLOGY-DIAGNOSTIC 17,443
54.01 RADIOLOGY SUA
69 LABORATORY 2,131
65 RESPIRATORY THERAPY 7,510
66 PHYSICAL THERAPY 227,066
67 QCCUPATIONAL THERAPRY 126,455
68 SPEECH PATHOLOGY 54,998
71 MEDICAL SUPPLIES CHRGED TO PA 31,133
73 DRUGS CHARGED TO PATIENTS 22,747
6 PSYCHOLOGY 7,501
76.01 AMBULANCE 131
76,02 DAY TREATMENT
76.03 AMBULANCE SUA
GUTPATIENT SERVICE COST CENTERS
92 OBSERVATION BEDS
OTHER REIMBURSABLE COST CENTERS
200 TOTAL (SUM OF LINES 50-199} 507,115

HEALTHSOUTH DEACONESS REHAB

KPMG LLP COMPU-MAX MICRO SYSTEM

IN LIEU OF FORM CM3-2552-10 (0B/2011}

HOSPITAL (15-3025) ([ ]

IPF
IRF

TOTAL
CHARGES
{FRCH WKST
¢, PT. I,
COL. 8)
2

702,696
59,414
1,087,777
1,935,125
10,372,062
10,370,646
4,461,436
882,426
3,809,548
472,50
64,292

3,765

34,222,991

RATIC OF
COST TQ
CHARGES
{COL.1L +
COL, 2}
3

0.024823

59,414
0.001959
£.003881
0.021892
¢.012194
0.014562
g.035281
€.005370
©.015875
4.402038

3,765

34,222,091

5UB {OTHER}

INPANTIENT
PROGRAM
CHARGES

4

489,858
57,200
738,147
1,471,750
5,782,871
6,237,925
2,086,399
489,237
2,653,449
301,326
28,920

3,483

20,340,565

VERSION: 2011.10
05/16/2012 18:08
WORKSHEET D
PART II
[XX] PpP3
[ ] °TEFRA
CAPETAL
{COL.3 =
COL.4})
5
12,180 54
54.0L
1,446 50
5,712 65
126,599 66
76,065 &7
30,397 68
17,261 71
15,841 73
4,784 76
5% 746,01
76,02
76.03
92
290,324 20



PRCVIDER CCN: 15-3025 HEALTHSOUTH DEACONESS REHAB KPMG LLP COMPU-MAX MICRO SYSTEM

PERIOD FRCM 01/01/2011 T0 12/31/20i1

APPORTICNMENWT OF INPATIENT ROUTINKE SERVICE OTHER PASS THROUGH COSTS

CHECK [ 1 TITLE V
APPLICABLE [X¥] TITLE XVIII-PT A
BOXES [ ] TITLE XIX
ALL OTHER
ALLIED MEDICAL
COST CENTER DESCRIPTION NURSING HEALTH EDUCATION
SCHOOL cosT COST
1 2 3

INPAT ROUTINE SERV COST CTRS
30 ADULTS & PEDIATRICS
31 INTENSIVE CARE UNIT
32 CORONARY CARE UNIT
33 BURN INTENSIVE CARE UNIT
34 SURGICAL INTENSIVE CARE UNIT
35 QTHER SPECIAL CARE (SPECIFY)
49 SUBPROVIDER - IPF
41 SUBPROVIDER - IRF
42 SUBPROVIDER I
43 NURSERY
44 SKILLED NURSING FACILITY
45 NURSING FACILITY
200 TOTAL {SUM OF LINES 30-13%)

IN LIEYU OF FORM CHS-2552-10 (08/2011})

SWING~BED
ADJUSTHMENT
AMOUNT
{SEE INSTR.}
4

VERSION: 2011.1¢
05/16/2012 18:08

TOTAL COSTS
(SUM OF COLS,
1-3 MINUS
oL, 4)

5

WORKSHEET D
PART III



PROVIDER CCN: 15-3¢25 KEALTHSOUTH DEACCONESS REHAB KPMJ LLP COMPU-MAX MICRO SYSTEM
PERIOD FROM 01/01/2011 TO 12/31/2011 IN LIEU OF FORM CM3-2552-10 (08/2011)

APPORTIOMMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS

CHECK [ } TITLE V
APPLICABLE [XX} TITLE XVIII-PT A
BOXES [ } TITLE XIX
INPAT PGM
PASS THRU
TOTAL PER DIEM INPATIENT COSTS
COST CENTER DESCRIPTICM PATIENT COL.& + PROGRAM {COL.7 x
DAYS COL. 6) DAYS COL. 8}
6 t 3 9

INPAT RCUTINE SERV CQST CTRS

30 ADULTS & PEDRIATRICS 21,915 14,595
31 INTENSIVE CARE UNIT

32 COROMARY CARE UNIT

33 BURN INTENSIVE CARE UNIT

34 SURGICAL INTENSIVE CARE UNIT

35 OTHER SPECIAL CARE (SPECIFY)

40 SUBPROVIDER - IPF

41 SUBPROVIDER - IRF

42 SUBPROVIDER I

43 NURSERY

44 SKILLED NURSING FACILITY

45 NURSING FACILITY
200 TOTAL {SUM OF LINES 30-199) 21,915 14,5395

VERSION: 2011,18
05/16/2012 18:08

WORKSHEET D
BART III



PROVIDER CCN: 15-3025 HEALTHSQUTH DEACGNESS REHAB KPMG LLP COMPU-MAX MICRO SYSTEM
PERIOD FROM O01/0:/2011 TO 12/31/20Q11 IN LIEU OF FORM CMS5-2552-10 {(08/2011}

APPORTIONMENT OF INPATIENT ANCILLARY SERVICE QTHER PASS THROUGH COSTS

CHECK { ] TITLE V [%%} HOSPITAL {15-3025} [ | SUB (OTHER} { ) ICF/MR
APPLICABLE (XX} TITLE XVItI-PP A [ } IPP [ | sNF
BOXES i} TITLE XIX [ I IRF I} np
NOM . ALL OTHER TOTAL
PHYSICIAN B MEDICAL COST
COST CENTER PESCRIPTION ANESTHETIST NURSING ALLIED EDUCATION {sUM oF
COST SCHOOL HEALTH COST COLS,1-4}
1 2 3 4 5

ANCILLARY SERVICE COST CENTERS
54 RADIOLCGY-DIAGNOSTIC
54.01 RADICLOGY SUA
68 LABORATORY
65 RESPIRATORY THERAPY
66 PHYSICAL THERAPY
67 CCCUPATIONAL THERAPY
68 SPEECH PATHOLOGY
T MEDICAL SUPPLIES CHRGED TO PA
73 DRUGS CHARGED TO PATIENTS
16 PSYCHOLOGY
76.01 AMBULANCE
76.02 DAY TREATMENT
76.03 AMBULANCE SUA
OUTPATIENT SERVICE CQST CENTERS
92 OBSERVATION BEDS
OTHER REIMBURSABLE CQST CENTERS
200 TOTAL {SUM OF LINES 50-199}

VERSION: 2011.10
05/16/2012 18:08

WORXSHEET D
PART IV

{%X1 pPP3
{ 1 TEFRA

TOTAL O/P
COsT
(SUM OF

- COLS.2-4})

-1



PROVIDER CCN:

15-3025

PERICD FROM O0R/01/2011 TO 12/31/2011

HEALTHSOUTH DEACONESS REHAB

KPMG LLP COMPU-MAX MICRO SYSTEM
IN LIEU OF FORM CMS-2552-10 (0B/2011)

APPORTIONMENT QF INPATIENT ANCILLARY SERVICE OTHER PASS THROUGH COSTS

CHECK [ 1 MTLE V {Xx} H
APPLICABLE (XX]) TITLE XVIII-PT A | | IPF
BOXES { ] TITLE X1IX i | IRF
TOTAL
CHARGES
{FROM WKST
COST CENTER DESCRIPTION ¢, PT, I,
COL, 8)
7
ANCILLARY SERVICE COST CENTERS
54 RADIOLOGY-DIAGNOSTIC 702,636
54,01 RADIOLOGY SUA 59,414
50 LABORATORY 1,087,177
65 RESPIRATORY THERARY 1,935,125
66 PHYSICAL THERAPY 10,372,062
67 OCCUPATIONAL THERAPY 16,370, 546
68 SPEECH PATHOLOGY 4,461,436
71 MEDICAL SUPPLIES CHRGED TO P 882,426
73 DRUGS CHARGED TC PATIENTS 3,809,948
75 PSYCHOLOGY 472,504
76.01 AMBULANCE 64,292
76.02 DAY TREATMENT
75.03 AMBULANCE SUA 3,765
OUTPATIENT SERVICE COST CENTERS
42 OBSERVATION BEDS
OTHER REIMBURSABLE COST CENTERS
200 TOTAL (SUM OF LINES 50-199) 34,222,091

OSPITAL {15-3825) [

{

RATIO OF

COST TO

CHARCGES

(COL, 5 +

coL. 1)
8

] 3UB {OTHER)

1 SNF
1 NF

G/P RATIO
QF COST T0
CHARGES
{COL. 6 +
COL. 7}

3

INPAT
2GM
CHARGES

3¢

489,853
57,280
738,147
1,471,750
5,782,871
6,237,925
2,086,399
489,237
2,653,449
301,326
28,920

3,483

20,340,565

2011.1¢
18:08

VERSION:
05/16/2012

WORKSHEET D
PART IV
{1

ICF/MR {#X]) ppP3

{ ) TEFRA

INPAT PGl
BASS-THRY
costrs

O/B POM
PASS-THRU
COSTS
{COL, 8 x o/ PaM (COL. 9 x
CoL, 14} CHARGES COL, 12}
1l 12 13

1,723 54
4.0l
60
65
66
67
391 68
463 71
1,507 73
1,344 76
76,01
76,02
76,03

92

5.428



PROVIDER CCN: 15-3025 HEALTHSOUTH DEACONESS REHAB KPMG LLP COMPU-MAX MICRO SYSTEM VERSION: 2011.1i0

PERIOD FROM 01/01/2011 TO 12/31/2011 IN LIEU OF FORM CMS-2552-10 (08/20%L1) 05/16/2012 18:08
APPORTIONMENT OF MEDICAL AND OTHER HEALTH SERVICES COSTS WORKSHEET D
PART V
CHECK [ | TITLEV - o/p [XX] HOSPITAL (15-3025} ( 1} 5UB (OTHER} [ '} S/B-SHF
APPLICABLE [XX] TITLE XVIII-PT B { 1 1PF [ | SKHF {1 1 S/B-NF
BOXES [ |} TITLE XIX - Q/P f 1} IRF [ I WrF { } ICF/MR
. e PROGRAM CHARGES ~~-===== —-———-e—-- PROGRAM COSTS ---------
COST TO COST REIMB. COST REIMB, COST COST
CHARGE RATIO PPS SERVICES SVCES NOT SERVICES SVCES NOT
COST CENTER DESCRIPTION FROM WKST €, AEIMBURSED SUBJECT TO - SUBJECT TO PPS SUBJECT TO SUBJECT TC
‘PT I, COL. 9 SERVICES DED & COINS DED & COINS SERVICES DED & COINS DED & COINS
i 2 3 L 5 § 1
ANCILLARY SERVICE COST CENTERS
54 RADIOQLOGY -DIAGNOSTIC 0.510818 1,723 880 54
54,01 RADIGLOGY SUA 0.329973 54.01
60 LABORATORY 0.071197 60
65 RESPIRATORY THERAPY 0.186341 65
66 BHYSECAL THERAPY ©.231039 66
67 QCCUPATIONAL THERAPY 2.184366 67
] SPEECH PATROLOGY 04.228235 391 89 68
71 MEDICAL SUPPLIES CHRGED TCO PATI 0.415158 463 132 71
73 DRUGS CHARGED TGO PATIENTS ¢.353395 1,507 5438 73
16 PSYCHOLOGY 0.217287 1,344 292 76
76.01 AMBULANCE 0.204987 76.01
76.02 DAY TREATMENT 76.02
76.03 AMBULANCE SUA 0.330146 76.03
QUTPATIENT SERVICE COST CENTERS
92 OBSERVATION BEDS 92
OTHER REIMBURSABLE COST CENTERS
200 SUBTOTAL (SEE INSTRUCTIONS) 5,428 . 2,801 200
201 LESS PBP CLINIC LAB SERVICES - 201

202 NET CHARGES (LINE 200 - LINE 201} 5,428 2,001 202



PROVIDER CCN: 15-3025 HEALTHSQUTH DEACONESS REHAB KPHMG LLP COMPU-MAX MICRO SYSTEM VERSION: 2011.10

PERIOD FROM @1/01/2011 TQ 12/31/2011 IN LIEU OF FORM CMS-2552-10 (08/2011) 05/16/2012 18:08
APPORTIONMENT COF INPATIENT RCUTINE SERVICE CAPITAL COSTS WORXSHEET b
PART I
CHECK { } TITLEV
APPLICABLE [} TETLE XVIII-PT A
BOXES [XX] TITLE %XIX
- CAP-REL REDUCED
COsT CAP-REL PER INPAT PGM
: ' {FROM WKST SWING-BED cosT TOTAL DIEM ENPAT CAP COST
COS? CENTER DESCRIPTION 8, PT. II, ADJUSTMENT {COL.1 MINUS PATIENT {(COL.3 + PGH (COL.5 =
COL. 26) . COL,2) bAYS CoL, 4} DAYS COL.§}
1 2 3 4 5 6 i
INPAT ROUTINE SERV COST CTRS
30 ADULTS & PEDIATRICS 893,110 893,119 21,918 40.75 838 36,186 30
3 INTENSIVE CARE UNIT 31
32 CORONARY CARE UNIT 32
33 BURN INTENSIVE CARE UNIT 33
34 SURGICAL INTENSIVE CARE UNIT 34
35 OTHER SPECIAL CARE (SPECIFY) 35
40 SUBPROVIDER - IPF 40
41 SUBPROVIDER - IRF 41
42 SUBPROVIDER I 42
43 NURSERY 43
44 SKILLED NURSING FACILITY 44
45 NURSING FACILITY 45

200 TOTAL (LINES 30-199} 893,110 893,110 21,915 888 36,186 200



PROVIDER CCN: 15-302%

PERIOD FROM 01/01/201F TO 12/31/2011

APPORTIONMENT OF INPATIENT ANCILLARY SERVICE CAPITAL COSTS

CHECK [ 1} TITLE V
APPLICABLE [ 1 TITLE XVIIL-PT A
BOXES [XX} TITLE XIX
CAP~REL
COST
{FROM WKST
COST CENTER DESCRIPTION B, PT. II,
COL. 26}
1
ANCILLARY SERVICE COST CENTERS
54 RADIQLOGY-DIAGNOSTIC 17,443
54,01 RADIQLOGY SUA
60 LABORATQRY 2,131
65 RESPIRATCRY THERAPY 7,510
66 PHYSICAL THERAPY 227,066
&7 QOCCUPATIONAL THERAPY 126,455
68 SPEECH PATHOLOGY 64,938
71 MEDICAL SUPPLIES CHRGED TO PA 31,133
73 DRUGS CHARGED TO PATIENTS 22,747
76 PSYCHOLOGY 7,501
76.01 AMBULANCE 131
76.02 DAY TREATMENT
76.03 AMBULANCE SUA
OUTPATIENT SERVICE COST CENTERS
92 OBSERVATION BEDS
OTHER REIMBURSABLE COST CENTERS
200 TOTAL {$UM OF LINES 50-199) 507,115

HEALTHSOUTH DEACONESS REHAB

[XX}

{
{

l
i

KPMQ LLP COMPU-MAX MICRO SYSTEM

IN LIEU OF FORM CMS-2552-10 (08/2011}

HOSPITAL {15-3025) ([

IPF
IRE

TOTAL
CHARGES
(FROM WKST
c, PT. 1,
COL. B)
2

702,696
59,414
1,087,711
1,935,125
14,372,062
19,370,646
4,461,436
882,426
3,809,948
472,504
64,292

3,765

34,222,081

RATIO OF
COST 10
CHARGES
CoL. 1 +
CoL.2)
3

0.024923

59,414
0.00195%
0.00388]
0.021892
0.012194
0.01456%
0.035281
0.0059%0
0.015875
0.002434

3,765

34,222,091

SUB {OTHER)

INPATIENT
PROGRAM
CHARGES

4

46,191

46,474
60,586
376,985
476,991
208,246
39,201
156,535
23,877
3,700

1,438,786

VERSION: 20141.10Q
05/16/20612 18:08
WORKSHEET D
PART 11
i 1 PPS
f 1 TEFRA
[XX) OTHER
CAPITAL
{COL.3 x
COL. ¢}
5
1,147 54
54.01
91 50
235 65
8,253 66
5,816 67
3,034 68
1,383 71
935 73
379 76
8 76.01
76.02
76.03
92
21,281 200



PROVIDER €CN: 15-3025 HEALTHSOUTH DBEACCNESS REHAB KPMG LLP COMPU-MAX MICRO SYSTEM

PERIOCD FROM 91/01/2011 TO 12/31/2011
APPORTIONMENT OF INPATIENT ROUTINE SERVICE QTHER PASS THROUGH COSTS

CHECK [ 1 TITLE V
APPLICABLE [ 1 TITLE XVEII-PT A
BOXES [AX] TITLE XIX
ALL OTHER
ALLIED MEDICAL
COST CENTER DESCRIFPTION NURSING HEALTH EDUCATEION
SCHOOL COST COsT
1 2 3

INPAT ROUTINE SERV COST CTRS

38 ADULTS & PEDIATRICS

i1 INTENSIVE CARE UNIT

32 CORONARY CARE UNIT

33 BURN INTENSIVE CARE UNIT

34 SURGICAL INTENSIVE CARE UNIT
35 OTHER SPECIAL CARE (SPECIFY)
40 SUBPROVIDER - IPF

41 SUBPRCVIDER - IRF

42 SUBPROVIDER I

41 NURSERY

44 SKILLED NURSING FACILITY

45 NURSING FACILITY
200 TOTAL {SUM OF LINES 3¢-199)

IN LIEU OF FORM CM3-2552-10 {08/2011)

SWING-BED
ADJUSTMENT
AMOUNT
(SEE INSTR.}
4

VERSI

OM: 2011.10

05/16/2012 18:08

TOTAL COSTS
[5UM OF COLS.
1-3 MINuUs
CoL. 4)

5

WORKSHEET D
PART III



PROVIDER CCN: 15-3025 HEALTHSOUTH DEACONESS REHAB KPMG LLP COMPU-MAX MICRO SYSTEM
PERIGD FROM 01/0L/2011 TO £2/31/20%1 IN LIEU OF FORM CMS-2552-10 {08/2011)}

APPORTIONMENT OF INPATEIENWT ROUTINE SERVICE OTHER PASS THROUGH COSTS

CHECK i 1 TITLE V
APPLICABLE f 3 CPITLE XVIII-PT A
BOXES [XX] TITLE XIX
TOTAL PER DIEM INPATIENT
COST CENTER DESCRIBTION PATIENT COL,5 + PROGRAM
DAYS COL, 6} DAYS
6 7 2

INPAT ROUTINE SERV COST CTRS

30 ADULTS & PEDIATRICS 21,915 888
31 INTENSIVE CARB UNIT

32 CORONARY CARE UNIT

33 BURN INTENSIVE CARE UNIT

34 SURGICAL INTENSIVE CARE UNIT

35 OTHER SPECIAL CARE (SPECIFY)

40 SUBPROVIDER - IPF

41 SUBPROVIDER - IRF

42 SUBPROVIDER I

43 NURSERY

44 SKILLED NURSING FACILITY

45 NURSING FACILITY
200 TOTAL (SUM OF LINES 30-199) 21,918 888

INPAT PGM
PASS THRU
COSTS
{COL.7 x
COL, 8)

9

VERSICH: 2011,10
05/16/2012 18:08

WORKSHEET D
PART III



PROVIDER CCH: 15-3025 HEALTHSOUTH DBACONESS REHAB KPMO LLP COMPU-MAX MICRO SYSTEM VERSICN: 201L.10

PERIOD FROM 01/01/2011 TO 12/31/2011 IN LIEU OF FORM CM8-2552-10 (08/20L1) 05/16/2012 18:08
APPORTIONMENT OF INPATIENT ANCILLARY SERVICE OQTHER PASS THRQUGH COSTS WORKSHEET D
PART IV
CHECK [ ] TITLE V¥ [#X] HOSPEITAL (15-3025) [ 1 SUB {OTHER} [ 1 ICF/MR { ) ¥pes
APPLICABLE ([ ] TITLE XVIII-PT A [ | IPF [ ] BSNF { 1 TEFRA
BOXES [XX] TITLE XIX [ 1 IRF [ ] NF {¥X) OTHER
NON ALL OTHER TOTAL TOTAE O/P
PHYSICIAN MEDICAL COsT cosT
COST CENTER DESCRIPTION ANESTHETIST NURSING ALLIED EDUCATION {stm OF {sUM OF
cosT SCHOOL HEALTH CosT COL3.1i-4}) COLS.2Z2-4)
1 2 3 4 5 3
ANCILLARY SERVICE COST CENTERS
54 RADIOLOGY-DIAGNOSTIC 54
54.91 RADIOLOGY SUA 54.01
69 LABORATORY 80
65 RESPIRATORY THERAPY 85
1] PHYSICAL THERAPY 66
67 OCCUPATIONAL THERAPY 67
58 SPEECH PATHOLOGY 68
n MEDICAL SUPPLIES CHRGED TO PA 71
73 DRUGS CHARGED TO PATIENTS 73
76 PSYCHOLOGY 16
76,01 AMBULANCE 76.01
76.02 PAY TREATMENT 76.02
76,03 AMBULANCE SUA 76.03
OUTPATIENT SERVICE COST CENTERS
92 OBSERVATION BEDS 92

OTHER REIMBURSABLE COST CENTERS
200 TOTAL {SUM OF LINES 50-199) 200



PROVIDER C€CN: 15-3025 HEALTHSQUTH DEACONESS REHAB KPMG ELP COMPU-MAX MICRO SYSTEM
PERIOD FROM 01/0172011 TO 12/3L/2011 IN LIEY QF FORM CMS-2552-10 {08/2011)

APPORPIONMENT OF INPATIENT ANCILLARY SERVICE OTHER PASS THROUGH COSTS

CHECK { } TITLE V [XX} HOSPITAL {(15-3025) [ 1 BSUB (OTHER)
APPLICABLE { | TITEE XVIII-PT A [ |} EPF [ ] SNF
BOXES {ZX] TITLE XIX [ 1 IRF E ] NF
TOTAL RATIO OF  O/P RATIO
CHARGES CQST TC0  OF COST TO
(FROM WKST CHARGES CHARGES INPAT
COST CENTER DESCRIPTION c, BT, I, {COL. 6 + {COL. 6 = PGM
CoL. 8] CoL. 7) coL, T} CHARGES
7 g B 10
ANCILLARY SERVICE COST CENTERS
54 RADIOLOGY-DIAGNGSTIC 702,696 46,191
54,01 RADIOLOGY SUA 59,414
64 LABORATORY 1,087,717 46,474
63 RESPIRATORY THERAPY 1,935,125 50,586
6§ PHYSECAL THERAPY 10,372,062 376,985
67 QCCUPATIONAL THERAPY 10,379, 646 476,991
68 SPEECH PATHCLOGY 4,461,436 208,245
71 MEPLCAL SUPPLIES CHRGER TO P 882,426 39,201
73 DRUGS CHARGED TO PATIENTS 3,809,948 156,535
76 PSYCHOLOGY 472,504 23,877
76.01 AMBULANCE 64,292 3,700
76.02 DAY TREATMENT
76.03 AMBULANCE SUA 3,765

QUTPATIENT SERVICE COST CENTERS
92 OBSERVATION BEDS3
OTHER REIMBURSABLE COST CENTERS
200 TOTAL (SUM OF LINES 50-199) 34,222,091 1,438,786

2011.190
03/16/2012 13:08

WORKSHEET D
PART IV

PPS
TEFRA
OTHER

54
54.01
60
65
(1]
67
53
11
3
76
76.01
76.02
76.03

22

200



PROVIDER CCN:

15-3025

PERIOD FROM 01/01/2011 TO 12/31/2011

CHECK [ 1} TITLEV - O/P
APPLICABLE [ 1} TITLE XVIII-pT
BOXES [XX] TITLE XX - O/P

200
201
202

HEALTHSOUTH DEACONESS REHAB

KPMG LLP COMPU-MAX MICRO SYSTEM

IN LIEU OF FORM CM5-2552-10 (08/2011})

APPCRTIONMENT OF MEDICAL AND OTHER HEALTH SERVICES COSTS

COST CENTER DESCRIPTION

ANCILLARY SERVICE COST CENTERS
AADTOLOGY -DIAGNOSTIC

HADIOLOGY SUA

LABORATORY

RESPIRATORY THERAPY

PHYSICAL THERAPY

QCCUPATIONAL THERAPY

SPEECH PATHOLOGY

MEDECAL SUPPELIES CHRGED TO PATI
DRUGS CHARGED TC PATIENTS
PSYCHOLOGY

AMBULANCE

DAY TREATMENT

AMBULANCE SUA

QUTPATIENT SERVICE COST CENTERS
OBSERVATION BEDS

OTHER REIMBURSABLE COST CENTERS
SUBTOTAL (SEE INSTRUCTIONS}
LESS PBP CLINIC LAB SERVICES
NET CHARGES [LINE 200 - LINE 201}

{2}
B {1
t 1

COST 1O
CHARGE RATIOQ
FROM WKST C,
PT I, COL. 9

i

0.510818
$.329972
9.071197
9.186341
0.231039
0.184366
0.228235
0.415158
0.363385
0.217287
0.204987

0.330146

HOSPITAL (15-3025) {

IPF
IRF

PPS

{
{

PROGRAM CHARGES

H
I
;

SUB {QTHER})
SNF
NP

COST REIMB, COST REIMB.

SERVICES

SYCES NOT

REIMBURSED SUBJECT 10 SUBJECT TO
SERVICES DED & CCINS DED & COINS
3 4

2

205

50
111,888
81,220

74,290
1,070
8

268,731

268,731

PPS
SERVICES
5

VERSION: 2011.10
05/16/2012 18:08
WORKSHEET D
PART V
[ ] 5/B-3NF
[ ] S/B-NF
[ ] ICF/MR
PROGRAM COSTS ---wew-—w
COosT COST
SERVICES SVCES NOT
. SUBJECT TO SUBJECT TO
DED & COINS DBED & QOINS
& 7
105 54
94,01
4 50
85
25,850 66
14,974 67
16,956 68
444 71
3 73
16
16,01
16,02
76.03
32
58,336 . 200
- 201
58,336 202



PROVIDER CCN: 15-3025 HEALTHSOUTH DEACONESS REHAB KPMG LLP COMPU-MAX MICRO SYSTEW VERSIOM: 2011.10

PERICD FROM 01/01/2011 TO 12/11/2611 IN LIEY OF FORM CHMS-2552-10 (08/2011) 05/16/2012 1i8:08
WORKSHEEY D-1
COMPUTATION OF INPATIENT QPERATING COST PART I
CHECK [} PITLE V-INPT [XX] HOSPITAL {15-3025) ([ ] SUB {OTHER) [} ICF/MR XX} PPS
APPLICABLE [XX] TITLE XVILI-PT A [ 1 1IPF [ 1 SHF [ ] 'TEFRA
BOXES [ ] TITLE RIX-INPT [ 1 IAF [ 1 wrp [ | OTHER

PART I - ALL PROVIDER COMPONENTS

AN

O -1 o,

190
i1
12
13
14

16

17
i8
19
20
22
23
24
25

26
27

INPATIENT DAYS

INPATIENT DAYS (INCLUDING PRIVATE ROCM DAYS AND SWING-BED DAYS, EXCLUDING NEWBQRH) : 21,9815 1
INPATIENT DAYS (INCLUDING PRIVATE ROCH DAYS, EXQLUDING SWING-BED AND NEWRORN DAYS) 21,915 2
PRIVATE ROOM DAYS {EXCLUDING SWING-BED PRIVATE ROOM DAYS) 1,922 3
SEMI-PRIVATE ROCM DAYS (EXCLUDING SWING-BED PRIVATE ROOM DAYS) 19,993 4
TOTAL SWING-BED SNF-TYPE INPATIENT DAYS {INCLUDING PRIVATE ROOM DAYS} THRCUGH DECEMBER 31 OF THE €0ST REPORTING 5
PERIQD

TOPAL SWING-BED SNF-TYPE INPATIENT DAYS {INCLUDING PRIVATE ROOM DAYS) AFTER DECEMBER 31 OF THE COST REPORTING 5
PERIOD {IF CALENDAR YEAR, ENTER § ON THIS LINE}

TOTAL SWING-BED NF-TYPE INPATIENT DAYS (INCL PRIVATE ROOM DAYS}) THROUGH DECEMBER 31 OF THE COST REPORTING 7
PERICD

TQTAL SWING~BED NF-TYPE INPATIENT DAYS (INCL PRIVATE ROOM DAYS) AFTER DECEMBER 31 QF THE COST REPORTING PERIOD 8
{IF CALENDAR YEAR, ENTER 0 ON THIS LINE}

ENPATIENT DAYS INCLUDING PRIVATE RQOM DAYS APPLICABLE TO THE PROGRAM {EXCLUDING SWING-BED AND NEWBORMN DAYS) 14,595 9
SWING-BED SNF-TYPE INPATIENT DAYS APPLICABLE TO TITLE XVIII ONLY (INCLUDING PRIVATE ROOM DAYS) THROUGH 10
DECEMBER 31 OF THE COST REPORTING PERIOD (SEE INSTRUCTIONS)

SWING-BED SNF-TYPE INPATIENT DAYS APPLICABLE TO TITLE XVIII ONLY (INCLUDING PRIVATE RCOM DAYS) AFTER DECEMBER 11
31 OF THE COST REPQRTING PERICD {IF CALENDAR YEAR, ENTER { ON THIS LINE)

SWING-BED NF-TYPE INPATIENT PAYS APPLICABLE T0 TITLES V OR XIX ONLY (INCLUDING PRIVATE RCOM DAYS) THROUGH 12
DECEMBER 31 OF THE COST REPORTING PERIOD

SWING-BED NF-TYPE INPATIENT DAYS APPLICABLE TQ TITLES V OR XIX ONEY (IMCLUDING PRIVATE ROOM DAYS) AFTER i3
DECEMBER 31 OF THE COST REPORTING PERIOD {IF CALENDAR YEAR, ENTER 0 ON THIS LINE)

MEDICALLY NECESSARY PRIVATE ROCGH DAYS APPLICABLE TG THE PROGRAM {EACLUDING SWING ~-BED DAYS] _ 1,233 14
TOTAL NURSERY DAYS (TITLE V OR TITLE XIX ONLY) 15
TITLE V OR XIX NURSERY DAYS {TITLE V OR TITLE XIX ONLY} 18
SWING-BED ADBJUSTMENT

MEDICARE RATE FOR SWING-BED SNF SERVICES APPLICABLE TO SERVICES THRCUGH DECEMBER 31 OF THE COST REPORTING 17
PERIOD

WEDICARE RATE FOR SWING-BED SNF SERVICES APPLICABLE TO SERVICES AFTER DECEMBER 31 OF THE COST REPORTING isg
PERICD

MEDICAID RATE FOR SWING-BED NF SERVICES APPLICABLE TO SERVICES THROUGH DECEMBER 31 OF THE COST REPORTING 13
PERIOD

MEDICAID RATE FOR SWING-BED NF SERVICES APPLICABLE TO SERVICES AFTER DECEMBER 31 OF THE COST REFORTING PERIOD 20
TOTAL GENERAL INPATIENT ROUTINE SERVICE COST {SEE INSTRUCTIONS) 9,286,353 21
SWING-BED COST APPLICABLE TO SNF-TYPE SERVICES THROUGH DECEMBER 31 OF THE COST REPORTING PERIOD 22
(LINE S » LINE 17}

SWING-BED COST APPLICABLE TO SNF-TYPE SERVICES AFTER DECEMBER 31 OF THE COST REPORTING PERIOD 23
{LINE 6 x LINE 18)

SWING-BED COST APPLICABLE 10 NF-TYPE SERAVICES THROUGH DECEMBER 31 OF THE (OST REPORTING PERIOD 24
(LINE 7 x LINE 19)

SWING-BED COST APPLICABLE 70 NF-TYPE SERVICES AFTER DECEMBER 31 OF THE COST REPORTING PERICD (LINE § x LINE 20} 25
TOTAL SWING-BED COST {SEE INSTRUCTIONS) 26
GENERAL INPATIENT ROUTINE SERVICE COST NET OF SWING-BED COST 9,286,353 27
PRIVATE ROOM DIFFERENTIAL ADJUSTMENT

GENERAL INPATIENT ROUTINE SERVICE CHARGES (EXCLUDING SWING-BED CHARGES) 16,702,759 28
PRIVATE ROOM CHARGES (EXCLUDING SWING-BED CHARGES}) 1,499,160 29
SEMI-PRIVATE ROOM CHARGES (EXCLUDING SWING-BED CHARGES) 15,203,589 30
GENERAL INPATIENT ROUTINE SERVICE COST/CHARGE RATIO (LINE 27 + LINE 28) ¢.555977 31
AVERAGE PRIVATE ROOM PER DIEM CHARGE {LINE 29 + LINE 3) 780.00 32
AVERAGE SEMI-PRIVATE ROOM PER DIEM CHARGE (LINE 30 + LINE 4) 760.45 33
AVERAGE PER DIEM PRIVATE RCOM CHARGE DIFFERENTIAL (LINE 32 MINUS LINE 33) (SEE INSTRUCTIONS) 12,55 34
AVERAGE PER DIEM PRIVATE ROOM COST DIFFERENPIAL {(LINE 34 x LINE 31) 10.87 35
PRIVATE ROOM COST DIFFERENTIAL ADJUSTMENT (LINE 3 x LINE 3%) 20,892 36
GENERAL INPATIENT ROUTINE SERVICE COST NET OF SWING-BED COST AND PRIVATE ROOM COST DIFFERENTIAL 9,265,461 37

{LINE 27 - LINE 36}



PROVIDER CCN: 15-3025 HEALTHSOUTH DEACONESS REHAB KPMG LLP COMPU-MAX MICRC SYSTEM
PERIOD FROM 01/01/201% 70 12/31/2011 IN LIEY OF FORM CM3-2552-10 {08/2011}

COMPUTATION OF INPATIENT OPERATING COST

CHECK [ | TETLE V-INPT [XX[ HOSPITAL {i%-3025) { ] SUB (OTHER}
APPLICABLE [XX] TITLE XVIII-PT A [ | IPF
BOXES [ ] TITLE XEX-INPT [ | IRF

PART II - HOSPITAL AND SUBPROVIDERS ONLY

PROGRAM INPATIENT OPERATING COST BEFORE PASS-THROUGH COST ADJUSTMENTS
s ADJUSTED GENWERAL INPATIENT ROUTINE SERVICE COS5T PER DIEM {SEE INSTRUCTIONS)
39 PROGRAM GENERAL INPATIENT ROUTINE SERVICE COST {(LINE 9 x LINE 38)
40 MEDICALLY MECESSARY PRIVATE RCOM COST APPLICABLE TO THE PROGRAM {LINE 14 x LINE 35}
41 TOTAL PROGRAM CGENERAL INPATIENT ROUTINE SERVICE COST (LINE 39 + LINE 40}

AVERAGE
TOTAL TOTAL PER DIEM
ENPATIENT INPATIENT {COL, L = PROGRAM
COsT DAYS COL. 2} DAYS
1 p 3 4

42 NURSERY {TIPLES V AND XIX GNLY)

INTENSIVE CARE TYPE INPATIENT HOSPEITAL UNITS
43 INTENSIVE CARE UNIT
44 CORONARY CARE UNIT
45 BURN INTENSIVE CARE UNIT
46 SURGICAL INTENSIVE CARE UNIT
47 OTHER SPECIAL CARE {SPECIFY)
48 PROGRAM INPATIENT ANCILLARY SERVICE COST (WKST D-3, C€OL. 3, LINE 200}
49 TOTAL PROGRAM INPATIENT COSTS (SEE INSTRUCTIONS)

PASS-THROUGHK COST ADJUSTMENTS .
50 PASS THROUGK COSTS APPLICABLE 10 PROGRAM INPATIENT ROUTINE SERVICES {FAOM WHST D, SUM OF PARTS I AND III)
51 PASS THROUGH COSTS APPLICABLE TO PROGRAM INPATIENT ANCILLARY SERVICES (FROM WKST B, SUM OF PARTS 11 AND IV)
52 TOTAL PROGRAM EXCLUDABLE COST
53 TOTAL PROGRAM INPATIENT OPERATING COST EXCLUDING CAPITAL RELATED, NONPHYSICIAN ANESTHETIST AND MEDICAL
EDUCATION COSTS {(LINE 4% MINUS LINE 52)

TARGET AMGUNT AND LIMIT COMPUTATION

54 PROGRAM DISCHARGES

55 TARGET AMCUNT PER DISCHARGE

56 TARGET AMOUNT (LINE 54 » LINE 55)

57 DIFFERENCE BETWEEN ADJUSTED INPATIENT QPERATING COST AND TARGE?T AMOUNT

58 BONUS PAYMENT (SEE INSTRUCTIONS)

59 LESSER OF LINE 53/LINE 54 OR LINE 55 FROM THE COST REPORTING PERIOD ENDING 1396, UPDATED AND COMPOUNDED BY
BASKET

60 LESSER OF LINE 53/LINE 54 OR LINE 55 FRCM PRIOR YEAR COST REPORT, UPDATED BY THE MARKET BASKET

61 IF LINE 53/54 X8 LESS THAN THE LOWER OF LINES 55, 59 OR 60 ENTER THE LESSER OF 50% OF THE AMOUNT BY WHICH O

VERSION: 2011,1¢

COSTS {LINE 53} ARE LESS THAN EXPECTED COSTS {LINES 54 x 64}, OR 1% OF THE TARGET AMOUNT {LINE 56}, OTHERWISE 2

62 RELIEF PAYMENT (SEE INSTRUCTIONS)
63 ALLOWABLE INPATIENT COST PLUS INCENTIVE PAYMENT (SEE INSTRUCTIONS)

PROGRAM INPATIENT ROUTINE SWING BED COST

64 MEDICARE SWIMG-BED SNF INPATIENT ROUTINE COSTS$ THROUGH DECEMBER 31 OF THE COST REPORTING PERICD (SEE INSTRU

{TITLE XVIII ONLY}

65 MEDICARE SWING-BED SNF INPATIENT ROUTINE COSTS AFPTER DECEMBER 31 OF THE COST REPORTING PERIOD {SEE INSTRUCT

{TITLE XVIII ONLY)

66 TOTAL MEDICARE SWING-BED SNF INPATIENT ROUTINE CQSTS {TITLE XVIIX ONLY. FOR CAH, SEE INSTRUCTIONS)

67 TITLE V OR XIX SWING-BED NF INPATIENT ROUTINE COSTS THROUGH DECEMBER 31 CF THE COST REPORTING PERIOD
{LINE 12 x LINE 19)

63 TITLE V OR XIX SWING-BED NF INPATIENT ROUTINE COSTS AFTER DECEMBER 31 OF THE COST REPORTING PERIOD
(LINE i3 x LINE 20)

69 TOTAL TITLE V OR XIX SWING-BED NF INPATYENT ROUTINE COSTS {(LINE 67 + LINE 48)

PART IV - COMPUTARICN COF OBSERVATION BED PASS-THROUGH COST
87 TOTAL QBSERVATION BED DAYS {SEE INSTRUCTIONS)

88 ADJUSTED GENERAL INPATIENT ROUTINE COST PER DIEM (LINE 27 + LINE 2)
B2 OBSERVATION BED COSYT (LINE 87 x LINE 88} (SEE INSTRUCTIONS)

TOTAL
ROUTINE OBS. BED
CasT COsT
{FROM COL., 1 # {FROM
COMPUTATION OF OBSERVATION BED PASS-THROUGH COST COST LINE 27} COL., 2 LINE 59}
1 2 3 4

%0 CAPITAL-RELATED COST

91 NURSING SCHOOL COST

92 AELLIED HEALTH COST

a3 ALL CTHER MEDICAE EDUCATION

05/16/2012 18:08
WORKSHEET D-1
PART II
[XX} #PS
[ ] TEFRA
{ 1 OTHER
423.74 38
6,184,485 39
410
5,184,485 41
PROGRAM
cosT
{COL. 3 x
coL. 4}
S
42
43
44
45
46
47
4,798,135 48
10,982,620 49
594,746 50
290,324 51
885,070 52
10,097,550 53
54
55
56
57
58
59
60
61
62
63
64
65
66
67
68
63
87
423.74 88
89
OBS, BED
PASS-THRY
CosT
{COL. 3 x
COL. 4)
{SEE INSTR.}
5
90
21
92
93



PROVIDER CCN: 15-3025 HEALTHSOUTH DEACONESS REHAB KPMG LLP COMPU-MAX MICRO SYSTEM
PERIOD FROM 01/01/201%F TO 12/31/2011 IN LI1EU OF FORM CMS-2552-10 {08/2011)

COHPUTATION OF INPATIENT OPERATING COST

CHECK [ 1 TITLE V-INPP [XX] HOSPITAL (15-3025} [ } SUB {OTHER} [ ] EICF/MR
APPLICABLE ([ |} TITLE XVIII-PT A [ 1 1PF [ 1} suF
BOXES [XX] TITLE XIX-INPT [ 1 1IRF [ 1} NF

PART I - ALL PROVIDER COMPONENTS

INPATIENT DAYS

PERIOD {IF CALENDAR YEAR, ENTEN 0 ON THIS LINES}

TOTAL SWING-BED NF-TYPE INPATIENT DAYS (INCL PRIVATE ROOM PAYS) THROUGK DECEMBER 31 OF THE COST REPORTING

BPERIOD

TOTAL SWING-BEDR NF-TYPE INPATIENT DAYS (INCL PRIVATE ROOM DAYS) AFTER DECEMBER 31 OF THE COST REPORTING PERIOD

{IF CALENDAR YRAR, ENTER 0 ON THIS LINE)

INPATIENT DAYS INCLUDING PRIVATE ROOM DAYS APPLICABLE TO THE PROGRAM {EXCLUDING SWING-BED AND NEWBCORN DAYS)

19 SWING-BED SNF-TYPE INPATIENT DAYS APPLICABLE TO TITLE XVIII ONLY (INCLUDING PREIVATE ROOM DAYS} THROUGH
DECEMBER 31 OF THE COST REFORTING PERIOD (SEE INSTRUCTIONS)

11 SWING-BED SNF-TYPE INPATEIENT DAYS APPLICABLE 70 TITLE XVIII ONLY (INCLUDING PRIVATE ROOM DAYS) AFTER DECEMBER
31 OF THE COST REPORTING PERIOD {IF CALENDAR YEAR, ENTER O ON THIS LINE}

12 SWING-BED NF-TYPE INPATIENT DAYS APPLICABLE TO TITLES V OR XIX ONLY (ENCLUBING PRIVATE ROCM DAYS) THROUGH
DECEMBER 31 OF THE COST REPCRTING PERIOD

13 SWING-BED NF-TYPE INPATIENT DAYS APPLICABLE TO TITLES V OR XIX ONLY (INCLUDING PRIVATE ROOM DAYS) AFTER
DECEMBER 31 OF THE COST REPORTING PERIOD (IF CALENDAR YEAR, ENTER 0 ON THIS LINE)

14 MEDICALLY NECESSARY PRIVATE ROCM DAYS APPLICABLE TO THE PROGRAM (EXCLUDING SWING-BED DAYS)

15 TOTAL NURSERY DAYS (TITLE V OR TITLE XIX ONLY}

16 TITLE V OR XIX NURSERY DAYS {TITLE V OR TITLE XIX ONLY)

LT -

SWING-BED ADJUSTMENT
17 MEDICARE RATE FOR SWING-BED SNF SERVICES APPLICABLE TO SERVICES THROUGH DECEMBER 31 OF THE COST REPORTING
PERICD
i8 MEDICARE RATE FOR SWING-BED SNF SERVICES APPLICABLE TO SERVICES AFTER DECEMBER 31 OF THE COST REPORTING
PERICD
19 MEDICAIR RATE FOR SWING-BED NF SERVICES APPLICABLE TO SERVICES THROUGH DECEMBER 31 OF THE COST REPORTING
PERIGD
20 MEDICAID RATE FOR SWING-BED NF SERVICES APPLICABLE 70 SERVICES AFTER DECEMBER 31 OF THE COST REPORTING PERIOD
21 TOTAL GENERAL INPATIENT ROULINE SERVICE COST (SBE INSTRUCTIONS)
22 SWING-BED COST APPLICABLE TO SNF-TYPE SERVICES THROUGH DECEMBER 31 OF THE COST REPCRTING PERIOD
{LINE 5 x LINE 17}
23 SWING-BED COST APPLICABLE TO SNF-TYPE SERVICES AFTER DECEMBER 31 OF THE COST REPORTING PERICD
{LINE 6 x LINE 18}
24 SWING-BED COST APPLICABLE TO NF-TYPE SERVICES THROUGH DECEMBER 31 OF THE COST REPORTING PERIOD
{LINE 7 x LINE 19)

25 SWING~BED COST APPLICABLE TCO NF~TYPE SERVICES AFTER DECEMBER 31 COF THE COST REPORTING PERIOD (ELINE 8 x LINE 20}

%6 TOTAL SWING-BED COST (SEE INSTRUCTICNS)
27 GENERAL INPATIENT ROUTINE SERVICE COST NET OF SWING-BED COST

PRIVATE ROOM DIFFERENTIAL ADJUSTMENT

28 GENERAL INPATIENT ROUTINE SERVICE CHEARGES (BXCLUDING SWING-BED CHARGES)

29 PRIVATE ROOM CHARGES [EXCLUDENG SWING-BEDR CHARGES)

30 SEMI-PRIVATE ROOM CHARGESD [EXCLUDING SWING-BED CHARGES)

31 GENERAL INPATIENT ROUTINE SERVICE COST/CHARGE RATIQO {LINE 27 + LINE 28)

32 AVERAGE PRIVATE ROCM PER DIEM CHARGE (LINE 29 + LINE 3}

33 AVERAGE SEMI-PRIVATE RCOM PER DIEM CHARGE {LINE 30 + LINE 4)

34 AVERAQE PER DIEM PRIVATE ROCM CHARGE DIFFERENTIAL (LINE 32 MINUS LINE 33} (SEE INSTRUCTIONS)

35 AVERAGE PER DIEM PRIVATE ROOM COST DIFFERENTIAL {LINE 34 x LINE 311}

36 PRIVATE ROOM COST DIFFERENTIAL ADJUSTMENT {LINE 3 x LINE 35)

37 GENERAL INPATIENT RCUTINE SERVICE COST NET OF SWING-BED COST AND PRIVATE RCOM COST DIFFERENTIAL
{LINE 27 - LINE 36}

T INBATIENT DAYS {INCLUDING PRIVATE ROOM DAYS AND SWING-BED DAYS, EXCLUDING NEWEQRM)

2 INPATIENT DhYS {INCLUDING PRIVATE ROGM DAYS, EXCLUDING SWING-BED AND WEWBORM DAYS)

3 PRIVATE ROOM DAYS (EXCLUDING SWING-BED PRIVATE ROOM DAYS)

4 SEMI-PRIVATE ROOM DAYS (RXCLUDING SWING-BED PRIVATE ROOM DAYS)

5 TOTAL S$WINO-BED SNF-TYPE INPATIENT DAYS [IHCLUDING PRIVATE ROOM DAYS) THROUGH DECEMBER 31 OF THE COST REPORTING
PERIOD

& TOTAL SWING-BED SNF-TYPE INPATIENT DAYS {INCLURING PREVATE ROOM DAYS) AFTER DECEMBER 31 OF THE COST REPORIVING

VERSION: 20
05/16/2012

11,10
18:08

WORKSHEET D-1
PART I

{1
{1

PP
TEFRA

[XX] OTHER

2%,915
21,915

1,922
19,993

888

9,281,779

9,281,779

16,762,759
1,499,160
15,203,599
0.555703
780.00
760.45
19.55
10.88
20,873
9,260,906

W L B

=

19
11
12
13
14
15
i6
17
13
19
20
22



PROVIDER CCN: 15-3025 HEALTHSOUTH DEACONESS REHAB KPMG LLP COMPU-MAX MICRO SYSTEM

PERIOD FROM OL/01/2011 TQ 12/31/2011 IN LIEY OF FORM CM3-2552

COMPUTATION OF INPATIENT QPERATING COST

CHECK [ 1 TETLE V-INPT [XX} HOSPYITAL {15-3025} [ } SUB (OTHER}
APPLICABLE [ ] TITLE XVIXE-PP A [ |} IPF
BOXES [XX] TITLE XIX-INPT { I 1IRpF

PAR? IT -~ HOSPITAL AND SUBPROVIDERS ONLY

PROGRAM INPATIENT OPERATING COST BEFORE PASS-THROUGH COST ADJUSTMENTS
38 ADJUSTED GENERAL INPATIENT ROUTINE SERVICE COST PER DIEM (SEE INSTRUCTICNS)
39 PROGRAM GENERAL INPATIENT ROUTINE SERVICE €OST {(LINE 9 x LINE 38)
40 MEDICALLY NECESSARY PRIVATE ROOM COST APPLICABLE TO THE PROGRAM (LINE 14 x LINE 35}
41 TOTAL PROGRAM GENERAL INPATIENT ROUTINE SERVICE COST {LINE 39 + LINE 40}

TOTPAL TCTAL
INPATIENT INPATIENT
COsT DAYS
3 2

42 NUARSERY (PITLES V AND XIX ONLY)

INTENSIVE CARE TYPE INPATIENT HOSPITAL UNITS
43 INTENSIVE CARE UNIT
44 CORONARY CARE UNIT
45 BURN INTENSIVE CARE UNIT
46 SURGICAL INTENSIVE CARE UNIT
47 OTHER SPECIAL CARE {SPECIFY)
48 PROGRAM ENPATIENT ANCILLARY SERVICE COST (WKST D-3, COL, 3, LINE 200)
49 TOTAL PROGRAM INPATIENT COSTS (SEE INSTRUCTIONS)

PASS-THROUGH COST ADJUSTMENTS

-10 {08/2010)

AVERAGE

PER DIEM

{COL, 1 + PROGRAM

COL. 2} DAYS
3 4

50 PASS THROUGH COSTS APPLICABLE TO PROGRAM INPATIENT ROUTINE SERVICES (FROM WKST D, SUM OF PARTS I AND III}

51 PASS THROUGH COSTS APPLICABLE TO PROGRAM INFATIENT ANCILLARY SERVICES {FROM WKST D,
52 TOTAL: PROGRAM EXCLUDABLE COST

SUM OF PARTS II AND IV}

53 TOTAL PROGRAM INPATIENT OPERATING COST EXCLUDING CAPITAL RELATED, NONPHYSICIAN ANESTHETIST AND MEDICAL

EDUCATION COSTS {LINE 49 MINUS LINE 52)

TARGET AMOUNT AND LIMIT COMBUTATICN
54 PROGRAM DISCHARGES
55 TARGET AMOUNT PER DISCHARGE
56 TARGET AMOUNT (LINE 54 x LINE 55}
57 DIFFERENCE BETWEEN ABJUSTED INPATIENT OPERATING COST AND TARGET AMOUNT
S8 BONUS PAYMENT (SEE INSTRUCTIONS}

59 LESSER OF LINE 53/LINE 54 OR LINE 55 FROM THE COST REPORTIMG PERIOD ENDING 1996, UPDATED AWND COMPOUNMDED BY

BASKET

&0 LESSER OF LINE 53/LINE 54 OR LINE 55 FROM PRIOR YFAR COST REPORT, UPDATED BY THE MARKET BASKET

61 IF LINE 53/54 I35 LESS THAN THE LOWER OF LINES 55, 5% OR 60 ENTER THE LESSER OF 50%

OF THE AMOUNT BY WHICH ©

VERSION: 2011.10

COSTS (LINE 53) ARE LESS THAN EXPECTED COSTS [LINES 54 x 60), OR 1% OF THE TARGET AMOUNT (LINE 56), OTHERWISE E

62 RELIEF PAYMENT {SEE INSTRUCTIQHNS)
63 ALILOWABLE INPATIENT COST PLUS INCENTIVE PAYMENT {SEE INSTRUCTIONS)

PROGRAM INPATIENT RCUTINE SWING BED COST

64 MEDICARE SWING-BED SNF INPATIENT ROUTINE COSTS THROUGH DECEMBER 31 COF THE COST REPORTING PERIOD {SEE INSTRU

(TITLE XVIII ONLY}

65 MEDICARE SWING-BED SNF INPATIENT ROUTINE COSTS AFTER DECEMBER 31 OF THE COST REPORTING PERXIOD {SEE INSTRUCT

(TITLE XVIII ONLY}

56 TOTAL MEDICARE SWING-BED SNF INPATIENT ROUTINE CGSTS {TITLE XVIII ONLY, FOR CAH, SEE INSTRUCTIONS)
67 TITLE V OR XIX SWING-BED NF INPATIENT ROUTINE COSTS THROUGH DECEMBER 31 OF THE COST REPORTING PERIQD

{LINE 12 X LINE 19)

68 TITLE V OR XIX SWING-BED NF INPATIENT ROUTINE COSTS APTER DECEMBER 31 OF THE COST REPORTING PERIOBR

{LINE 13 x LINE 20}
63 TOTAL TITLE V OR XIX SWING-BED NF INPATIENT ROUTINE COSTS {LINE 67 + LINE §8)

PART IV - COMPUTATION OF OBSERVATION BED PASS-THROUGH COST

87 TOTAL OBSERVATION BED DAYS {SEE INSTRUCTIONS)
88 ADJUSTED GENERAL INPATIENT ROUTINE COST PER DIEM {LINE 27 + LINE 2)
89 OBSERVATION BED COST {LINE 87 x LINE 88} (SEE INSTRUCTIONS}

ROUTINE
COsT
{FROM
COMPUTATION OF OBSERVATION BED PASS-THROUGH COST COsT LINE 27)
2

490 CAPITAL-RELATED COST

91 NURSING SCHOCL COST

92 ALLIED HEALTH COST

93 ALL OTHER MEDICAL EDUCATICN

TOTAL
CBS. BED
Co3T
coL, 1 = {FROM
CoL, 2 LINE 89)
3 4

05/16/2012 18:08
WORKSHEET D-1
PART II
f I prp3
{ | TEFRA
(XX} OTHER
422,58 38
375,251 39
49
375,251 41
PROGRAM
COsT
{COL, 3 x
COL, 4}
5
42
43
44
45
46
17
339,857 48
715,118 49
36,186 50
21,281 51
57,467 52
52
54
55
56
57
58
59
50
51
62
53
64
65
66
67
68
69
87
88
89
OBS. BED
PASS-THRU
COsT
{CoL, 3 x
COL. 4)
{SEE INSTR.}
5
ap
91
92
93



PROVIDER CCN: 15-3025 HEALTHSOUTH DEACONESS REHAB KPMQ LELP COMPU-MAX MICRO SYSTEM VERSION: 2011.10
PERIOD FRCM 01/01/2011 TO 12/31/2011 IN LIEG OF FORM CHS-25%52-10 {08/2011) 05/16/2012 18:08
ENPATIENT ANCILLARY COST APPORTIONMENT WORKSHEET D-3
CHECK [} TITLE V [#£] HOSPITAL (15-3025) [ | SuB {OTHER) [ | s/B SNF [XX] PpPS
APPLICABLE [XX] TITLE XVIlI-pT A [ )} 1PP | SNF [ I 8/BNF { 1 TEFRA
BOXES [ 1 TITLE XIX { } IRF [ } NF [} ICF/MR { 1 OTHER
INPATIENT
i RATIO OF COST INPATIENT PROGURAM COSTS
" COST CENTER DESCRIPTION TC CHARGES PROGRAM CHARGES (COL.1 x COL.2)
1 2 3
INPATIENT ROUTINE SERVICE COST CENTERS
14 ADULTS & PEDIATRICS 11,113,958 kil
ANCILLARY SERVICE COST CENTERS
54 RADIOLOGY-DIAGNOSTIC 0.510818 489,858 250,228 54
54.91 RADIOLOGY SUA 0,329973 57,200 18,874 54.01
60 LABORATORY 0.071187 738,147 52,554 60
65 RESPIRATORY THERARY 0,186341 1,471,750 274,247 65
66 PHYSICAL THERAPY 0,231039 5,782,871 1,336,069 66
67 CQCCUPATIONAL THERAPY 0.184366 6,237,925 1,150,061 67
68 SPEECH PATHOLGGY 0,228235 2,086,399 476,18% 68
71 MEDICAL SUPPLIES CHRGED TC PATI 0.,415158 489,237 203,111 71
73 DRUGS CHARGED TO PATIENTS 0.363395 2,653,449 964,250 73
76 PSYCHOLOGY 0.217287 301,326 65,474 18
76,01 AMBULANCE 0.,204987 28,920 5,928 76.0%
76.02 DAY TREATHMENT 76,02
76,03 AWNBULANCE SUA 0.330146 3,483 1,15¢ 76,03
QUTPATIENT SERVICE COST CENTERS
92 OBSERVATICN BEDS 92
OTHER REIMBURSABLE COST CENTERS
200 TOTAL (SUM OF LINES 50-94 AND 96-98) 20,340,565 4,798,135 200
201 LESS PBP CLINIC LAB SVCS-PGM ONLY CHARGES 201
202 HET CHARGES (LINE 200 MINUS LINE 201} 20,340,565 202



PROVIDER CCN:

15-3025

PERIOD FROM 01/01/20i1 TO 12/31/2011

CHECK

APPLICABLE |

BOXES

30

54
54.01

65
66
67
658
Tt
13
76
76.01
76.02
76,03

92
200

201
202

INPATIENT ANCILLARY COST APFORTIONMENT

[ 1 TITLE V [¥X]
] TITLE XVIII-PT A { | IPF

[XX] TITLE XIX £} ImF

COST CENTER DESCRIPTION

INPATIENT ROUTINE SERVICE COST CENTERS
ADULTS & PEDIATRICS

ANCILLARY SERVICE COST CENTERS
RADIOLOGY-DIAGNOSTIC

RADIQLOGY SUA

LABORATORY

RESPIRATORY THERAPY

PHYSICAL THERAPY

CCCUPATIONAL THERAPY

SPEECH PATHOLOGY

HMEDICAL SUPPLIES CHRGED TO PATI
DRUGS CHARGED TO PATIENTS

PSYCHOLOGY

AMBULANCE

DAY TREATMENT

AMBULANCE SUA

QUTPATIENT SERVICE COST CENTERS3
OBSERVATICN BEDS

OTHER REIMBURSABLE COST CENTERS
TOTAL (SUM OF LINES 50-94 AND 56-98})
LESS PBP CLINIC LAB 5VCS-PGM ONLY CHARGES
NET CHARGES (LINE 200 MINUS LINE 201}

HEALTHSCUTH DEACCNESS REHAB

KPMG LLP COMPU-MAX MICRO SYSTEM
IN LIEJ OF FORM CHMS-2552-10 {08/2011}

HOSPITAL (15-3625) { ] SO

}oosy
£ | NF

RATIO OF COST
TQ CHARGES
1

0.510818
0.329%73
$.071197
0.186341
$.231039
0.184366
$.228235
$.415158
4.363395
g.211287%
9,204987

0.330146

B (OTHER}
F

INPATIENT
PROGRAM CHARGES
2

744,340
46,191

46,474
60,586
376,985
476,991
208, 246
39,201
156,535
23,81
3,700

1,438,786

1,438,786

VERSION:
05/16/2012

2011.1:0
18:08

WORKSHEET D-3

[ § S/B SNF { 1 PPS

{ 1 s/B NP [ 1 TEFRA

{ ] ICF/MR [XX] OTHER

INPATIENT
PROGRAM COSTS
{COL. 1 x COL,2}
3

30
23,595 54

54.01
3,309 60
11,290 65
87,098 66
87, 941 &7
47,529 68
16,275 71
56,884 13
5,188 16

758 76.01

76,02

76.03
92
339,867 209
201
202



PROVIDER CCN: 15-3025 HEALTHSOUTH DEACONESS REHAB KPMQ LLP COMPU-MAX MICRO SYSTEM

PERICD FROM 01/0:/20F1 TO 12/31/2011

CALCULATION OF REIMBURSEMENT SETTLEMENT

CHECK APPLICABLE BOX: {XxX1 HOSPITAL {15-302%) [ ] TIPF [ 1 IRF

FOWE AN bt

[y

12
13
14

15
16

90
81
92
93
94

{ } SUB (OTHER) f ] ONF
PART B - MEDICAL AND OTHER HEALTH SERVICES

MEDECAL AND OTHER SERVICES (SEE INSTRUCTIONS)

MEDICAL AND OTHER SZERVICES REIMBURSED UNDER OPPS (SEE INSTRUCTIONS) 2,00t
PPS PAYMENTS 1,496
OUTLIER PAYMENT {SEE INSTRUCTIONS)

ENTER THE HOSPITAL SPECIFIC PAYMENT TO COST RATIO (SEE INSTRUCTIONS)

LINE 2 TIMES LINE 5

SUM OF LINE 3 PLUS LINE 4 DIVIDED BY LINE 6

TRANSITIONAL CORRIDOR PAYMENT (SEE INSTRUCTIONS}

ANCEILLARY SERVICE OTHER PASS THROUGH COSTS FROM WKST B, BART IV, COL. 13, LINE 200

ORGAN ACQUISITION

TOTAL €057 {SUM OF LINES 1 AND 10} (SEE INSTRUCTIONS)
COMPUTATION OF LESSER OF COST OR CHARGES
REASONABLE CHARGES

ANCILLARY SERVICE CHARGES

ORGAN ACQUISITION CHARGES {FROM WKST D-4, PART III, LINE 69, COL. 4}

TOTAL REASONABLE CHARGEZ {SUM OF LINES 12 AND 13}
CUSTOMARY CHARGES

AGGREGATE AMOUNT ACTUALLY COLLECTED FROM PATIENTS LIABLE FOR PAYMENT FOR SERVICES

ON A CHARGE BASIS

AMOUNTS THAT WOULD HAVE BEEN REALIZED FROM PATIENTS LIABLE FOR PAYMENT FOR SERVICES

ON A CHARGE BASIS HAD SUCH PAYMENT BEEN MADE IN ACCORDANCE WITH 42 CFR 413.13le}

RATIO OF LINE 1% TO LINB 16 {NOT TO BACEED 1.000000) 1,000000
TOTAL CUSTOMARY CHARGES (SEE INSTRUCTIONS)

EXCESS OF CUSTOMARY CHARGES OVER REASONABLE COST (COMPLETE ONLY IF LINE 13 EXCEEDS

LINE i1 (SEE INSTRUCTIONS)

EXCESS OF REASONABLE COS57 OVER CUSTOMARY CHARGES (COMPLETE ONLY IF LINE 11 EXCEEDS

LINE 18 (SEE INSTRUCTIONS)

LESSER OF COST OR CHARGES {LINE 11 MINUS LINE 20} (FOR CAH, SEE INSTRUCTICNS)

INTERNS AND RESIDENTS {SEE INSTRUCTIONS)

COST GF TEACHING PHYSICIANS {SEE INSTR., 42 CFR 415.160 AND CMS PUB. 15-1 52148}

TOTAL PROSPECTIVE PAYMENT {SUM OF LINES 3, 4, 8 AND 9} 1,496
COMPUTATION OF REIMBURSEMENT SETTLEMENT

DEDUCTIBLES AND COINSURANCE (SEE INSTPRUCTIONS) 376

DECUCTIBLES AND COINSURANCE RELATING TO AMOUNT ON LINE 24 (SEE INSTRUCTIONS)

SUBTOTAL ( (LINES 21 AND 24 - THE SUM OF LINES 25 AND 26} PLUS THE SUM OF LINES 22 1,120

AND 23} (SEE INSTRUCTIONS)
DIRECT GRADUATE MEDICAL EDUCATION PAYMENTS (FROM WKST E-4, LINE 50}
ESRD DIRECT MEDICAL EDUCATION COSTS (FROM WKST E-4, LINE 36}

SUBTOTAL {(SUM OF LINES 27 THROUGH 29} 1,120
PRIMARY PAYER PAYMENTS
SUBTOTAL {LINE 3¢ MINUS LINE 31} 1,120

ALLOWABLE BAD DEBTS (EXCLUDE BAD PEBTS FOR PROFESSIONAL SERVEICES)

COMPOSITE RATE ESRR (FROM WKST I-5, LINEB 11

ALLOWABLE BAD DEBTS {SEE INSTRUCTIONS)

ADJUSTER REIMBURSABLE BAD DEBTS (SEE INSTRUCTIONS)

ALLOWABLE BAR DERTS FOR DUAL BLIGIBLE BENEBPRICIARIRS (SER INSTRUCTIONS)

SUBTOTAL {SUM OF LINES 32, 33 AND 34 OR 35) (LINE 35 HOSPITAL AND SUBPROVIDERS OHLY) 1,120
MSP-LCC RECONCILIATION AMOUNT FROM PS&R

QTHER ADJUSTMENTS (SPECIFY} {SEE INSTRUCTIONS)

SUBTOTAL (LINE 37 PLUS OR MINUS LINES 3% MINUS 38} 1,120
INTERIM PAYMENTS 1,120
TENTATIVE SETTLEMENT {FOR CONTRACTOR USE ONLY)

BALANCE DUE PROVIDER/PROGRAM {LINE 40 MINUS THE SUM OF LINES 41 AND 42}

PROTESTED ANOUNTS (NONALLOWABLE COST REPORT ITEMS) IN ACCORDANCE WITH CMS PUB,

15-IX, SECTION 115.2

T0 BE COMPLETED BY CONTRACTOR

ORIGINAL QUTLIER AMOUNT (SEE INSTRUCTIONS)

OUTLIER RECONCILIATION ADJUSTMENT ANMOUNT {SEE INSTRUCTIONS)}
THE RATE USED TO CALCULATE THE TIME VALUE OF MONEY

TIME VALUE OF MONEY {SEE INSTRUCTIONS}

TOTAL {SUM OF LINES %1 AWD 93)

IN LIEU QF FORM CMS-2552-10 {08/2011}

YERSION: 2011.10
$5/16/2012 18:08

WORKSHEET B
PART B

(=R R JS W WE AL

e



PROVIDER CCN: 153025 HEALTHSOUTH DEACONESS REHAB KPMG LLP COMPU-MAX MICRO SYSTEM VERSICH: 20L11.10

PERIOD FROM 01/01/2011 TO 12/31,/2011 IN LIEU OF FORM CMS-2552-10 {(08/2011) 05/16/2012 18:08
ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED WORKSHEET E-~1
PART I

CHECK [XX] HOSPITAL (15-3025) [ 1 SUB {OTHER) INPATIENT

APPLICABLE [ | IPF [ ] suF PART A PART B

BOX! [ 1 ZIRF [ ] SWING BED SNF

MM/DD/YYYY AMOUNT MM/DD/YYYY AMOUNT
DESCRIPTION 1 2 3 4

1 TOTAL INTERIM PAYMENTS PAID TO PROVIDER 16,123,763 1,120 13

2 INTERIM PAYMENTS PAYABLE ON INDIVIDUAL BILLS, NONE NONE 2
EITHER SUBMITTED QR T0 BE SUBMITTED T0 THE
INTERMBDIARY FOR SERVICES RENDERED IN THE
COST REBPORTING PERICD, EF NONE, WRITE 'NONE'

OR ENTER A ZERO,

3 LIST SEPARATELY EACH RETROACTIVE LUMP SUM .01 NONE NONE 31.01
ADJUSTHMENT AMOUNT BASED ON SUBSEQUENT .02 3.02
REVISION OF THE INTERIM RATE FOR THE COST PROGRAM .03 3.03
REPORTING PERIOD, ALSO SHOW DATE OF EACH TG .04 3,04
BAYMENT, IF NONE, WRITE 'NONZ' OR ENTER A PROVIDER .05 1.05
ZERO. .06 3.086

.07 3.07

.08 3,08

.09 3.09

.58 KONE NCNE 1.50

.51 3.51

PROVIDER .52 3.52

TO .53 3.53

PROGRAM .54 3.54

.85 3.55

.56 3.56

.57 3.57

.58 3.58

.59 3.59

SUBTOTAL {SUM OF LINES 3,01-3.49 MINUS SUM .89 3.99
OF LINES 3.50-3.98}

4 TOTAL INTERIM PAYMENTS (SUM OF LINES 1, 2 16,123,763 1,120 4
AND 3,99) {TRANSFER TQ WKST E OR E-3, LINE
AND COLUMN AS APPROPRIATE)

TO BE COMPLETED BY CONTRACTOR

5 LIST SEPARATELY EACH TENTATIVE SETTLEMENT PROGRAM .01 5.01
PAYMENT AFTER DESX REVIEW. ALSO SHOW DATE TO .02 5.02
OF EACH PAYMENT. IF NONE, WRITE ‘NONE' OR PROVIDER .03 5.03
ENTER A ZERO. .04 5.04

.05 5.08

.06 5.06

07 5.487

.08 5.08

.09 5.09

PROVIDER .50 5.50

TO .51 5.51

PROGRAM .52 5.52

.53 5.53

.54 5.54

.55 5.55

-1 5.56

.57 5.57

.58 5.58

.59 5.59

SUBTOTAL {SUM OF LINES 5.01-5.49 MINUS SUuM .99 5.99
QF LINES 5.50-5.938}

6 DETERMINE NET SETTLEMEND AMOUNT PROGRAM

(BALANCE DUE} BASED ON THE COST REPORT T .01 §.01
PROVIDER
PROVIDER
T0 02 6.02
PROGRAM
7 TOTAL MEDICARE PROGRAM LIABILITY {(SEE INS?R.) 7

8 HAME QF CONTRACTOR: CONTRACTOR NUMBER: DATE:




PROVIDER CCN: 15-3025 HEALTHSOUTH DEACONESS REHAB KPMG LLP COMPU-MAX MICRO SYSTEM YERSION: 2011.10

PERIOD FROM 0170172011 70 12/31/2011 IN LIEU OF FORM CM3-2552-10 (08/2011) 05/16/2012 18:08

CALCULATEION QF REINBURSEMENT SETTLEMENT WORKSHEET E-3
PART IXI

CHECK [XX] HOSPITAL (15-302%)

APPLICABLE BOX: [ 1 EARF

PART IIX - CALCULATION OF MEDICARE REIMBURSEMENT SETTLEMENT UNDER IRF PP3Z

1 NET FEDERAL PPS PAYMENT (SEE INSTRUCTIONS) 16,021,108 1

2 MEDICARE SSI RATIC {3EE INSTRUCTIONS} 0.0380090 2

3 INPATIENT REHABILITATICN LIP PAYMENTS (SEB INSTRUCTIONS) 743,556 3

4 QUTLIER PAYMENTS 3,291 4

5 UNWEIGHTED INTERM AND RESIDENT FTE CQOUNT IN THE MOST RECENT COST REPORTING PERIOD ENDING - 5
0N OR PRIOQR TO NOVEMBER 15, 2004 {SEE INSTRUCTIONS}

6 NEW TEACHING PROGRAM ADJUSTHENT (SEE INSTRUCTIONS) [

1 CURRENT YRAR UNWEIGHTED PTE COUNT OF I&R OTHER THAN FTEs IN THE FIRST 3 YBARS OF A 'NEW 7

TERCHING PROGAAM (SEE INSTRUCTIONS)
8 CURRENT YEAR UNWEIGHTED I&R FOE COUNT FOR RESIDENTS WITHIN THE FIRST 3 YEARS OF A FNEW ]
TEARCHING PHOGRAM [(SEE INSTRUCTIONS)

2 INTERN AND RESIDENT COUND FOR IRF PPS MNERICAL EDUCATION ADJUSTMENT (SEE INSTRUCTIONS) 9
10 AVHERAGE DAILY CENSUS (SEE INSTRUCPIONS) 60.041096 3v]
11 MEDICAL EDUCATION ADJUSTHENT PACTOR ({{l + (LINE 9/LINE 10}} RAISED TO THE PCWER 11

OF .6876 -1}
12 MEDICAL EDUCATION ADJUSTMENT {LINE L MULTIPLEIED BY LINE 11) 12
13 TOTAL PPS PAYMENT (SUM OF LINEBS i, 3, ¢4 AND 13} 16,767,952 13
14 NURSING AND ALLIED HEALTH MANAGED CARE PAYMENT {(SEE INSTRUCTIONS} 14
i3 ORGAN ACQUISITION 15
16 COST OF TEACHING PHYSICIAN3 (FROM WKST D-5, PART II, COL. 3, LINE 20) (SEE INSTRUCTIONS} 16
17 SUBTOTAL (SEE INSTRUCTIONS) 16,767,952 17
13 PRIMARY PAYER PAYMENTS 3,176 18
19 SUBTOTAL LINE 17b LESS LINB 18) 16,764,776 19
20 DEDUCTIBLES 339,878 20
231 SUBTOTAL (LINE 19 MINUS LINE 20} 16,433,898 21
22 COINSURANCE 219,237 - 22
23 SUBTCTAL {LINE 21 MINUS LINE 22} 16,214,661 23
24 ALLOWABLE BAD PEBTS (EXCLUDE BAD DEBTS FOR PROFESSIONAL SERVICES} ({SEE INSTRUCTICNS) 88,427 24
25 ADJUSTED REIMBURSABLE BAD DEBTS ({SEE INSTRUCTIONS} 61,996 28
26 ALLOWABLE BAD DEBT3 FOR DUAL ELIGIBLE BENEFICIARIES (SEE INSTRUCTIONS} 82,963 26
27 SUBTOTAL {SUM OF LINES 23 AND 25) 16,276,567 27
28 DIRECT GRADUATE MEDICAL EDUCATION PAYMENTS (FROM WKST E-4, LINE 49) 28
29 OTHER PASS THROUGH COSTS {SEE INSTRUCTIONS} 29
30 QUTLIER PAYMENTS RECONCILEATION 30
31 OTHER ADJUSTMENTS (SPECIFY) (SEE INSTRUCTIONS) 31
32 TOTAL AMOUNT PAYABLE TQ THE PRQVIDER {SEE INSTRUCTIONS) 16,276,567 3z
33 INTERIM PAYMENTS 16,123,763 33
34 TENTATIVE SETTLEMENT (FOR CONTRACTOR USE ONLY} 34
35 BALANCE DUE PROVIDER/PROGRAM (LINE 32 MINUS THE SUM OF LIMES 33 AND 34) 152,804 35
36 PROTESTED AMOUNTS (NONALLOWABLE COST REPORT ITEMS) IN ACCORDANCE WITH CMS PUB 15-2, 36
SECTION 115.2
TO BE COMPLETED BY CONTRACTCR
50 CREGINAL QUTLIER ANOUNT FROM WORKSHEET E-3, PART III, LINE 4 (SEE INSTRUCTIONS) 50
51 QUTLIER RECONCILIATION ADJUSTMENT AMOUNT {SEE INSTRUCTIONS) 5L
52 THE RATE USED TO CALCULATE THE TIME VALUE OF MONEY {SEE INSTRUCTIONS} 52

53 TIME VALUE OF MONEY (SBE INSTRUCTIONS) 53



PROVIDER CCHN: 15-3025 HEALTHSOUTH DEACONESS REHAB ¥PMG LELP COMPU-MAX MICRO SYSTEM VERSION: 2011.10

PERICOD FROM 01/01/2011 TO 12/31/2011 IN LIEU OF FORM CMS5-2552-10 {08/2011} 05/16/2012 18:08
CALCULATION OF REIMBURSEMENT SETTLEMENT WORKSHEET E-3
PART VEX
CHECK { 1 TITLEV [XX] HOSPITAL (15-3025} { } surF { 1} PPS
APPLICABLE (XXl TITLE HIX [ i1 1IPF { } NF { 1} TEFRA
BOXES: { 1 [RF { 1 ICF/MR {XX] OTHER
{ § sus (QTHER)

PART VIE - CALCULATION OF REIMBURSEMENT SETTLEMENT - ALL OTHER HEALTH SERVICES FOR TITLES ¥ OR TITLE XIX SERVICES

COMPUTATION QF NET COST OF COVERED SERVICES

1 INPATIENT HOSPITAL SHF/NF SERVICES N 715,118 1
2 MEDICAL AND OTHER SERVICES 58,338 2
3 ORGAN ACQUISITION (CERTIFLED TRANSPLANT CENTERS ONLY) 3
4 SUBTOTAL {SUM OF LINES i, 2 AND 3} 773,454 4
5 INPATIENT PRIMARY PAYER PAYMENTS 5
6 OUTPATIENT PRIMARY PAYER PAYMENTS )
7 SUBTOTAL {LINE 4 LESS SUM OF LINES 5 AND &} 713,454 1
COMPUTATION OF LESSER OF COST OR CHARGES
REASONABLE CHARGES
8 ROUTINE SERVICE CHARGES 744,340 8
9 ANCILLARY SERVICE CHARGES 1,707,517 9
10 ORGAN ACQUISITION CHARGES, NET OF REVENUE 18
1l INCENTIVE FRCM TARGET AMOUNT COMPUTATION 11
12 TOTAL: REASONABLE CHARGES (SUM OF LINES 3-11) 2,451,857 12
CUSTOMARY CHARGES
13 AMOUNT ACTUALLY COLLECTED FROM PATIENTS LIABLE FOR PAYMENT FOR SERVICES ON A CHARGE BASIS 13
14 AMOUNTS THAT WOULD HAVE BEEN REALIZED FROM PATIENTS LIABLE FOR PAYMENT FOR SERVICES ON A CHARGE BASIS HAD 14
SUCH PAYMENT BEEN MADE IMN ACCORPANCE WITH 42 CFR 413,13(s)
is RATIO OF LINE 13 TO LINE 14 (NOT TO EXCEED 1.000000]} 1.000000 15
15 TOTAL CUSTOMARY CHARGES (SEE INSTRUCTIONS) 2,451,857 16
17 EXCESS OF CUSTOMARY CHARGES OVER REASONABLE COST (COMPLETE ONLY IF LINE 16 EXCEEDS LINE 4 {SEE INSTRUCTIONS) 1,678,403 17
13 EXCESS OF REASONABLE COST OVER CUSTOMARY CHARGES (COMPLETE ONLY IF LINE 4 EXCEEDS LINE 16 {SEB INSTRUCTIONS) _1a
19 INTERNS AND RESIDENTS (SEE INSTRUCTIONS) 19
20 COST OF TEACHING PHYSICIANS (SEE INSTRUCTIONS) 20
21 COST OF COVERED SERVICES {LESSER OF LINE 4 OR LINZ 186) (FOR CAK, SEE INSTRUCTIONS) 773,454 21
PROSPECTIVE PAYMENT AMOUNT
22 OTHER THAN CUTLIER PAYMENTS 22
23 QUTLIER PAYMENTS 23
24 PROGRAM CAPITAL PAYMENTS 24
25 CAPITAL EXCEPTION PAYMENTS (SEE INSTRUCTIONS) 25
26 ROUTINE AND ANCILELARY SERVICE CTHER PASS THROUGH COSTS 26
27 SUBTOTAL {SUM OF LINES 22 THROUGH 26} 27
28 CUSTOMARY CHARGES (TITLES V OR XIX PPS COVERED SERVICES ONLY} 28
29 SUM OF LEINES 27 AND 21 773,454 29
COMPUTATION OF REIHBURSEMENT SETTLEMENT
30 EXCESS GF REASONABLE COST (FROM LINE 18} 30
31 SUBTOTAL {SUM OF LINES 19 AND 20 PLUS 29 MINUS LINES 5 AND 6} 773,454 31
32 DEDUCTIBLES 32
33 COINSURANCE 33
34 ALLOWABLE BAD DEBTS (SEE INSTRUCTIONS) 34
38 UTILIZATION REVIEW 35
36 SUBTOTAL (SUM OF LINES 31, 34 AND 35 MINUS THE SUM OF LINES 32 AND 33) 773,454 1§
37 OTHER ADJUSTMENTS (SPECIFY} {SEE INSTRUCTIONS) 37
38 SUBTOTAL (LINE 36 = LINE 37) 773,454 38
39 DIRECT GRADUATE MEDICAL EDUCATION PAYMENTS (FROM WKST E-4) 39
40 TOTAL ANOUNT PAYABLE TO THE PROVIDER (SUM OF LINES 38 AND 39) 773,454 49
41 INTERIM PAYMENTS 658,555 41
42 BALANCE DUE PROVIDER/PROGRAM {(LINE 40 MINUS 41} 114,899 42

43 PROTESTED AMOUNTS (NONALLOWABLE COST REPORT ITEMS) IN ACCORDANCE WITH CMS PUB 15-2, SECTICN 115.2 43



PROVIDER CCH: 15-3025 HEALTHSOUTH DEACONESS REHAB XPMG LLP COMPU-MAX MICRO SYSTEM VERSION: 2611.10

PERIOD FROM 01/01/2011 TO 12/31/2011 IN LIEU OF FORM CHS-2552-10 {08/201l) 05/16/2012 18:08
BALANCE SHEET WORKSHEET 4
ASSETS GENERAL SPECIFIC ENDOWMENT PLANT
FUND PURPOSE FUND FUND
FUND
1 2 3 4
CURRENT ASSETS
1 CASH ON HAND AND IN BANKS 2,835,720 1
2 TEMPORARY INVESTMENTS 2
3 NOTES RECEIVABLE ) 3
4 ACCOUNTS RECELVABLE 4,579,406 4
5 OTHER RECEIVABLES 5
6 ALLOWANCE FOR UNCOLLECTIBLE
NOTES & ACCOUNTS RECEIVABLE -1,438,620 6
7 ENVENTORY 30,223 7
g PREPAID EXPENSES 28,213 g
9 OTHER CURRENT ASSETS 9
10 DUE FROM OTHER FUNDS 10
it TOTAL CURRENT ASSETS (SUM OF LIMES 1-10} 6,034,942 i1
FIXED ASSETS
12 LAND 12
13 LAND IMPROVEMENTS 13
14 ACCUMULATED DEPRECIATION 14
15 BUILDINGS 15
16 ACCUMULATED DEPRECIATION 16
17 LEASEHOLD IMPROVEMENTS 2,146,841 17
18 ACCUMULATED AMORTIZATION -1,685,426 18
19 FIXED EQUIPMENT 19
20 ACCUMUELATED DEPRECIATION 20
21 AUTCHOBILES AND TRUCKS 21
22 ACCUMULATED DEPRECIATION ) 22
23 MAJOR MOVABLE EQUIPMENT 1,899,168 - 23
24 ACCUMULATED DEPRECIATION -1,389,59% 24
25 MINOR EQUIPMENT DEPRECIABLE 25
26 ACCUMULATED DEPRECIATION 26
27 HIT DESIGNATED ASSETS 27
28 ACCUMULATED DEPRECIATION 28
29 MINOR EQUIPMENT-NONDEPRECIABLE 29
30 TOTAL FIXED ASSETS (SUM OF LINES 12-29} 970,987 30
OTHER ASSETS
31 INVESTMENTS 31
32 DEPOSITS ON LEASES 32
i3 DUE FROM OWNERS/CFFICERS . 33
34 QTHHER ASSETS 12,307,840 34
a5 TOTAL OTHER ASSETS (SUM OF LINES 31-34} 12,307,840 a5
36 TOTAL ASSETS {SUM OF LINES 11, 30 AND 35} 19,313,769 36
LIABILITIES AND FUND BALANCES GENERAL SPECIFEC ENDOWMENT PLANT
FUND PURPOSE FUND FUND
FUND
: 1 2 3 4
CURRENT LIABILITIES
37 ACCOUNTS PAYABLE 276,622 37
ag SALARIES, WAGES & FEES PAYABLE 559,144 38
3% PAYROLL TAXES PAYABLE 39
40 NOTES & LOANS PAYABLE (SHORT TERM) 40
41 DEFERRED INCOME 41
42 ACCELERATED PAYMENTS 42
43 DUE TO OTHER FUNDS 43
44 OTHER CURRENT LIABILITIES 1,977,943 44
45 TOTAL CURRENT LIABILITYES (SUM OF LINES 2,813,705 45
37-44)
LONG-TERM LIABILITIES
46 MORTGAGE PAYABLE 46
47 NOTES PAYABLE 47
48 UNSECURED LOANS 48
49 OTHER LONG TERM LIABILITIES 3,806,184 49
50 TOTAL LONG TERM LIABILITIES (SUM OF LINES 3,806,184 50
46-49})
Si TOTAL LIABILITIES {SUM OF LINES 45 AND 50} 6,619,889 51
CAPITAL ACCOUNTS
52 GENERAL FUND BALANCE 12,693,880 52
53 SPECIFIC PURPOSE FUND BALANCE 53
54 DONOR CREATED-ENDOWMENT FUND BAL-RESTRICTED 54
55 DONOR CREATED-ENDOWMENT FUND BAL-UNRESTRICTED 55
56 GOVERNING BODY CREATED - ENDOWMENT FUND BAL 56
57 PLANT FUND BALANCE - INVESTED IN PLANT 57
58 PLANT FUND BALANCE - RESERVE FOR PLANT 58
IMPROVEMENT, REPLACEMENT AND EXPANSICN
59 TOTAL FUND BALANCES (SUM OF LINES 52-58} 12,693,480 59
60 TOTAL LIABILITIES AND FUND BALANCES (SUM OF 19,313,769 50

LINES 51 AND 59)



PROVIDER CCN:
PERICD FROM (01/61/201l1 TO

LR

O - O A

10

11
12

13
14
15
16
17
is

19

£5-3025
1273172011

STATEMENT OF CHANGES IN FUND BALANCES

FUND BALANCES AT BEGINNING OF
PERIOD

HET INCOME ([LOSS} {FROM WKST G-3,
a-3, LINE 29)

TOTAL {SUM OF LINE 1 AND LINE 2}
ADDITIONS {CREDIT ABJUST-

MENTS)

TOTAL ADDITIONS {SUM OF LINES
4-9)

SUBTOTAL {LINE 3} PLUS LINE 10}
DEDUCTIONS (DEBIT ADJUST~

MENTS)
MINORITY INTEREST 1,653,233
DISTRIBUTIONS 6,165,154

TOTAL DEDUCPIONS (SUM OF LINES
12-17)

FUND BALANCE AT END CF PERIQOD
PER BALANCE SHEET {LINE 11
MINUS LINE 18}

HEALTHSOQUTH DEACONESS REHAB

GENERAL FUND

t

2
12,997,569
7,514,698

20,512,267

20,512,267

7,818,387
12,693,889

KPMG LLP COMPU-MAX MICRO 3YSTEM
I LIEY OF FORM CMS-2552-10 (08/2911)

SPECIFIC PURPOSE FUND ENDOWMENT FUND
3 4 5 6

VERSICN:
05/16/2012

WORKSH

PLANT FUND
3

2011.1¢
18:08

EET G~-1

&

un
S w e dean

1l
12

13
14
15
16
17
18

19



PROVIDER CCN: 153025 HEALTHSOUTH DEACONESS REHAB
PERIOD FROM 01/01,2011 TO 12/31/2011

STATEMENT OF PATIENT REVENUES AND OPERATING EXPENSES

PART I ~ PATIENT REVENUES

REVENUE CENTER

GENERAL INPATIENT ROCUTINE CARE SERVICES

HOSPITAL

SUBPROVIDER IPF

SUBPROVIDER IRF

SWING BED - SNF

SWING BED - NF

SKILLED NURSING FACILITY

NURSING FACILITY

OTHER LONG TERM CARE

TOTAL QENERAL ENPATIENT CARE SERVEICES (SUM OF LINHS 1-9)
INTENSIVE CARE TYPE INPATIENT HOSPITAL SERVICES

INTENSIVE CARE UNIT

CORONARY CARE UNIT

BURN INTENSIVE CARE UNIT

SURGICAL INTENSIVE CARE UNIT

OTHER SPECIAL CARE (SPECIFY}

TOTAL INTENSIVE CARE TYPE INPATIENT HOSPITAL SERVICES {(SUM COF
LINES 11-15}

TOTAL INPATIENT ROUTINE CARE SERVICES (SUM OF LINES 10 AND 16}
ANCILLARY SERVICES

QUTPATIENT SERVICES

RHC

FQHC

HOME HEALTH AGENCY

AMBULANCE

AsSC

HOSPICE -

OTHER {SPECIFY}

TOTAL PATIENT REVENUES {SUM OF LINES 17-27) {TRANSFER COL, 3
TO WKST G-3, LINE 1)

INPATIENT
1

16,702,759

16,702,759

16,702,759
30,317,338

47,020,097

PART II - OPERATING EXPENSES

GPERATING EXPENSES (PER WKST A, COL. 3, LINE 200}
ADD (SPECIFY)

TOTAL ADDITIONS (SUM OF LINES 30-35)
DEDUCT (SPECIFY)

TOTAL DEDUCTIONS {SUM OF LINES 37-41)
TOTAL OPERATING EXPENSES {(SUM OF LINES 29 AND 36
MINUS LINE 42} (TRANSFER TQ WXST -3, LINE 4}

KPMG LLP COMPU-MAX MICRO SYSTEM
IN LIEU OF FORM CM3-2552-10 {08/2011)

QUTPATIENT
2

3,904,751

3,904,751

VERSION:

2011.10

05/16/72012  18:08

WORKSHEET -2
PARTS I & II

TOTAL
3

16,762,759

16,702,759

16,702,759
30,317,338
3,904,751

50,924,848

2
17,884,102

17,884,102



PROVIDER CCH: 15-3025 HEALTHSOUTH DEACONESS REHAB KEMQ LLP COMPU-MAX MICROC SYSTEM

PERIOD FROM ©1/01/2011 70 12/31/2011

ok L)

IN LIEU OF FORM CMS5-2552-10 (08/2011)
STATEMENT OF REVENUES AND EXPENSES
DESCRIPTION

TCTAL PATIENT REVENUES {FROM WKST G-2, PART I, COL. 3, LINE 28}
LESS - CONTRACTUAL ALLOWANCES AND DISCOUNTS CN PATIENTS' ACCOUNTS
NET PATIENT REVENUES {LINE 1 MINUS LINE 2}

LHSS - TOTAL CPERATING EXPENSES {FROM WKST G-2, PART II, LINE 43}
NET INCOME FAQM SERVICE TO PATIENTS (LINE 3 MINUS LINE 4)

OTHER INCOME

CONTRIBUTIONS, DOMATIONS, BEQUESTS, BTC.

INCOME FROM INVESTMENTS

REVENUE FROM TELEPHONE AND TELEGRAPH SERVICE
REVENUE FROM TELEVISION AND RADIO SERVICE
PURCHASE DISCOUNTS

REBATES AND REFUNDS OF EXPENSES

PARKING LOT RECELPTS

REVENUE FROM LAUNDRY AND LINEN SERVICE

REVENUE FROM MEALS SOLD TO EMPLOYEES AND GUESTS
REVENUE FROM RENTAL OF LIVING QUARTERS

REVENUE FROM SALE OF MED & SURG SUPP TO OTHER THAN PATIENTS
REVENUE FROM SALE OF DRUGS TO OTHER THAN PATIENTS
REVENUE FROM SALE OF MEDICAL RECORDS AND ABSTRACTS
TUITION {FEES, SALE OF TEXTBOCKS, UNIFORMS, ETC.)
REVENUE FROM GIFPS, FLOWER, COFFEE SHOPS, CANTEEN
RENTAL OF VENDING MACHINES

RENTAL OF HOSPITAL SPACE

GOVERNMENTAL APPROPRIATIONS

OTHER (OTHER INCOME)

OTHER (LOSS ON SALE OF FIXED ASSETS)

TOTAL OTHER INCOME {SUM OF LINES 6-24)

TOTAL (LINE 5 PLUS LINE 25}

TOTAL OTHER EXPENSES {SUM CF LINE 27 AND SUBSCRIPTS)
HET INCOME {OR LOSS} FOR THE PERIOD {(LINE 26 MINUS LINE 28}

50,924,848
25,664,701
25,260,147
17,884,102

7,376,045

14,505

11

78, 7i1

46,008
-582
138,653
7,514,698

7,514,698

VERSION: 2011.10
05/86/2012 18:08
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PROVIDER CCN: L5-3Q25 HEALTHSOUTH DEACONESS REHAB

PERIOQD FROM 01/01/2011 TO 12/31/2011

kkidd REPORT 97 ¢**** UDPILYIZATION STATISTICS *eret

=wws TITLE XVIXIE ---~

COST CENTEBRS PART B
2

UGTILIZATION PERCENTAGES BASED ON DAYS

30

ADULTS & PEDIATRICS

UTIELIZATION PERCENTAGES BASED ON CHARGES

54
54.01
69
65
65
67
68
!
73
76
76.01
76,03

RADIOLOGY-DIAGNOSTIC
RADIQLOGY SUA

LABORATORY

RESPIRATORY THERAFY
PHYSICAL THERAPY
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY

MEDICAL SUPPLIES CHRGED T0O PATI
DRUGS CHARGED TO PATIENTS
P3YCHOLOGY

AMBULANCE

AMBULANCE SUA

200 TOTAL CHARGES

PART A

H

66.60

69.71
96.27
67.86
76,03
55.73
60.15
46.77
55.44
6§9.65
§3.77
44.98
92.51

59.44

0,25

9.01
0.05
0.04
.28

HOSFPITAL

4.45

5.57

4.27
3.13
3.63
4,60
4.67
4.44
4,11
5,05
5.7%

4.29

TITLE XIX

KPHMG LLP COMPU-MAX MICRO SYSTEM
CMS-2552-10 - SUMMARY REPORT 97

.08
0.78
k.67
0.12

0.79

VERSION: 2011.10
45/16/2012 18:08

7

70.65

76.56
96.27
72.13
79.18
60.46
65,53
53.12
60.05
73.80
62,10
50,73
92,51

64,45

TOTAL THIRD
INPATIENT OQUTPATIENT INPATIENT OUTPATIENT PARTY UTIL
3 4 5 ]



PROVIDER CCNi 15-3025 HEALTHSOUTH DEACONESS REHAB KPHG LLP CCMPU-MAX MICRC SYSTEM VERSION: 2011.10

PERIOD FROM 01/0L/2011 TO 12/31/201% CM3-2552-10¢ - SUMMARY REPORT 98 05/16/20k2 18:08
COST CENTER —--=- DIRECT COSTS -~~~ -~ ALLOCATED OVERHEAD -- --- TOTAL COSTS -~-
AMOUNT % AMOQUNT % AMOUNT %
GENERAL SERVICE COST CENTERS
1 CAP REL COSTS-BLDG & FIXT 1,209,355 6.81 -1,289,356 -11,97 1
2 CAP REL COSTS-MVBLE EQUIP 346,675 L.95 -346,676 ~3,43 2
3 OTHER CAPITAL RELATED COSTS 3
L] EMPLOYEE BENEPITS 1,767,072 9.95 ~-1,757,072 ~17.49% 4
5 ABMINISTRATIVE & GENERAL 4,206,712 23.68 -4,206,712 -41,65 5
7 OPERATION OF PLANT 719,595 4.05 -71%,595 -7.12 7
8 LAUNDRY & LINEN SERVICE 44,54¢ 0.25 -44,540 -0.44 8
k) HOUSEKEEPING 277,411 1,56 -277,41) -2.75 9
10 DIETARY 554,245 3,12 -554,245 ~5.49 0
11 CAFETERIA il
13 NURSING ADMINISTRATION 305,270 1,72 -305,279 -3.02 13
18 MEDICAL RECORDS & LIBRARY 205,988 1,16 -205, 984 -~2.04 16
17 SOCIAL SERVICE 464,269 2,61 464,269 -4 .60 17
INPATIENT ROUTINE SERV COST CENTERS
30 ADULTS & PEDIATRICS 3,275,043 18,44 6,006,736 59.47 9,281,779 52.25 e
ANCILLARY SERVICE COST CENTERS
54 RADIOLOGY-DIAGNOSTIC 237,374 1,34 121,876 1.20 356,950 2.02 54
54,01 RADIQLOOY SUA 19,605 0,11 149,605 0.1 54.01
50 LABORATORY 49,648 g.28 27,798 0.28 T, 446 0.44 &0
55 RESPIRATORY THERAPY 214,709 1.21 145,885 1.44 366,594 2,03 65
56 PHYSICAL THERAPY 1,135,514 6.39 1,260,837 12.48 2,356,351 13.49 66
LX) CCCUPATIONAL THERAPY 978,581 5.51 933,410 9.24 1,911,991 10.76 67
68 SPEECH PATHOLCGY 529,041 2.98 489,217 4.84 1,018,258 5,73 68
71 MEDICAL SUPPLIES CHRGED TQ PATI 206,641 1.16 159,705 1.58 366,346 2.06 71
73 DRUGS CHARGED TO PATIENTS 917,93% 5.17 466,578 4.62 1,384,517 1.7% 73
76 PSYCHOLOGY ) 52,532 0.30 50,137 0.50 102,669 0.58 76
76.01 AMBULANCE 9,394 0.05 3,785 0.04 13,179 0.07 76.01
76.02 DAY TREATMENT 76.02
76.03 AMBULANCE SUA 1,243 0.0% 1,243 .01 76.03
92 OBSERVATION BEDS 92

OTHER REIMBURSABLE COST CENTERS
QUTPATIENT SERVICE COST CENTERS
SPECIAL PURPOSE COST CENTERS
NONREIMBURSABLE COS5T CENTERS

192 PHYSICIANS' PRIVATE OFFICES 2,493 0,01 348,466 3.45 350,959 1.98 192
194 NRCC MARKETING 34,066 .19 21,929 ¢.22 55,985 0.32 194
194.01 GUEST MEALS 65,075 .64 65,075 0.37 194.01
200 CROSS FOOT ADJUSTMENTS 200
201 NEGATIVE COST CENTER 201

202 TOTAL 17,764,957 1090.09 17,764,957 100.00 202



PROVIDER NO, 15-3¢25 HEALTHSOQUTH DEACONESS REHAB KPMG LELP COMPU-MAX MICRQ SYSTEM VERSION: 2011.10
PERIOD FRGM 01/01/2011 170 12/31/2011 05/16/2012

APFORTICNMENT OF INPATIENT MEDICARE ANCILLARY SERVICE PPS CAPITAL COSTS

RATIO HEDICARE
CAPETAL CAPITAL INPATIENT ENPATIENT
COST CENTER DESCRIPTION RELATED TOTAL COST TO PROGRAM PPS CAPITAL
COSTS CHARGES CHARGES CHARGES COSTS
3 2 3 4 5
ANCIELLARY SERVICE COST CENTERS
54 RAPIOLOGY ~PIAGNOSTIC 17,443 702,696 G.024823 489,858 12,160 54
54.01 RADIOLOGY SUA 59,414 57,200 54.01
60 LABORATORY 2,131 1,087,777 0,00195% 738,147 1,446 60
65 RESPIRATORY THERAPY 7,518 1,935,125 ©.003881 1,471,750 5,712 65
66 PHYSICAL THERAPY 227,068 10,372,062 Q,021892 5,782,871 126,599 66
67 OCCUPATIONAL THERAPY 126,455 10,370,646 0.0121%4 6,237,925 76,065 67
68 SPEECH PATHOLCGY 64,999 4,461,436 0.014569 2,086,399 30,397 68
71 HMEDICAL SUPPLIES CHRGED TO PATI 31,133 282,424 §.035281 489,237 17,261 71
73 PRUGS CHARGED TOQ PATIENTS 22,747 3,809,948 0.005370 2,653,449 15,841 73
6 PSYCHOLOGY 7,501 472,564 6.015875 391,326 4,784 76
76.01 AMBULANCE 131 64,292 0.002538 28,920 5% 76.0%
76.02 DAY TREATMENT 76.02
76,03 AMBULANCE SUA 3,765 3,483 76,03
QUTPATIENT SERVICE COST CENTERS
92 OBSERVATION BEDS 92

OTHER REIMBURSABLE COST CENTERS
200 TOTAL 507,115 314,222,091 20,340,565 250,324 260



PROVIDER NO. 15-3025 HEALTHSOUTH DEACONESS REHAB

PERIOD ¥FROM 01/0i/2011 TO 12/31/2011

200

KEMA LLP COMPU-MAX MICRO SYSTEM

APPORTIONMENT OF INPATIENT MEDICARE ROUTINE SERVICE PPS CAPITAL COSTS

CAPITAL SWING-BED

COST CENTER DESCRIPTION RELATED ADJUSTMENT
COsTS AMOUNT
1 2

INPATIENT ROUTINE SERVICE COST CENTERS
ADULTS & PEDIATRICS 893,110
TOTAL 893,110

HEDICARE INPATIENT ROUTINE SERVICE PPS CAPITAL COSTS
HEDICARE INPATIENT ANCILLARY SERVICE PPS CAPITAL COSTS
TOTAL MEDICARE INPATIENT PPS CAPITAL COSTS

WEDICARE DISCHARGES (WKST S-3, PART I, LINE 14, COLUMN 13}

RECUCED

CAPITAL TOTAL

RELATED PATIENT PER

COST DAY3 DIEM
3 4 5

893,110 21,915 40,75

893,110 21,915

MEDICARE PATIENT DAYS (WKST S5-3, PART I, LINE 14, COLUMN 6 - WKST S-3, PART I, LINE 5, COLUMN 6)

PER DISCHARGE CAPITAL COSTS

PER DIEM CAPITAL COSTS

INPATIENT
PROGRAM

DAYS
§

14,595
14,595

VERSION: 2011.10
05/16/2012

MEDRICARE
INPATIENT
PPS CAPITAL
COsTs
?

534,745 30
594,745 200

594,746
290,324
885,070
1,010
14,595
876.31
60.64



PROVIDER NO. 15-3025 HEALTHSOUTH DEACONESS REHAD

PERIOD FROM 01/0%/20L1 TO 12/31/201%

I. COST 70 CHARGE RATIC FCR FREESTANDING IRF

TOTAL MEDICARE COSTS

{WKST D-1 PART II LINE 49 - {WKST D
PART II1I COLUMN 4 LINES 30-35 +
WKST D PART IV COL il LINE 200))

TOTAL MEDICARE CHARGES
(WKST D-3 COLUMN 2 LINES 30-35 + LINE 202}

RATIO OF COST TO CHARGES (LINE 1 / LINE 2}

EX. COST TO CHARGE RATIO FOR CAPITAL

TOTAL MEDICARE INPATIENT PPS CAPEITAL RELATED COSTS
(WKST D PART I LINES 30-35, COLUMN 7 +
WKST D PARYT II, LINE 200, COLUMN 5)

RATIO OF COST TC CHARGES (LINE II-1 / LINE I-2}

IXII. COST TO CHARGE RATIO FOR QUTPATIENT SERVICES

TOTAL PROGRAM (TITLE XVIII) OUTPATIENT COST
EXCLUDING SERVICES NOT SUBJECT TQ OPPS.

(WKST D, PART V, COLUMNE 2, 2.01, 2,02 x COLUMN 1
LESS LINES 61, 656-68, 74, 94, 95 & 96}

TOTAL PROGRAM (TITLE XVIII} CUTPATIENT CHARGES
EXCLUDING SERVICES NOT SUBJECT <0 QPPS.

(WKST D, PART V, LINE 202, COLUMNS 2, 2.01,

& 2.02 LESS LINES 61, 66~88, 74, 94, 95 &

96)

RATIO OF COST TO CHARGES (LINE 1 / LINE 2}

KPMG LLP COMPU-MAX MICRO SYSTEM

10,982,620

31,453,623

9.349

885,079

0.028

1,912

5,037

0.380

VERSION: 2011.10
0571672012



