Health Financial systems

IU HEALTH GOSHEN MOSPITAL

In Liey of form CMs-2552-10

This report is required by Jaw (42 USC 1395g; 42 CFR 413.20(b)). Falure to repoii can result in all interim

FORM APPROVED

payments made since the beginning of the cost reporting period being deamed overpayments (42 usc 1395g). OMB NO. 0938-0050
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COSY REPORT CERTIFICATION | Provider cCN: 150026 | Period: worksheet s
AND SETTLEMENT SUMMARY From 01/01/2011 | parts 1-11T
To  12/31/2011 | Date/Time Pregared:
5/24/2012 4:25 pm

[PART I - COST REPORT STATUS

Date: 5/24/2012

Provider 1. [ x Jelectronically filed cost report Time: 4:25 pm
use only 2.{ 1mManually submitted cost report
3.0 0 ]1f this is an amended report enter the number of times the provider resubmitted this cost report
. 4. L F IMedicare utitization. enter "¢" for full or "L" for low. o o o
Contractor is. [ 0 Jcost Report Status 6. Date Receijved: 10.NPR Date:
use only (1) As Submitted 7. Centracter No. il.contractor's vendor Coda: 04

(2) settled without Audit 8. E
(3) settled with Audit

{4} Reopened

(5) Amended

g

Inftial Report for this Provider CoN
Final Report for this frovider CCN

12.F 0 J1f Tne 5, column

1 is 4: Enter

number of times reopened = 0-9.

[PART II - CERVIFICATION - . -

MISREPRESENTATION OR FALSIFICATION
ADMINISTRATIVE ACTION, FINE AND/OR IMPRISONMENT UNDER FEDERAL LAW.

QF ANY INFORMATI($N CONTAINED IN THIS COST REPORT MAY BE PUNISHABLE BY CRIMINAL, CIVIL AND
FURTHERMORE, IF SERVICES IDENTIFIED IN THIS REPORT WERE

PROVIDED OR PROCURED YHROUGH THE PAYMENT DIRECTLY QR INDIRECTLY OF A KICKBACK OR WERE OTHERWISE ILLEGAL, CRIMINAL, CIVIL AND

ADMINISTRATIVE ACTION, FINES AND/OR IMPRISONMENT MAY RESULT.

CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER{S)

¥ HERESY CERTIFY that I have read the above statement and that I have examined the accompanying electronically
filed or manually submitted cost report and the Balance Sheet and Statement of Revenue and Expenses prepared by
Il HEALTH GOSHEN HOSPITAL for the cost reporting period beginning 01/01/2611 and ending 12/31/2011 and to the

best of my knowledge and belief, it is a true, correct and complete statement prepared from the books and

records of the provider in accordance with applicable instructions, except as noted.

I further certify that 1

am familiar with the laws and regulavions regarding the provision of health care services identified in this

<ost report were provided in compliance with such Taws and regulations.

o

Encryption Information (signed)_ -l

ECR: Date: 5/24/2012 Time: 4:25 pm officer or fyinistrator of provider(s}

yThFascn:GWasiRIUVWgHDXgOfACTO

TwolI10BHsplz:vv7ChbgsMOtsa8is: C/;’O N

45pr112dy9e04agBr » Title

PI: Date: 5/24/2012 Time: 4:25 pm 5/5 /

. 1BAePhBXRZOXEBGZAS SWSPORKOUZL o / 2’

yeMNBOg] 54YTytyus . F5k13.598pIa Date ’

38dncicykalydogx

R e o Title XVIIT :
Title v Part A | Parta HIT Title xrx
1.00 2.00 ] 3.00 4.00 5.00
PART III - SETTLEMENT SUMMARY - i - :

1.00 [Hospital oi -7.3351 37,37s| a 1,970,019| 1.00
2.60 |subprovider - IPF Ol 0 (.‘}| 0 2.00
3.00 [subprovider - IRF OE O' 0| 0! 3.00
4.00 | SUBPROVIDER I Oﬁ OI 0 0 4.00
5.00 [Swing bed - snF O‘ 0 i 9 5.00
6.00 |swing bed - NF o 1 | 0| 6.00
7.00 ISKILLED NURSING FACILITY G g ) 0 7.00
8.00 |NURSING FACILITY 0[ [ { G| 8.00
9.00 |HOME HEALTH AGENCY I OI 0 0 0, 9.00
10.00 [RURAL HEALTH CLINIC I OI J 0' 0: 10.00
11.00 |FEDERALLY QUALIFIED HEALTH CENTER I 0, : 0 Gf 11.00
12.00 lomic 1. o ’ o ol 12.00
200,00/ Total a L 0 _-7,335 87,375l ) 0. 1,970,019/200.00
The above amounts represent "due to” or “due from” the applicable program for the element of the above complex indicated,
According to the Paperwork Reduction Act of 1995, no persons are required to respord to a collection of information unless 5t
displays a valid oM control number. The valid OM8 control number for this information collection is 0038-0050. The time
required to complete and review the information collection is estimated 673 hours per response, including the time to review
instructions, search existing resources, gather the data needed, and complete and review the information collection. If you
have any comments concerning the accuracy of the time estimate(s) or suggestions for improving the form, please write to: CMs,
7500 Security Boulevard, Attn: PRA Report Clearance Officer, Mail Stop C4-26-05, Raltimore, Maryland 21244-1850.
MCRIF3Z - 2.25.130.0 1 [ Page






Health Financial Systems

IY HEALTH GOSHEN HOSPXTAL

In Lieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTEFICATION DATA provider CCN: 150026 | Period:
From 01/01/2011
To 12/31/2011

worksheet S-2
Part I

Date/Time Pre|
5/24/2012 4:2

pared:

2 pm

Hospitaﬁ and Hosp1ta1 Health Care Comp1ex Address

Street: 200 HIGH PARK AVENUE PO Box:

Count

City: GOSHEN

4Zip Code: 46526

: ELKHART

o Prov1der_;g

Hospi! nd Hospital-Based . Component’ Identjficat1on'

3.00 [Hospital I HEALTH GOSHEN 150026 21140 i 07/01/1966) N P 0 3.00
HOSPITAL
4.00 |Subprovider - IPF 4.00
5.00  |subprovider - IRF 5.00
6.00 |Subprovider - (0ther) 6.00
7.00 |swing Beds - SNF N N N 7.00
8.00 iswing Beds - NF N N 8.00
9.00 |Hospital-Based SNF N N N 9.00
10.00 |Hospital-Based NF N M 10.00
11.00 [Hospital-Based oLTC 11,00
12.00 |Hospital-Based HHA CARE AT HOME SERVICES 157174 21140 04/17/1986] N P N 12.00
13.00 |separately Certified ASC N N N 13.00
14.00 [Hospital-Based Hospice CARE AT HOME HOSPICE 151527 | 21140 94/17/1986 14.00
SERVICES
15.00 |Hospital-Based Health Clinic ~ RHC N N N 15.00
16.00 |Hospital-Based Health Clinic - FQHC N N N 16.00
17.00 [Hospital-Based (CMHC) 1 N N N 17.00
17.10 |[Hospital-Based (COR#) 1 N N N 17.10
18.00 [Renal pialysis 18.00
19.00 [other 19,00
i i i = SO0 EE R

20.00 |Cost Reporting Period (mm/dd/yyyy) 01/01/2011 12/31/2011 | 20.00
21,00 Type of Contro] (see 1nstruct1ons) 2 21.00
22.00 Does this Fac111ty qua¥1fy for and is 1t currently rece1v:ng payments for 22.00

disproportionate share hospital adjustment, in accordance with 42 CFR §412.106? In

colomn 1, enter "y" for yes or "N for no, Is this facility subject to 42 CFR Section

§412.06(c)(2)(Pickle amendment hospital?} In column 2, enter “Y" for yes or "N" for no.
23.00 |tndicate in column 1 the method used to capture Medicaid (title XIX) days reported on 3 N 23.00

Tines 24 and/or 25 of this worksheet during the cost reperting period by entering a "1"

if days are based on the date of admission, "2" if days are based on census days (also

referred to as the day count), or 3" if the days are based on the date of discharge.

15 the method of identifying the days in the current cost reporting period different

from the method used in the prior cost reporting peried? Enter in column 2 "¥* for yes

or "N" for no.

Medicaid

T '1ine"22'5nd/or 1iné 45 ié *yés".

and this
provider is an IPPS hospital enter the in-state
Medicatd paid days in col. 1, in-state Medicaid
etigible days in col, 2, out-of-state Medicaid paid
days in col. 3, out-of-state Medicaid eligible days
in col. 4, Medicaid HMO days in col. 5, and other
medicaid days in col. 6. .
1if this provider s an IRF, enter the in-State o] 0 0
Medicaid patd days in column 1, the in State
Medicald eligible days in column 2, the out of State
Medicaid paid days in column 3, the out of State
Medicaid eligible days in column 4, Medicaid HMO
days -in column 5, and other Medicaid days in column
6. For all columns include in these days the labor
and delivery days.

25.00

Date of Geogr -

200

'-Ehiéb-your standard geographic cTassifiéaiion (ﬁot wage) status at the beg{nning of the

cost reporting period. Enter (1) for urban or (2) for rural.

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

If this is a sole community hospital (5CH), enter the number of periods SCH status in
effect in the cost reporting period.

26.00

27.00

MCRIFI2 - 2.25.130.0
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Health Financial Systems

IU HEALTH GOSHEN HOSPITAL

n Lie

s of Form (M5-2552-10

HOSPITAL ANO HOSPITAL HEALTH CARE COMPLEX IDENTIFICATEON DATA

provider CcN: 150026

perio
From 01/01/2011
To

12/31/2011

worksheet 5-2
part I

pDate/Time Prepared:
5/24/2012 4: 22 o

1000

: Beg1nn1ng :

36.00
37.00
38.00

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

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

Enter applicable heginning and ending dates of MDH status. Subscript line 38 for number
of pericds in excess of one and enter subseguent dates

37.

00

38.00

o xv::rf*xzx

58.

59.
690.60

Prospective Payment System {PPS)-capital

poes this facility qualify and receive capital payment for disproportionate share in accordance
with 42 CFR Section §412.3207 (see instructions)

Is this facility eligible for the special exceptions payment pursuant to 42 CFR Section
§412,348(g}? If ves, complete Worksheet L, Part III and L-1, Parts I through III

Is this a new hospital under 42 CFR §412.300 pPS capital? Enter "y for yas or "N for no.

N N
N N

| 48.

Is the facility eTect1ng full federa1 cap1taT payment7 Enter "y for yes or. "N" for no.
Teaching ‘Hospitals - e g

" for yes'

Is this a hospital 1nvo?ved in tra1n1ng res1dents in approved GME programs? “Enter
or "N" for no.

If Tine 56 is yes, is this the first cost reporting period during which residents in approved
GME programs trained at this faciltity? Enter "v" for yes or W' for no in cotumn 1, If column 1
is "y" did residents start training in the first month of this cost reporting period? Enter ™y"
for yes or "N for no in column 2. If column 2 is "Y", complete worksheet E-4. If column 2 is
"N", complete wWorksheet D, Part 1XY & IV and D-2, pPart 1T, if applicable,

If Tine 56 is yes, did this facility elect cost reimbursement for physicians' services as
defined in M5 pub. 15-1, section 21487 IT yes, complete Worksheet D-35.

Are costs claimed on line 100 of worksheet A? If ves, complete Worksheet p-2, Part I.

Are you claiming nursing school and/or allied health costs for a program that meets the

45,

46.
47.

56.
57.

38.00

59,
60.

88

provider-cperated criteria under §413.857 Enter "¥" for yes or "N" for no. (see 3nstruct1ons)

irect GME

61.00

62.

62.01

63.

Did your facility receive additional FTE slots under ACA section 55037
Enter "Y" for yes or "N for no in column 1. If "¥", effective for
pertions of cost reporting periods beginning on or after July 1, 2011
enter the average number of primary care FTE residents for IME in column
2 and direct 6ME in <olumn 3, From the hospital’'s three most recent cost
reports ending and submitted before March 23, 2010. (see jnstructions)

lach-Provisions: affecting the Health Resources and Services Administration:

(HRSA)'-'?E‘:Z'i e B L R e

Enter the number of FTE residents that vour hospital trained in this 0.00
cast reporting period for which your hospital recetved HRSA PCRE funding
(see instructions)

£nter the number of FTE residents that rotated from a Teaching Health
Center (THC) into your hespital during in this cost reperting period of

HRSA THC pregram. (see instructions)

6.900

Teaching ‘Hospitals that Claim Residents 30 Non-Providér Settings

Has your fac111ty trained residents in nen-provider settings durlng th1s N
cost reporting period? Enter "Y" for yes or "N" for no. IT yes,

te Tines 64-67. (see instructions)

61,

62.00

62.01

63.

.pnwe1gbtedj

64.

Section- 5504 of the ACA Base Year rTE Residents im Nonprovider setting

This base year
period that'begins on or after Julv 1, 2000 and before June:30,:2010,: bk

is your-cost,reporting

1f Tine 63 is yes or your facility trained residents in the base year 0.00
period, enter in column 1, from your cost reporting period that begins
on or after July 1, 2009, and before June 30, 2010 the number of
unweighted nonprimary care FTE residents attributable to rotations that
occurred in all nonprovider settings. Enter in column 2 the number of
unwetghted nonprimary care FTE residents that trained in your hospital.
nclude unweighted 08/6YN, dental and podiatry FTEs on this line. Enter
in column 3, the ratio of column 1 divided by the sum of columns 1 and

2

0 i

0 000000

64.00

- Unweighted

ratio Lcol,

3

MCRIF32 ~ 2.25.130.0
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Health

Financial Systems IU HEALTH GOSHEN HOSPITAL

In Lie

b of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA pProvider CCN: 150026 | Period

From 01/01/2011
To 1273172011

worksheet S$-2

Part I

Date/Time Prepared:
5/24/2012 4:22 pm

= dnwelghted tnweig

Reed
1

Ratio (col34:
AT

If 1ine 63 is yes or your ) 0.00
facility trained residents in
the base year period, enter
from your cost reporting period
that begins on or after July 1,
2009 and before lune 30, 2010,
the number of unweighted
primary care FTE residents for
each primary care specialty
program in which you train
residents. Use subscripted
Tines 65.01 through 65.50 for
each additional primary care
program. Enter in column 1, the
progrant name. Enter in column
2, the program code. Enter in
column 3, the number of
unweighted primary care FTE
residents attributable to
rotations that occurred in
nonprovider settings for each
applicable program. Enter in
column 4, the number of
unweighted primary care FTE
residents in your hospital for
each applicable program. Enter
in column 5 the ratio of column
3 divided by the sum of columns
3 and 4.

.00

~0.000000 65.00

Unwetghted 4 unwede

"Rat1o colo TA"

Lol

FTEs attributable to rotations occurring in a11 nonwprov1der settings.
Enter in column 2 the number of unweighted non-primary care resident
FTEs that trained in your hospital. Enter in coTumn 3 the ratio of

_divided by (coh:mn 1 + ¢ 1umn 2)) (see n<t ctions)

“Program:Code:

7,00

gnter in column 1 the program 0.00
name. Enter in column 2 the
program code. Enter in column
3 the number of unweighted
primary care FTE residents
attributable to rotations
occurring in all non-provider
settings. Enter in column 4 the
number of unweighted primary
care resident FTEs that trained
in your hospital. Enter in
column 5 the ratio of (column 3
divided by (column 3 + column
4)). (see instructions)

~0.000000 57 .00

Inp&tient Psych1atr1c Faciiity PPS &

S e B e
{ioo f7a0lem]

Is this facility an Inpatient Psych1atr1c Fac111ty (IPF), or does 1t contatn an IPF subprov1der?

N

70.00 70.00
enter "¥" for yes or "N* for ne.
71.00 |1f 1ine 70 yes: Column I: Did the facility have a teaching program in the most recent cost ¢ 71.00
report filed on or before November 15, 20047 Enter "y™ fer yes or "N" for no. Column 2: Did
this facility train residents in a new teaching program in accordance with 42 CFR §412.424
DI D? Enter "Y" for yes or "8" for no. Column 3; If column 2 is v, enter 1, 2 or 3
respectively in column 3. (see instructions) If this cost reporting period covers the beginning
of the fourth year, enter 4 in celumn 3, or if the subsequent academic years of the new teaching
program in existence, enter 5. (see 1nstruct1ons)
MCRIF32 - 2.25.130.0 4 | page



Health

Financial Systems IU HEALTH GOSHEN HOSPITAL

In Lie

b of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

Ta

provider ccN: 150026 | period:
From 01/01/201L

12/31/2011

worksheet 5-2
Part I
pate/Time Prepared:

5/24/2%12__4- 22 pm

Inpatient Rehabilitation Facili Ty PPS

75.00 |1s this facility an Inpatient Rehabilitation Facility (IRF), or does it contain an IRF [ 75.00
subprovider? Enter "Y" for yes and "N" for no.
76.00 [1f 1ine 75 yes: Column 1: pid the facility have a teaching program in the most recent cost 0 76.00

reporting period ending on or hefore November 15, 20042 Enter "v" for yes or “N" for no. Column
2: bid this facility train residents in a new teaching program in accordance with 42 CFR
§412.424 (DR E11XDI? enter ™v" for yes or "N for no. Column 3: If column 2 is ¥, enter 1, 2
or 3 respectively in column 3. (see instructions) If this cost reporting period covers the
beginning of the fourth year, enter 4 in column 3, or if the subsequent academic years of the

new teaching program in existence, enter 5. (see instructions)

Long Term care HoSpitaT PPS

80.GD |1s this a tong Ter‘m Care Hosp‘itaﬂ (LTCH)? Enter "Y“ for‘ yes or "N" for no 80.00
TEFRA Providers i RSt R L

85.00 |Is this a new hosm ta‘i under 42 CFR Sectmn §413 40(f)(1) (1) TEFRA7 Enter "Y" for yes or "N for no. N 85.400

86.00 pid this Ffacility establish a new other subprovider (excluded unit) under 42 CFR Section N 86.00

§413.40(F3(1Y(ii3? Enter "¥" for yes and "N for no.

Title Mior x:rx Inpatient Saervices:

poes this facility have title v and/or XIX 1npatlent hospata? servi ces'? Enter y"

Yy | 90.00

90.00 for
ves or "N for no in the applicable column,

91.00 |1s this hospital reimbursed for title V and/or XIX thirough the cost report either in N N 91.00
full or in part? Enter "Y" for yes or "N" for no in the applicable column.

92.00 lare title XIX NF patients occupying title XVIII SNF beds (dual certification)? (see N 92.00
instructions) Enter "Y" for yes or "N for no in the applicable column.

93.00 |poes this facility operate an ¥CFA\MR facility for purposes of title v and XIX? Enter N N 93.00
" for yes or "N for no in the applicable column.

94_00 poes title v or XIX reduce capital cost? Enter v" for yes, and "n" for no in the N N 94.00
applicable cotumn.

95.00 |1f 1ine 94 is "Y", enter the reduction percentage in the applicable column. 0.00, 0.00 925.00

96.00 {poes title vV or XIX reduce operating cost? Enter "y" for yes or "N for no in the N N 96.00
applicable coTumn

97.00 iIf line 96 is "Y“, enter the reductmn percentage in the apphcalﬂe column 0,00 0.00 27.00
Rural:Providers < o R R R T

105.00poes this hospita'l qua'hfy as a cr1t1ca] Access Hosp1 taT (CAH)? N 165.00

106.00/xf this facility qualifies as a CAH, has it elected the all-inclusive method of payment 106.00
for outpatient services? (see 'instructions)

107.00Column I: If this facility qualifies as a CAH, is it eligible for cost reimbursement 167.00
for I &R training programs? Enter "Y" for yes or "N" for no in column 1. (see
instructions) If yes, the GME elimination would not be on worksheet B, Part I, column
25 and the program would be cost reimbursed. If ves complete Worksheet 0-2, part 1.
Column 2:  If this facility is a CaH, do 1&Rs in an approved medical education program
train in the CAH's excluded IPF and/or IRF unit? Enter "¥" for ves or "N" for no 1in
column 2. (see instructions)

108.001s this a rural hospital qualifying for an exception to the CRNA fee schedule? See 42 N 108.00

ICFR section §412.113(c). Enter "Y" for yes o

"N" for no.

0ccupat1 anals
2,000

169,

00

for yes or "

as a CAH or a cost p'rbvid'ef', are
therapy services provided by outside supplier? Enter y"
\"_for no for each t

”Misceﬂaneous Cost R _jgorting Information

Is this an ali-inclusive rate provider? Enter “Y" for yes ar "N“ for no in co1 umn 1 If

Tais.

115.00] 00
ves, enter the methed used (A, B, or £ only) in column 2.

116.003s this facility classified as a referral center? enter "v" for yes or "N" for no. N 116.00

117.00/1s this facility tegally-required te carry malpractice insurance? Enter "v" for yes or Y 117.00
"N" for no.

118.001s the malpractice insurance a claims-made or accurrence policy? Enter 1 if the policy 1 118.00
is claim-made. Enter 2 if the policy is occurrence.

119.00what is the Tiability limit for the malpractice insurance policy? Enter in column 1 250,000 750,0001119.00
the monetary limit per lawsuit. Enter in column 2 the monetary limit per policy year.

120.00ixs this a SCH or EACH that qualifies for the Outpatient Hold Harmless provision in ACA N N 120.00
§3121 as amended by the Medicaid Extender Act (MMEA) §1087 Enter in column 1 "v" for
ves or "N' for no. Is this a rural hospital with <= 100 beds that qualifies for the
outpatient Hold Harmless provision in ACA §31217 Enter in column 2 "Y" for yes or "n"

: for no.

121.0009d this facility incur and report costs for implantable devices charged to patients? Y 121.00
Enter "Y" for yes or "N" for no.,
Transplant Center Information T R S " : R -

125.00pces this facility operate a trans;ﬂant Center? Enter "Y" for yes and N fm no. If ] 125.00
yves, enter certification date(s) (mm/dd/yyyy) below.

MCRIF32 - 2.25.130.0 5 | page




Health Financial Systems IU HEALTH GOSHEN HOSPITAL In Lieu of Form €MS-2552-10

HOSPETAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 150026 | Period: worksheet 5-2
From 01/01/2011| Part I
Yo  12/31/2011| Date/Time Prepared:
S/24/2012 4:22 pm
126.000If this is a Medicare certified kidney traasplant center, enter the certification date 126.00
in column 1 and termination date, if applicable, in column 2.
127.001f this is a Medicare certified heart transplant center, enter the certification date 127.00
in column 1 and termination date, if applicable, in column 2.
128.001Ff this is a Medicare certified Tiver transplant center, enter the certification date 128.00
in column 1 and termination date, if applicable, in cotumn 2.
129.001f this is a Medicare certified Tung transplant center, enter the certification date in 129.00
column 1 and termination date, if applicable, in <olumn 2.
130.00/If this is a Medicare certified pancreas transplant center, enter the certification 130.00
date in column 1 and termination date, if applicable, in column 2.
131.00{If this is a Medicare certified intestinal transplant center, enter the certification 131.00
_____ date in column 1 and terminavion date, if applicable, in column 2.
132.00[1f this is a Medicare certified islet transplant center, enter the certification date 132.00
in column 1 and termination date, if applicable, in column 2.
133.00/1f this is a Medicare certified other transplant center, enter the certification date 133.00
in column 1 and termination date, if apphcab?e, in cotumn 2.
134.00/1f this is an organ procurement orgamzatmn (0Po), enter the OPO number in column 1 . 134.00
and terminatio if . column 2
IAT] Providers: e e AT O £
140.00Are there any re1ated organization or home office costs as deﬁned in cus pub, 15-1, Y 15H059 140.00
chapter 107 Enter “y" for yes or "N" for no in column 1. If yes, and home office costs
are clam d, enter‘ in co‘lumn 2 th home ofﬁc cham number‘ (see instructions)
L S -
If facthy is: part £ g‘ 1 enter: on “1inas ‘143 throlg
hom fice and enter the home officd contractor nama and contractor: number,
141.00,Name: IU HEALTH Contractor's Name: NGS contractor’s Number: 08101 141.00
142. Oﬂistreet 165 @ 21ST STREET PO BoX: 142 .00
143.00,City: INDIANAPOLIS State: IN Zip Code: 46202 _1143.909

144.00/Are provider based physicians® costs included in Worksheet A7 = Y 144.00
145.001f costs for remal services are clafmed on Worksheet A, are thay costs for inpatient services only? N 145.00
Enter "v" for yes or "N" for no,

146,005 the cost allocation methodology changed from the pr’evmué'h'v Filed cost report? . N . “i46.00
Enter "Y" for yes or "N" for ne in column 1. (See CMS pub, 15-2, section 4020) If ves,
enter the approval date (mm/dd/yyyy) in column 2.

147.00was there a change in the statistical basis? Enter “Y" for ves or "N" for no. N 147 .00
148.00was there a change in the order of allocation? enter "Y" for yes or "N for no, [ 148.00
149.00Was there a change to the simplified cost finding method? Enter “¥" for yes or "N" for N 149.00

no.

poas . this: factlity contafn’a providén that: quaﬁf‘ies for an’ exemption From:the appl _atmn“of the Towar of' cost
or charges? Enter "v™ for ves.or: "N".for ng fer ‘each component-for:Part A and Part B: (Ses 42 CFr §413.13)"

155.00Hospd tal N N 155.00
156,00|subprovider - IPF N N 156.00
157.00|Subpr'ov1'der - IRF N N 157.00
158.00,SUBPROVIDER N N 158.00
159.00{SNF N N 159.00
160.00{HOME HEALTH AGENCY N N 160.00
161.00{CMHC N 161.00

N 161.10,

161. 10,CORF

Mu1ticampus TR : T 3 ' S TR
165.00/Is this hospltaﬂ part of a Mu]t!campus hosp1ta1 that has one or more campuses in d1fferent CBSAS? N 165.00
Enter "v" for yes or "N" for ne

UCBEAL

CName i State: zip COde '._j-FTE/Campus
L RN : i B R R ; T E00 L300 F 400 T 5 00
166.00/Tf 1ine 165 1s yes, for each 0 0{)166.00
campus enter the name in column
0, county in column 1, state in
column 2, zip code in cotumn 3,
CBSA in column 4, FTE/Campus in
_jcolumn 5

Health Information fei:hno]ogy- (HET)Y  ifcentiva 1n..the Amgrican RECOVErY. and. Relnvestment Act..

167.00i1s this provider a meaningful user under Section §1886(n)? Enter “Y" for yes or "N" for no. N 167.00

168.000f this provider is a CaH {1ine 105 1s "¥"} and is a meaningful user (line 167 is "Y")}, enter the (1168.00
reasonable cost incurred for the HIT assets (see instructions)

169.00ixf this provider is a meaningful user (Jine 167 is ™¥") and is not & CAH (line 105 is "N"), enter the 0.00169.00

transition factor. (see instructions)

MCRIF32 - 2.25.130.0 6 | page



Health Financial Systems IU HEALTH GOSHEN HOSPITAL In Lieu of Form CMs5-2552-1i0
HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE provider CCN: 150026 | Period: worksheet S-2

From 01/01/2011} Part II

To  12/31/2011; pate/Time Prepared:

5/24/2012 4:2

2 _pi

VA

1.00

Genera? Instriction Ente
mm/dd/yyyy format.

COMPLETED BY- ALL- HOSPITAL

provider: organization and- Operation

Has the provider changed cwnership immediately prior to the beg}nn1ng of the cost
reporting period? If yes, enter the date of the change in coiumn 2 (see 1nstruct1uﬂs)

1.00

Has the provider terminated participation im the Medicare Program? If N
yes, enter in column 2 the date of termination and in column 3, "v" for
veluntary or "I" for inveluntary.

Is the provider involived in business transactions, including management M
cohtracts, with individuals or entvities Ce.qg., chain home offices, drug
or medical supply companies) that are related to the provider or its
officers, medical staff, management personnel, or members of the board
of directors through ownership, control, or family and other similar
relationships? (see instructions)

4.00

5.00

Financial ‘pata:dnd Réports’

column 1: wWere the f1nanc1a1 statements prepared by a Certified public Y
Accountant? column 2: If yves, enter "A" for Audited, "C" for Compiled,
or "R for Reviewed. Submit complete copy or enter date available in
cotumn 3. (see instructions) If no, see instructions.

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

6.00

7.00
8.00

9.00
10.00
11.00

iApproved educational Activitie

ITeaching Program on Worksheet A7 If

column 1:  Are costs c¢laimed for nursing school? Co]umn 2
the legal operator of the program?

Are costs claimed For Allied Health Programs? If "v" see instructions.

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

Are €osts claimed for Intern-Resident programs claimed on the current cost report? If
vas, see instructions.

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

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

1f yes, is fhe'provider is

=]

.00

.00
.00

W oo~

.00
10.00

11.60

12.00
13.00

14.00

15.00

. Bad :Debts.

15 the prov%der seek1ng re1mbursement for bad debts? If yes, see 1nstruct10ns
if line 12 is yes, did the provider's bad debt collection pelicy change during this ce
period? If yes, submit copy.

st reporting

tl“UCt'l ORS

12.
13.

o
o

14.00

If Jine 12 is yes, vere pat1ent deduct1b1es and/or <o~ payments wa1ved7 If yes, see 1ns
Bed ‘Complement -

ructions,

15.00

D1d tota1 beds avazTab!e change from the pr1or cost report!ng per1od7 If yes, see 1nst

Descript1on.
[

16.00

17.

13

.00

15.00

20.00

PS&R Data 5

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

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

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

If Tine 16 or 17 is yes, were adjustments N
made to PS&R Repart data for Other? Describe .

the other adjustments:

03/31/2012

16.00

17.

60

18.00

19.00

20.00

MCRIF32 - 2.25.130.0
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Health Financial Systems IU HEALTH GOSHEN HOSPITAL

in Lieu of Form cMs-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE pProvider CCN: 150026 | Period

From 01/01/2011
Te 1273172011

Worksheet $-2

Part IY

Date/Time Prepared:
5/24/2012 4:22 pm

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

22.
23.

24,
25.
26.
27.

28.
29.
30.
31.

32

33.

34.
35,

00
00

.00

co

COMPLETEG SYVCOST REI&BURSED AND . TEFRA: HGSPITALS ONL (EX EP
capital Related Cost:: : 5

Have assets been re11fed for Medicare purposes? If yes, see instructions 22.00
Have changes cccurrad in the Medicare deprec1at1on expense due to appraisals made during the cost 23.00
reporting period? If yes, see instructions.

were new leases and/or amendments to existing Teases entered into during this cost report1ng period? 24.00
If yes, see instructions

Have there been new capitalized leases entered into during the cost reporting period? If yes, see 25.00
instructions.

Were assets subject to Sec.2314 of DEFRA acquired during the cost reporting period? If yes, see 26.00
instructions.

Has the provider's capitalization policy changed during the cost reporting period? If yes, submit 27.00
copy.

IntereSt EXpERse. T T — B P T

were new loans, mortgaga agreements or letters of cred1t entered 1nto durung the cost report1ng 28.00
period? If yes, see instiuctions.

pid the provider have a funded depreciation account and/or bond funds {(Debt Service Reserve Fund) N 29.00
treated as a funded depreciation account? If yes, see imstructions

Has existing debt been replaced prior to its scheduled maturity with new debt? I yes, see N 30.00
instructions.

Has debt been recalled before scheduled maturity without issuance of new debt? If yes, see N 31,00
instructions.

Have changes or new agreements occurred in pat1ent care services furn1shed through contractua] N 32.00
arrangements with suppliers of services? If ves, sea instructions.

if line 32 is yes, were the requirements of Sec. 2135.2 applied pertaining to competitive bidding? If N 33.00

no, see instructions.

?rovider~aased Physicians::

Are services furnished at the provmder fac111ty under an arrangement w1th prov1der based phys1c1ans?
If yes, see instructions.

If Y1ine 34 is yes, were there new agreements or amended existing agreements with the provider-based
physicians during the cost reporting period? If yes, see instructiens.

N 35.00

Homa office Costs

36.00 |Were home office costs claimed on the cost raport? Y 36.00

37.00 |If 1ine 36 is ves, has a home office cost statement been prepared by the home office? Y 37.00
1f yes, see instructions.

38.00 |1f 1ine 36 is yes , was the fiscal year end of the home office different from that of N 38.00
the provider? If yes, enter in column 2 the fiscal year end of the home office.

39.00 |If 1ine 36 is yes, did the provider render services to other chain components? If yes, N 39.00
see instructions.

40,00 |1f Tine 36 is yes, did the provider render services to the home office? I yes, see N 40.00
instructions.

MCRIF32 - 2.25.130.0 8 | Page



Health Financial Systems I HEALTH GOSHEN HOSPITAL In Lieu of Form CM5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE provider ccN: 150026 | period: worksheet 5-2

From 01/01/20111 part II

To  12/31/2011| pate/Time Prepared:
5/24/2012 4:22 pl

PSER DBtE - SR e e
16.00 (was the cost report prepared using the PS&R
report onty? If etther column 1 or 3 is vyes,
enter the paid-through date of the ps&Rr
Report used in columns 2 and 4 ,{(see
instructions)

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

18.00 |If line 16 or 17 is yes, were adjustments N 18.00 —
made to PS&R Report data for additional
claims that have been billed but are not
included on the PSR Report used to file
this cost report? If ves, see instructions.
19.00 [IF 1ine 16 or 17 is yes, were adjustments N 19.00
made to PS&R Report data for corrections of
9ther Ps@R Report information? If yes, see
instructions.

20.00 |xf 1ine 16 or 17 is yes, were adjustments N 20.00
made to PS&R Report data for Other? Describe
the other adjustments:

03/jijzoié” O L : T Ui 16.00

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

MCRIF32 ~ 2.25.130.0 9 | Page



Health Financial Systems 1 HEALTH GOSHEN HOSPITAL in Lieu of Form €M5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA provider CCcn: 150026 | period: wWorksheet $-3

from 01/01/2011 ) Part X,

To  12/31/2011) pate/Time Prepared:
lit]

' 5/24/2012 4:20 pm
cwerksheet Ast:
1ne:Number:

1.00 |Hospital Adults & Peds. (columns 5, 6, 7 and 30.00 111 40,515 0.00, 1.00

8 exclude Swing Bed, Observation Bed and

Hospice days)
2.00 |HMO 2.00
3.00 |HMO IPF 3.00
4,00 |HNMO IRF ’ 4.00
5,00 JHospital Adults & Peds. Swing Bed SNF 5.00
6.00 [Hospital AduTts & Peds. Swing Bed NF 6.00
7.00 itotal Adults and Peds. (exclude observation 111 40,515 0.00; 7.00

beds) (see instructions)

..... 8.00 !INTENSIVE CARE UNIT 31.00] 12 4,380 0.00, 8.00
9.00 JCORONARY CARE UINIT 32.00, D) 0 0.00; 9.00
10.90 |BURM INTENSIVE CARE UNIT 33.00, 0 [ 0.00, 10.00
11.00 {SURGICAL ENTENSIVE CARE UNIT 34.00 0 0 0.00; 11,00
12.00 {OTHER SPECIAL CARE (SPECIFY) 12.00
13.00 INURSERY 43.00 13.00
14.00 iTotal (see instructions) 123 44,895 0.00 14,00
15,00 ;CAH visits 15.00
16.00 | SUBPROVIDER ~ IPF : 40.00] [+ 0 16.00
17.00 |SUBPROVIDER - IRF 41.00 0 4] 17.00
18,00 | SUBPROVIDER 42.00 0 0 18.00
19.00 |{SKILLED NURSING FACILITY 44,00 0 0 19.00
20,00 {NURSING FACILITY 45,00 0 0 20.00
21.00 {OTHER LONG TERM CARE 46.00) 0 4] 21.00
22,00 {HOME HEALTH AGENCY 101.06 22.00
23,00 |AMBULATORY SURGICAL CENTER (D.P.) 115.06 23.00
24,00 [HOSPICE 116.08 [ 0 24.00
25.00 [CMHC - CMHC 93,00 25.00
25.10 [CMHC ~ CORF 99,160 25.10
26,00 [RURAL HEALTH CLINIC 848.00, 26.00
26.25 | FEDERALLY QUALIFIED HEALTH CENFER 85.00 26.25
27.00 [Total {sum of lines 14-26) 123 27.00
28.00 fobservation Bed Days 28.00
28.01 [SUBPROVIDER - IPF 40.00; 28.01
28.02 [SUBPROVIDER -~ IRF 41,00 25.02
28.03 | SUBPROVIDER 42.00] 28.03
29.00 [Ambulance Trips ' 29.00
30.00 [Employee discount days (see instructicn) 30.00
31.00 [Employee discount days - IRF 31.00
32.00 |Labor & delivery days (see instructions) 32.00
33.00 [LTCH non-covered days 33.00

MCRIF32 -~ 2.25.130.0 10 | Page



Health Financial Systems

IU HEALTH GOSHEN HOSPITAL

In bieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA

Provider CCN: 150026

period:
From 0170172011
To 12/31/2011

Worksheet S-3
Part 1

Date/Time Prapared:
5/24/2012 4:22 pm

Totalall

:Pati
8

ents

8 exclude Swing Bed, Observation Bed and
Hospice days)
HMO

H¥O IPF

HMO IRF

Hospital Adults & Peds. Swing Bed SNF
Hospital Adults & Peds. Swing Bed NF
Total Adults and Peds. (exclude observation
beds) (see instructions)

INTENSIVE CARE UNIT

CORONARY CARE UNIT

BURN INTENSIVE CARE LINIT

SURGICAL INTENSIVE CARE UNIT

OTHER SPECIAL CARE (SPECIFY)

MURSERY

Total (see instructions)

CAH visits

SUBPROVIDER -~ IPF

SUBPROVIDER - IRF

SUBPROVIDER )

SKILLED NUASING FACILITY

NURSING FACILITY

OTHER LONG TERM CARE

HOME HEALTH AGENCY

AMBULATORY SURGICAL CENTER (0,P.)
HOSPICE

CMHC - CMHC

CMHC -~ CORF

RURAL HEALTH CLINIC

FEDERALLY QUALIFIED HEALTH CENTER
Total (sum of 1ines 14-26)
Observation Bed Days

SUBPROVIDER ~ IPF

SUBPROVIDER - IRF

SUBPROVIDER

Ambulance Trips

employee discount days (see instruction)
Employee discount days - IRF

Labor & delivery days (see instructions)
LTCH nan-covered days

Hospital Adults & Peds. (co]uhné 5.'6,'? and o ?,423 }

7,423

1,113

8,530

(] COoO0o00 DR oOO0o
o0

= oo [ e o o]
QOO0 ]

DOoOoSOO

315

143

1.00

2.00
3.00
4.00
O 5.00
0 6.00
16,792 7.00

2,351 8.00
0 9.00
0 10.00
0 11.00
12.00
13.00
14.00
15.00
16.00
{17.00
18.00
19.00
20.00
21.00
22.00
23.00
24.00
25.00
25.10
26.00
26.25
27.00
28.00
28.01
28.02
28.03
29.00
30.00
31.00
32.00
33.00

1,934
21,074

el e e e e

8,74

1,53

LN~ X~ o0 0 o (=Kol K =]

2t
T

MCRIF32 - 2.25.130.0
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Health Financial Systems IU HEALTH GOSHEN HOSPITAL In Lieu of Form_cM5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA pProvider CCM: 150026 | Period: wWorksheet 5-3

From 01/01/2011| Part I

To 12/31/2011 | pate/Time Prepared:
pm___

5/24/2012 4:22
ischarges i
& Residents:

1.00 [Mospital Adults & Peds. {columas 5, 6, 7 and [4; 2,251 1.00

& exclude Swing Bed, Observation Bed and

Hospice days)
2.00 |HMO 0: 2.00
3.00 [HMO IPF 3.00
4.00 |HMO IRF 4.00
5.00 |[Hospital Adults & Peds. Swing Bed SNF 5.00
6.00 |Hospital Adults & Peds. Swing Bed NF 6.00
7.00 |Total Adults and Peds. (exclude observation . 7.00

beds) (see instructions}
8.00 |INTENSIVE CARE UNIT 8.00
9.00 |CORONARY CARE UNIT 9.0
10.00 |BURN INTEMSIVE CARE UNIT 10.0D
11.00 [SURGICAL INTENSIVE CARE UNIT 11.00
12.00 |OTHER SPECIAL CARE (SPECIFY) 12.00
13.00 [NURSERY 13.00
14.00 [Total (see instructions) 0.00 934.00] 0.00 O 2,251] 14.00
15.00 |CAH visits 15.00
16.00 [SUBPROVIDER - IPF 0.00| 0.40] 0.00 0 0| 16.00
17.00 | SUBPROVIDER - IRF 0.00| (.00 0.00 0 o 17.60
18.00 [SUBPROVIDER 0.00| .00 0.00 0 o[ 18.60
19.00 |SKILLED NURSING FACILITY 0.00| 0.00 0.00 19.00
20.00 [NURSING FACILITY 0.00| 0.00 0.00, 20.00
21,00 [OTHER LONG TERM CARE 0.00| .00 0.00 21.00
22.00 |HOME HEALTH AGENCY 0.00 25.00 0.00 22.00
23.00 [AMBULATORY SURGICAL CENTER (D.P.) 6. 00 0.0 0.00 23.00
24.00 |HOSPICE .00 12.00 0.00 24.00
25.00 |cuic - awic 0.00 0.00 0.00 25.00
25.10 [CMHC - CORF 0.00 0.00 0.09 25.10
26.00 |RURAL HEALTH CLINIC 0.06 0.00; 0.00 26.00
26.25 | FEDERALLY QUALIFIED HEALTH CENTER 4.00 0.00, G.00] 26.25
27.00 {Total (sum of 1ines 14-26) 0.00 971,00 0.09 27.00
28.00 |observation Bed bays 28.90
28.0% |SUBPROVIDER - IPF 28.01
28,02 |SUBPROVIDER - IRF 28.02
28.03 | SUBPROVIDER 28.03
29.00 |ambulance Trips 29.00
30.00 |Employee discount days (see instruction) 30.00
31,00 |Employee discount days - IRF 31.00
32.00 |Labor & delivery days {see instructions) . 32.00
33.00 |LTCH non-covered days 33.00
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Health Financial systems

TU HEALTH GOSHEN HOSPITAL

In Lieu of Form CM5-2552-10

HOSPIFAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA provider CCN: 150026 | Period: Worksheet 5-3
From 01/01/2011|Part I
To  12/31/2011 ] pate/Time Prepared:
- 5/24/2012 4:22
soiarDischarges.
Title XIx:; otal Al
GRaaerey “patients:
SRS e T LS V00T
1.09 (Hospital Adults & Peds, (columns 5, 6, 7 and 1,166 7,148
8 exclude swing 8ed, Observation Bed and
Hospice days)
2,00 [HMO 2.00
3,00 [HMO IPF 3.00
4,00 |HMO IRF 4,00
5.00 [Hospital Adults & Peds. Swing Bed SNF 5.00
6.00 |Hospital Adults & peds. Swing Bed NF 6.00
7.00 |Total Adults and Peds. (exclude observation 7.00
beds) (see instructions)
8.00 |INTENSIVE CARE UNIT 8.00
9.00 |COROMNARY CARE UNIT 9.00
10,00 |BURN INVENSIVE CARE UNET 10,00
11.00 |SURGICAL INTENSIVE CARE UNIT 11.00
12.00 |OTHER SPECIAL CARE (SPECIFY) 12.00
13.00 [NURSERY 13.00
14.00 [Total (see instructions) 1,166 7,148 14.00
15,00 |CAH visits 15.00
16.00 |SUBPROVIDER - IPF 0| 0 16.00
17.00 |SUBPROVIDER - IRF Ol 0 17.00
18.00 |SUBPROVIDER 0, 0 13.00
19,00 |SKILLED NURSING FACILITY 19.00
20.00 |NURSING FACILITY 20,00
21.00 |OTHER LONG TERM CARE a 21.00
22.00 |HOME HEALTH AGENCY 22.00
23.00 |AMBULATORY SURGICAL CENTER (D.P.) 23,00
24.00 [HOSPICE 24.00
25.00 [CMHC - CMHC 25.00
25.10 [CMHC - CORF 25,10
26.00 [RURAL HEALTH CLINIC 26.00
26.25 | FEDERALLY QUALIFIED HEALTH CENTER 26.25
27.00 |Total (sum of lines 14-26) 27.00
28.00 [observation ged Days 28.00
28.01 |SUBPROVIDER - IPE 25.01
28.02 |SUBPROVIDER - IRF 28.02
28.03 |SUBPROVIDER 28.03
29.00 |arbulance Trips 29.00
30.00 [Employee discount days €see instruction) 30.00
31.00 |Empioyee discount days - IRF 31.00
32.00 |Labor & delivery days (see instructions) 32.00
33.00 [LTCH non-covered days 33.00

MCRIF32 - 2.25.130.0
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Health Financial Systems

IU HEALTH GOSHEN HOSPITAL

in Lijew of Form CMS-2552-10

HOSPITAL WAGE INDEX INFORMATION

Provider

CCN: 150026 § Period

TO

iod:
From 01/01/2011

12/31/2011

worksheat S-3
part IX

Date/Time Prepared:

2 pm

5/24/2012 4:2

1.00 |[Total salar‘ies (see 1nstruct1ons) 200.00 58,317,330 0l 58,317,330 2,019,562.00f 1.00
2.00 [non-physician anesthetist Part A 0 0 0 0.00] 2.00
3.00 [non-physician anesthetist Part 8 0 0 0 0.00| 3.00
4,00 |Physician-Part A 790,520 0 790,520 6,327.15| 4.00
4.01 [physicians - Part A - direct teaching 0 0 0.00] 4.01
5.00 |[pPhysician-Part B 6,517,016 0 6,517,016 29,495.89] 5.00
6.00 [Nen-physician-Part B 0 0 0 0.00] 6.00
7.00 |Interns & residents (in an approved program) 21.00 ¢ 0] 0 0.06| 7.00
7.01 |[contracted interns and residents (in 0 0] 0 0.00] 7.01
approved programs)
8.00 [Home office personnel g 0 0 0.00| 8.00
8.00 [SNF 44,00 0 0 0 ¢.00| 9.00
10.00 [Excluded area salaries (see 'mstr'uctwns) 3 ?93 346 630,874 4,424,220 164,254.00| 1G.00
OTHER WAGES & RELATED COSTS i1 R T e R,
11.00 [Contract, labor (see mstructmns) 172 116 ) 172,116 2,724,331 11.00
12.00 [Management and administrative services 0 0 0.00] 12.00
13.00 [cContract labor: physician-part A 322.960 [s! 322,960, 2,455.35] 13.00
14,00 [Home office salaries & wage-related costs 4,903,791 O 4,903,791 94,323.00| 14.00
15.00 [Home office: physician Part A ) 0 O .00} 15.00
16.00 |[Teaching physician salaries (see g 0 0, 0.00{ 16.00
1n5tr‘uctmns)
WAGE=RELATED  COSTS - R T [ R e
17.00 [wage-related costs (core) wkst 5 3 “part v 15,247,483 0] 15,247,483 17.00
Tine 24
18.00 |wage-related costs (otherdwkst 5-3, Part IV 4] o, 0 18.00
Tine 25
19.00 |Excluded areas 1,224,975 0 1,224,975 19,00
20.00 fNon-physician anesthetist Part A 0 0 0 20.00
21.00 [non-physician anesthetist Part B 0 0; v 21.00
22,00 |Physician Part A 255,28 v, 255,281 22.00
23.00 [Physician Part B 2,104,523 1} 2,104,523 23.00
24,00 |wage-related costs (RHC/FQHC) 0 0 0 24.00
25.00 |Interns & residents (in an approved program) 0 [4) 1) 25.00
OVERHEAD ‘CQSTS '~ DIRECT :SALARIES - : e S e T I B e e NIRRT ey
26.00 |Employee Benefits .ODi 635,661 0 635,661 25,271.00| 26.00
27.00 |Administrative & General .00 10,964,700 -630,874 16,333,826 286,867.00| 27.00
28.00 |Aadministrative & General under contract (see 1,308,633 0, 1,308,633 11,888.96| 28.00
inst.)
29.00 [Maintenance & Repairs 6.0D| 0 G 0] 0.00f 29.00
30.00 |operation of plant 7.oo| 754,171 0 754,171 34,202.00f 30.00
31.00 (Laundry & Linen Service 8.00| 31,626 0 31,626 2,894,001 31.00
32,00 [Housekeeping 9.00 887,619 4 857,619 69,335.00{ 32.00
33.060 |Housekeeping under contract (see 0 0 0] 0.00; 33.00
instructions)
34,00 [pietary 10.00 705,527 -543,088 162,439 14,181.00i 34.00
35.00 |pietary under contract (see instructions) 0] ¢ 0] 0.00} 35.00
36.00 |cafeteria 11,00 0 543,088 543,088 47,413.007 36.00
37.00 [Maintenance of personnel 12.00 O 0 0] 0.00| 37.00
38.00 |Nursing Administration 13.00 1,301,214 4] 1,301,214 39,382.00] 38.00
39.00 [Central services and supply 14.00 194,509 G 194,509 12,426.00] 39.00
40.60 | Pharmacy 15.00 1,090,866 [+) 1,090, 866 30,524.00] 40.00
41.00 |Medical Records & Medical Records Library 16.00 1,204,480 [ 1,204,480 56,224.00| 41.00
42.00 |sacial service 17.00] 350,036 0 350,036 14,245.00( 42.00
43.00 |other General Service 18.90, 0| L) u; 0.00] 43.00
MCRIF32 - 2.25.130.0 14 { pPage



Health Financial Systems

IU HEALTH GOSHEN HOSPITAL Iin Lie

y of Form CMS-2552-10

HOSPITAL WAGE INDEX INFORMATION

Provider CCN: 150026 | Period:
From 01/01/2011
To 12/31/2011

worksheet S-3
Part II

Date/Time Prepared:
5/24/2012 4:22 pm

e e I RV I - N WU )
o
fust

= W@ 0
[ond
o

17.60
18.00

18.00
20.00
21.00
22.00
23.00
24,00
25.00
26,00
27.00
28.00

29.00
30.00
31.00
32.00
33.00

34.00
35.00
36.00
37.00
38.00
39.00
40.00
41.00
42.00
43.00

WAGE ‘DATA
SALARIES ; SR
Total salames (see 1nstruct1ons) 28.88 1.00
Non-physician anesthetist part A 0.00 2.00
Non-physician anesthetist Part B 0.0 3.00
physician-pPart A 124.94 4,00
pPhysicians - part A - direct teaching 0.0 4,01
physician-part B 220.95 5.00
Mon-physician-Part B8 0.90! 6.00
Interns & residents (in an approved program) 0.00 7.00
Contracted interns and residents (in 0.00 7.01
approved pirograms)
Home office personnel 5.00 8.00
SNF 0.900 9.00
excluded area salaries (see mstructwns) 26.94 10.00
OTHER WAGES.&:RELATED COSTS | LR SRR
Contract labor (see 1nstr‘uct1ons) 63.18 11.60
Management and administrative services 0.00, 12.00
Contract labor: physician-pPart A 131.53 13.00
Home office salaries & wage-related costs 51.99 14.00
Home office: physician part A 0.00, 15.00
Teaching physician salaries (see 0.00 16.00
instructions)
WAGE~RELATED COSTS &7 3iw : B
wage-ralated costs (core) wkst §- 3 Part Iv 17.00
Tine 24
wage-related costs {otherdwkst 5-3, Part 1v 18.00
Tine 25
excluded areas 19.00
Non-physician anesthetist part A 20.00
Non-physician anesthetist Part B 21.00
Physician Part A 22.00
pPhysician Part B 23,00
wWage-related costs (RHC/FQHC) 24.00
Interns & residents (in an approved progr‘am) 25.00
OVERHEAD | COSTS "~ DIRECT: SALARIES : . 1iwiis RO ST
erployee Benefits 25.15 26,00
Admintstrative & General 36.02 27.00
Administrative & General under contract (see 110.907 28.00
inst.)
Maintenance & Repairs 0.00] 29.00
oOperation of Plant 22.05 30.00
taundry & Linen Service 10,93 31.00
Housekeeping 12.80 32.00
Housekeeping under contract (see 0.00 33.00
instructions)
pietary 11.45 34.00
pietary under contract (see instructions) 6,00 35.00
cafeteria 11.45 36.00
Maintenance of Personnel 0.00 37.00
Nursing Administration 33.04 38.00
central Services and Supply 15.65) 39.00
Pharmacy 35.74 40.00
Medical Records & Medical Records tibrary 21.42 41.00
secial Service 24.57 42.00
Other General Service 0.0¢0 43.00

MCRIF32 - 2.25.130.0
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Health Financial Systems

IU_HEALTH GOSHEN HOSPITAL

In Lieu of Form CM5-2552-10

HOSPITAL WAGE INDEX INFCRMATION

provider CCN:

150026 | period

To

H worksheet $-3

From 01/01/2011| Part III

12/31/2011 | pate/Time Prepared:

2 pm

PART .T11 ~ HOSPITAL WAGE INDEX SUMMARY: . T gESE e ‘
1.00 |Net salaries (see instructions) 53,108,947 0 53,108,947, 2,001,955.07} 1.00
2.00 {excluded area salaries (see instructions) 3,793,346 630,874 4,424,220 164,254.00f 2.00
3.00 |subtotal salaries (line % minus Tine 2) 49,315,601 -630, 874 48,684,727 1,837,701.07F 3.00
4.00 |subrotal other wages & related costs (see 5,398,867 [¢] 5,398,867 99,502.66] 4.00

inst.)
5.00 jsubtotal wage-related costs (see ihst.) 15,502,764 0 15,502,784 0.00; 5.00
6.00 |Total (sum of lines 3 thru 5) 70,217,232 -630,874 69,586,358 1,937,203.73; 6.00
7.00 |Total overhead cost (see instructions) 19,429,042 -630,874 18,798,168 G44,852.961 7.00
MCRIF32 -~ 2.25,130.0 16 | Page



Health Financial Systems

IU HEALTH GOSHEN HOSPITAL

In Lieu of Form CMs-2552-10

HOSPLTAL WAGE INDEX INFORMATION

provider CCN:

150026

Pepiod:
From 01/01/2011
12/31/2011

To

warkshest 5-3
Part III

pate/Time Prepared:
5/24/2012 4:22 pm

PART: T1'=. HOSPITAL WAGE INDEX SUMMARY

1.00 |Net salaries (see instructions)

2.00 |excluded area salaries (see instructions)
3.00 isubtotal salaries (line 1 minus Tine 2)
4.00 ]subtotal other wages & related costs (see
inst.)

5.00 {subtotal wage-related costs (see inst.)
6.00 |Toral {sum of Tines 3 thru 5)

7.00 |Total overhead cost {see instructions)

] PV
(g R w] COoO
(== =] OO Q

MCREF3Z - 2.25.130.0
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Health Financial Systems IU HEALTH GOSHEN HOSPITAL In Liey of Form (MS-2552-10
HOSPITAL WAGE RELATED COSTS provider CCN: 150026 { Period: worksheet $-3

From Q1701720111 Part 1Iv

To 12/31/2011 ] Date/Time Prepared:
5/24/2012 4 22 pm

PART 1V.= WAGE" RELATED 0STS -
part A -i:Core List
RETTREMENT €OST E e S PR
1.00 401K Employer Contrabutmns 668,971 1.00
2.00 ]Tax sheltered annuity (TSA) Employer Contribution . ¢} 2.00
3.00 {qualified and Non-Qualified Pension Plan Cost 2,935,536f 3.00
4.00 |pPrior Year Pension Service Cost ] 4.00
PLAN ‘ADMINISTRATIVE COSTS ‘(Paid to External organization) ;i
5.00 {401K/TSA Plan Administration fees 5.00
6.00 |Legal/Accounting/Management Fees-Pension Plan 6.00
7.00 jEmployee Managed Care Progr‘am Adm1 ni stratmn Fees 7.00
HEALTH AND -INSURANCE : COST. : SR SHEEE TN AT S
8.00 iHealth Insurance (Purchased or Se'lf' Funded) 10,587,042 8.00
9.00 iprrescription Drug Plan ol 9.00
10.00 jpental, Hearing and vision Plan 338,801 10.00
11.00 i Life Insurance (If employee is owner or beneficiary) 72,386| 11.00
12.00 {Accident Insurance (If employee is owner or beneficiary) 0! 12.00
13.00 |pisability Insurance (If employee is owner or beneficiary) 217,960} 13.00
14.00 {Long-Term Care Insurance (If employee is owner or beneficiary) -1,049} 14.00
15.00 | "workers' Compensation Insurance 217,124| 15.00
16.00 {Retirement Health Care Cost (only current year, not the extraordinary accrual required by FASB 106. 9] 16.00
Non cumu'latwe portmn) :
17.00 FICA-*Employers Por‘tmn on]y 0] 17.00
18.00 [Medicare Taxes - Employers Portion only 3,518,941] 18.00
19.00 [Unemployment Insurance 126,822] 18.00
20.00 [State or Federa'l Unernp1oyment Taxes Q] 20.00
OTHER - LTI L e e R e : i T -
21.00 Executwe Deferred compensatwn 0] 21.00
22.00 Day Care Cost and Allowances 52,503 22.00
23.00 [Tuition Reimbursement 97,225 23.00
24.00 [Total Wage Related cost (sum of Tines 1 23) _ 18,832,262| 24.00
Part 8~ Other than Core Related:Cost:: T LR e A T LR A L e e L L L L, IR
25.00 |[OTHER WAGE RELATED COSTS (SPECIFY) [ 0] 25.00

MCRIF32 - 2.25.130.0 18 | prage



Health Financial Systems IU HEALTH GOSHEN HOSPITAL In tiey of Form cM5-2552-10
HOSPITAL CONTRACT LABOR AND BENEFIT COST Provider CCN: 150026 | Period: worksheet 5-3

From 01/01/2011 | Part v

To 12/31/2011 | pate/Time Prepared:
5/24/2012 4:22 pm

Icantract:Labor] Benefit Cost ]
contract Labor: and ‘Benefit cost: i :
Hospl tal and. Hospital-Based: Component-Identificationt . T i Higi : i A
1.00 [Total facility's contract labor and benefit cost 1,579,099 0] 1.00
2.00 [Hospital 1,579,099 0 2.00
3.00 [subprovider - I1PF 0 0] 3.00
4.00 |subprovider - IRF 0 of 4.00
5.00 [subprovider - (Other) 0 8| 5.00
6.00 |swing Beds - SNF Q) & 8.00
7.00 |swing Beds - NF 0 6| 7.00
8.00 |Hospital-Based SNF ¢ o 8.00
9.00 |Hospital-Based NF 0 o 9.00
10.00 |Hospital-Based OLTC 10.00
11.00 Hospital-Based HHA 0' 0] 11.00
12.00 {separately Certified ASC 0! 0] 12,00
13.00 [Hospital-Based Hospice 0| 0| 13.00
14.00 |Hospital-Based Health Clinic RHC OI 0} 14.00
15.00 |Hospital-Based Health Clinic FQHC 0 0; 15.00
16.00 Hospital-Basad-CMHC 0 0] 16.00
16.10 |Hospital-Based-CMHC 10 01 16.10
17.00 |Renal Dialysis : 0 0! 17.00
18.00 0 Q] 18.00

MCRIF32 - 2,25.130.0 19 | Page




Health Financial Systems

IU HEALTH GOSHEN HOSPITAL

In Liew of Form CM$-2552-10

HOME HEALTH AGENCY STATISTECAL DATA

pProvider CCcN: 150026

Component CCN: 157174 | To

period:
From 01/01/2011

12/31/2011

worksheet s-4

pata/Time prepared:

5/24/2012 4:22 pm

Hoie Health

PPS

R _l county

HOME : HEALTH - AGENCY STATISTICAL  DAT/

ome Health Aide Hours
ynduplicated Census Count (see instructions)

14

1,106

116. 00
FEaTT NI

589.00
valent)

BoRoEREPENansw
25s28253888888

CHen BN O

28

19.00

20.00

HOME "HEALTH - AGENCY = NUMBER ' OF :EMPLOYEES .

0.00]

Administrator and Assistant Administrator s) 40.00 0.08 0.00
pirector(s) and Assistant Director{s) 0.05 0.00 0.05
other administrative Personnel 0.95 0.00 0.95
pirect Nursing Service 12.72 8.90 12.72
Nursing Supervisor 0. 00| 0.00 0.00
physical Therapy Service 2.52 0.0 2.52
physical Therapy Supervisor 0. 00! 9.00 0.00
Occupational Therapy Service 1.06 .00 1.06
occupational Therapy Supervisor 0.00 0.00 0.00
speech Pathology Service .37 .00 0.37
speech pathology Supervisor 0.00] .00 0.00
Medical social Service 2.59 0.900 2.59
Medical sSocial sService Supervisor 0.00 0.00 0.00
Home Health Aide 4,23 .00 4.23
Home Health Aide Supervisor .00 0.00 0.00
other (specify) 9.00,

HOME - HEALTB AGENCY CBSA: CODES

_0.00

0.00

Enter in column 1 the number of CBSAs where
you provided services during the cost
reporting period.

tist those ¢BSA codeds) in column 1 serviced
during this cost reporting period (¥ine 20
contains the first cade).

DO OOO DD
[=R~E e R R

8 33388888¢

8

[pPS-ACTIVETY DATA

2,500

21.00 [skilled Nursing visits 2,313 36 21.00
22.00 [skilled Nursing visit charges 329,955 5,580 19,805 1,550 356,890f 22.00
23.00 [Physical Therapy visits 1,149 0 17 2 1,168 23.00
24.00 |physical Therapy visit Charges 178,140 0 2,645 340 181,125! 24.060
25.00 |occupational Therapy visits 424 0 5 I 430 25.00
26.00 |occupational Therapy visit Charges 64, 540 ¢ 780, 170, 65,490 26.00
27.00 |speech Pathology visits 93] 0 0 0 93} 27.00
28.00 |speech Pathology visit Charges 15,140, 0 0 v} 15,140| 28.00
. 29.00 [Medical Social service visits 33 0 0 0i 33{ 29.00
30.00 |Medical social service visit Charges 6,825 0 0 Oi 6,825 30.00
31,00 |Home Health Aide visits 947 0 4 (}| 951{ 31.00
32.00 [Home Health Alde visit charges 70,570 0 290 0 70,860 32.00
33.00 |Total visits (sum of lines 21, 23, 25, 27, 4,959 36 167 13 5,175] 33.00
29, and 31)
34.00 jothar charges 0 0 0, 0 0| 34.00
35.00 |Total Charges {sum of lines 22, 24, 26, 28, 665,170 5,580 23,520 2,060 696,330| 35.00
30, 32, and 34)
36.00 |Total Number of Episodes (standard/non 294 60 2 356| 36.00
outlier)
37.00 iTotal Number of Qutlier Episodes 0 Ol 0| 37.00
38.00 iTotal Non-Routine Medical Supply Charges 56,193 1,338 4,327 0 61,858 38.00
MCRIF32 - 2.25.130.0 20 | Page



Health Financial Systems

IU HEALTH GOSHEN HOSPETAL

In Liel

U of Form CM$-2552-10

HOSPITAL IDENTIFICATION DATA

Provider cc: 150026
Component CCN: 151527

pariod:
From 0L/01/2011
Te  12/31/2011

Worksheet s-9
Parts I & II

Date/Time Prepared:
5/24/2012 4:22 pm

gnguplicated pays: o

.00
.00
.00
.00
.00

[T T

o

.00
7.00

.00
.00

=R

PART.- I~ ENROLLMENT ‘DAYS

Continuous Home Care 0 0 0 ¢ 0
Routine Home Care 13,077 0 0 v 1,147
Inpatient Respite Care 52 [+ [ 0 12
General Inpatient Care 199 9 0 0 66
Total Hospice Days 13,328 4] 0 [ 1,225
Part II - CENSUS.DATA . T e R e R T T i ST L
Number of Patients Receiving Hospice Care 308 0 32
Total Number of unduplicated Continuous Care 32.00 0.00]

Hours Billable to Medicare

Average tength of Stay (1ine 5/%1ine 6} 43,27 0.00] 0.00 0.00 38.28
unduplicated Census Count 304 14 0 0 32

1.00
2,00
3.00
4.00
5.00

6.00
7.00

8.00
9.00

MCRIF3Z - 2,25.130.0
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Health Financial Systems

IU HEALTH GOSHEN HOSPITAL

In Lie

) of Form CM5-2552-10

HOSPITAL IDENTIFICATION DATA

pProvider CCN: 150026
Component, CCN: 151527

period:
from 01/01/2011
To  12/31/2011

worksheet 5-9
Parts I & II
pate/Time Prepared:
5/24/2012 4:22 pm

Hospice I

PAR ENROLLMENT:DAYS -
1.00 |Continuous Home Care 1.00
2.00 {Routine Home Care 2.00
3.00 |Inpatient Respite Care 3.00
4.00 |General Inpatient Care 4.00
5.00 |Total Hospice Days 5.00

Part 1L = CENSYS DATA : SR
6.00 |Number of Patients Receiving Hospice Care 6.00
7.00 |Total Number of Unduplicated Continuous Care 7.00

Hours Billable to Medicare
8.00 |Average Laength of stay (line 5/1ine &) 40,99 8.00
9.00 junduplicated Census Count 350 9.00
MCRIF32 - 2.25.130.0 22 | page



Realth Financial Systems Ifj HEALTH GOSHEN HOSPITAL

In Lie

t of Form CMs-2552-10

HOSPITAL UNCOMPENSATED AND INDIGENT CARE DATA pProvider CC: 150026

Period;
From 01/01/2011
To 12/31/2011

worksheet 5-10

Date/Time Prepared‘
5/24/201

Uncompansated ‘and. ndigent ‘care-cos computatio

1.00 {Cost to charge ratio (Worksheet C, Part I 'hne 2(}0 coTumn 3 d1 ided by Tine 200 column 8 |
Medicaid:(see instructions for each. line): G AL e R e
2.00 !Net revenue from Medicaid
3.00 |Did you receive DSH or suppiemental payments from Medicaid?
4.00 {If line 3 is "yes™, does Tine 2 include all DSH or supplemental payments From Medicaid?
5.00 {if line 4 is "no", then enter DSH or supplementz) payments from Medicaid 0
6.00 [Medicaid charges 39,758,293
7.08 [Medicaid cost (line 1 times Tine 6 15,029,987
8.00 [pifference between net revenue and costs for Medicaid program (line 7 minus sum of lines 2 and 5; if 15,029,987
< zero then enter zerg)
State Childreén'siHealth ‘Iasurance:Program (SCHIP)Y (sée instrictions:for each:Tine) " h
9.00 |Net reverue from stand-alone SCHIP 1]
1G.00 |stand-alone SCHEP charges 1]
11.00 [stand-alone SCHIP cost (line 1 times Tine 10) 0
12.00 |Difference between net revenue and costs for stand-alone SCHIP (line 11 minus line 9; if < zero then 1]
enter zero)
Other state or local government indigent care program ¢see instructions for each line) il ey
13.00 |Net revenue from state or local indigent care program (Not included on lines 2, 5 or 9 1
14.08 |charges for patients covered under state or local indigent care pregram {(Not included in lines 6 or 0
10
15.00 |state or local indigent care program cost (line 1 times line 14) 0
16.00 |pifference between net revenue and costs for state or local indigent care program (line 15 minus line 0
13; if < zero then enter zero)
ncompensated care-(see instructions for each:line) R R A
17.00 |private grants, donations, or eadowment income restpi cted to fundmg chamty care 0
18.00 |Government grants, appropriations or transfers for support of hospital eperations 0
19.00 [Total unreimbursed cost for Medicaid , SCHIP and state and Tocal indigent care programs (sum of Tines 15,029,987

8, 12 and 163

[
o
(=]

00 S L Il N
[ R o e T R ]
OO

w
(=)
(=}

CiiTetal:(coli 1
20.00 [Total initial obligation of patients approved for charity care Cat full 9 245, 434 0 9,245, 434 20,00
charges excluding non-reimbursable cost ceaters) for the entire facility
21.00 |Cost of inmitial obligation of patients approved for charity care (line 1 3,495,088 0, 3,495,088| 21.00
times line 20}
22.00 |partial payment by patients approved for charity care 0 0] 0] 22.00
1] 3,495,088 0 3,495, 088 23.00

Cost of charity care (Tine 21 minus line 22)

23.

24.

Does the amount in line 20 column 2 include charges for pat1enf days Eeyond a length of stay Fimie

00
imposed oh patients covered by Medicaid or other indigent care program?
25.00 {¥f line 24 is "yes," charges for patient days beyond an indigent care program’s length of stay limit 0§ 25.00
26.00 {Total bad debt expense for the entire hospital complex (see instructions) 17,017,971 26.00
27.00 iMedicare bad debts for the entire hospital complex (see instructions} 491,833} 27.00
28.900 iNon-Medicare and Non-Reimbursable bad debt expense (Tine 26 minus Tine 27) 16,526,138} 28.00
29.00 jcost of non-Medicare bad debt expense (line 1 times Tine 28) 6,247,442 29.00
30.00 [Cost of non-Medicare uncompensated care (line 23 column 3 plus line 29) 9,742,530( 30.00
31.00 [Total unreimbursed and uncompensated care cost (iine 19 plus Tine 30) 24,772,517| 31.00
MCRIF3Z - 2.25.130.0 23 | page




Health Financial Systems

IU HEALTH GOSHEN HOSPITAL

In Lie

u of Form €M5-2552-10

RECLASSIFICATION AND ADMISTMENTS OF TRIAL BALANCE OF EXPENSES

provider CCN: 150026

period:
From 01/01/2011
To 12/31/20i1

worksheet A

pate/Time Prepared:

5/24/2002 4:22 pm

Other Total {col: L]reclassificatil Reclassified:
: o
e T e : 3,00::
GEMERAL SERVICE ' COST CENTERS . SR SR EL R SEnETE e
1.00 |CAP REL COSTS-BLDG & FIXT 10,382,796 10,382,796 -4,453,03 ,929,766| 1.00
2.00 |CAP REL COSTS-MVBLE EQUIP 0 0 6,492,920 6,492,920 2.00
3.00 |OTHER CAP REL COSTS O 0 ) 0 o[ 3.00
4.00 |EMPLOYEE BENEFITS 635,661 15,967,018 16,602,679 189,157, 16,791,836 4.00
5.01 |CASHIERING/ACCOUNTS RECEIVABLE 745,013 583,990 1,329,003 0 1,329,003 5.01
5.02 |OTHER ADMINISTRATIVE AND GENERAL 10,219, 687 15,615,486 25,835,173 95,690, 25,930,863 5.02
6.00 |MAINTENANCE & REPAIRS 1 [y 0 0 0| 6.00
7.00 |[OPERATION OF PLANT 754,171 2,070,942 2,825,113 -224 2,824,888 7.00
8.00 |LAUNDRY & LINEN SERVICE 31,626 497,061 528,687 0 528,687| 8.00
9.00 |HOUSEKEEPING 887,619 399,284 1,286,903 -204 1,286,702 9.00
10.00 |DIETARY 705,527, 993,850 1,699,377 -1,326,622 372,755 10.00
11.00 | CAFETERIA 0 o o 1,308,117 1,308,117( 11.00
12,00 |MAINTENANCE OF PERSONNEL 0 0f O 0 0| 12,00
13.00 [NURSING ADMINISTRATION 1,301,214 191,942 1,493,156 -438 1,492,718( 13,00
14.00 | CENTRAL SERVICES & SUPPLY 194,509 240,955 435,464 -626 434,838| 14.00
15.00 | PHARMACY 1,090,866 5,416,483 6,507,349 -5,133,802 1,373,547 15.00
16.00 {MEDYCAL RECORDS & LIBRARY 1,204,480 1,284,555 2,489,035 -14 2,489,021 16.00
17.00 |SOCIAL SERVICE 350,036 5,920 355,956 0 355,956| 17.00
18.00 |OTHER GENERAL SERVICE (SPECIFYD 0 O 0, 0 0| 18.00
19,00 | NONPHYSICIAN ANESTHETISTS 0 0 0 0 0 19.00
20.00 |NURSING SCHOOL 0 0 [ 0 0| 20.00
21,00 (188 SERVICES-SALARY & FRINGES APPRVD 0 0 g 0 0| 21,00
22.08 | I&R SERVICES-OTHER PRGM COSTS APPRVD 0 O O 0 o 22.00
23.00 | PARAMED ED PRGM 0 0 0] 67| 180,167 23.00
INPATIENT ROUTINE SERVICE: COST: CENTERS: ™ T R e T e et E e e T o
30.00 [ADULTS & PEDIATRICS 5,707,293 663,911 6,371,204 6,922,681 30.00
31.00 | INTENSIVE CARE BNIT 1,399,515 250,560, 1,650,075 -181,080 1,468,995( 31.00
32.00 | CORONARY CARE UNIT a 1; 0f 0 0| 32.00
33,00 [BURN INTENSIVE CARE UNIT 0 0 0 0 0 33.00
34,00 [SURGICAL INTENSIVE CARE UNIT 0 0 0 Y 0| 34.00
44.00 | SUBPROVIDER - IPF 0 0, O &) 0| 40.00
41,00 |SUBPROVIDER - IRF 0 0 0f 0 0| 41.00
42,00 | SUBPROVIDER 0 0 Ll 0 0] 42,00
43.00 | NURSERY 2,263,915 375,234 2,639,149 -2,408,328 230,621 43,00
44 .00 |SKILLED NURSING FACILITY 0 0, 0 0 0| 44.00
45,00 |NURSING FACILITY li; 0, 0] 0 0| 45.00
46.00 |OTHER LONG TERM CARE o 0 0 0 0| 46.00
ANCILLARY SERVICE COST. CENTERS "o i o e i iai ot i el T m i i B P L T S e e e
50.00 |OPERATING ROOM 3,989,109 14,444,705 18,433,814 -10,912,296 7,521,518 50.00
51.00 |RECOVERY ROOM 435,008 53,118 488,126 -41,643 446,483 51.00
52.00 |DELIVERY ROOM & LABOR ROOM ) 0 [1; 1,235,711 1,235,711) 52.00
53.00 |ANESTHESIOLOGY g 0 l; 0, 0| 53.00
53.01 | PAIN MANAGEMENT 244,268 1,352,282 2,196,550 ~-13,776, 2,182,774 53.01
54.00 |RADIOLOGY-DIAGNOSTIC 12,559,986 29,073,070, 41,633,056 -13,122,359 28,510,697 54.00
35.00 |RADIOLOGY-THERAPEUTIC 62,971 9,257 72,228 -39 72,189] 55.00
56.00 |RADIOISOTOPE 0 0; o O 0] 56.00
56.01 [CARDIAC CATH LAS 828,178 2,122,208 2,950,384 -2,113,167 837,217 56.01
57.00 [CT scan 0 0 . o; 0 0 57.00
58.00 |MAGNETIC RESONANCE IMAGING (MRI) 0 t; 3; 0 0} 58.00
59.00 [CARDIAC CATHETERIZATION li; 0 0 v G| 59.00
60.00 |LABORATORY 2,349,567 3,019,957 5,369,524 -860,367 4,509,157( 60.00
60.01 |BLOOD LABORATORY o [i; 0 [3) 0} 60.01
61.00 |PEP CLINICAL LAS SERVICES-PRGM ONLY i; 0 i) 0} 61.00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 0 o, 0 0 0f 62.00
63.00 |BLOOD STORING, PROCESSING & TRANS. i) 0 0 0 0} 63.00
64.00 | INTRAVENOUS THERAPY g 0 0 0 0} 64.00
65.00 |RESPIRATORY THERAPY 1,046,657 172,310, 1,218,967| - ~32,133 1,186,832} 65.00
66.00 | PHYSICAL THERAPY 1,653,918 382,064 2,035,982 -9,709 2,026,273} 66.00
67.00 [OCCUPATIONAL THERAPY 356,909 30,632 387,541 -4,535 383,006} 67.00
68.00 {SPEECH PATHOLOGY 246,751 11,293 258,044 -2,683 255,361 68.00
69.00 ; ELECTROCARDIOLOGY 162,075 86,130 188,205 -2,500 185,705] 69.0G0
70.00 | ELECTROENCEPHALOGRAPHY o) v 0 0 0} 70.00
71.00 {MEDICAL SUPPLIES CHARGED TO PATIENTS g 0 0 6,796,956 6,796,956} 71.00
72.00 | IMPL. DEV. CHARGED TO PATIENTS 0 0, v 9,245,060 9,245,060 72.00
73.00 |DRUGS CHARGED TO PATIENTS o) 0, Iy; 16,584,754 16,584,754} 73.00
74.00 |RENAL DIALYSIS o) 0, 0 0 O 74.00
75.00 |ASC (NON-DISTINCT PART) B ) G 9 0 _0; 75.00
OUTPATYENT -SERVICE :COST CENTERS -7t SR - e L
88.00 [RURAL HEALTH CLINIC 0, 0 0 0| 88.00
89.00 | FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 i) 0 89.00
90.00 | CLINEC 257,817 131,396 389,213 ~5,49% 383,722} 90.00

MCRIF32 - 2.25.130.0
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Health

Financial Systems

IU HEALTH GOSHEN HOSPITAL

In tieu of Form CMS-2552-10

RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES provider CCN: 150026 Pericg:l 0172011 Worksheet A
From
To  12/31/2011 | pate/Time Prepared:
/ 5/24?2012 4:2}2] P
T Rec1assitied |
90.01 |WOMEN'S CENTER 0 0 0; 0 90.01
90.02 |WOUND CLINIC 0] 1,333,355 1,333,355 -294,292 1,039,063| 90.02
90.03 |MOBILE CLINIC 140,725 129,200 269,925 -28,031 241,89%4{ 90.03
91.00 | EMERGENCY 2,158,913 453,083 2,611,996 -281,314 2,330,682 91.00
92.00 |0BSERVATION BEDS {NON-DISTINCT PART) 92.00
OTHER 'REIMBURSABLE COST: CENTERS /7l G2
94.00 |HOME PROGRAM DIALYSIS 0 [& 0 9 94,00
95.00 | AMBULANCE SERVICES 0 0 0 0] 95.00
96,00 |DURABLE MEDICAL EQUIP-RENTED 0 0 o 0| 96.00
97 .00 |DURABLE MEDICAL EQUIP-SOLD 0 0 0 of 97.00
98.00 |OTHER REIMBURSABLE COST CENTERS 0 0 0 af 958.00
99,00 [CMHC 9 0 9 0| 99.00
99.10 |CORF 0 0 0 0 G| 99.10
100.00] I&R SERVICES-NOT APPRVD PRGM 0 4] 0 0 0100.00
101.00{HOME HEALTH AGENCY 1,434,172 188,201 1,619,373 -12,282 1,607,091|101.00
SPECEAL PURPOSE COST. CENTERS /il i ehiy s i ey T i T U i vl D s
105.00 KIDNEY ACQUISITION Q 0 0 0 6[105.00
106.00| HEART ACQUISITION t)t 0 0 0 0]106.00
107.00] LIVER ACQUESITION 9‘ 0 0 0' 0]107 .00
108.00) LUNG ACQUISITION 0' 0, 0 q 01108 .90
109.00| PANCREAS ACQUISITION Ol 0 0 Ol 0i105.00
110.00| INTESTINAL ACQUISITION Ol 0 4 Ol 0:110.00
111.00i ISLET ACQUISETION v 0 0 ¢ 0i111.00
113.00| INTEREST EXPENSE | 2,034,619 2,034,619 -2,034,619} 0{113.00
11400 UTILIZATION REVIEW-SNF 0 O 0 0, 0114.00
115,00 AMEULATORY SURGICAL CENTER {(D.P.)} v OI 0 0' 0115.00
136,00 HOSPICE 617,685 541,528 1,159,213 —183,330' 975,883|116.00
118.00; SUBTOTALS (SUM OF LINES 1-117) 56,572,841 110,508,393] 167,081,234 = -~779,124 166,302,110|118,00
NONREIMBURSAELE'COST fCEP{TERS 'f_‘: _'.;: i . -_::' SELTTY RN f. R R = :'._Z'} S Z_'.'Z:’ R j.fx R R :‘:2 Dl LR L il z
120.00[GIFT, FLOWER, COFFEE SHOP & CANTEEN 678,268 373,642 1,051,910 -6,352 1,045,558(190.00
190.01l OTHER NR/CHP-GRANT I/COMMUNITY ED 424,926 112,377 537,303 - 537,297|190.01
190.02|GIFT, FLOWER, COFFEE SHOP, & CANTEEN 0 0 0 v 0(190.02
190.03| LIFELINE 0 0 0| v 0[190.03
190, 04) COMMUNITY RELATIONS 641,295 5,047,235 5,688,530 785,432' 6,474,012/190.04
190.05| PRIVATE DUTY 0 0 O 0 0[190.05
190.06) PROFESSIONAL DEVELOPMENT q 1,358,006 1,358,006 4 1,358,006190.06
190.07|GIFT, FLOWER, COFFEE SHOP, & CANTEEN Oi 0 0 Ol 01190.,07
191.00; RESEARCH 0; 0 0 0{ 01191.00
192.00; PHYSICIANS' PRIVATE OFFICES 0 Q) 0 0; 0}192.00
193.00] NONPAID WORKERS 0 Ly 0 OE 01193.00
200.00]TOTAL (SUM OF LINES 118-199) 58,317,330 117,399,653} 175,716,983 0 175,716,983|200.00
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Health Financial Systems TU HEALTH GOSHEN HOSPITAL in Lisy of Form (MS-2552-10
RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES provider CCN: 150026 | Period: worksheet A
From 01/01/2011 .
To  12/31/2001 | pate/Time Prepared:
5/24/2012 4:22 pm

Net Expensds:|
~iFor-Atlocatien
: 74005
GENERAL . SERVICE COST:CENTERS “:iii : iy
1.00 [CAP REL COSTS~BLDG & FIXT 715,557 6,645,323 1.00
2.00 [CAP REL COSTS-MVBLE EQUIP 290,917 6,783,837 2.00
3.00 |OTHER CAP REL COSTS L 0 3.00
4.00 |EMPLOYEE BENEFITS v 16,791,336 4,00
5.01 |CASHIERING/ACCOUNTS RECEIVABLE 0 1,329,003 5.01
5.02 |OTHER ADMINISTRATIVE AND GENERAL ~2,464,529 23,466,334 5.02
6.00 |MAINTENANCE & REPAIRS 0 0l 6.00
7.00 |OPERATION OF PLANT . 0 2,824,889 7.00
8.00 |LAUNDRY & LINEN SERVICE 0 528,687 8.00
------- 9.00 |HOUSEKEEPING 0 1,286,702 9.06
10.00 |DXETARY -39,291 333,464 10.00
11.00 |CAFETERIA -922,788 385,329 11.00
12.00 |MAINTENANCE OF PERSONNEL 0 12.00
13.00 |NURSING ADMINISTRATION 1,492,718 13.00
14.00 |CENTRAL SERVICES & SUPPLY 434,838 14.00
15.00 | PHARMACY 1,373,547 15.00
16.00 |MEDICAL RECORDS & LIBRARY 2,434,880 16.00
17.00 |SOCIAL SERVICE 355,956 17.00
18.00 |OTHER GENERAL SERVICE (SPECIFY) 0f 18.00
19.00 |NONPHYSICIAN ANESTHETISTS 0| 19.00
2¢.00 |NURSING SCHOOL 0 20.00
21.00 {I&R SERVICES-SALARY & FRINGES APPRVD 0 21.00
22.00 }1&R SERVICES-OTHER PRGM COSTS APPRVD 0 22.00
23.00 | PARAMED ED PRGM 121,227 23.00
INPATIENT ' ROUTINE SERVICE  COST:CENTERS  ioiiis el R A
30.00 {ADULTS & PEDIATRICS q‘ 6,922,681 30.00
31.00 | INTENSIVE CARE UNIT 1 1,468,995 31.00
32.00 | CORONARY CARE UNIT 0 32.00
33.00 |BURN INTENSIVE CARE UNIT 0] 33.00
34.00 |SURGICAL INTENSIVE CARE UNIT 0' 0 34.00
A0.00 | SUBPROVIDER ~ IPF & 0 40.00
41.00 |SUBPROVIDER - IRF Oi 0 41.00
42,00 | SUBPROVIDER OI 0 42.00
43,00 | NURSERY OI 230,621 43,00
44.00 |SKILLED NURSING FACILITY OI 0 44.00
45.00 |NURSING FACILITY 0 9 45.00
46,00 |OTHER LONG TERM CARE 0 0 46.00
IANCILLARY - SERVICE 'COST 'CENTERS .1t T T T e e e e e T
50,00 [OPERATING ROOM ¢ 7,521,518 50.00
51.00 |RECOVERY ROOM 0{ 446,483 51.00
52.00 [DELIVERY ROOM & LABOR ROOM ol 1,235,711 52.00
53.00 |ANESTHESIOLOGY [+ 0 53.00
53.01 [ PAIN MANAGEMENT -1,609,994 572,780 53.01
54,00 |RADIOLOGY-DIAGNOSTIC -7,187,184 21,323,513 54.00
55.00 |RADIOLOGY-THERAPEUTIC Oi 72,189 55.00
56.00 | RADIOISOTOPE ol [t 56.00
56.01 |CARDIAC CATH LAB 0| 837,217 ) 56.01
57.00 |CT SCaN 0| v; 57.00
58.00 |MAGNETIC RESONANCE IMAGING (MRI) 0| 0 58.00
59,00 |CARDIAC CATHETERIZATION v 0 59.00
650.00 |LABORATORY —800,005' 3,709,152 60.00
60.01 |BLOOD LABORATORY Ol 0 60.01
61L.00 |PBP CLINICAL LAB SERVICES-PRGM ONLY 0| 0 61.00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS Ol 0 62.00
63.00 |BLOOD STORING, PROCESSING & TRANS. 0| 0 63.00
64.00 | INTRAVENOUS THERAPY ol 0 64.00
65.00 |RESPIRATORY THERAPY DI 1,186,832 65.00
66.00 |PHYSICAL THERAPY Cvl 2,026,273 66.00
67.00 |OCCUPATIONAL THERAPY Ol 383,006 67.00
68.00 | SPEECH PATHOLOGY ol 255,361 68.00
69.00 | ELECTROCARDIOLOGY Ol 185,705 69.00
70.00 | ELECTROENCEPHALOGRAPHY OI 0 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 47 6,796,956 71.00
72.00 JIMPL. DEV. CHARGED TO PATIENTS OI 9,245,060 72.00
73.00 |DRUGS CHARGED TO PATIENTS o 16,584,754 73.00
74.00 |RENAL DIALYSIS OI 0 74.00
75.00 JASC (NON-PISTINCT PART) [} 0 75.00
OUTPATIENT -SERVICE COST CENTERS -0 I8l iif i ™ Bon o R T
88.00 {RURAL HEALTH CLINIC [+ 0 88.00
89.00 | FEDERALLY QUALIFIED HEALTH CENTER ¢ 0 89.00
90.00 | CLINIC -11,607 372,115 90,00
40.01 {WOMEN'S CENTER : G 0 90.01
90.02 {WOUND CLINIC -3,288 1,035,775 90,02
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Health Financial Systems

14 HEALTH GOSHEN HOSPITAL

In Lie

+ of Form €M§-2552-10

RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES

Provider CCN: 150026

Period:
From 01/01/2011
To 12/31/2011

Worksheet A

Date/Time Prepared:
15/24/2012 4:22 pm

=1 NeTiExpenses:
Eor Aﬂocatwn
e QR ;

90,03 |MOBILE CLINIC 0 241,894 90.
91.00 |EMERGENCY Q) 2,330,682 91.
92,00 |OBSERVATION BEDS (NON-DISTINCT PART) g2.

OTHER -REIMBURSABLE. COST CENTERS:
94.00 |HOME PROGRAM DIALYSIS q 0 94.
95.00 JAMBULANCE SERVICES 0 95
96.00 JDURABLE MEDICAL EQUIP-RENTED ) 96.
97.00 {DURABLE MEDICAL EQUIP-SOLD §| 0; 97.
98.00 [OTHER REIMBURSABLE COST CENTERS 0 98.
99,00 [CMHC ¢ 99,
99.10 | CORF [¢] 99.
100,00 I&R SERVICES-NOT APPRVD PRGM 0 106.
101,00 HOME HEALTH AGENCY. 0l 1 607 091 101.

SPECTAL - PURPOSE 'COST - CENTERS 705 S e e
105 .00/ KIDNEY ACQUISITION q 0 105
106,00 HEART ACQUISITION q 0 106.
107 .00; LIVER ACQUISITION q 0 107.
308.00] LUNG ACQUISITION o GI 108.
108.00] PANCREAS ACQUISITION 0] Ol 109
110.00, INTESTINAL ACQUISITION 0{ 0 110
115,00 ISLET ACQUISITION q 0 111
113.00{ INTEREST EXPENSE 0 113
114.00| UTILIZATION REVIEW-SNF 0 Y 114
115.00{ AMBULATORY SURGICAL CENTER (D.P.) 0 o 115
116.00 HOSPICE 975,883 116
118.00]SUBTOTALS {SUM OF LINES 1- 11?) —12 145 293 154 156 81? 118

INONRETMBURSABLE  COST CENTERS™: i ST = a
190.00|GIFT, FLOWER, COFFEE SHOP & CANTEEN q 1 045 558 190.
190.03 OTHER NR/CHP-GRANT Y/COMMUNITY ED q 537,297 190.
190.02(GIFT, FLOWER, COFFEE SHOP, & CANTEEN G' 0 190,
190.03| LIFELINE q 0 190.
190.04| COMMUNITY RELATIONS Ol 6,474,012 190.
190.05| PRIVATE DUTY q 0 190.
190.06| PROFESSIONAL DEVELOPMENT 0 1,358,006 190.
190.07]GIFT, FLOWER, COFFEE SHOP, & CANTEEN OJ &) 190,
191.00] RESEARCH o, 0 191
192.00] PHYSICEANS' PRIVATE OFFICES o, 0 192
193,00 NONPAID WORKERS 0] [ 193
200.00] TOTAL (SUM OF LINES 118-199) ~-12,145,293 163,571,690 200.

03
00
00

00

.00

a0
00
00

10
o0
oG

.00

o0
00
00

.00
00
.00
00
.00
.00
.00
.00

0g
o1
0z
03
04
05
06
07

.00
.00
.00

00
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Health Financial Systems : I HEALTH GOSHEN HOSPITAL In tieu of Form CM5-2552-10
RECLASSIFICATIONS Provider CCh: 150026 | Period: worksheet A-6

From 01/01/2011 .
To 12/31/2011! Date/Time Prepared:

5/24/2012 4:22 pm

1.00 OTHER AD’HINISTRATIVE AND 5.02 0 74,290 1.90

GENERAL .
2.00 [MEDICAL SUPPLIES CHARGED TO 71.60 6,797,682 2.00

PATIENTS
3.00 |IMPL, DEV. CHARGED TO 72.00 0 9,245,060, 3.00

PATIENTS
4.Q00 0.00 0 li; 4.00
5.00 0.00] 0 5.00
6.00 0.00 0 0 6.00

------ - 7.00 0.00 0 0 7.00

3.00 0.0 0 8.00
9.00 0.00 0 0 9.00
10.00 0.0 i) 16.00
11.00 0.00] 0 11.00
12.00 0.00] 12.00
13.00 0.0 13,00
14.00 0.0 14.00
15.00 0.0 g| 15.00
16.00 0.0 | 16.00
17.00 0.0 0| § 17.00
18.00 0.0 0 18.00
19.00 0.00 o{ | 19.00
20.00 0.0I}l Ol 01- 20.00
21.00 O.OGI Ol O‘ 21.00
22.00 O,OOI OI 0{ 22.00
23.00 0.0 0| 0 23.00
24.00 0.00| 0| O{ 24,00
25.00 0.00 l)I 0| 25.00
26.00 0.0 l OI Ol 26.00
27.00 0.00| Ol D| 27.00
28.00 0.00| 0l OI 28.00
29.00 0.00l Ol L 29.00
30.00 0.00 OI 0 30.00
31.00 O.OL‘J' O| 0 31.00
32.00 .05 32.00

ToTALS R 16,117 oszl -

B = PHARMACY N e R Y e ¥ TR
1.00 |DRUGS CHARGED TQ PATIENTS 73.00 Oi 16 588 759 1.00
2.00 0.00 0' 0 2.00
3.00 .00 O‘ 0 3.00
4.00 0.00 1; 0 4.00
5.00 0.00 0l 0] 5.00
6.00 .00 0 o) 6.00
7.00 0.00 0] i} 7.00
8.00 0.00 0l Qf 8.00
9.00 0.00 0 0 9.00
10.60 0.00] 0 0 10.00
11,00 0.00 0 0 11.00
12.00 .00 0 1, 12.00
13.00 9.00 0 13.00
14.00 0.00 o 14.00
15.60 0.00 OI 0l 15.00
16.00 0.00 0| O 16.00
70y 4 o060 Q|7 0 i7.00

[TOTALS 9 16 588,759 . .

C = P DLETARY 5 i o i e e AR : S T e T TR e TR
1.00 [CAFEFERTA = 11 G% 543 oss,___ _765 029 1.00

TOTALS 543 088 765 029. ]

D = CAPLTAL INSURANCE < i-iiinlnl i wli o ) T T L T T -
1.00 [OTHER ADMINISTRATIVE AND 5702 7 104 0?8 1.00

GENERAL |
2.00 lCAP REL COSTS-BLDG & FIXT 1.00 0| 55,673 2.00
3.00 [CAP REL COSTS-BLDG & FIXT 1.00 ol 1,851 3.00
4,00 EMPLOYEE BENEFITS 4.00, ol 210,139 4.00
5.00 {OTHER ADMINISTRATIVE AND 5.02 0 605,419 5.00

GENERAL |
6.00 {CAP REL COSTS-MVBLE EQUIP 2.00 ol 4,006 6.00
7.00 [OTHER ADMINISTRATIVE AND 5.02 0'7 189,511 7.00

GENERAL

fﬁALs 0 1,260,677
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In Lieu of Form CM$-2552-10
worksheet A-6

Health Financial Systems U HEALTH GOSHEM HOSPITAL

Provider CCN: 150026 | peric

From 01/01/2011

To  12/31/2011 | pate/Time Prepared:
$/24/2012 4:22 pm

RECLASSIFICATIONS

JCost Center
L00:
BT CAPITAL.INTEREST.
1.00 (CAP REL COSTS-BLOG & ler

5 " : i I Lo
. S 2.00
0 2, 104 o0&

TOTALS _
Eo < CAPITAL DEPRECTATION =m0 e S R R T e e e T
1.00 [CAP REL COSTS~MVBLE EQUIP 2. 00‘ Oi 6 488 914| 1.00

200 + 1 _;Logr__ . Qk——

TOTALS
G o CIRCLE GF  CARE it D o I o S i WA SR s s R
893,567
1,154,823
2,018,390

6 488 914|'_ _

T e B
80,888 2.00
143,477

1.00 |ADULTS & PEDIATRICS ' 30.60 '
2.00 |[DELIVERY ROOM & LABOR ROOM | ~  52.00{

0 = COMMUNITY- REALTH. -0 e
1.00 [COMMUNITY RELATIONS

545 912 Sai 255|... R, 100

I

0 0, 3.00
TOTALS 546,912 241,255

1.00 [PARAMED sn PRGN! - 1 23.09
TOTALS

500.00 Grand Total: Increases

96,205
43,805,352

83,96
83,962
3,222,352

MCREIF32 - 2.25.130.0
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Health Financial Systems

IU HEALTH GOSHEN HOSPITAL

In tieu of Form CMS-2552-10

RECLASSIFICATIONS

provider cocy: 150026 | Period:
From 01/01/2011

worksheet A-6

To  12/31/2011 | pate/Time Prepared:
5/24/2012 4:22 pm

1.00 [EMPLOYEE BENEFITS 4.00 525 G 1.00
2.00 OPERATION OF PLANT 7.00 1 224 0 2.00
3.00 HOUSEKEEPING 9.00 0] 207 4 3.00
4,00 DIETARY 10.00; 18,505 0 4.00
5.00 |NURSING ADMINISTRATION 13.00 438 0] 5.00
6.00 CENTRAL SERVICES & SUPPLY 14,00, 626 4] 6.00
7.00  |PHARMACY 15.00 12,619 0 7.00
8.00 MEDICAL RECORDS & LIBRARY 16.00, 14 0, 8.00
9.00 |ADULTS & PEDIATRICS 30.00 404,679 0 9.00
10.00 |INTENSIVE CARE UNIT 31.00 3 181,080 3] 10.00
11.00 |NURSERY 43.00 | 216,661 0 11.0¢
12.00 JOPERATING ROOM 50.00 ol 10,911,896 0 12.00
13.00 |RECOVERY ROOM 51.00 cl 41,643 0 13.00
14.60 |PAIN MANAGEMENT 53.01 ol 1,058 0 14.00
15.00 |RADIOLOGY-DIAGNOSTIC 54.00 g' 676,099 0| 15.00
16.00 |RADIOLOGY-THERAPEUTIC 55.00 ‘ 39 0 16.00
17.00 |CARDYAC CATH LAB 56.01 01 2,113,084 0 17.00
18.00 |LABORATORY 60, 00] Oi 860,309 0 18.00
19.00 |RESPIRATORY THERAPY 65.00 0, 32,127 0 19.00
20.00 |PHYSICAL THERAPY 66.00 6,488 0 20.00
21.00 [OCCUPATIONAL THERAPY 67.00, 0 4,535 0 21.00
22.00 |SPEECH PATHOLOGY 68.00, 2,642 0] 22.00
23.00 ELECTROCARDIOQLOGY 69.00, 0] 2,484 o 23.00
24,00 |CLINIC 90.00 OI 5,491 3 24.00
25.00 [WOUND CLINIC 90.02 OI 289,723 0 25.00
26.00 [MOBILE CLINEC 90.03 Ol 418 0 26.00
27.00 |EMERGENCY 51.00 0I 281,314 [ 27.00
28.00 |HOME HEALTH AGENCY 101.00 0| 11,230 0 28.00
29.00 HOSPICE 116.00 ()| 36,838 OI 29.00
30.00 |GIFT, FLOWER, COFFEE SHOP & 190.00] 0| 1,353 0 30.00

CANTEEN |
31.00 JOTHER NR/CHP-GRANT 190.01 0 6 0 31,00

I/COMMUNITY ED l '
32.00 |[COMMUNITY RELATIONS | __ 190.04f 0 32.00

TOTALS

8= PHARMACY LRI 'Lgﬁ‘ RELTEIRA '__, =
1,00 |[EMPLOYEE BENEFITS . o 20,457 0 1.00
2.00  |OTHER ADMINISTRATIVE AND 5.02 j 4,005 0 2.00

GENERAL
3.90 |PHARMACY 15.00 I 5,121,183 ) 3.00
4.00 IOPERATING ROOM 50.00 0| 400 0 4.00
5.00 IPAIN MANAGEMENT 53.01 0| 10,867, 0 5.00
6.00 |RADIOLOGY-DIAGNOSTIC 54.00 11,243,693 0 &.00
7.00 [CARDIAC CATH LAB 56.01 ol 83 0 7.00
8.00  jLABORATORY 60.00 0' 58 0 8.00
9,00 IRESPIRATORY THERAPY 65.00 0' 8 0 9,00
10.00 [PHYSICAL THERAPY 66.00 E)1 3,221 0 10.060
11.00 [SPEECH PATHOLOGY 638,00 0¢ 41 0 11.00
12.00 [ELECTROCARDIOLOGY 69.00] 0 16; 0 12.00
13.00 [WOUND CLINIC 90,02 01 4,569 0 13.00
14.00 MOBILE CLINIC 90.03 0 27,613 0 14.00
15.00 |HOME HEALTH AGENCY 101.00 0 1,052 0 15.00
16.00 [HOSPICE 116.00] 0 146,492 O 16.00
17.00 |GIFT, FLOWER, COFFEE SHOP & 190.00, 0' 5,001 O 17.00

CANTEEN

TOTALS . ] A 16 588 759 ]

C e DIETARY - . imm i e TR B A e
1.00 [DIETARY _ ~ 10.090 543 088 765_ 029{7 - 0‘ 1.00

TOTALS 543 088 ?65 029

D = CAPETAL INSURANCE o7l oyl i i A S R R T
1.00 [RADIOLOGY-DIAGNOSTIC 54,00 Oi 159 ?SO 0 1.00
2.00  |PAIN MANAGEMENT 53.01 I 1,851 12 2.00
3.00 [CAP REL COSTS-BLDG & FIXT 1.00 I 210,139, 12, 3.00
4,00 |CAP REL COSTS~BLDG & FIXT 1.00] 0 695,419, 12 4.00
5.00 |CAP REL COS¥5-BLDG & FIXT 1.00] v 193 Slgl 12 5.00
6.00 0.00 0] 12 6.00
7.00 0.00] 0] 7.00

TOTALS 1 260 eﬁﬁ

E - CAPITAL INTEREST. . i iiiih TR e ey D D
1.00 [RADIOLOGY-DIAGNOSTIC 54,00 0 69 385 1 1.00
2.00 |INTEREST EXPENSE - _ix3e0f 0 0 ,034,619 I ¢ 2.00

TOTALS 2,104,004
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Health

Financial Systems

IU HEALTH GOSHEN HOSPITAL

In Lie

t of Form ¢M5-2552-10

RECLASSIFICATIONS

Provider CCN:

150026

Period:
From 01/01/2011
To 12/31/2011

Worksheet A-6

Date/T1 Tg prepared:

4:22 pa
Cost:Center
-~ 600
E % CAPITAL DEPRECTIATION 0 i : L i
1.00 [CAP REL COSTS-BLDG & FIXT 1.00 0 5,515,482 9 1.00
2.00 !wxcgcv;mmuiosrg ~ 54,00, . 973,432 O 2.00
TOTALS i) 6 488 914
16 = CIRCLE OF CARE: i " i e i B
1.00 {NURSERY . 143 477| 1,00
2.00 0.00 e 0 2.00
TOTALS 2,048, 396.H 143, 47;#
H = COMMUNITY HEALTH - oniiniy S e e TR
1.00 [OTHER ADMINISTRATIVE AND 5.02 546 912 236,524 0 1.00
GENERAL
2.00 |[MEDICAL SUPPLIES CHARGED TO 71.00 0 726 O 2.00
PATIENTS
3.00 |DRUGS CHARGED TO PATIENTS _ 73,00 o 4,005 o 3.00
TOTALS 546,912 241 255
T EMT. T S R e e I T
1.00 [OTHER ADMINISTRATIVE AND 83,962 95 205 0 1.00
GENERAL ] 4 [ O I
TOTALS 83,962 96,205
500,00 Grand Total: Decreases 3,222,352 43,805,352 500.00
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Health Financial Systems

IU HEALTH GOSHEN HOSPITAL

In Lieu of Form (MS-2552-10

RECONCILIATION OF CAPITAL COSTS CENTERS

provider €CM: 150026 | P

ertod:
From 01/01/2011
To 12/31/2011

worksheet A-7
Parts I-III

pDate/Time Prepared:

5/24/2012 4:2

2 pm

Beginning.

Balances.

PART.

TANALYSIS ‘OF; CHANGES "IN ‘CAPITAL ASSET, BALANCES .7 - i ‘ T B
1.00 |Land 3,883,887 0 0 ¢ o 1.00
2.00 [Land Improvements 2,988,795 0] v; 0 ol 2.00
3.00 [suildings and Fixtures 84,770,264 2,525,932 0 2,525,932 0l 3.00
4,00 (Butlding Improvements 113,748 0 0, 0 0 4.00
5.00 [Fixed Equipment 9,172,099 364,980 0 364,980 07 5.00
6.00 |[Movable Equipment 77,686,734 8,867,163 [ 8,867,163 841,183! 6.00
7.00 [HIT designated Assets 0 9 0 0 0} 7.00
8.00 [subtotal (sum of lines 1-7) 178,615,527 11,758,075 [u; 11,758,075 841,183] 8.00
9,00 |Reconciling Items 0 0 0 v 0} 9.00
10.00 [Total (line 8§ minus line 9 178,615,527 11,758,075 0 11,758,075 841,183} 10.00

10.00

T

CAP REL COSTS-8LDG & FIXT
CAP REL COSTS-MVBLE EQUIP
Total (sum of ¥ines 1-2)

10, 382, 796
0
10,382,796

LINES 1 anc
0

atio (se

TALLOCATION, OF |
OTHER -CAPITAL |

T

PART TIT - RECONCILTATION OF.CAPITAL: COSTS CENTERS -

1.00 |CAP REL COSTS-BLDG & FIXT 103,819,708 o 103,819,705 0.547768 ol 1.00
2.00 |CAP REL COSTS-MVBLE EQUIP 85,712,715 ¢) 85,712,715 (.452232 ¢ 2.00
3.00 |Total (sum of lines 1-2) 189,532,420 o 189,532,420 1.000000! o, 3.00
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Health Financial Systems IU HEALTH GOSHEN HOSPITAL In_Lieu of Form (M5-2552-10
RECONCILTIATION OF CAPETAL COSTS CENTERS provider CcM: 150026 | period: Worksheet A-7

From 01/01/2011| Parts I~III

To  12/31/2011 | Date/Time Prepared:
5/24/2012 4:22

PART: £ =  ANALYSTS OF [CHANGES TN CAPITAL ASSET BALANCES: i B D B iy

1.00 |rLand 3,883,887 0, 1.00
2.00 |Land Improvements 2,988,795 196,484 2.00
3.00 ([BuiTdings and Fixtures 87,296,196 4,418,167 3.00
4.00 |Building Improvements 113,748 76,800 4,00
5.00 |Fixed Equipment 9,537,079 3,306,441 5.00
6.00 Movable Equipment 85,712,714 44,092,051 6.00
7.00 JHIT designated Assets. 0 O 7.00
8.00 |subtotal (sum of lines 1-7} 189,532,419 52,089,943 8.00
9,00 Jreconciting Items 0 0 9.00

otal (i inus Jine 9) 189,_532_,419_] 52,089,943 10.00

PART ‘TX. = RECONCILIATION OF AMOUNTS 'EROM WORKSHEET A, COLUMN 27 LINES-1
CAP REL COSTS-BLDG & FIXT 10,382,796
CAP REL COSTS-MVBLE EQUIP 0

Total (sum of Jines 1-2) 10,382,796
Hreral AT ol T —tad — TON BF BTHER. CAPLTAL.

: : 6.60
PART XTI« RECONCILIATION ‘OF.CAPITAL: COSTS CENTERS -

1.00 |CAP REL COSTS-BLDG & FIXT o 0 0 3,901,036 d 1.00
2.00 |CAP REL COSTS-MVBLE EQUIP 0 &) 0 6,978,436 o| 2.00
3.00 |Total (sum of lines 1-2) &) 0 0 10,879,472, 0| 3.00
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Health Financial Systems

IU HEALTH GOSHEN HOSPITAL In tieu of Form CMS-2552-10
RECONCILYATION OF CAPITAL COSTS CENTERS provider CCh: 150026 | Period: Worksheet A-7

From 01/01/2011} Parts I-IIX
To  12/31/2011} Date/Time Prepared:

5/24/2012 4:22 pm

100
PART 11X = RECONGILIATION OF CAPITAL COSTS CENTERS “i : :
1.00 |CAP REL COSTS-BLDG & FIXT 3,785,839 -1,041,552 O; 6,645,323 1.90
2.00 |CAP REL COSTS-MVBLE EQUIP -198,605 4,006 0 6,783,837 2.00
3.00 |Total (sum of Tines 1-2) ¥

3,587,234 ~1,037, 546 0,

13,429,160| 3.00
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Health Financial Systems IV HEALTH GOSHEN HOSPITAL In Lieu of Form CMS-2552-10
ADIUSTMENTS TO EXPENSES provider ccii 150026 | Period: worksheet A-8
From 01/01/2011
Yo  12/31/2011 ) Date/Time Prepared:
5/24/2012 4:22 p
i Expense: Glassification on workshéet a ="
To/From Which: the ‘amgunt:is to be adjusted
Basis/Code (2]
BRI G e i o e RO R TR 200 A SRR R 00
1.00 |Investment income - CAP REL COSTS-BLDG & B -240,560/CAP REL COSTS-BLDG & FIXT 1.0 1.00
FIXT {chapter 2)
2.00 |Investment income - CAP REL COSTS-MVBLE B -198,605CAP REL COSTS-MVBLE EQUIP 2.00] 2.00
EQUIP {chapter 23
3.00 |Investment income - other (chapter 2) O 0.00} 3.00
4.00 lvrade, guantity, and time discounts (chapter B -79,402/0THER ADMINISTRATIVE AND 5.021 4.00
8 GENERAL
5.00 [mrefunds and rebates of expenses (chapter 8) B —446,926|0THER ADMINISTRATIVE AND 5.02] 5.00
GENERAL
6.00 [Rental of provider space by suppliers B -855,356ICAP REL. COSTS-BLDG & FIXT 1.08( 6.60
{chapter 8)
7.00 [Telephone services {pay stations excluded)} 0 0.06] 7.c0
(chapter 21)
8.00 |Television and radio service (chapter 21) s 0.00{ 8.00
9.00 |Parking Yot (chapter 21) 0 0.061 9,00
10.00 |provider-based physician adjustment A-8-2 -9,737,156, 10.00
11.00 |sale of scrap, waste, etc. (chapter 23) 0 0.00] 11.00
12,00 |Related organization transactions {(chapter A-8-1 10,563,116 12.00
10)
13.00 (Laundry and linen service 0 0.00] 13.00
14.00 |cafeteria-employees and guests B -919,120:CAFETERTA 11.00( 14.00
15.00 |rRental of quarters to employee and others 0 0.06| 15.00
16.00 [sale of medical and surgical supplies to 5; 0.00] 16.00
other than patients
17.00 |sale of drugs to other than patients 0f 0.00] 17.00
18.00 {sale of medical records and abstracts B ~54,141MEDICAL RECORDS & LIBRARY 16.00; 18.00
19.00 {Nursing school (tuitiom, fees, books, etc.) 0 0.00| 19.00
20,00 [vending machines B -3,668 CAFETERIA 11,00} 20.00
21.00 [Income from imposition of interest, Finance B ~217,4700THER ADMINISTRATIVE AND 5.02| 21.00
or penalty charges {chapter 21) GENERAL
22.00 |Interest expense on Medicare overpayments 0 0.00] 22.00
and borrowings to repay Medicare
averpayments
23,00 |adjustment for respiratory therapy costs in A-8-3 DIRESPIRATORY THERAPY 65.00] 23.00
excess of limitation (chapter 1I4) )
24,00 {Adjustment for physical therapy costs in A-8-3 O PHYSICAL THERAPY 66.00} 24.00
excess of Timitation (chapter 14)
25.00 |utitization review - physicians’ QUTILIZATION REVIEW-SNF 114.00| 25.00
compensation (chapter 21)
26,00 |Depreciation ~ CAP REL COSTS-BLDG & FIXT B,CAP REL COSTS-BLDG & FIXT 1.00f 26.00
27.00 |Depreciation - CAP REL COSTS-MVBLE EQUIP 0.CAP REL COSTS-MVBLE EGUIP 2.00| 27.00
28.00 |Non-physician Anesthetist OINONPHYSTCIAN ANESTHETISTS 19.00( 28.00
29.00 |Physicians' assistant 0f 0.00| 29.00
30.00 |adjustment for occupational therapy costs in A-8-3 OlOCCUPATIONAL THERAPY 67.00] 30.00
excess of Timitation (chapter 14)
31.00 jAdjustment for speech pathology costs in A-8-3 QSPEECH PATHOLOGY 68.00] 31.00
excass of Fimitation (chapter 14) '
32.060 [cAH HIT Adjustment for Pepreciation and A 0 0.00] 32.00
Interest
33.00 [OTHER ADJIUSTMENTS (SPECIFY) (3) Ly 0.00] 33.00
33.01 [EMT CLASS TULTION B -58,940 PARAMED ED PRGM 23.00| 33.01
33.02 |MISC RADIOLOGY REV :] ~2?4,492IRA010LOGY—DIAGN0511C 54,00 33.02
33.03 |MISC A&G REVENUE 8 -14,0020THER ADMEINISTRATIVE AND 5.02| 33.03
GENERAL,
33.04 | PERSONAL AUTO USAGE A —43,103IOTHER ADMINISTRATIVE AND 5.02] 33.04
GENERAL
33.05 [ALCOHOLIC BEVERAGE A -7420THER ADMINISTRATIVE AND 5.02; 33.05
IGENERAL
33.06 |LOBBYING A ~26,170:0THER ADMINISTRATIVE AND 5.02| 33.06
iGENERAL
33.07 |SHARED A&G EXPENSE A -1,110,82810THER ADMINISTRATIVE AND 5.02f 33.07
GENERAL
33.08 | PRIMECARE ASSESSMENT A -8,276,255:0THER ADMINISTRATIVE AND 5.02| 33.08
GENERAL
33.09 [GoODWILL A -110,922'0\? REL COSTS-BLDG & FIXT 1.00{ 33.09
33.10 | FOOD SERVICES REVENUE B ~39,201DIETARY 10.00) 33.10
33.11 [MISC LAB REV B -1, 260/LARGRATORY 60.00f 33.11
50,00 |TOoTAL (sum of tines 1 thru 49) (Transfer to -12,145,293 i 50.00
worksheet A, column 6, Yine 200.)
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Health Financial Systems IG HEALTH GOSHEN HOSPITAL In Liey of Form CMS-2552-10
ADJUSTMENTS TO EXPENSES Provider CCN: 150026 | Period: worksheet A-8
From 01/01/201%
To  12/31/2011 | pate/Time Prepared:
5/24/2012 4:22 pm
1.90 |Investment income - CAP REL COSTS-BLDG &
FIXT (chapter 2}
2.006 |Investment income - CAP REL COSTS-MVBLE 1Y 2.00
EQUIP (chapter 2)
3.00 |Investment income - other (chapter 2) 0] 3.00
4.00 |Trade, quantity, and time discounts (chapter 0; 4.00
5.00 |Refunds and rebates of expenses (chapter 8) 0 5.00
6.00 |Rental of provider space by suppliers 9 6.00
{chapter 8§)
7.00 |Telephone services {(pay stations excluded) 0l 7.00
{chapter 21}
8.00 |Television and radio service (chapter 21) i} 3.00
9.00 |parking Tot {chapter 21) o; 9.90
10.00 |provider-based physician adjustment 0 10.00
11.00 |sale of scrap, waste, etc., (chapter 23) 0] 11.00
12.00 |Related organization transactions (chapter [ 12.00
10)
13.00 {Laundry and linen service 0l 13.00
14.00 |cafeteria-employees and guests 0 14.00
15.00 |Rental of quarters to employee and others 0] 15.00
16.00 |sale of medical and surgical supplies to .0 16.00
other than patients
17.00 {Sale of drugs to other than patients 0 17.00
18.00 |sale of medical records and abstracts 0] 18.00
19.00 {Nursing school (tuition, fees, bocks, etc.) 0] 19.00
20.00 {vending machines 0f 20.00
21.00 |Income from imposition of interest, finmance 1) 21.00
or penalty charges (chapter 21)
22.00 lInterest expense on Medicare overpayments 0] 22.00
and borrowings to repay Medicare
overpayments
23.00 [Adjustment for respiratory therapy costs in 23.00
excess of limitation {chapter 14)
24.00 Adjustment for physical therapy costs in 24.00
excess of limitation (chapter 14)
25.00 jutitization review - physicians' 25.00
compensation (chapter 21}
26.00 ipepreciation - CAP REL COSTS-8LDG & FIXT 0] 26.00
27 .00 ipepreciation - CAP REL COSTS-MVBLE EQUIP 0] 27.00
28.00 [Non-physician anestherist 28.00
29.00 [Physicians® assistant 0 29.00
30.00 [Adjustment for occupational therapy cests in 30.00
excess of limitation (chapter 14)
31.00 [adjustment for speech pathology costs in 31.00
oxcess of Timitation {chapter 14)
32.00 [CAH HIV Adjustment for Depreciaticn and 0 32.00
Interest
33.00 |OTHER ADJUSTMENTS (SPECIFY) (3) o 33.00
33.0L [EMT CLASS TUETION 0 33.01
33,02 |MISC RADIOLOGY REV 0 33.02
33.03 |MISC A&G REVENUE O 33.03
33.04 | PERSONAL AUTO USAGE [ 33.04
33.05 [ALCOHOLIC BEVERAGE 0 33.05
33.06 | LOBBYING U 33.06
33.07 | SHARED A&G EXPENSE 0 33.07
33.08 | PRIMECARE ASSESSMENT O 33.08
33.09 |GOODWILL 9 33.09
33.10 | FOOD SERVICES REVENUE ¢ 33.10
33,11 |MISC LAB REV [t 33.11
50.00 [TOTAL (sum of Vines 1 thru 49) (Transfer to 50,00
Worksheat A, column 6, 1ine 200.):
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Health Financial Systems IU HEALTH GOSHEN HOSPITAL In Lieu of Form CMs-2552-10
STATEMENT OF COSTS OF SERVICES FROM RELATED OQRGANIZATIONS AND HOME provider CCN: 150026 | period: worksheet A-8-1
OFFICE COSTS From 01/01/2011

To 1273172011 rate/1Time Prepared;

| 5/24/2012 4: 22 _pm

HOME OFFICE COSTS.-- -
1.00 1 00|CAP REL COSTS-BLOG & FIXT HOME OFFICE ALLOCATION 1.00
2.00 2.0%CAP REL COSTS-MVBLE EQUIP  [HOME OFFICE ALLOCATION 2.00
3.00 5.020THER ADMINISTRATIVE AND HOME OFFICE ALLOCATION 3.00
‘GENERAL
4,00 0.00] 4.00
5.00 {TOTALS (sum of Tines 1-4). Transfer column 5.00
6, 1ine 5 to worksheet A-8, column 2, Tine
12,
* The amounts on lines 1-4 (and subscripts as appropriate) are transferred in detail to Worksheet A, column 6, lines as
appropriate. Positive amounts increase cost and negative amounts decrease cost. For related organization or home office cost
amount alTcwable should be 1nd1cated 1n column 4 of this part.

which has not been posted to worksheet A, columns 1

and/or 2, the

B3

NTERRELATIONSHIP TO: RELATED ORGAHIZATION(S} AND/OR HOME OFFICE'

The Secretary, by virtue of the authority granted under section 1814(H)(1) oF the secial Security Act, requires that you furn1sh
the information requested under Part 8B of this worksheet.

This information is used by the Centers for Medicare and Medicaid Services and its intermediaries/contractors in determining that
the costs applicable to services, Facilities, and supplies furnished by organizations related to you by common ownership or

control represent reasonable costs as determined under section 1861 of the Social Security Act. If you do not provide all or any
part of the request information, the cost report is considered incomplete and not acceptable for purposes of ¢laiming
reimbursement under title XvIIiI.

6.00 B 0.00] 6.00
7.00 0.00] 7.00
8.00 0.0% 8.00
9.00 ﬂ.Oq 9.00
10.00 . 0.00, 10.00
100.00,6. other (Financial or non-financial) ‘ 106.00

specify:

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

A. Individual has financial interest (stockholder, partner, etc.) in both related organization and in provider.
8. Corporation, partnership, or other organization has financial interest in provider.
. Provider has financial interest in corporaticn, partnership, or other organization. )
. Director, officer, administrator, or key person of provider or relative of such person has financial interest in related
organization.
£, Individual is director, officer, administrator, or key person of provider and retated orgamization.
F. Director, officer, administrator, or key person of related organization or relative of such person has financial interest in
provider.

MCREF32 - 2.25.130.0
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Health Financial Systems IU HEALTH GOSHEN HOSPITAL In Lieu of Form CM5-2552-10

STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME Provider CON: 150026 | Period: worksheet A-8-1
OFFICE COSTS

From 01/01/2011
To  12/31/201%1 | Date/Time Prepared:
5/24/2012 4:22 pm

A, COSTS | INCURKED AND: AD]

HOME OFFICE:COSTS

1.00 1,922,395 1,922,395 1.00
2.00 489,522 0 489,522 2.00
3.00 9,500,709 1,349,510 8,151,199 3.00
4.60 1, 1, 0 4,00
5.00 jTovaLs (sum of 1ines 1-4)., Transfer column 11,912,626 1,349,510, 10,563,116 5.00
G, tine 5 to wWorksheet A-8, column 2, line
iz.

* The amounts on lines 1-4 (and subscripts as appropr1ate) are transferred in detail to Worksheet A, column 6, 1ines as
appropriate. Positive amounts increase cost and negative amounts decrease cost. For related organization or home office cost
which has not been posted to Worksheet A, colpmns 1 and/or 2 the amount a}lowab]e shautd be 1nd1cated in co]umn 4 of thzs

B INTERRELATIOHSHI? TO RELATED ORGANIZAT!ON(S) -AN /OR OME GFFICE. L
The Secretary, by virtue of the authority granted under section 1814(b}(1) of the Soc1a1 Secur1ty Act, requires that you furn1sh
the information requested under Part B of this worksheet.

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

6.00 TU HEALTH 0.00HOME OFFICE 6.00

7.00 0.00] 7.00

8.00 0.00] 8.00

9,00 .00 9.00

10.00 0.00] 10.00

100.00/ G, other (financial or non-financial) 100.00
specify:

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

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

B, Corporation, partner5h1p, or other organization has financial interest in pruvader

c. provider has financial interest in corporation, partnership, or other erganization.

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

E. Individual is diréctor, officer, administrator, or key person of prov1der and related organization.

F. Director, officer, adm1n1strator, or key person of related organization or relative of such person has financial interest in
provider.
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Health Financial Systems

14 HEALTH GOSHEN HOSPITAL

In Lieu of Form CMS-2552-10

PRGVIDER BASED PHYSICIAN ADJUSTMENT

Provider ccy: 150026

perioad: Worksheet A-8-2

From (1/01/2011

To

12/31/2011 | pate/Time Prepared:
5/24/2012 4:22 pn

Cost. ¢ Liprofessional
S i 20055 00 T e 400 s
1.00 OFTHER ADMINISTRATIVE AND 606,757 103,000] 1,00
. [GENERAL
2.00 16.00MEDICAL RECORDS & LIBRARY 115,155 9| 2.00
3.00 53.0LPAIN MANAGEMENT 1,626,887 1,590,887} 3.00
4,00 54.00ﬁADIOLOGYuDIAGNOSTIC 7,175,679 6,825,570 4.00
5.00 60. 00|LABORATORY 223,745 798,745( 5.00
6.00 90, 0GCLINIC 28,500 o 6.00
7.00 B0.0ZFDUND CLINIC 24,960 0| 7.00
8.00 91.00EMERGENCY 30,000 o 8.00
9.00 0.00] 0, o] 9.00
10.00 0.00 0 0] 10.00
200.00] 10,431,683 9,318,202i200.08

MCRIF3Z - 2.25.130.0
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HeaTth Financial Systems XU HEALTH GOSHEN HOSPITAL in Lieu of Form ¢MS-2552-10

PROVIDER BASED PHYSICIAN ADIUSTMENT provider CCN: 150026 | Period: worksheet A-8-2

From 01/01/2011

to  12/31/2011 | pate/Time Prepared:

5 2 pm
Unadjusted: RCE 5P
imi
i 00 i a1 K] B e

1.00 503,757 171,400 2,499 205,927 1.00
2.00 115,155 171,400 1,845 152,035 2.00
3.00 36,000 171,400 203 16,893 3.00
4.00 350,108 231,100 2,367 262,987 4.00
5.00 25,000 219, 500, 543 57,830, 5.00
6.00 28,500 171,400 203 16,893 6.00
7.00 24,960 171,400 263 21,672 7.00
8.00 30,000 171,400 8501 70,043 8.00
9.00 0 G 0] by; 9.00
10.00 0 0 0 0 10.00
200.00] 1,113,480 8,782 804,280, 200,00

MCRIF32 - 2.25.130.0
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Health Financial Systems

T4 HEALTH GOSHEN HOSPITAL

In tieu of Form CMS-2552-10

PROVIDER BASED PHYSICIAN ADJUSTMENT

Provider

CCN: 150026 | pericd:
From 01/01/2011
Yo o 12/31/2011

worksheet A-8-2

bate/Fime Prepared:
5/24/2012 4:22 pm

“PRYSICTan Cost] T Frovide
of Malpracticel . Componer

Adjasted RCE

16,00

.00
.00
.00
.00
.00
.00
.00
.00
.00
10.00
200.00,

[L-N- RN WV RSP RS S

SRRSO OO0

CODOODDOOO0

COCODOOLOO O

LOCOO00O00oO0

265,927
152,035
16,893
262,987
57,830
16,893
21,672
70,043
o

[HNE

S WoNGWU W

804,280(200.00

goooaas oo
R R R R

MCRIF32 - 2.25.130.0
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Health Financial Systems IU HEALTH GOSHEN HOSPITAL In Liew of Form CMS-2552-10
PROVIDER BASED PHYSICIAN ADJUSTMENT Provider cci: 150026 | Periad: wWorksheet A-8-2
From 01/01/2011 )
To  12/3172011| pate/Time Prepared:
| 5/24/2012 4:22 pm

1.00 297,830 400,830 1.00
2.00 0 [t 2.00
3.00 19,107 1,609,994 3.00
4.00 87,121 6,512,692 " 4.00
5.00 0 798,745 5.00
6.00 11,607 11,607 6.00
7.00 3,288 3,288 7.00
8.00 0 9, 8.00
9.00 0 0 9.00
10.00 0 g 10.60
200.00] 418,953 9,737,156 200.00
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Health Financial Systems

IU HEALTH GOSHEN HOSPITAL

In Liel

y of Form €MS-2552-10

COST ALLOCATION -~ GENERAL SERVICE COSTS

provider CCN: 150026

Period:
From {3/01/2011
To 12/31/2011

Worksheet B
Part I

Date/Time Prepared:
5/24/2012 4322

MVBLE : EQUIP ~ [CASHIERING/ACC
ol

GENERAL SERVICE COST CENTERS ' Sl B R
1.00 |caAP REL COSTS-BLDG & FIXT 6,645,323 6,645,323 .
2,00 jCAP REL COSTS-MVBLE EQUIP 6,733,837 6,783,837 2.00
4.00 |EMPLOYEE BENEFITS 16,791,836 88,966 7,307 16,888,109 4.00
5.01 [ CASHIERING/ACCOUNTS RECEIVABLE 1,329,003 13,636 2,123 218,126 1,562,888 5.01
5.02 |OTHER ADMINISTRATIVE AND GENERAL 23,466,334 537,548 1,672,408 2,807,422 0| s5.02
6.00 |MAINTENANCE & REPAIRS 0 0 0 0 0 6.00
7.00 |OPERATION QF PLANT 2,824,889 556,351 65,859 220,807 o] 7.00
8.00 |LAUNORY & LINEN SERVICE 528,687 36,290, 2,032 9,259 o[ 8.00
9.00 |HOUSEKEEPING 1,286,702 9,41 6,994 259,878 0| 9.00
10.00 |DIETARY 333,464 34,777 2,739 47,559 0| 10.00
11.90 CAFETERIA 385,329 116,296 9,158 159,006 0] 11.00
12.00 { MAINTENANCE OF PERSONNEL 0 0 0 0 0] 12.00
13.00 | NURSING ADMINISTRATION 1,492,718 19,275 63,280 380,97 0] 13.00
14.00 [CENTRAL SERVICES & SUPPLY 434,838 50,593 85,844 56,949, O} 14.00
15.00 | PHARMACY 1,373,547 41,732 7,477 319,385 0} 15.00
16.00 |MEDICAL RECORDS & LIBRARY 2,434,880 201,961 52,641 352,649, 0| 16.00
17.00 | SOCIAL SERVICE 355,956 12,673 1,748 102,484 0| 17.00
18.00 |OTHER GENERAL SERVECE (SPECIFY) 0 v 0 q G| 18.00
19.00 |NONPHYSICIAN ANESTHETISTS 0 0, 0 0 03] 19.00
20.00 |NURSING SCHOOL i 0 0 0| 20.00
21.00 |I&R SERVICES-SALARY & FRINGES APPRVD 0 O 0 0 0| 21.00
22,00 [1&R SERVICES-OTHER PRGM COSTS APPRVD 0 0 5 0 0] 22.00
23.00 | PARAMED ED PRGM 121,227 4,421 0 24,582 0| 23.00

INPATIENT-ROUTINE - SERVICE COST CENTERS | i 15 sy 50T A T AR A s s SR TR e T
30.00 |ADULTS & PEDIATRICS 6,922,681 733,379 155,702 1,932,606
31.00 |INTENSIVE CARE UNIT 1,468,995 195,693 207,764 409,75
32.00 |CORONARY CARE UNIT 0 0 0 DI
33.00 |BURN INTENSIVE CARE UNIT 0 0 0 [a;
34.00 |SURGICAL INTENSIVE CARE UNIT 4} ) 0 &
40,00 |SUBPROVIDER - IPF 0| 0 0 0
41.00 |SUBPROVIDER - IRF 0' 0 0 )
42.00 | SUBPROVIDER 0 0 0
43.00 |NURSERY 230,5214 25,405 10,175 63,102
44.00 |SKILLED NURSING FACILITY q 0 0 0
45,00 |NURSING FACILITY ¥ Q) 0 0
46.00 |OTHER LONG TERM CARE d 0 4] i

ANCILLARY' SERVICE COST CENTERS [RERA LT DR LT T T 7& DAY AR S . Z".:."_ PR
50.00 [OPERATING RODM 7,521,518 897,321 1,370,603 1,167,935 160,592| 50.00
51.00 |RECOVERY ROOM 446,483 62,284 16,164 127,362 14,010] 51.00
52.00 |DELIVERY ROOM & LABOR ROOM 1,235,711 136,144 54,515 338,110 16,629] 52.00
53.00 | ANESTHESIOLOGY 0 0 0 0 0} 53.00
53,01 | PATN MANAGEMENT 572,780 57,568 5,289 247,136 6,472} 53.01
54.00 | RADIOLOGY-DIAGNOSTIC 21,323,513 1,493,967, 2,190,834 3,677,337 331,442] 54.00
55.00 | RADIOLOGY-THERAPEUTIC 72,189 7,859 15,184 18,437 468{ 55.00
56.00 | RADIOISOTOPE 0 0 1) 0 0] 56.00
56.01 |CARDIAC CATH LAB 837,217 53,993 454,780 242,475 37,471 56.01
57.00 |CT ScaN 0 0 0 0 0} 57.00
58.00 |MAGNETIC RESONANCE IMAGING (MRI) 0 0 0, q 0| 58.00
59.00 {CARDIAC CATHETERIZATION 0 0 0 0| 59.00
60.00 | LABORATORY 3,709,152 122,269 42,108 687,909, 103,471| 60.00
60.01 }BLOOD LABORATORY 9 0 0 0, 0| 60.01
61.00 | PBP CLINICAL LAB SERVICES-PRGM ONLY q 61.00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 0| [} 0 0 0{ 62.00
63.00 | BLOOD STORING, PROCESSING & TRANS. q 9 0 0 {4 63.00
64.00 | INTRAVENOUS THERAPY [ 0 0 0 0] 64.00
65.00 | RESPIRATORY THERAPY 1,186,832 43,442 33,849 306,44 24,423} 65.00
66.00 | PHYSICAL THERAPY 2,026,273 225,499 72,823 484,236 25,773} 66.00
67 .00 | OCCUPATIONAL THERAPY 383,008 13,144 353 104,496 6,837] 67.00
68.00 |SPEECH PATHOLOGY 255,361 12,378 0 72,244 2,996| 68.00
69.00 | FLECTROCARDIOLOGY 185,705 9,510 1,662 29,886 13,785} 69.00
70.00 | ELECTROENCEPHALOGRAPHY 0 1] 0 [+ 0f 70.00
71.00 |MEDICAL SWPPLIES CHARGED TO PATIENTS 6,796,956 0 0 OI 67,560 71.00
72,00 [1MPL. DEV. CHARGED TO PATIENTS 9,245,060, [1; 1] [ 94,722| 72.00
73.00 |DRUGS CHARGED TO PATIENTS 16,584,754 O 0 0] 403,357 73.00
74.00 |REMAL BIALYSIS q 0 0 0 0| 74.00
75.00 |ASC (NON-DISTINCT PART) 0 0] 0, 0 0] 75.00

OYTPATIENT -SERVICE COST CENTERS . .7i:i'i" T T e DT T e B R
88.00 [RURAL HEALTH CLINIC [l o i) of 0| 88.00
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COST ALLOCATION - GENERAL SERYICE CO5TS
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From 01/01/2011

worksheet B
Part I

To  12/31/2011: pate/Time Pregared
5/24/2012 4322 pm

82.00 | FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0| 89.00
90.00 [CLINIC 372,115 38,903 14,725 75,484 6,811 90.00
90.01 |WOMEN'S CENTER 0] 0 0 0 0; 90.01
90.02 |WOUND CLINIC 1,035,775 73,896 9,900] 0 14,4771 90,02
90.03 |MOBILE CLINIC 241,894 0 27,614 41,202 457} 20.03
91.00 | EMERGENCY 2,330,682 482,494 74,879 632,089 57,092! 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) i 92.00

OTHER REIMBURSABLE ‘COST:CENTERS: AT e : i
94.00 |HOME PROGRAM DIALYSIS 0] 0 ¢ i 0] 94.00
95.00 [AMBULANCE SERVICES 0] 0 0 0 0] 95.00
96.00 |DURABLE MEDICAL EQUIP-RENTED 0l 0] 0 0] 0] 96.00
97 .00 [DURABLE MEDICAL EQUIP-SOLD 0] 0 0 & 0] 97.00
98.00 |OTHER REIMBURSABLE COST CENTERS 0 0 0 ) 0] 98.00
99,00 | CMHC Y 0} 0 9 0 99.00
98,10 | CORF 0 0 0 0] 0f 99.10
100,00/ 1&R SERVICES-NOT APPRVD PRGM 0 0 0 0 0]100.00
101,00 HOME HEALTH AGENCY 1 60? 091 50,358 9,863 419,020 5,362[101.00

SPECTAL PURPOSE  COST -CENTERS (- i i o e B S L . R e
105.00 KIDNEY ACQUISITION 0 0 0 G[105.¢0
106,00 HEART ACGUISITION 0] 0 0[106.00
107 .00/ LIVER ACQUISITION q 0 i, G167.00
108.00] LUNG ACQUISITION d 0 0 q 0[108.00
109,00 PANCREAS ACQUISITION OI 1} 0 0, ¢[109.00
110.00] INTESTINAL ACQUISITION q 0 0 0{119.00
111.00/ISLET ACQUISITION 0 0 0, Q11t.00
113 .00 INTEREST EXPENSE 113.60
114, 0DIUTILIZATION REVIEW-SNF 114.00
115,00 AMBULATORY SURGICAL CENTER (D.P.) L4 0 0 0 0]115.00
116.00] HOSPICE 975 883' 50,358 0 180,84ﬂ 10,853|116.00
118.00] SUBTOTALS (SUM OF LINES 1- 117) 154 156 817, 6 509 79 6 748 396 16,217,23 1,562,888{118.00

NONREIMBURSABLE : COST-'CENTERS ~ : ST AT L T e
190.00IGIFT, FLOWER, COFFEE SHOP & CANTEEN 1 045 558 77 590 6 175 198,584' 9{190.00
190.0]J OTHER NR/CHP-GRANT I/COMMUNITY ED 537,297 0 0 124,410' 0]190.01
190.02iGIFT, FLOWER, COFFEE SHOP, & CANTEEN g 0 y q 01190.902
190.03; LIFELINE 0 19,3865 o 0(190.03
190.04] COMMUNITY RELATIONS - 6,474 012' 57,942 9,90 347,884 0(190.04
190.05 PRIVATE DUTY ¢ 0 0 0[190.05
190.06] PROFESSIONAL DEVELOPMENT 1,358 004 ¢ 0 ¢ 0[190.06
190.07|GIFT, FLOWER, COFFEE SHOP, & CANTEEM o i) [H 0(190.07
191,00 RESEARCH 4 0 0 [ 0[191.00
192 .00 PHYSTICIANS' PRIVATE OFFICES 0 0| 0 0[192.00
193,00 NONPAID WORKERS 0 ) o 0 (|193.00
200.00 Cross Foot Adjustments 200.00
201.00 Negative Cost Centers 0 0 0 0[201.00
202,00/ TOTAL (sum lines 118-201) 163,571, 690; 6,645,323 6,783,837 16,888,109 1,562,888{2062.00
MCRIF32 - 2.25.130.0 44 | Page



Health Financial Systems

I8 HEALTH GOSHEN HOSPITAL

In Liel

u of Form CMS-2552-10

COST ALLOCATION ~ GENERAL SERVICE COSTS

Provider CCN: 150026

Period:
From 01/01/2011
To 12/31/2011

Worksheet B
Part I

Date/Time Prepared:

£ om

| 572472012 4:2

CIMAINTENANCE ‘& 1 OPERATION

'GENERAL - SERVICE  COST. CENTERS -
1.00 |CAP REL COSTS-BLDG & FIXT .1.00
2.00 [caP REL COSTS-MVBLE EQUIP 2.00
4.00 |EMPLOYEE BENEFITS 4.00
5.01 |CASHIERING/ACCOUNTS RECEIVABLE 5.01
5.02 |OTHER ADMINISTRATIVE AND GENERAL 28,483,712 28,483,712 5.02
6.00 |MAINTENANCE & REPAIRS 0 0 0f 6.00
7.00 JOPERATION OF PLANT 3,667,906 773,389 0 4,441,295 7.00
8.00 [LAUNDRY & LINEN SERVICE 576,268 121,508 0l 29,579, 727,355 8.00
9.00 [HOUSEKEEPING 1,562,985 329,560 0 7,671 0f 9.00
10.00 | DIETARY 418,539 88,250 0 28,346 0} 10.00
11.00 [CAFETERIA 669,789 141,227 0 94,792 0o 11.00
12.00 |MAINTENANCE OF PERSONNEL [ 0 0 s} G| 12.00
13.00 |NURSING ADMINISTRATION 1,956,244 412,480 0 15,711 0| 13.00
14.00 | CENTRAL SERVICES & SUPPLY 628,224 132,463 9 41,238 0| 14.00
15.00 | PHARMACY - 1,742,141 367,336 0 34,018 0| 15.00
16.00 |MEDICAL RECORDS & LIBRARY 3,042,131 641,442 0 164,617 0| 16.00
17.00 |SOCTAL SERVICE 472,861 99,704 0 10,330, 0] 17.00
18.00 |OTHER GENERAL SERVICE {SPECIFY) 0 0 0 q 0] 18.00
19,00 | NONPHYSICIAN ANESTHETISTS Q] 0 &) 0 07 19.00
20.00 |NURSING SCHOOL 0] 0 & 0 0 20.00
21.00 | 14R SERVICES-SALARY & FRINGES APPRVD 0 0 Q 0 0] 21.00
22.00 [I&R SERVICES~OTHER PRGM COSTS APPRVD 0 o) 1) 0 0] 22.00
23.00 [PARAMED ED PRGM _ - N 150,230| 31,676 ) 3,603 0| 23.00

INPATIENT ROUTINE SERVICE COST CENTERS "1l irisiil e dne i R n i P i e L L i
30.00 (ADULTS & PEDIATRICS 9,867,395 2,080,570, 0, 597,771 167,752| 30.00
31.00 [INTENSIVE CARE UNIT 2,311,269i 487,338 0 159,508 67,139 31.00
32.00 [CORONARY CARE UNIT 0| 0 ¢ 0| 32.00
33.00 |BURN INTENSIVE CARE UNIT 0 0 0] q 0| 33.00
34.00 |SURGICAL INTENSIVE CARE UNIT 0 0 OI 0] 34.00
40.00 |SUBPROVIDER - IPF 0] 0 0 q 0] 40.00
41,00 |[SUBPROVIDER - IRF 0 0 0 % a1 41.00
42.00 | SUBPROVIDER 0 0 0 0 0} 42.00
43.00 | NURSERY 335,038' 70,644 0 20,707 5,495 43.00
44.00 [ SKILLED NURSING FACILITY q by 0 0| 44.00
45.00 | NURSING FACILITY q 0 0 0 0 45.00
46.00 |OTHER LONG TERM CARE & &) 0 0} 0| 46.00

IANCILLARY: SERVICE ‘€OST- CENTERS =o-tu e T e P A S R TR e T
50.00 [OPERATING ROOM 11,117,969 2,344,257, g 731,400 133,890 50.00
51.00 |RECOVERY ROOM 666,303 146,492 0 50,767 0| 51,00
52,00 |DELIVERY RCOM & LABOR ROOM 1,781,106 375,552 0 110,967 29,443( 52.00
53.00 | ANESTHESIOLOGY 0] o [¢) 0 0| 53.00
53.01 | PATN MANAGEMENT 889,295 187,511 G 46,924 0] 53.01
54,00 | RADIOLOGY-DIAGNOSTIC 29,017,093 6,118,349 0 1,217,725 118,539] 54.00
55.00 | RADIOLOGY-THERAPEUTIC 114,137 24,066 0 6,408 0f 55.00
56.00 | RADICLISOTOPE 0 0 0 ) 0} 56.00
56.01 | CARDIAC CATH LAB 1,625,936 342,833 0 44,009 0} 56.01
57.00 [CT SCAN 0I 0 0 0 0i 57.00
58.00 [MAGNETIC RESONANCE IMAGING {MRI) q 0 v 0 0} 58.00
59.00 |CARDIAC CATHETERIZATION 0 iy 17 0 59.00
60.00 |LABORATORY 4,664,90& 983,610 i 99,664 0| 60.00
60.01 |BLOOD LABORATORY 0 0 0 iz 0| 60.01
61.00 ;P8P CLENECAL LAB SERVICES-PRGM ONLY 0 | 61.00
62.00 {WHOLE BLOOD & PACKED RED BLOOD CELLS L] 0 0 ¥ 0| 62.00
63.00 { BLOOD STORING, PROCESSING & TRANS. 4] 4] 0 0| 63.00
64.00 | INTRAVENQUS THERAPY 0 0 0 . 0 0| 64.00
65.00 | RESPIRATORY THERAPY 1,594,987 336,308 0 35, 409] 9] 65.00
66.00 | PHYSICAL THERAPY 2,834,604 597,685 0 183,803 0] 66.00
67.00 | OCCUPATIONAL THERAPY 507,836 107,079 0 10,714 0} 67.00
68.00 |SPEECH PATHOLOGY 342,979 72,318 0 10,089 0] 68.00
69.00 | ELECTROCARDIOLOGY 240,548 50,720 4 7,75 ol 69.00
70.00 | ELECTROENCEPHALOGRAPHY v 0 0 Bl Q| 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 6,864,516 1,447,404 0 q 0 71,400
72.00 |IMPL. DEV. CHARGED TO PATIENTS 9,339,782 1,969,321 0 q o 72.00
73,00 |DRUGS CHARGED TQ PATIENTS 16,988,111 3,581,994 Q) 0 0] 73.00
74.00 [RENAL DIALYSIS 0] [i; g ﬂ 0] 74,00
75.00 [ASC (NON-DISTINCT PART) kY 9 0 0] 75.00

QUTPATIENT SERVICE CQST"CENTERS T R L U TR L T g ;ﬂ Do R e K
83.00 [RURAL HEALTH CLINIC q’ 0] 0 of 0] 88.00
89.00 |FEDERALLY QUALIFIED HEALTH CENTER 0, 0 o, 0 0} 89.00
90.00 |CLINIC 508,038 107,121 i 31,708 0 90.00
90,01 |WOMEN'S CENTER 0 0 0 42 ¢ 90.01
90.02 [WOUND CLINIC 1,134,048 239,117 0 60.232| 15,072| 90.02
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Health Financial Systems IU HEALTH GOSHEN HOSPITAL In Liey of Form CMS-2552-10
COST ALLOCATION - GENERAL SERVICE COSTS provider cCN: 150026 | Period: worksheet B

From 01/01/2011] part I

To 12/31/2011] pate/¥ime Prepared:

. , 5/24/2012 4:22 pm
RTENANCE ‘& OPERATION p et
EPAIRS 7! PLANT.

90.03 |MOBILE CLINIC 313,367 0 [ 0| 90.03
91,00 |EMERGENCY 3,577,236 0 393,247 190,025( 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 3 92.00

OTHER- REIMBURSABLE ' COST CENTERS i b i i b i a0 G S
94.00 |HOME PROGRAM DYALYSIS 0 0 0 0| 94.00
95.00 | AMBULANCE SERVICES 0 0 o 0| 95.00
96.00 |DURABLE MEDICAL EQUIP-RENTED 0 0 0 6| 96.00
97.00 |DURABLE MEDICAL EQUIP-SOLD 0 0 0 0| 97.00
98.00 |OTHER REIMBURSABLE COST CENTERS O 0 4 0| 98.00
99.00 | CMHC 0 0 ¢ 0f 99.00
99.10 | CORF O 0 0) g} 99.10
100.00) I&R SERVICES-NOT APPRVD PRGM L 0l 0 6[100.00
101.00| HOME HEALTH AGENCY 2,091,694 441,040 9 (101,00

SPECTAL PURPOSE COST CENTERST BT R R e R e el ST
105.00/ KIDNEY ACQUISITION Oi 0l i) 3‘ 0{105.00
106. 00 HEART ACQUESTITION - Ol 0 0 0]106.00
107 .00] LIVER ACQUISITION Ol 0 3] 0 0{107.00
108.00] LUNG ACQUISITION DI O [3) 0 0{108.00
109.00] PANCREAS ACQUISITION 0| 0 0 ol 01109.00
110.00] INTESTINAL ACQUESITION Dl 0 0 0 0]110.00
111.00] ISLET ACQUESITION 0 0 0 0 0]111.00
113.00] INTEREST EXPENSE 113.00
114.00| UTILIZATION REVIEW-SNF 114.00
115.00{ AMBUEATORY SURGICAL CENTER (D.P.) | 0f 0 L 0[115.00
116.00] HOSPICE 1,217,94 256,806 0 41,046 0[116.00
118.00] SUBTOTALS (SUM OF LINES 1-117) 153,314,966 26,321,051 0 4,330,824 727,355(118.00

NONREIMBURSABLE - COST. CENTERS ;0 i i S i f i s s e B R e R T L L T
19G.00[GIFT, FLOWER, COFFEE SHOP & CANTEEN 1,327,907 279,993 0 63,243 0[190.00
190.01} OTHER NR/CHP-GRANT I/COMMUNITY ED 661,707 139,523 0 &) (|190.01
190.02{ GIFT, FLOWER, COFFEE SHOP, & CANTEEN 0 0 9 0(190.02
190.03{ LIFELINE 19,365 4,083 0 0 0{190.03
190.04] COMMUNITY RELATIONS 6,889,739 1,452,722 0 47,228 01190.04
190.05| PRIVATE DUTY \; O 3} 0}190.05
190.06| PROFESSIONAL DEVEEOPMENT 1,358,008 286,340 O 9 0(190.06
190.07| GiFF, ¥FLOWER, COFFEE SHOP, & CANTEEN 0] Q O 3] 0{190.07
191.00] RESEARCH 0 0 0{191.00
192 .00 PHYSICIANS' PRIVATE OFFICES 0 O 0 0i192.60
193.00] NONPAID WORKERS 0 O & 0/193.00
200.00| Cross ¥oot Adjustments 200.00
201.00} Negative Cost Centers o 0 g 01201.00
202.00{ TOTAL (sum lines 118-201) 163,571,690 28,483,712 0 4,441,295 727,3551202.00
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COST ALLOCATION - GENERAL SERVICE COS5TS

Provider CoN:

150026 | Period:
From 01/01/2011 | part I
To 12/31/2011

worksheet B

m
GENERAL - SERVICE COST CENTERS 3
1.00 |[CAP REL COSTS-BLDG & FIXT 1.00
2.00 [CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |EMPLOYEE BENEFIY¥S 4.00
5.01 |CASHIERING/ACCOUNTS RECEIVABLE 5.01
5.02 |OTHER ADMINISTRATIVE AND GENERAL 5.02
6.00 |MAINTENANCE & REPAIRS 6.00
7.00 |OPERATION OF PLANT 7.00
8.00 |LAUNDRY & LINEN SERVICE 8.00
9.00 |HOUSEKEEPING 1,900,216 9.00
10.00 |DIETARY 12,231 547,366 1G.490
11.00 | CAFETERIA 40,900, 0| 944,708 11.90
12.00 |MAINTENANCE OF PERSONNEL 0 ol 0 ¢ 12.00
13.00 |NURSING ADMINISTRATION 6,779 OI 24,219 [+ 2,415,433 13.00
14.00 |CENTRAL SERVICES & SUPPLY 17,793 0, 7,642 0 0| 14.00
15.00 | PHARMACY 14,677 O 18,772 0 0| 15.00
16.00 |MEDICAL RECORDS & LIBRARY 71,027 0| 34,577 0 0] 16.00
17.00 | SOCIAL SERVICE 4,457 0 8,760 0' 0] 17.00
18.00 |OTHER GENERAL SERVICE (SPECIFY) o 0 0, 0] 18.00
19.00 |NONPHYSICIAN ANESTHETISTS o 0 0; 19.00
20.00 |NURSING SCHOOL 0 0| 0 0i 20.00
21,00 |I&R SERVICES-SALARY & FRINGES APPRVD 0 0] [ 01 21.00
22.00 |E&R SERVICES-OTHER PRGM COSTS APPRVD 0 ) 0 0 22.00
23.00 |PARAMED ED PRGM 0 0} 0] 0i 23.00
INPATIENT ‘ROUTINE. SERVICE 'COST CENTERS il i Tor i ol St a il ol 220 S
30.00 [ADULTS & PEDIATRICS 257,921 480,153 174,335 0 834,242 30.00
31,00 }INTENSIVE CARE UNIT 68,823 67,213 30,257 0 189,947} 31.00
32.00 [CORONARY CARE UNIT a 0, 0 ¢ 0| 32.00
33.00 |BURN INTENSIVE CARE UNIT g 0 0 0; 0 33.00
34,00 [SURGICAL INTENSIVE CARE UNIT 0' 1) 0 0{ 0| 34.00
40,00 | SUBPROVIDER - IPF 0' 0 0 0, 0| 40.00
41.00 | SUBPROVIDER - IRF 0' 0 0 t}i 0| 41.00
42.00 |SUBPROVIDER 0 0 0 ol 0| 42.00
43,00 |NURSERY 8,935 0 5,474 25,618/ 43.00
44.00 [SKILLED NURSING FACILITY OI 0 0 0f 44.00
45,00 |NURSING FACILITY DI 0 0 0 0} 45.00
46.00 |OTHER LONG TERM CARE ] 0, 0 g 0 0f 46.00
IANCILLARY SERVICE: COST CENTERS % RO P SRR S ST
50.00 |OPERATING ROOM 315,578 0 93,931 0[ 365,779} 50.00
51.00 |RECOVERY ROOM 21,905 0 8,779 0| 59,163 51.00
52.00 |DELIVERY ROOM & LABOR ROOM 47,879 v; 29,332 0| 137,269| 52.00
53.00 | ANESTHESIOLOGY 0 0 0 0| B 53.00
53.01 | PAIN MANAGEMENT 20,246 o 7,580 Ol 25,341 53.01
54.00 |RADIQLOGY-DIAGNOSTIC 525,410 O 192,711 OI 220,547 54.00
55.00 |RADICLOGY-THERAPEUTIC 2,764 0 1,349 0| G| 55.00
56.00 |RADIOISOTOPE 0] 0 0] i) 0| 56.00
56.01 |CARDIAC CATH LAB 18,989 0 15,806 0 50,051| 56.01
57.00 |CT SCAN 0 Q 0 0] o| 57.00
58.00 |MAGNETIC RESONANCE IMAGING (MRI) 0 0 0 il 0| 58.00
59.00 |CARDIAC CATHETERLZATION 0 0 0] 0 ¢l 59.00
60.00 |LABORATORY 43,001 0 50,199 0 4,828] 60.00
60,01 |BLOOD LABORATORY 0 0 0 0] 60.01
61.00 {PBP CLINICAL EAB SERVICES-PRGM ONLY 61.00
62.00 {WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 03 62.00
63.00 | BLOOD STORING, PROCESSING & TRANS. 0 0 0 0| 0i 63.00
64,00 | INTRAVENOUS THERAPY Q 4] 0 0I 0f 64.00
65.00 | RESPIRATORY THERAPY 15,278 0 23,111 Ol 0; 65.00
66.00 | PHYSICAL THERAPY 79,308 9 44,195 0| 0| 66.00
67.00 | OCCUPATIONAL THERAPY 4,623 ) 7,165 0 0| 67.00
68.00 | SPEECH PATHOLOGY 4,353 &) 4,422 0‘ 0] 68.00
69.00 | ELECTROCARDIOLOGY 3,344 0 2,350 0, 16,552 69.00
70.00 | ELECTROENCEPHALOGRAPHY G 0 0 0 0| 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 9 o 71.60
72.00 |IMPL. DEV. CHARGED TO PATIENTS 0{ @ D) 0 0 72.00
73.00 |DRUGS CHARGED TO PATIENTS [ 0‘ 0 [ 0| 73.00
74.00 |RENAL DIALYSIS ¢ 0, 0 0 0] 74.00
75,00 [ASC (NON-DISTINCT PART) 0 0| 0, 0 0] 75.00
CUTPATIENT SERVICE COST.CENTERS, - - o 7o i L R S
88.00 |RURAL HEALTH CLINIC 0] O 0 Oi 0} 83.00
859.00 |FEDERALLY QUALIFIED HEALTH CENTER 0 O 0 0| 0} 89.00
90.00 |CLINIC 13,682 0f 6,673 OI af 90.00
90.01 |WOMEN'S CENTER 0 o 0] 0' 0| 96.01
90.02 |WOUND CLINIC 25,988 0 0 i} 0| 90.02
90.03 |MOBILE CLINIC i1 0] 3,004 Ol 11,077| 90.03
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Provider CCM: 150026 | Per

Frol
T0

jod: wo
m 01/01/2011( Pa

rksheet B
rt I

12/31/2011 | pate/Time prepared:

5/24/2012 4:22 pm
A R RO e

91.00 | EMERGENCY S0 279,551 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 9