Health Financial Systems PERRY COUNTY HOSPITAL . . In Lieuw of Form CMS-2552-10
This report is required by law (42 USC 1395¢; 42 CFR 413.20({b)). Falure to report can resutt in all interim FORM APPROVED

payments made since the beginning of the cost reporting period being deemed overpayments (42 USC 1395g). OMB NO. 0938-C050
HOSPTITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION pProvider CEN: 151322 | period: [ worksheet s
AND SETTLEMENT SUMMARY From 01/01/2011 | Parts I-ITE
to  12/31/2011 | Date/Time Prepared:
. i5/8/2012 §:41 am

[PART 1 - COST REPORT STATUS  _— .. . ' . - -
i ically fited cost report Date: 5/8/2012 Time: §:41 am

Provider 1Electroni
use only 2. [ 1manvally submitted cost report
3.[ 0 J1f this is an amended report enter the_mumber of times the provider resubmitted this cost report
4. JIMedicare utilization. Enter "F" for full or "L" for Tow. ) ) e )
Contractor 5. [ 0 1Cost Report Status 6. pate Received: [10.nPR Date:
use only (1) As submitted 7. Contractor Ho. ] . 11.contractor's Vendor Code: 05
(2) settled without Audit 8. [N ]11Initial Report for this pProvider ccnj12.1 O JIf lime 5, column 1 is 4: Enter
9. [ N 1Final Report for this Provider CCN number of times recpened = 0-9.

(3) settled with Audit
(43 RrReopenead
(5} Amended ]

IPART 11 - CERTIFICATION _ L . ) L o
MISREPRESENTATION OR EALSIFICATION OF ANY INFORMATION CONTAINED IN THIS £05T REPORT MAY BE PUNISHASBLE BY CRIMINAL, CIVIE AND
ADMINISTRATIVE ACTION, FINE ANE)/OR IMPRISONMENT UNDER FEDERAL LAW, FURTHERMORE, IF SERVICES IDENTIFIED EN FHIS REPORT WERE
PROVIDED OR PROCURED THROUGH THE PAYMENT DIRECTLY OR INDIRECTLY OF A KICKBACK OR WERE QTHERWISE ILLEGAL, CRIMINAL, CIVIL AND

ADMINISTRATIVE ACTION, FINES AND/OR IMPRISONMENT MAY RESULT.
CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER{S)

1 HEREBY CERTIFY that T have read the above statement and that T have examined the accompanying etectronically
filed or manually submitted cost report and the 8alance sheet and Statement of Revenue and Expenses prepared by
PERRY COUNTY HOSPITAL for the cost reporting period beginning 01/01/2011 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 applicabie instructions, except as noted. I further certify that I am familiar
with the laws and regulations regarding the provision of health care services identified in this cost report
were provided in compliance with such laws and regulations.

Encryption Information {signed) B . N L
ECR: Date: 5/8/2012 Time: 8:41 am Oﬂ(iggslbr administrator of provider(s)
80.LjgasgeNTPIpXdos cghGUAKZFLD Ejzhdj
a4c910xxqgizZwiH, OxykwThure . MayX . " e
1D9ROXRxAKDDCHIQ - Title
PI: Date: 5/8/2012 Time: 8:41 am ] Hl
zgCusfrezo :VOX2rRMpA3] InaeYS50 J—‘" }’ — 1"_' o
16cnTOBAdL 2 1BQGWiWrCpYx3sGZomb Date
o UhzwpahPgMOVCZiZ e e L S
 Title XVIIT _ [
Cmitlev. | Trait A _Part ® TS {._D'...Ue XIX
o S 100 200 0 1 300 ] 4.00 ~.5.00 _
PART I1I - SETTLEMENT SUMMARY o o o o
1.00 |Hospital 0 234,623 492,239 0] 0 1.00
2.0 [subprovider - IPF 0 0 13 6 2.00
3.00 |[subprovider - IRF 0 0 0 G 3.00
4,00 [SUBPROVIDER I 0 0 0 ¢ 4.900
5.00 {swing bed - SNF G 98,160 O ¢ 5.00
6.00 !swing bed - nNr G ol 6.00
7.00 |SKILLED NURSING FACILXTY 0 0 0 0! 7.00
8.00 |NURSING FACILITY 0 0 8.00
9.00 [HOME HEALTH AGENCY I 0 0 0 0 9.00
14.00 [RURAL HEALTH CLINIC I 0 0 0 10.06
11.00 |FEDERALLY QUALTIFIED HEALTH CENTER I 0 0 0 11.00
12.00 |CMHC E 0, 0 0 12.00
20000 Total 0 332,783 492,239 o 0.200.00

The above amounts represent "due to" or "due from” the applicable program for the element of the above complex indicated. _
according to the Paperwork reduction Act of 1895, no persons are required to respond to a collection of informatioa unless it
displays a valid omB control nmumber. The valid OMB control number for this information collection is 0938-0050. The time
required to complete and review the information cotlection is estimated 673 hours per response, inctuding the time to review
instructions, search existing rescurces, 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: M5,
7500 security Boulevard, Atin: PRA Report Clearance oOfficer, Mail Stop C4-26-05, galtimore, Maryland 21244-1850.

MCREF32 - 2.24.130.0



Health Financial Systems ___PERRY COUNTY HOSPITAL In Lieu of Form €M$-2552-10
This report is required by law €42 usC 1395g; 42 CFR 413.20(b)). Falure to repoert can result in all interim  FORM APPROVED

payments made since the beginning of the cost reperting period being deemed overpayments (42 usC 1395g), OMB NO, 0938-0050
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION pProvider CCN: 151322 (Period: Worksheet S
AND SETTLEMENT SUMMARY From 01/031/2011 | Parts I-III
To  12/31/2011 | pate/Time Prepared:
_ 5/4/2012 10:10 am

PART I - COST REPORT STATUS " e i el ——
Provider 1. [ JElectronically filed cost report Date: 5/4/2012 Time: 10:10 am

use only 2.{ Jmanually submitted cost report
3.1 0 JIf this is an amended report enter the number of times the provider resubmitted this cost report
4, L JMedicare utilization. enter "F" for full or "L" for tow.
Contractor '5. [ 0 lcost Report status 6. Date Received: 10, NPR Date:
use only (13 As submitted 7. Contractor No. . . il.cContractor's vender Code: 05
(2) settled without Audit 8. [ N lInitial Report for this Provider ccnj12.[ 0 JIFf Tine 5, column 1 is 4: Enter

| (3) setrled with Audit g, { N ]JFinal Report for this Provider CCN number of times reopened = (-0,

} {4) Reopened
i (5) Amended

PART II - CERTIFICATION _ . B
MISREPRESENTATION OR FALSIFICATION OF IN THIS COST REPORT MAY BE PUNISHABLE BY CRIMINAL, CIVIL AND

ADMINISTRATIVE ACTION, FINE AND/OR IMPRISONMENT UNDER FEDERAL LAW. FURTHERMORE, IF SERVICES IDENTIFIED TN THIS REPORT WERE
PROVIDED OR PROCURED THROUGH THE PAYMENT DIRECTLY OR INDIRECTLY OF A KICKBACK OR WERE OTHERWISE ILLEGAL, CRIMINAL, CIVIL AND
ADMINISTRATIVE ACTION, FINES AND/OR IMPRISONMENT MAY RESULT.

R S ——

CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER(S)

I HEREBY CERTIFY that I have read the above statement and that I have examined the accompanying electronically
filed or manually submitted cost report and the Balance Sheet and Statement of Revenue and Expenses prepared by
PERRY COUNTY HOSPITAL for the cost reperting period beginning 01/01/2011 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 ¥ am familiar
with the laws and regulations regarding the provision of health care services identified in this cost report
were provided in compliance with such laws and regulations.

(signed)___
officer or Administrator of previder(s)
Title -
Date
Title XvVIII
Cost Center Description Titie v Part A i Part B HIT _Title XIx
e o 1 1.00 2.00 | 3.80 4.00 .. 500 | _
PART III - SETTLEMENT SUMMARY o
1.00 |Hospital 0 234,623 492,239, 0 0| 1.00
2.00 |Subprovider - IPF 0 0 0 0: 2.00
3.00 |subprovider - IRF 0 0 0 0| 3.00
4.00 |SUBPROVIDER I 1] 1] 0 0| 4.60
5.080 |swing bed - SNF Q 98,160 0 ¢l 5.00
6.00 [swing bed - NF 0 ¢ 6.00
7.00 [SKILLED MNURSING FACILITY 0 0 0 0| 7.60
8.00 |NURSING FACILITY 0] 0| 8.00
9.00 |HOME HEALTH AGENCY I 0 0 0 0! 9.00
16.00 !RURAL HEALTH CLINIC I 0 0 8| 10.00
11.00 |FEDERALLY QUALTFIED HEALTH CENTER I 0 1] 6| 11.00
12.00 [CMHC I 0 i; ol 12.00
200.00| Total 0 332,783 492,239 0 0{200.00

According to the Paperwork Reduction Act of 1995, no persons are reguired to respond to a collection of information unless it
displays a valid oMB control number. The valid oMB control number for this information collection is 0938-0050, The time
required to complete and review the infermation collection is estimated 673 hours per response, including the time to review
instructions, search existing reseurces, gather the data needed, and complete and review the information collection. If you
have any comments concerning the accuracy of the time estimate(s) or suggestions for improving the form, please write to: CMS,
7500 security Boulevard, Attn: PRA Report Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

MCRIF32 - 2.24.130.0



Health Financial Systems PERRY COUNTY HOSPITAL In Lieu of Form CMS-2552-10
This report is required by law (42 uscC 1395g; 42 CFrR 413.20(b)}. ralure to report can result in all interim FORM APPROVEDR
payments made since the beginning of the cost reporting period being deemed overpayments (42 usc 1395q). _OMB NO, 0938-0050

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION provider CCN; 151322 |period: worksheet s
AND SETTLEMENT SUMMARY From Q1/01/2011 | parts 1-III
To  12/31/2011 | Date/Time Prepared:

5/4/2012 10:10 am !

PART I - COST REPORT STATUS )
pProvider 1. JElectronically filed cost report Date: 5/4/2012 Time; 10:10 am

use only 2. F  JmManually submitted cest report
3.[ 0 JIf this is an amended report enter the number of times the provider resubmitted this cost report
4. [ ]Medicare utilizatien. Enter "F" for full or "L" for low.
contractor 5. [ 0 ]1Cost Report status 6. Date Received: 10.NPR Date:
use only {7 (1) As submitted 7. Contractor No. 11.Contractor's vendor Code: 05
(2) settled without audit 8. [ N JInitial report for this Provider ccn(12.] 0 }JIf Tine 5, column I is 4: Enter

| . s "
: (3) settled with Audit { N }Final Report for this Provider ccn number of times reopened = 0-9.
| {4) Rreopened

{5} aAmended

- I
PART II - CERTIFICATION } T
MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS COST REPORT MAY BE PUNISHABLE BY CRIMINAL, CIVIL AND

ADMINISTRATIVE ACTION, FINE AND/OR IMPRISONMENT UNDER FEDERAL LAW. FURTHERMORE, IF SERVICES IDENTIFIED IN THIS REPORT WERE
PROVIDED OR PROCURED THROUGH THE PAYMENT DIRECTLY OR INDIRECTLY OF A KICKBACK OR WERE OTHERWISE ITLLEGAL, CRIMINAL, CIVIL AND

ADMINISTRATIVE ACYION, FINES AND/OR IMPRISONMENT MAY RESULT.

CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER(S)

I HERERY CERTIFY that I have read the above statement and that I have examined the accompanying electronically
filed or manually submitted cost report and the 8atance Sheet and Statement of Revenue and Expenses prepared by
PERRY COUNTY HOSPITAL for the cost reporting period beginning 01/01/2011 and ending 12/31/2011 and to the hest
of my knowledge and belief, it is a true, correct and complete statement prepared from the books and records of
the provider in accordance with applicable instructions, except as noted. I further certify that I am familiar
with the Taws and regulations regarding the provision of health care services identified in this cost report
were provided in compliance with such laws and regulations,

Encryption Information (signed) i
ECR: Date: 5/4/2012 Time: 10:10 am officer or Administrator of Provider(s)
07 ] GUDHE . QalbZLVrAL27 11uruyAw)
QBXL30LpOYW2VGNSNXGYOCN FgXxEde
FuGrROuwarkzadpl Title

PI: Date: 5/4/2012 Time: 10:10 am

k37NbOXE ., vUZ6X5B43IPTOOMIr2B5s70 N

W63ZQ08aMai 0ShuksbhxausGasodwe T pate
oK IWPcOmuYQKrk5Y e .
Title XvIII _
LoTitlew o part A | Part 8 | HIT Title XIx |
. 3.00 4.00 5.00 -
PART IIX - SETTLEMENT SUMMARY e i

1.00 Hospital 0 234,623 0| t.00
2.00 |Subprovider - IPF 0 0 0] 2.00
3.00 |Subprovider - IRF 0 0 ol 3.00
4,00 |SUBPROVIDER I Q 0 0 4.00
5.00 iswing bed - SNF 0 98,160 0| 5.00
6.00 swing bed - NF 0 0; 6.00
7.00 [SKILLED NURSING FACILITY 4] 0 0 0 7.00
8.00 |NURSING FACILITY 0 G| 8.00
9,00 |HOME HEALTH AGENCY I 0 0 0 0| 9.00
10.00 |RURAL HEALTH CLINIC I 0 G 0} 10.00
11.00 |FEDERALLY QUALIFIED HFALTH CENTER I [¢] 0 ¢ 11.00
12.00 (CMHC 1 0 0 G| 12.00
200.001T0ta1 0 332,783 492,239 0 01200.00

The above amounts represent “due te” or "due from” the applicable program for the element of the above complex indicated.
According to the paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it
displays a valid OMB control number. The valid oMB control number for this information collection is 0938-0050. The time
required to complete and review the information collection is estimated 673 hours per response, including the time to review
instructions, search existing resources, gather the data needed, and 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 €4-206-05, Baltimore, Maryland 21244-1850.

MCRIF32 - 2.24.130.0



Health Financial Systems

PERRY COUNTY HOSPITAL

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX TDENTIFICATION DATA

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

provider CCN: 151322
part I

In Lieu of Form CMS-2552-10
worksheet s$-2

Date/Time Prepared:
5/4/2012 10:00 am

] 1.00 2.00 [ 3.00 | 4.00 .
Hospita1 and Hospital Health Care Complex Address:
1.00 iStreet ONE HOSPITAL ROAD PO Box:X | 1.00
2,00 jcity: TELL €ITY |state; TN 1Zip _Code: 47856- County: PERRY . | 2.00
" Component Name CCN CBsA  iProvider Date payment System (P,
Number | Number Type |[certified|{ T, 0, or N}
. A Y S v TVIIII XIX
1.00 2.00 3.00 4.00 5.00 6.00 [ 7.0018.00
Hospita1 and Hospital-Based Component zdentificatior o
3.00 Mosp1ta1 PERRY COUNTY HOSPITAL | 151322 15999 1 07/01/2004( N 4] P 3.00
4,00 Subprovider - IPF 4.00
5.00 |subprovider - IRF 5.00
6.00 subprovider - {other) 6.00
7.00 ;Swing Beds - SNF PERRY COUNTY HOSPITAL 152322 15999 07/01/2004| N a M 7.00
| SWING
8.00 iBwing geds - NF N N 8.00
9,00 'Hospital-Based SNF 9.00
10.00 Hospital-Based NF 10.00
11.00‘Hospita1—3ased OLTC 11.00
12.00 Hospital-Based HHA PERRY COUNTY HOSPITAL 157177 15999 06/13/1986| N p N 12.00
HHA
13.00!5eparate?y certified ASC 13,00
14.90 Hospital-Based Hospice 14.00
15.00 Hospital-ased Health Clinic - RHC 15,00
16.00 Hospital-Based Health Clinic - FQHC 16.00
17. 00‘Hosp1ta1 Based {CMHC) 1 17.00
18.00 Renal Dialysis 18.00
19.00 other S S (S N I S SN S . |19.00
From: i
e N 1.00 2 00 )
20.00 Cost Reporting Period (mmfdd/yyyy) 01/01/2011 1273172011 | 20,00
21.00 Type of Contrel (see instructions} 9 . 21.00
Inpatient pPs Information o
22.00 Pues this facility qualify for and is it currently receiving payments for N N 22.00
disproportionate share hospital adjustment, in accordance with 42 CFR §412.1067 In
columr 1, enter “v" 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 "¥™ for yes or "N" for no.
23.00 Indicate in column 1 the method used to capture Medicaid (title XIX) days reported on 2 N 23.00
Tlines 24 and/or 25 of this worksheet during the cost reporting period by entering a 1"
if days are based on the date of admission, “2" if days are based on census days (also
or "3" if the days are based on the date of discharge.
Is the method of identifying the days in the current cost reporting period different
jfrom the method used in the prior cost reporting period? Enter in column 2 “v" for yes
for "N" for no. A IR RS
In-State | In-State out-of out-of tedicatid other
Medicaid | Medicaid State State HMO days | Medicaid
paid days | eligible | Medicaid | Medicaid days
days paid days i eligible
B e days
,,,,,,,,,,,,,,, 200 1 3.00 5.00 6.00 |
24,00 If Hine 22 and/or line 45 is "yes", and this 0 al 24.00
provider is an IPPS hospital enter the in-state
‘Med1ca1d paid days in col. 1, in-state Mmedicaid
e11g1bie days in col. 2, out-of-state Medicaid paid
days in col, 3, out-of-state Medicaid eligible days
iin col. 4, Med:ca1d HMO days in col. 5, and other
'Medicaid days in col. 6.
25, Oﬂllf this provider is an IRF, enter the in-State 0 0 0 0 L al 25,00
IMed1ca1d paid days in cc1umn 1, the 1in State
IMedlca1d 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 H¥MO
‘days in column 5, and other Medicaid days in column
For all columns include in these days the labor
and delivery days.
urban/Rural s|pate of Geogr
1.00 T 2.00
265,00 Enter your standard geographic classification (not wage) status at the beginning of the 2 26.00
cost reporting period. Enter (1)} for urban or (2) for rural.
27.00 ‘fFor the Standard Geographic classification (not wage), what is your status at the end 2 27.00
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}.
35, 00|If this is a sole commun1ty hospital (sCH), enter the numbeir of periods SCH status in 0 35,00
'effect in the cost reporting period.

MCRIF32 - 2.24.130.0



Health Financial Systems

PERRY COUNTY HOSPITAL

In Lie

i of Form (M5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

pProvider CCN: 151322 [Period:

From 01/01/2011

worksheet $-2
Part I

o 12/31/2011 | bate/Time Prepared:
- 5/4/2012 10:09 am
__Beginming: Ending:
O | 1.00 ...2.00
36.00 Enter applicable beginning and ending dates of SCH status. Subscript line 36 for number 36.00
of periods in excess of one and enter subseguent dates.
37.00 IIf this s a Medicare dependent hospital (MDH)}, enter the number of periods MDH status 0 37.00
iin effect in the cost reporting pericd.
38.00 'Enter applicable beginning and ending dates of MDH status. subscript 1ine 38 for number 38.00
of periods in excess of one and enter subsequent dates. e
[ v xvirz] xix
{100|2,00}3.00|
[Prospective Payment System (pPp5)-Capita}? o
45.00 paes this facility qualify and receive capital payment for disproportionate share in accordance N N N 45.00
‘with 42 CFR Section §412,3207 (see instructions)
46.00 |Is this facility eligible for the special exceptions payment pursuant to 42 CFR Section N N N 46.00
§412.348(g)? If yes, compiete worksheet L, Part IIT and L-}, Parts I through III
47.00 |Is this a new hospital under 42 CrR §412.300 PPS capital? Enter "Y for yes or "N" for no. N ¥ N | 47.00
48.00 1s_the facility electing full federal capital payment? Enter "Y" for yes o ' for no. N N N _| 48.00
Teaching Hospitals .
56.00 FE this a hospital involved in training residents in approved GME programs? Enter "v" for ves N 56.00
or "N" for no.
S?.UDEIF Tine 56 is yes, is this the first cost reporting period during which residents in approved 57.00
iGME programs trained at this facility? Enter "¥" for yes or "N" for no in cotumn 1. If column 1
is "¥" 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 “¥”, complete worksheet £-4. If column 2 is
"N", complete worksheet D, Part III & IV and D-2, Part II, if applicable.
58.00 ¥f Tine 36 is yes, did this facility elect cost reimbursement for physicians' services as 58.00
'defined in CMs Pub. 15-1, section 21487 If ves, complete Worksheet p-5.
59.00!Are costs claimed on Yine 100 of worksheet A7 If yes, complete worksheet p-2, part I, N 59.00
60.00 lare you claiming nursing school and/or allied health costs for a program that meets the N 60.00
___'provider-operated criteria under §413.857? Enter "¥" for yes or “N" for no, {see instructions) _ |
Y/N IME Average Direct GME
- Average
61.00 Did your facility receive additional FTE slots under ACA section 55037 N 0.00] 0.00] 61.00
Enter "Y" for yes or "N" for no in column 1. If "y", effective for
portions of cost reporting perieds begimning on or after July 1, 2011
ienter the average number of primary care ¢TE residents for IME in column
12 and direct GME in coTumn 3, from the hospital’s three most recent cost
!reports ending and submitted before March 23, 2010. (see instructions) . R
ACA provisions Affecting the Health fesources and Services Administration (HRSA) e _
62.00 Enter the number of FTE residents that your hospital trained in this 0.00 62.00
cost reporting period for which your hospital received HRSA PCRE funding
'(see instructions)
62.01’Enter the number of FTE residents that retated from a Teaching Health 0.00, 62.01
«Center (THC) into your hospital during in this cost reporting period of
HRSA THC program. (see instrections) ) e
Teaching Hospitals that Claim Residents in Non-Provider Settings
63.00 Has your facility trained residents in non-provider settings during this N 63.00
cost reporting peried? Enter "Y' for yes or "N" for no. If ves,
‘comp1ete lines 64-67. (see instructions) R R BT o o .
Unweighted unweighted [ratio (col. 1
FTEs FTEs 1in {col. 1 + col.
Nonprovider Hospital 2%
Site )
s 1.00 . 2.,00 ..3.00
section 5504 of the ACA Base vear FTE Residents in Nonprovider settings--This base year 1s your cost reporting
period that begins on or after july 1, 2009 and before June 30, 2010,
64,00 [If Tine 63 is yes or your facility trained residents in the base year 0.00 0.00 0.000000, 64.00
period, enter in column 1, from your cost reporting period that begins
'on or after July 1, 2009, and before Jupne 30, 2010 the number of
unweighted nonprimary care FTE residents attributable to rotations that
occurrad in all nonprovider settings. Enter in column 2 the number of
unwaighted nonprimary care FTE residents that trained in your hospital.
iTnclude unweighted OB/GYN, dental and podiatry FTEs on this Tine. Enter
iin column 3, the ratioc of column 1 divided by the sum of columns I and
12,
Program Name program Code unweighted unweighted [Ratio (col. 3
FTEs FEES 1in (co}. 3 + col.
Nonprovider Hospital 43}
Site
1.00 2.00 3,00 4.00 5.00 B

MCRIF32 - 2,24.130.0



Heaith Financial Systems PERRY COUNTY HOSPITAL In tieu of Form ¢M5-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider €CN: 151322 | period: worksheet 5-2

From 01/01/2011 | Part T
To  12/31/2011 | pate/Time Prepared:
5/4/2012 10:09 am

Program Name Program Code Unweighter nweighted |ratio (col. 37
FTEs FTEs 1ih (col. 2 + col.
Nonprpvider Rospital 43)
o B site i
. 1.00 2.00 3.00 . 4.00 5.00
0.00 0. 00 0.00000% 65.00

65.00 {If lipe 63 is yes or your
‘facitity trained residents in
the base year period, enter
from your cost reporting period
that begins on or after Iuly 1,
2009 and before June 30, 2010,
the number of unweighted
primary care FTE rasidents for
leach primary care specialty
program in which you train
Iresidents, Use subscripted
Pines 65.01 through 65.50 for
each additional primary care
‘prograt. Enter in cotumn 1, the
‘program name. Enter in column
2, the program code. Enter in
kﬂum1& the number of
%unweighted primary cara FTE

residents attributable to

Irotations that occurred in

nonprovider settings for each

applicable program. Enter in

!co]umn 4, the number of

iunweighted primary care FTE

‘residents in your hospital for

leach applicable program. Enter

din column 5 the ratio of column

3 divided by the sum of columns

13 and 4. N o
unweighted unweighted [Ratic {col. 1/
FTEs FTES in {col. 1 + col.
Nomprovider Hospital 2%
Site
1.00 _2.00 3.00

Section 5504 of the ACA Current Year FTE Residents in Nenprovider settings--gEffective for cost reporting periods
beginning on or after July 1, 2010 N
66.00 Enter in column 1 the number of unweighted non-primary care reside
FTEs attributable to rotations occurring in all non-provider settings.
lEnter in column 2 the number of unweighted non-primary care resident
FTEs that trained in your hospital. Enter in column 3 the ratio of

_ltcolumn 1 divided by (column 1 + column 2)). (see instructions) N
program Name rragram Code Unweighted unweighted [Ratio {col. 3/|

FTES FTEs in {col. 3 + col,
Nonprovider Hospital 4}

Site
e B 1,00 2,00 1 340 4.00 5.00 -
67.00 Enter in column 1 the pregram 0.009, 0.00, 0.000000, 67.00
name. Enter in column 2 the
[program code. Enter in column
l3 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
lcare resident FTEs that trained
lin your hespital. Enter in
column 5 the ratic of (columa 3
divided by (column 3 + column
4)). (see instructions) e

I 0.00] 0.00' 0.000008] 66.00

,1.00!2.00 !7.00
Inpatient psychiatric Facility pps = B o
70.00|Is this facility an Inpatient Psychiatric Facility (IPF), or does it contain an IPF subprovider? N 70.00
[Enter "y" for yes or "N" for no.
71.00 I1f 1ine 70 yes: Cotumn 1: pDid the facility have a teaching program in the most recent cost 0 71.00
report filed an or before November 15, 20047 Enter “y" for yes or N" for no., Column 2: Did
this facility train residents in a new teaching program in accordance with 42 CFR §412.424
@B (1) )? enter "Y" for yes or "N" for no. Celumn 3: If column 2 is v, enter 1, 2 or 3
‘respectively in column 3. (see instructiens) If this cost reporting pericd covers the beginning
|of the fourth year, enter 4 in column 3, or if the subsequent academic vears of the new teaching
‘program in existence, enter 5. {see instructions)
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Health Financial Systems PERRY COUNTY HOSPITAL

provider CCN: 151322 | Period:

HOSPITAL AND HOSPITAL HFALTH CARE COMPLEX IDENTIFICATION DATA
From 01/01/2011

wWorksheet 5-2
Part I

In tieu of Form CMs-2552-10

To  12/31/2011 | pate/Time Prepared:
— SRS SO RO R | 5/4/2012 10:09 am
e i 1.00 | 2.00] 3.00 B

Inpatient Rehabilitation Facility pPS

75.00 Its this facility an Inpatient Rehabilitation Facility (IRF), or does it contain an IRF N 75.00
‘subprovider? Enter “¥' for yes and “N* for no.

76.00 hf line 75 yes: Column 1: Did the facility have a teaching program in the most recent cost 0 76.00
‘reporting period ending on or before November 15, 20047 Enter "y" for yes or "N for no. Column
{2: pid this facility train residents in a new teaching program in accordance with 42 CFR
8412,424 (d)(1)(itid(D)? Enter "v" for yes or "N" for no. Column 3: If column 2 is ¥, enter 1, 2
or 3 respectivaly 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 Hospital pps e

80.00 [1s this a Long Term Care Hospital (LTCH)7 Enter "Y" for yes or B 80,00
TEFRA Providers _

85.00 !Ts this a new hospital under 42 CFr Section §413.40(f) (1)(i) TEFRAT Enter "¥" for yes or "N" for no. N 85.00

86.00 pid this facility establish a new Other subprovider (excluded unit) under 42 CFR Section N 86.00
\§413.40(f)(1)(j§)? enter "y" for yes and "N" for no. B

| v XIX
o | 1.00 2.00
Title ¥V or XIX Inpatient Services . e et o

90.00 poes this facility have title v and/or XIX inpatient hospital services? Enter "Y" for N Y 90.00
'yes or "N for no in the applicable column.

91.00 Fs this hospital reimbursed for title v and/or XIX throush the cost report either in N N 81.00
[full er in part? Enter "Y" for yes or "N" for no in the applicable column.

82,00 Are title XIX NF patfents occupying title XVIII SNF beds (dual certification)? (see N 92.00
|instructions) Enter "v" for yes or "N" for no in the applicable column.

93.00 Does this facility operate an ICF\MR facility for purposes of title v and XIx? Enter N N 93.00
I"V" for yes or “N* for no in the applicable column.

94.00 poes title Vv or XIX reduce capital cost? Enter "¥" for ves, and "N" For no in the N N 94.00
‘applicable column,

95.00 [If 1ine 94 is '"Y", enter the reduction percentage in the applicable column. .00 0.00; 95.00

96,00 Does title v or XIX reduce operating cost? Enter "Y" for yes or "N" for no in the N N 96,00
applicable column.

97.00 'If line 96 is "v", enter the reduction percentage in the applicable column. } 000, 0.00, 97.00
fural providers o -
105.00Does this hospital qualify as a Critical Access Hospital (CAH)? Y 105.00
106.00ITF this facility gualifies as a CaH, has it elected the all-inclusive method of payment N 106.00

for outpatient services? {see instructions)

167.00Cotumn 1: If this facitity qualifies as a CaH, is it eligible for cost reimbursement N N 107,00
for 1 &R training programs? Enter "¥" for yes or "N” for no in column 1, (see
dAnstructions) If yes, the GME elimination would not be on worksheet B, Part I, column
125 and the program would be cost reimbursed. If yes complete worksheet D-2, Part IT.
column 2: 1If this facility is a CAH, do I&Rs in an approved medical education program
‘train in the caH's excluded IPF and/er IRF unit? Enter "Y" for yes or "N* for no in
‘co1umn 2. (see instructions)

108.0%15 this & rural hespital quaiifying for an exception to the CRNA fee schedule? sSee 42 N 108.00

_CER Section §412.113(¢), Enter "v" for yes or "N" for ne. o
rhysical Occupational speech Respiratory

......... 1.00 2.00 3.00 4.00 ]

109.00iIF this hospital qualifies as a CAH or a cost provider, are Y Y Y N 109.00
therapy services provided by outside supplier? eEnter "y"
for yes or "N" for no for each therapy.

1.00 2.00
Miscellaneous cost Reporting Information

115.00{Ts this an all-inclusive rate provider? Enter "Y" for yes or "N* for no in columm 1, If N i15.00
{yes, enter the method used (A, 8, or E only) in column 2.

116.00}5 this facility classified as a referral center? Enter "¥" for yes or "N" for no. N 116.00

117.00/1s this facility legally-required to carry malpractice insurance? enter "v" for yss or N 117.00
N for no.

118.00|1s the malpractice insurance a claims-made or occurrence policy? Enter 1 if the policy 0 118,00
Iis clatm-made, Enter 2 if the policy is occurrence.

119.00ﬁmat is the 1fability Timit for the malpractice insurance policy? Enter in column 1 0 0119.00
'‘the monetary limit per lawsuit. Enter in column 2 the monetary limit per policy year.

120.00/Is this a SCH or EACH that gualifies for the outpatient Hold Harmless provision in Aca N N 120.00
f§3121 as amemded by the Medicaid Extender Act (MMEA) §1087 Enter in column 1 "¥" for
|yes 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 cotumn 2 "Y" for yes or "N"
ifor no.

121.00#id this facility incur and report costs for implantable devices charged to patients? Y 121.00
Enter "v" for yes or "W" forvo. b
Transplant Center Information N

125.00Poes this facility operate a transplant center? Enter "Y" for yes and "N" for no. If N 125.00

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

MCRIF32 - 2.24.130.0



Health Financial Systems PERRY COUNTY HOSPITAL

In tiew of Form cMs-2552-10

HOSPTTAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 151322

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

worksheet s-2
Part 1

pate/Time Prepared:
5/4/2012 10:09 am

1.00 2,00
126.00]1f this is a Medicare certified kidney transplant center, enter the certification date 126.00
iin column 1 and termination date, if applicable, in column 2.
127.00:If this is a Medicare certified heart transplant center, enter the certification date 127.00
iin column 1 and termination date, 1f applicable, in column 2.
128.00If this is a Medicare certified liver transplant center, enter the certification date 128.00
in column 1 and termination date, if applicable, in column 2.
129.0M1f this is a Medicare certified lung transplant center, enter the certification date in 129.00
jcodumn 1 and termination date, if applicable, in column 2,
130.00If this is a Medicare certified pancreas transplant center, enter the certification 130.00
date in coTumn 1 and termination date, if applicable, in column 2.
131.00/1f this is a Medicare certified intestinal transplant center, enter the certification 131.00
date in column 1 and termination date, if applicable, in column 2.
132.00)xf 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.
133.00hf this is a Medicare certified other transplant center, enter the certification date 133.090
1in columa 1 and termination date, if applicable, in column 2.
134.0d1f this is an organ procurement organization (0P0), enter the OPO number in column 1 134,00
‘and termination date, if applicable, in column 2. _ _ -
hw“ eroviders e I A
14D.Uﬁxre there any related organization or home office costs as defined in cM$ pub. 15-1, Y “|ta0.00
chapter 107 Enter "Y' for yes or "N" for no in celumn 1, 1f yes, and home office costs
are claimed, enter in column 2 the home office chain number. {see instructions} a .
: 1.00 2.00 o 3.00 )
If this facility is part of a chain organization, enter on lines 141 through 143 the name and address of the
ngg office_and enter the home office contractor name and contractor number, B
141.00pame: Contractor's Name: Contractor®s Number: 141.00
142.00Ftreet: PO Box: 142 .00
143.00city: State: e Zip Code: . .. |143.00
1.00
144.00Are provider based physicians® costs included in worksheet A? Y 144,00
145.00#f costs for renal services are claimed on worksheet A, are they costs for inpatient services only? N 145,00
Enter "¥" for yes or "N” for no. i B
B i.00 2.00 |
146.00#a5 the cost atfocation methodolTogy changed frem the previously filed cost report? N 146,00
enter "Y' for ves or "N" for no in column 1. (See CMS Pub. 15-2, section 4020) 1f yes,
enter the approval date (mm/dd/yyyy) in column 2.
147.00was there a change in the statistical basis? Enter "¥Y" for yes or "N" for no. N 147.00
148.00was there a change in the order of allocation? Enter "y" for yes or "N" for no. N 148.00
149.00was there a change to the simpTified cost finding method? enter “Y" for yes or "N" for N 149.00
no.,
rart A Part B
poes this facility contain a provider that qualifies for an exemption from the application of the Tower of costs
or charges? Enter "¥" for yes or "N" for no for each_component for part A and Part B, (See 42 CFR §413.13)
155.00Haspital N N 155.00
ISG.Udsubprovider - IPF N N 156.00
157.00,5ubprovider - IRF N N 157.00
158.08|SUBPROVIDER N N 158.00
159.00|sNF N N 15%.00
160.00HOME HEALTH AGENCY N N 160,00
161.00cMHC e N 161.00
et e 1,00
165.00/s this hospital part of a Muiticampus hospital that has one or more campuses in different CBSAs? N 165.00
gnter "¥" for yes or "N" for no. e 3
Name _ county State | Zip Code CBSA | FTE/Campus |
e 4] . . 1.00 2.00 3.00 4,00 5.00
166.00Ff Tine 165 is yes, for each 0.00,166.00
‘campus enter the name in column
‘0, county in column 1, state in
‘coTumn 2, zip code in column 3,
iCBSA in column 4, FTE/Campus in
. 1.00
Health Information Technology (HIT) incentive in the American_Recovery and Reinvestment Act
167.00F5 this provider a meaningful user under Section §1886{n)}? Enter "¥" for yes or "N" for no. N 167.00
168.003f this provider is a CAH (iine 105 is "¥") and is a meaningful user (Qine 167 is "v"), enter the 0168.00
reasonable cost incurred for the HIT assets {see instructions)
"y"} and is not a caH (line 105 is "N"), enter the 0.0016%.00

If this provider is a meaningful user (line 167 is
itransition factor. (see instructions)

169.00

MCRIF32 - 2.24.130.0



Health Financial Systems

PERRY COUNTY HOSPITAL

In Lieu of Form €M$-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE

1.00

Provider Con: 151322

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

worksheet 5-2
part II

Date/Time Prepared:
5/4/2012 10:09 am

| ¥

|

pate

i 1,00

]

2.00

mmfdd/yyyy format.

““General Instruction: Enter Y for all YES responses. Enter N for all ND responses. Enter all dates in the

COMPLETED BY ALL HOSPITALS

der Organization and Operation

"Has the provider changed cwnership immediately prior to the heginningre? the cost

1.00

{reporting period? If yes, enter the date of the change in column 2. (see imstructions)

Y/N

Date

/e

2.00

71,00

2.60

3.00 l

iHas the provider terminated participation in the Medicare Program? If
yes, enter in column 2 the date of termination and in column 3, "v' for
voluntary or "I" for inveluntary.

'Is the provider invelved in business transactions, including management
Fcontracts, with individuals or entities (e.g., chain home offices, drug
or medical supply companies) that are related t0 the provider or its
officers, medical staff, management personnel, or members of the board
.of directors through ownership, control, or family and other similar
irelationships? (see instructions) _

__ Y/

3.00

“Type

1,000

2.00

4.00

5.00

Financial pata and Report: o e

column 1: were the financial statements prepared by a Certified pPublic
iAccountant? Column 2: I yes, enter "A" for Audited, "C" for compiled,
or “R" for Reviewed. Submit complete copy or enter date available 1in
column 3. (see imstructions) If no, see instructions.

Are the cost report total expenses and total revenues different from

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

05/01/7612

| Legal oper. |~

2.00

6.00

7.00 !

Approved Educational Activities

If yas, is the provider is

Column 1; Are costs claimed for nursing school? Column

the legal operator of the progran?
Are costs claimed for Allied Health Programs? If "v" see instructions.

8.00 iWETE nursing school and/or allied health programs approved and/or renewed during the

9.00

10.00 J
11.00 |

‘cost reporting period? I yes, see instructions.

lare costs claimed for Intern-Resident programs claimed on the current cost report? If
‘yes, see Tnstructions.

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

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

i Teaching Program on Worksheet A? If yes, see instructions.

6,00

7.00
8.00

9.00
19.00

11.00

12.
13.

14,

15.

00
00

a0

0g

pad pebts

Is the provider seeking reimbursement for bad debts? If yes, see instructions.

periad? If yes, submit copy.
If Jine 12 is yes, i

t deductibles and/or co-payments waived? If yes, see instructions.

if Vine 12 is yes, did the provider®s bad debt collection policy change during this cost reporting

Bed Complement
Ipid total beds available change

n the prior cost reporting peried? If yes, see instructions.

Part A

pescription Y/N

. Date

0 1,00

2,00

16.

iz,

18.

19,

20.

08

00

00

00

090

PS&R Pata

‘Was the cost report prepared Using the PS&R Y

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

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

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

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

1040372012

16.00

17.00

i8.00

18.00

20.00
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Health Financial Systems

PERRY COUNTY HOSPITAL

In Lieu of Form CMs-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE provider CCN: 151322 : period: worksheet S-2
From QF/01/2011 | Part IX
To  12/31/2011 | pate/Time Prepared:
e 5/4/2012 10:0% am
Part A
pescription Y/N Date

______ - 0 1.00 2.00 N

21,00 |was the cost report prepared only using the [ 21.00
provider's records? If yes, see

____tinstructions., R S — . o

,,,,,,,,,,,,,,,,, 1.00
COMPLETED BY COST REIMBURSED AND TEFRA HOSPITA_ILSNQNLY (EXCEPT CHILDRENS HOSPITALS) -

‘ggpita1 Related Cost

22.00 'Have assets been relifed for Medicare purposes? If yes, see instructions N 22.00

23.00 . Have changes occurred in the Medicare depreciation expense due to appraisals made during the cost N 23.00
report1ng period? If yes, see instructions,

24,00 were new leases and/or amendments to existing leases entered into during this cost reporting period? N 24.00
|If yas, see instructions

25.00 lHave there been new capitalized leases entered into during the cost reporting period? If yes, see N 25.00
i1nstruct1ons

26.00 lWere assets subject te Sec.2314 of DEFRA acquired during the cost reporting period? If yes, see N 26.00
tinstructions.

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

Interest Expense e

28.00 [wWere new loans, moFtgage agreements or letters of credit entered into during the cost reporting N 28.00
period? if yes, see instructions.

29.00 ‘Did the provider have a funded depreciation account and/or hond funds (Debt Service Reserve Fund) N 259.00
‘treated as a funded depreciation account? If yes, see instructions

30.00 !#as existing debt been replaced prior to its scheduled maturity with new debt? IFf yes, see N 30.00
instructions,

31.00 |Has debt been recalled before scheduled maturity without issuance of new debt? If yes, see N 31.00
instructions. R e o
purchased Services e e et e et oo seen e oo eeeeetee o]

32.00 |Have changes or new agreemenis occurred in patient care services furnished through contractual N 32.00
arrangements with suppliers of services? If yes, see instructions,

33.00 ;If Tine 32 is yes, were the reguirements of Sec. 2135.2 applied pertaining to competitive bidding? If NS/A 33.00
‘no, see instructions, = R
provider-fased Physicians 1

34,00 [Are services furnished at the provider facility under an arrangement with providar-based physicians? Y 34.00
If yes, see instructions.

35,00 |If line 34 is yes, were there new agreements or amended existing agreements with the provider-based N 35.00
physicians during the cost reporting period? If yes, see instructions o

l Y/N

______________ | 1.00
Home Office Costs e

36.00 [Were home office costs claimed on the cost report? N

37.00 |If line 36 is yes, has a home office cost statement been prepared by the home office? N/A
'1f yes, see instructions.

38.00 xf Tine 36 is yes , was the fiscal year end of the home office different from that of N/A 38.00
the provider? If yes, enter in cotumn 2 the fiscal year end of the home office.

39.00 |If Tine 36 is ves, did the provider render services to other chain components? If vyes, N/A 39,00
see instructions.

40.00 [1f 1ine 36 is yes, did the provider render services to the home office? If yes, see N/A 40,00
linstructions,

MCRIF32 - 2.24.130.90



Health Financial Systems PERRY COUNTY HOSPITAL In tieu of Form ¢Ms-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE provider CCN: 151322 (Period: wWorksheet 5-2
From 01/01/2011{ Part IIr
To  12/31/2011 | pate/Time Prepared:
e 15/4/2012 10:09 am

T e ) parct B
Y/N ... Date
3.00 4.00 —_

16.00 'Was the cost report prepared using the PS&R | ¥ 04/03/2012 16.00

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

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

18.00 .xf lime 16 or 17 is yes, were adjustments N
Imade to PS&R Report data for additional
claims that have besen billed but are not
|inc1uded on the PS&R Report used to file
this cost report? If yes, see instructions.

19.00 If tine 16 or 17 is yes, were adjustments
'made to PS&R Report data for corrections of
other PS&R Report information? If yes, see
instructions.

20.00 If Tine 16 or 17 1is yes, were adjustments N 20.00
Jmade to PS&R Report data for Other? Describe
-the other adjustments:

was the cost report prepared only using the

provider's records? If yes, see

jinstructions.

N 17.00

18.00

N 19.00

N 21.00

21.00

MCRIF32 - 2.24.13}6.0



Health Financial Systems

PERRY COUNTY HOSPITAL

In Lie

t of Form CMs-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA Provider ccn: 151322 | Period: worksheet 5-3
From 01/03/2011 | Part I
To  12/31/2011 | pate/Time Prepared:
e I 5/4/2012 10:09 am
Cost Center Description worksheet A | No. of Beds Bad Days CAH Hours
Line Number | Available
1.00 2.00 3,00 1.00 ) .
1.00 iHospitai Adults & peds. (columns 5, 6, 7 and 30.00 21 7,665 92, 808,00 1.00
18 exclude swing Bed, Observation Bed and
Hospice davs)
2.0 '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 |Tota'l AduTts and Peds. (exclude observation 21 7,665 92,808.00 7.00
beds) {see instructions)
8.00 | INTENSIVE CARE UNIT 31.00 4 1,460 0.00 8.00
9.00 {CORONARY CARE UNIT 4,00
10.00 |BURN INTENSIVE CARE UNIT 10.00
11.00 'SURGICAL INTENSIVE CARE UNIT 11.00
12.00 |OTHER SPECIAL CARE {SPECIFY) 12.00
13.00 %NURSERY 43.00 13.00
14.00 Total (see instructions) 25 9,125 92,808.00 14,00
15.00 'can visits 15.00
16.00 |SUBPROVIDER - IPF 16.00
17.00 |SUBPROVIDER - IRF 17.00
18.00 | SUBPROVIDBER 18.00
19.00 |SKILLED NURSING FACILITY 19.00
20,00 |NURSING FACILITY 20.00
21.00 |OTHER LONG TERM CARE 21.00
22.00 |HOME HEALTH AGENCY 101.00 22.00
23.00 |AMBULATORY SURGICAL CENTER (D.P.) 23.00
24.00 'HOSPICE 24.00
25.00 |CMHE - CHMHC 25.00
26.00 RURAL HEALTH CLINIC 26.00
26.25 |FEDERALLY QUALIFIED HEALTH CENTER 26,25
27.00 ,total (sum of lines 14-26) 25 27.060
28.06 |ohservation sed Days 28.00
29.00 |Aambulance Trips 28.00
30.60 |Emplovee discount days (see instruction) 30.00
31.00 Fmployee discount days - IRF 31.00
32.00 |Labor & delivery days {see instructions) 32.00
33.00 |LTCH non-covered days 33.00

MCRIF32 - 2.24.130.0



Health Financial Systems

PERRY COUNTY HOSPITAL

In tieu of Form CM5-2552-10

HOSPTITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA

pProvider CCN: 151322 {period:
From 01/01/2011
To  12/31/2011

wWorksheet s-3
part T

Date/Time Prepared:
5/4/20i2 10:09 am

Cost Center pescription

1/P Days / O/P Visits / Trips

Title v

Total A}l
patients

Title XVIII Title XIX

...5.00

6,00 7.00_ 8.00

|Hospita1 Adults & peds. (columns §, 6, 7 and
18 exclude Swing Bed, Observation Bed and
iHospice days)

THMO

‘HMO IPF

[HMO TIRF

{Hospital Adults & peds. Swing Bed SNF
'Hospital Adults & Peds. Swing Bed NF
Total Adults and pPeds. (exclude observation
‘beds) (see instructions)

|INTENSIVE CARE UNIT

{ CORONARY CARE UNIT

|BURN INTENSIVE CARE UNIT

. SURGICAL INTENSIVE CARE UNIT

OTHER SPECIAL CARE {SPECIFY)

NURSERY

Total (see instructions)

CAH visits

SUBPROVIDER - IPF

SUBPROVIDER - IRF

SUBPROVIDER

SKILLED NURSING FACTLITY

NURSING FACILITY

OTHER LONG TERM CARE

HOME HEALTH AGENCY

AMBULATORY SURGICAL CENTER (D.P.)

| HOSPICE

CMHC ~ CMHC

RURAL HEALTH CLINIC

FEDERALLY QUALIFIED HEALTH CENTER

‘Total (sum of lines 14-26)

Observation Bed pays

Arbutance Trips

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

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

oo

o

(== ]

2,661 365 3,867

oo
Lo I g i

686
15
383

3,347 4,569

230 16 363

110
507

163

3,577 5,085

2,916 1,243 4,565

0 489
1,041

o0 D

MCRIF32 - 2.24.130.0



Health Financial Systems PERRY COUNTY HOSPITAL In tier of Form cMS-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA provider CCN: 151322 |Period: Worksheet $-3

From 01/01/2011 | Part 1
To  12/31/2011 | pate/Time Prepared:
5/4/2012 10:09 am

Full Time Equivalents Discharges
Cost Center Description Total interns{ Employees On Nonpaid Title v Title XVIII
& Residents Payroltl _Workers .
________ o 9.00 10.00 "11.00 12.00 T13.00 ‘.,,

1.00 |Hospital Adults & peds. (columns 5, 6, 7 and 0 776 1.00

.8 exclude swing Bed, Observation Bed and

‘Hospice days)
2.00 HMO ol 2.00
3.00 |HM0 TPF 3.00
4.00 HMO IRF 4.00
5.00 iHospita1 Adults & Peds. Swing Bed SNF 5.00
6.00 . Hospital Adults & Peds. Swing Bed NF 6.600
7.00 |Total Adults and peds. (exclude observation 7.00

'beds) (see instructions)
8,00 |INTENSIVE CARE UNIT 8.00
9,00 |CORONARY CARE GNIT 9.00
10.00 :BURN INTENSIVE CARE UNIT 10.00
11.00 ’SURGICAL INTENSIVE CARE UNIT 11.00
12.00 [OTHER SPECIAL CARE (SPECIFY) 12,00
13.00 |NURSERY 13.00
14.900 ‘votal (see instructions) 0.00 241.71 .00 a 776| 14.00
15.00 ‘c.am visits 15.00
16.00  SUBPROVIDER - IPF 16.00
17.00 |SUBPROVIDER - IRF 17.00
18.00 | SUBPROVIDER 18.00
19.00 [SKILLED NURSING FACILITY 19.00
20.00 |NURSING FACILITY 20.00
21.00 &OTHER LONG TERM CARE 21.00
22,00 HOME HEALTH AGENCY .00 6.44 0.00 22.00
23,00 |AMBULATORY SURGICAL CENTER (D.P.) 23.00
24,00 {HOSPICE 24.00
25.00 | CHMHC - CMHC 25.00
26.00 |RURAL HEALTH CLINIC : 26.00
26.25 |FEDERALLY QUALIFIED HEALTH CENTER 26.25
27.90 j7otal (sum of Tines 14-26) 0.00 248.15 0.00 27.00
28.00 |Observation Bed Days 28.00
29,00 |ambulance Trips 29.00
30.00 {Employee discount days (see instruction) 30.00
31.00 Empleoyee 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

PERRY COUNTY HOSPITAL

In tieu of Form CM5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA

Cost Center Description

_Discharges

TTitie X1

Provider Ccn: 151322

period: worksheet 5-3

Frem 01/01/2011 | Part I

To  12/31/2011i pate/Time Prepared:
|.5/4/2012 10:09 am

Total A1l |
Patients

i4.00

15,00

1.60

2.00

:Hospita1 Adults & Peds. €columns 5, 6, 7 and
|8 exclude Swing Bed, observation Bed and
Hospice days)

| Mo

JHMO IPF

fHMO IRF

Hospital Adults & peds. Sswing 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 UNIT

SURGICAL INTENSIVE CARE UNIT

{OTHER SPECTIAL CARE (SPECIFY)

NURSERY

‘Total (see instructions)

CaH visits

SUBPROVIDER - IFfF

SUBPROVIDER - IRF

SUBPROVIDER

SKILLED NURSING FACILITY

TNURSING FACELITY

OTHER LONG TERM CARE

HOME HEALFH AGENCY

AMBHLATORY SURGICAL CENTER (D.P.)
HOSPICE

FCMHC ~ CMHC

VRURAL HEALTH CLINIC

' FEDERALLY QUALIFIED HEALTH CENTER

Total (sum of Tines 14-26)

Observation Bed Days

Ambulance Trips

£mployee discount days {see instruction}
Employee discount days - IRF

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

144

144

1,289

1,289

100

O UT B R
[
<
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Health Financial Systems PERRY COUNTY HOSPITAL _ _.._In tieu of Form CM5-2552-10

HOSPITAL WAGE RELATED COSTS Iprovider con: 151322 period: i worksheet $-3
I |Fr0m 01/01/20311 Part IV
12/31/20111 pate/Time Prepared:
e S U A L7 V7 e et
Amaunt
__Reported
- ~ o e _ _..1.00
PART IV - WAGE RELATED COSTS ) _ o o
part A - Core List . e ]
RETIREMENT COST § ) e B e
1.00 |401K €mployer Contributions 1 0 1.00
2.00 lrtax sheltered annuity (TSA) Employer Contribution 0 2.00
3.00 logualified and Non-qualified pPension Plan Cost 454,368 3.0
4.00 {prior vear pension Service Cost T, A B 400
PLAN ADMINISTRATIVE COSTS (paid to Extarnal organization) . R _ —
5.00 |401K/TSA Plan administration fees 9 5.00
6.00 |Legal/accounting/Management Fees-Pension plan 0 6.00
7.00 |Employee Managed Care Program Administration Fees i i o 01 7.00

HEALTH AND INSURANCE COST o o L
8.00 |Health Insurance (Purchased or Self runded) 2,889,773 8.00
9,00 |Prescription Drug Plan 0, 9.00
16.00 |pental, Hearing and visicn Plan 6’ 10.

11.00 |Life Insurance (If employee is owner or beneficiary) 26,2211 11.00
12.00 |Accident Insurance {If employee is owner or beneficiary) o 12.00
13.00 |pisability Insurance (1f employee is owner or beneficiary) 25,125 13.00
14.00 jLong-Term Care Tnsurance (If employee is owner or beneficiary) 0 14.00
15.00 { ‘workers' Compensation Insurance 120,287 15.00

4 16.00

16.00 {Retirement Health Care Cost {onmly current year, not the extraordinary accrual required by FASE 106.
Non_cumulative portion) ) o ) o s T ;

[TAXES e . - - [
17.00 |FICA- Emp]oyers portion only 816,505 17.00

18.00 [Medicare Taxes - Employers Portion only } 0 ig.o0¢
19.00 lunemployment Insurance i 33,999 19.0C
20.00 |state or Federal unemployment Taxes o ) o oL __9_]‘ 20.00
21.00 |executive peferred Compensation I 0 21.00
22.00 |pay Care Cost and Allowances . 0 22.00
23.00 [Tuition Reimbursement 10,436 23.00
24.00 |Total wage related tost (Sum ef Yines 1 -23) o _ 0 4,376,714 24.00
lbart B - other than Core Related cost ) - T ]
: ¢ 25.00

25.00 |OTHER WAGE RELATED COSTS {SPECTIFY)

MCRIF32 - 2.24.130.0



Health Financial Systems

PERRY COUNTY HOSPITAL

in Lieu of Form CMS-2552-10

HOME HEALTH AGENCY STATISTICAL DATA

Provider CCn: 151322

Period;
From 01/01/2011

worksheet 5-4

Component CCN: 157177 |To  12/31/2011! Date/Time Prepared:
157472012 10:09 am
Home Health PPS
Agency T | oo
0.00 icounty R e |PERRY I a.00
Title v | Title XvIIT | Title X1x |  other | Total
L . 1, 2,00 3.00 4.00 | 5.00
HOME HEALTH AGENCY STATISTICAL DATA L e
1.00 |Home Health Aide Hours D! 0 0 0 o] 1.00
2,00 |unduplicated Census Count (see instructions) 0.00 104,00 0.00 55.00 181,00 2.00
Number of Employees (Full Time Equivalent)
Enter the number of hours in staff contract | rotal |
your normal werk week
R IS T T I X ) 3.00
[HOME HEALTH AGENCY - NUMBER OF EMPLOYEES S
3.00 |Administrator and Assistant Administrator(s) 0.00] 0.00 0.00| 3.00
4.00 | Director(s) and Assistant Directer(s) 0.00 0.00] 0.00! 4.00
5.00 |other Aadministrative Personnel 0.00 .00 ¢.00| 5.00
6.00 |Direct Nursing Service .00 .00 0.00| 6.00
7.00 |Nursing Supervisor 0.00 0.00 0.00( 7.00
8.060 ifhysical Therapy Service 0.00 0.00 0.00] 8.00
9.00 |pPhysical Therapy Supervisor 0.00 0.00] 0.00] 9.00
10.00 |occupational Therapy Service 0.00 0.00 0.0C| 10.08
11.00 |occupational Therapy Supervisor 0.00 0.00 0.00| 11.00
12.06 |speech Pathology Service 0.00 0.00 0.00] 12.00
13.00 Ispeech Pathoiogy Supervisor .00 0.00 0.00{ 13.00
14,006 iMedical Social service 0.00 0.00 0.00| 14.00
15.00 [Medical Social Service Supervisor 0.00] .60 0.00( 15.00
16.00 |Home Health Aide 0.00 $.00 0.00] 16.00
17.00 |Home Health Aide Supervisor .00 0.00 0.00] 17.00
18.00 |other (specify) 0.09 0.00 0.00| 18.00
HOME HEALTH AGENCY C(BSA CODES
19.00 |Enter in column 1 the number of CBSAs where 1 19.00
you provided services during the cost
reporting period.
20.00 |List those CBSA code{s) in cotumn 1 serviced 15999 20.00
during this cost reporting period (line 20
. lcontains the first code). e o o
] Full episodes
Wi thout with outliers [LuPA Episodes PEP Only Total (cols.
outliers Episodes >
1,00 2.00 3.00 4.00 5.00
IPPS ACTIVITY DATA
21.00 skilled Nursing visits 972 0 76 19 1,067| 21.00
22.00 [skilled Nursing visit charges 328,073 0 25,396 6,365 359,834 22.00
23.00 |Physical Therapy Visits 924 0 8 30 962} 23.00
24.00 |Physical Therapy Visit charges 223,827 0 1,944 7,290 233,061 24.00
25.00 |Occupational Therapy visits 34 0 3 18 362| 25.00
26.00 |occupational Therapy visit Charges 71,912 0 667 3,816 76,395] 26.00
27.00 speech pathology visits 16 0 0 1] 16! 27.00
28,00 |speech pathology visit charges 3,888 Q 1} 0 3,888| 28.00
29,00 [Medical Social Service visits 20 0 0 4 24| 28.00
30.00 |Medical social Service visit charges 6,029 0 0 1,108 7,137| 30.00
31.00 |Home Health Aide visits 471 4] 1 13 4853} 31.00
32.00 iHome Health Aide visit Charges 82,560 0 176 2,288 85,024| 32.00
33.00 |Total visits (sum of lines 21, 23, 25, 27, 2,744 0 88 84 2,916| 33.00
29, and 31)
34.00 |other charges 0 6 0 0 g} 34.60
35.00 |Total Charges (sum of lines 22, 24, 26, 28, 716,289 0 28,183 20,867 765,339) 35.00
30, 32, and 34)
36.00 [Total Number of Episodes (standard/non 133 29 5 167| 36.00
outlier)
37.00 [Total Number of outrlier Episodes 0 0 8| 37.00
38.00 |Total Non-Routine Medical supply charges 18,679 0 127 2 18,808| 38.00

MCRIF32Z - 2.24.130.0



Health Financial Systems __PERRY COUNTY HOSPITAL In tieu of Form CMS-2552-10
HOSPITAL UNCOMPENSATED AND INDIGENT CARE DATA Provider CCN: 151322 Period: worksheet 5-10
From 01/01/2011
To  12/31/2011 | Date/Time Prepared:
_1.5/4/2012 10:09 am

i.900
Uncompensated and indigent care cost cemputation _
1.00 !cost to charge ratie (worksheet C, Part I line 200 column 3 divided by line 200 column 8) ] 0.385511] 1.00
Medicaid (see instructions for each line) e 5
2.00 [Net revenue from Medicaid 1,396,082 2.00
3.00 !pid you receive DSH or supplemental payments from Medicatd? Y 3.00
4.00 If Tine 3 is “"yes", does TFine 2 include all bsH or supplemental payments from Medicaid? N 4.00
5.00 [If Tine 4 is "mo", then enter bSH or supplemental payments from Medicaid 759,334{ 5.00
6.00 {Med'ica‘id charges 9,122,926| 6.00
7.00 iMed'ica‘id cost (line 1 times Tine 6) 3,516,988 7.00
8.00 'pifference hetween net revenue and costs for Medicaid program (line 7 minus sum of lines 2 and 5; if 1,361,572| 8.00
i< zero then enter zero) S
state Children's Health XInsurance Program (SCHIP) (see instructions for each line) =
9.00 |Net revenue from stand-alone SCHIP ol 9.00
10.00 stand-alone SCHIP charges 0} 10.00
11.00 |stand-alone SCHIP cost (Fine 1 times ina i0) o 11.00
12.00 !pifference between net revenue and costs for stand-alone SCHIP (line 13 minus tine 9; if < zero then 0 12.00
ienter zero} e i o
Other state or local government indigent care program (see instructions for each line) e o
13.00 [Net revenue from state or local indigent care program (Not included or lines 2, 5 or 9) 0 13.00
14.00 Jcharges for patients covered under state or local indigent care program (Not included in lines 6 or 0| 14.00
16)
15.00 .state or Jocal indigent care program cost (line 1 times Tine 14) G{ 15.00
16.00 |pifference between net revenue and costs for state or local indigent care program {1ine 15 minus Tine 0| 16.00
13; if < zerc then enter zers) .
uncompensated care {see instructions for each Tine) B
17.00 Iprivate grants, donations, or endowment income restricted to funding charity care 0{ 17.00
18.00 |Government grants, appropriations or transfers for support of hospital operaticns 0| 18.00
19.00 |Total unreimbursed cost for Medicaid , SCHIP and state and local indigent care programs {sum of Tines 1,361,572) 19.00
_....18, 12 and 16) — e e , o
uninsured Insured Total (col. 1
_.batients 1 patients el 2y 1
100|200 3.00
20.00 'Total initial obligation of patients approved for charity care (at full 1,918,069 0 1,918,068 20.00
charges excluding non-reimbursable cost centers) for the entire facility
21.00 ICos.t of initial obligation of patients approved for charity care (line 1 739,437 0 739,437 21.00
itimes Tine 20)
22.00 !Partial payment by patients approved for charity care 992,739 0 992,732 22.00
23.00 cost of charity care (tine 21 minus tine 22) = 253,302 B -253,302 23.00
S 1200
24.00 |poes the amount in tine 20 column 2 include charges for patient days beyond a length of stay limit 24.00
imposed on patients covered by Medicaid or other indigent care program?
25.00 |1f line 24 is "yes,” charges for patient days beyend an indigent care program's Tength of stay 1imit Q! 25.00
26.00 |rotal bad debt expense for the entire hospital complex (see instructions) 4,125,072 26.00
27.00 (Medicare had debts for the entire hespital complex {see instructions) 581,992| 27.00
28.00 |Non-Medicare and Non-reimbursable bad debt expense (¥ine 26 minus line 27) 3,543,080} 28.00
29,00 fcast of non-Medicare bad debt expense {line 1 times line 28) 1,365,896] 29.00
30.00 |Cost of non-Medicare uncompensated care {line 23 column 3 plus line 293) 1,112,594| 30.00
31.00 |Total unreimbursed and uncompensated care cost (line 19 plus 1ine 30) 2,474,166) 31.00
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Health Fimancial Systems

PERRY COUNTY HOSPITAL

In Lieu of Form CM5-2552-10

RECEASSTFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES

provider con: 151322 Periad:

worksheet A
From 91/01/2011
To  12/31/2011 | Date/Time Prepared:

5/4/2012 10:09 am

Cost Center Description salaries other fotal (col. 1[ReclassiFicatif Reclassified
+ col. 2) |ons (See A-G) [Trial Balance
(col. 3 +-
- col. 4} _
1.00 | 2.00 3.00 4.00 5.00 -
GENERAL SERVICE COST CENTERS _ )
1.00 ‘NEW CAP REL COSTS-BLDG & FIXT 1,112,279 1,112,279 286,115 1,398,3%4| 1.00
2.00 'NEW CAP REL COSTS-MVBLE EQUIP 1] 0 132,193 132,193 2.00
4.00 \EMPLOYEE BENEFITS 127,937 4,058,461 4,186,398 ~4,050, 887 135,511 4.00
5.00  ADMINISTRATIVE & GENERAL 1,741,145 1,902,836 3,643,981 772,059 4,416,040! 5.00
7.00 |OPERATION OF PLANT 282,714 956,259 1,238,973 193,278 1,432,251 7.00
8.00 . LAUNDRY & LINEN SERVICE 872 94,488 95,360 0 95,360) 8.00
9.00 |HOU5EKEEPING 215,155 5¢,104 265,259 206,141 471,400 9.00
10.00 :DIEFARY 251,296 214,796 466,092 4,590 470,682 10.00
11.00 CAFETERIA 0 0 a 127,221 127,221 11.00
13.00 \NURSING ADMINISTRATION 559,285 11,449 570,734 400,282 971,016 13.00
16.00 ‘MEDICAL RECORDS & LIBRARY 174,143 298,578 472,718 50,941 523,657 16.00
"INPATTENT ROUTINE SERVICE COST CENTERS ]
30.00 ADULTS & PEDIATRICS 1,570,049 380,152 1,950,201 458,488 2,409,689 30.00
31,80 |INTENSIVE CARE UNIT 295,955 14,066 310,021 49,047 359,068 31.00
43.00 [NURSERY 38,195 0 38,198 82 38,287| 43.00
ANCILLARY SERVICE COST CENTERS o o
50.00 |OPERATING ROOM 505, 467 485,137 990, 604 42,583 1,033,187{ 50.00
52.00 ‘DE{.IVERY ROOM & LABOR ROOM 61,894 143 62,037 82 62,119| 52.00
54.00 | RADTIOLOGY-DIAGNOSTIC 831,869 960,007 1,791,876 243,290 2,035,166| 54.00
60.00  LABORATORY 597,877 760, 846 1,358,723 148,823 1,507,546} 60.00
62.00 IWHOLF_ BLOOD & PACKED RED BLOOD CELLS 11,398 142,090 153,488 -8 153,479| 62.00
65.00 |RESPIRATORY THERAPY 449,349 278,606 727,955 226,472 954,427| 65.00
66.00 |PHYSECAL THERAPRY 21,842 318,979 340,821 15,426 356,247 66,00
67.00 |OCCUPATIONAL THERAPY 0 75,572 75,572 0 75,572] 67.00
68,00 {SPEECH PATHOLOGY 0 135,760 135,760 0 135,760| 68.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 50,851 340,398 391,249 125,439 516,688 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENT 0 0 Li; 23,186 23,186( 72.00
73.00 | DRUGS CHARGED TO PATIENTS 73,368 g__,797_,87]J,,,”W;’,!’gj’lﬁ,grég 24,729 2,895,974| 73.00
QUTPATIENT SERVICE COST CENTERS e B
90.00 |CLINIC 201,358 ,064 275,422 167,426 382,848] 90.00
91.900 | EMERGENCY 803,916 1,626,138 2,430,054 176,473 2,606,527( 91.00
92,00 !_QBS_EB\{ATION BEDS (NON-DISTINCY PART) I i 92.00
OTHER REIMBURSABLE COST CENTERS ) e
95.00 |AMBULANCE SERVICES I 513.544' 353,031| ses,ezs{ 199,952’ 1,066,577| 95.00
101.00/HOME HEALTH AGENCY. I 273,432 254 944 528,376 138,242 666,618101,00
SPECIAL PURPOSE COST CENTERS - ]
113.00 INTEREST EXPENSE ' 111,764i 111,764 A111,764| of113.00
118.00;SUBTOTALS (SUM OF LINES 1-117) 9,652,909 17,808,871 27,461,780 ~9,090 27,452,690/3118.00
NONREIMBURSJA_B_I_.E CoST CENTERS s _ e B
190.00/GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 190,00
192.00|PHYSICIANS® PRIVATE OFFICES 1,981,695 1,671,680 3,653,375 31,0671 3,684,446/192,00
162 .01 MARKETING 33,207 225,900 259,107 -21,981 237,126{192.01
200.00|TOTAL (SUM OF LINES 118-199) 11,667,811 19,706,451 31,374,262 0 31,374,262(200,00
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Health Financial Systems

PERRY COUNTY HOSPITAL

In Lieu of Form €M5-2552-10

RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES

Provider CCN:

151322

period: worksheet A
From 01/01/2011

To 12/31/2011

_15/4/2012 10:0

Cost Center Description Adjustments | Net EXpenses
(See A-8) _|For Allocation|
e 6.00 .00
GENERAL SERVICE COST CENYERS =
1.00 [NEW CAP REL COSTS-BLDG & FIXT 1,398,108
2.00 JNEw CAP REL COSTS-MVBLE EQUIP 128,457
4.00 | EMPLOYEE BENEFITS 135,511
5.00 |ADMINISTRATIVE & GENERAL -69,421 4,346,619
7.00 lOPERATION OF PLANT -3,526 1,428,725
§.00 |LAUNDRY & LINEN SERVICE 95,360
9,00 HOUSEKEEPING 471,400
10.00 |DIETARY 466,940 10.
11.00 :CAFETERIA 80,289 11,
13,00 !NURSING ADMINISTRATION 971,016 13,
16.00 MEDICAL RECORDS & LIBRARY T 518,648 | 1s.
INPATIENT ROUTINE SERVICE COST CENTERS e
30.00 ADULTS & PEDIATRICS -211,609 2,198,080 30.
31.00 JINTENSIVE CARE UNIT 0 359,068 31.
43,00 'NURSERY 0 38,287 e S 43
ANCILLARY SERVICE COST CENTERS - B -
50.00 [OPERATING ROOM -347,187 686,000 50.
52.00 |DELIVERY RCOM & LABOR RCOM 0 62,118 52.
54.00 |RADIOLOGY-DIAGNOSTIC -110,114 1,925,052 54,
60.00 | LABORATORY 0 1,507,546 50,
62.00 jWHOLE BLCOD & PACKED RED BLOOD CELLS 0 153,479 %4
65.00 RESPIRATORY THERAPY -193,254 761,173 65
66.00 [ PHYSICAL THERAPY a 356,247 66
67.00 |OCCUPATIONAE THERAPY 0 75,572 67
68,00 |SPEECH PATHOLOGY 4] 135,760 68
71.00 ‘MEDICAL SUPPLIES CHARGED TO PATIENTS -8,116 508,572 71.
72.00 [IMPL, BEV. CHARGED TO PATIENT 0 23,1860 72.
73.00 |DRUGS CHARGED TO PATIENTS 1,104 2,884,870 . e I B £ |
OUTPATIENT SERVICE COST CENTERS e .
90.08 |CLINIC 0 382,848 99,
91.00 |EMERGENCY -1,323,80% 1,282,726 g1
92.00 'OBSERVATION BEDS (NON-DISTINCT PART) 1 D az
OTHER REIMBURSABLE COST CENTERS R e |
95.00 |AMBULANCE SERVICES -3,267 1,063,310[ 85
101.00/HOME HEALTH AGENCY -75,456 5901,162] - 01
SPECTAL PURPOSE COST CENTERS B o -
113.00| INTEREST EXPENSE Ol ¢ 113.
118.00; SUBTOTALS (SUM OF LINES 1-117) -2,406,510 25,046,180 _j118.
NONREIMBURSABLE COST CENTERS B
190.00|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 190.
192.00| PHYSICIANS' PRIVATE OFFICES g 3,684,446 192,
192, 01| MARKETING 0 237,126 192,
200.00, TOTAL (SUM OF LINES 118-199) -2,406, 510 28,967,752 200,

Date/Time Prepared:
3 am

MCRIF32 - 2.24.130.0



Health Financial Systems

PERRY COUNTY HOSPITAL

In Lieuw of Form (MS-2552-10

RECLASSIFICATIONS

pProvider Ccn; 151322

Period:

From 91/01/2011
To  12/31/2011

worksheet A-6

pate/Time Prepared:
5/4/2012 10:09 am

~ Increases B
Cost Center Line # Wiw,ds_g]gjjx_i_u other
. 2.00 3.00 4.00 5.00 - o _
A - CAFETERIA COST O
1.06 ‘CAFETERIA 11.00] 68,592 ss,@{ 1.00
TOTALS - | 68,592| 58,629) ) .
B -~ INTEREST EXPENSE e .
1.00 NEW CAP REL COSTS-MVBLE 2.00 o) 121,691 1.00
:EQUIP
2.40 0.00 o 0 0 2.00
movALS 0 121,691 ]
........ LEASE EXPENSE R
1.00 :rNEw CAP REL COSTS-BLDG & 1.00 0 135,021 1.00
FIXT
2.00 0.00 1] 0 2.00
3,00 .40 0 0 3.00
4.00 0.00 a 0 4.00
5.00 0.00 0 0 5.00
6.00 | 0.00 li] 4] 6.00
7.00 | 0.00 3] 0 7.600
8.00 0.00 0 0 8.00
9.00 .00 a & 9,00
11,00 0.00 8] 0 11.00
i2.00 ! 0.00 [ 1) 12.00
14.00 0.00 - 0 - 1} 14.00
Sotats 0 135,021 o e
D ~ INSURANCE EXPENSE
1.00 ;NEW CAP REL COSTS5-BLDG & 1.00 0 13,308 1.00
FIXT
2.00 !wa CAP REL COSTS-MVBLE 2.00 3] 16,370 2,00
EQUzp 4y ]
[TOTALS e . Lo 24,178
'F - GAIN/LOSS FIXED ASSETS e o
1.00 iNEW CAP REL COSTS-MVBLE 2.00 132 1.00
'equIp _ o o ]
TOTALS 0] 132
G_- DRUGS CHARGED S et e
1.00 |DRUGS CHARGED TO PATIENTS 73.00 0 82,452 1.00
2.00 0.00 0 3] 2.00
3.00 0.00 L] ¢} 3.00
4.00 i 0.60 0 0 4,00
5.00 .00 0 0 5.00
'IQT@E.._____.__..__.__.__..... S . O . 82,452 }
i - BILLABLE SUPPLIES
1.00  MEDICAL SUPPLIES CHARGED TO 71,00 0] 129,211 1.00
PATIENTS
2.00 IMPL. DEV. CHARGED TO 72.00 1} 19,504 2.00
PATIENT
3.00 : G.00 0 [¢] 3.00
4.00 . 0.00 0 0 4,400
6.00 | .00 e 0 .00
8.00 ‘ 0.00 0 0 8.00
11.00 0.00 0 0 11.00
13.00 | 0.00 o 0 13.00
14.00 ! 0.00 0 0 14.00
15,00 | .00 0 a 15.00
16.00 AMBULANCE SERVICES 95,00 0 1,394 16.0D
17.00 ‘ 0.00 1] 0 17.00
19.00 0.00 0 0 19,60
TOTALS 0 150,109 _
K - PLANT COST
1.00 OPERATION OF PLANT 7.09 0 78,200 1.00
2.00 0.00 9 . 2.00
TOTALS _ o 78,200
M - YELLOW PAGES e
1.00 ADMINISTRATIVE & GENERAL i 0 29¢E§% 1.00
[TOTALS [ i 29,458
P_- IMPLANTABLE DEVICE o
1.00 JIMPL. DEV. CHARGED TO 72.00 0 3,682 1.00
PATIENT . o o
(TOTALS . B . . ..3,682
R - PAYROLL e e
1.00 | 0.00 0 0 1.00
2.00 ADMINISTRATIVE & GENERAL 5.00 0 758,211 2.00
3.00 DPERATION OF PLANT 7.00 4] 122,318 3.00
5.00  HOUSEKEEPING 9.00 0 206,141 5.00
6.00 DIETARY 10.00 0 131,811 6.00
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Health Financial Systems

PERRY COUNTY HOSPITAL

RECLASSIFICATIONS

In tieu of Form CMS-2552-1C

Provider CCN: 151322

Period: worksheet A-6
From 01/01/2011
To  12/31/2011 | pate/Time Prepared:

5/4/2012 10:09 am

- Increases o
B Cost Center o Line # salary other
- 3,00 4.00 5,00 1 L
7.00 NURSING ADMINISTRATION 13,00 0 400,282 7.00
8.00 MEDICAL RECORDS & LIBRARY 16,00 0 72,779 8.00
9.00 'ADULTS & PEDIATRICS 30.00 0 479,718 9,00
10.00 ‘INTENSIVE CARE UNIT 31.00 0 51,173 16.00
11.00 [NURSERY 43,00 0 9z i1.00
12.00 OPERATING ROOM 50.00 0 149,052 12,00
13.00 1DELIVERY ROOM & LABOR ROOM 52,00 0 82 13.00
14.00 JRADIOLOGY DIAGNOSTIC 54.00 0 245,676 14.00
15.00 LABDRATORY 60.00 0 148,823 15.00
16.00 0.00 0 D 16.00
17.00 :RESPIRATORY THERAPY 65.00 0 249,513 17.00
18.00 ]PHYSICAL THERAPY 66.00 0 17,403 18.00
20.00 | 0.900 0 0 20,00
21.00 'DRUGS CHARGED TO PATIENTS 73.00] 0 6,610 21.00
22.00 CLINIC 90.00 0 108,717 22.00
23.00 EEMERGENCY 91.00 0 208,369 23.00
24.00 iAMBULANCE SERVICES 95,00 0 215,889 24.00
25.00 HOME HEALTH AGENCY 101.00 0 143,550 25.00
26.00 !PHYSICIANS' PRIVATE OFFICES 192.00 0 327,302 26.00
27.00 MARKETING 192.01 0 7,477 27.00
28.00 | R 0000 o 0 28.00

porats _ of 4,050,986 e

S - DEPRECIATION e N e i
1.00 NEW CAP REL COSTS-BLDG & 1.90 0 137,286 1.00

FIXT T o - _

[TotaLs 0 137,286
500.00 Grand Total: Increases 68,592 4,871,824 500.00

MCRIF32 - 2.24.130.0



Health rinancial Systems PERRY COUNTY HOSPITAL In Lieu of Form cMs-2552-10

RECLASSIFICATIONS provider CoN: 151322 | period: worksheet A-6
From 01/01/2011

To  12/31/2011;: Date/Time Prepared:
5/4/2012 10:09 am

_________ _Decreases R
Cost Center __Line # I Salary other wkst., A-7 Ref.
T 6.00 7.00 i 8.00 9.00 | 10,00 I B
A - CAFETERIA COST _ R n
1.00 ‘DIETARY T l 10“._:;%# 68,592 ss,ggg}f_ 0 1.00
TJOTALS b 88,592 58,629 e ]
@ - INTEREST EXPENSE — [P
1.90 ixmeassr EXPENSE 113.00 0 111,764 10 1.00
2.00 mIQA_ﬂ_S’ﬂVﬂMF_E;_C_E_S__ _192.00 o 1] 8% _ _ 9 2.00
[TOTALS - I o ... 121,621
C - LEASE EXPENSE e
1,00 'ADMINISTRATIVE & GENERAL 5.00 0 4,327 9 1.00
2.00 'OPERATION OF PLANT 7.00 0 7,240 0 2.00
3.00 MFDICAL RECORDS & LIBRARY 16.00 0 21,838 0 3.00
400 :ADULTS & PEDIATRICS 30.00 5] 5,040 0 4,00
5.00 OPERATING ROOM 50,00 0 22 0 5.00
6.00 !RADIOLOGY—DIAGNOSTIC 54.00 0 1,268 0 6.00
7.00 RESPIRATORY THERAPY : 65,00 0 23,041 0 7.00
8.00 LPHYSICAL THERAPY 66.00 0 970 0 8.00
9.00 DRUGS CHARGED TO PATIENTS 73.00 0 63,977 0 9.00
11.00 JEMERGENCY 91.00 0 487 0 11.00
12.90 ichuz HEALTH AGENCY 101.00 0 3,050 0 12.00
14.00 PHYSICIANS' PRIVATE OFFICES | 192.00 o 0 3,761 . 14.00
(TOTALS e .8 135,021 n JS
D -~ INSURANCE EXPENSE . o
1.00 JADMINISTRATIVE & GENERAL 5.00 0 10,370 9 1.00
2.00 |AMBUL@§§ SERVICES 1 8500 8 _ 13,8084 19 2,00
ITOTALS I a 24,178, . R
£ - GAIN/LOSS FIXED ASSETS e o
1.00 ADMINISTRATIVE & GENERAL % s o0 T I 137] o Q[ 1.00
ITOTALS N | 132] [ I .
G - DRUGS CHARGED SV [T
1.00 [ADMINISTRATIVE & GENERAL 5.00 § 781 0 1.00
2.00 [OPERATING ROOM 5¢.00 0 24,827 0 2.00
3.00  EMERGENCY 91.00 0 18,903 0 3.00
4,00 | HOME HEALTH AGENCY 101,00 0 186 0 4,00
5.00 |PHYSECIANS' PRIVATE OFFICES | 192,00 1] 37,755 0 5.00
motaLs [ 82,452 e
J -~ BILLABLE SUPPLIES o R ]
1.00 ! 0.00 0 0 0 1.00
2.00 | 0.00 0 0] 0 2.00
3.00 lADULTS & PEDIATRICS 30.00 9 15,180 €] 3.00
4.00 |INVENSIVE CARE UNIT 31.00 0 2,124 ) 4.00
6.00 lopERATING ROOM 50.00 0 81,620 ¢ 6.00
8.00 |RADIOLOGY-DIAGNOSTIC 54.00 0 1,118 0 8.00
11.00 iPH\’SICAL THERAPY 66.00 0 1,007 0 11.00
13,00 DRUGS CHARGED TO PATIENTS 73.00 0 356 a 13.00
14.00 lcLInic 90.00 0 1,201 g 14.00
15,00 |[EMERGENCY 91.00 0 12,5086 0 15.00
16.00 0.00 0 0 0 16.00
17.00 |HOME HEALTH AGENCY 101.00 0 2,072 0 17.900
19.00 PHYSECIANS' PRIVATE OFFICES | 192.001 L 32,825 __ 0 19.00
ITOTALS - 0 150,109}
K - PLANT COST L ]
1.00 AMBULANCE SERVICES 95,00 0 3,523 0 1.00
2.00 ;f_}i\ﬁICIANS' PRIVATE OFFICES | 192,00 0 74,677 _ 0 2.00
[TOTALS 0 78,200
M - YELLOW PAGES T I
1.00 ARKETING [ aerell T 29,453 T __ﬂcq 1.00
TOTALS ‘ 0 29,458
P - IMPLANTABLE DEVICE
1.08 MEDICAL SUPPLIES CHARGED TO 71.00 0 3,682 il 1.00
PATIENTS
TotALS o . 3.68 B
R ~ PAYROLL
1.906 0.00 0 0 0 1.00
2.00 0.00 0 0 0 2.00
3.00 0.00 0 0 0 3.00
5.00 | 9.00 0 0 0 5.00
6.00 | 0.00 0 g 0 6.00
7.00 0.00 0 0 i 7.00
8.00 0.00 0 0 0 8.00
9._00 0.00 0 1] 0 9,00
10.00 0.00] 0 ] 0 10. 00
11.00 0.00 0 0 0 11.00
12.00 .00 -0 0 0 12.00
13.00 0.00 0 0 N 0 13.00

MCRIF32 - 2.24.130.0



Health Financial Systems

___PERRY COUNTY HOSPITAL

In Lieu of Form CMS-2552-10

RECLASSIFICATIONS

Provider CCM: 151322 | Period:

From 01/01/2011
To 12/31/2011

Worksheet A-6

pate/Time Prepared:
5/4/2012 10:09 am

-, becreases
. cost Center Line # i salary other wkst. A-7 Ref.
TR0 7.00 TB.00 9,00 10.00 o
14.00 | 0.00 0 0 0 14,00
15.00 0.00 0 0 0 15,00
16.00 WHOLE BLOOD & PACKED RED 62.00 g 0 0 16.00
'BLOOD CELLS
17.00 | 0.00 0 0 0 17.00
18.00 ‘ 0.00 0 0 0 18.00
20.00 |MEDICAL SUPPLIES CHARGED TO 71.00 90 0 0 20,00
PATIENTS
21.00 | 0.00 0 0 0 21.00
22.00 0.00 Q 0 Y 22.00
23.00 | .00 0 0 0 23.00
24,00 0.00 0 0 0 24.00
25.00 | 0.00 0 0 0 25.00
26.00 0.00 0 0 0 26.00
27.00 0.00 0 0 ) 27.00
28.00 EMPLOYEE BENEFITS 4.00 0 o) 28.00
TOTALS o 0 L _
'S - DEPRECIATION . o
1.00 PHYSTCIANS' PRIVATE OFFICES 192.00 . _ 0 137,286, _ 9 1.00
[TOTALS ) 0 137,286
500,00 |Grand Tetal: Decreases 4,119,578 820,838 500.00

MCRIF32 - 2.24.136.0



Health Financial Systems PERRY COUNTY HOSPITAL - In Lieu of Form CM3-2552-10
RECONCELTIATION OF CAPITAL COSTS CENTERS Provider CCN: 153322 | Period: worksheet A-7
From 01/01/2011 | Parts I-III
To  12/31/2011 | pate/Time Prepared:
- 1. 3/4/2012 10:09 am

) B o Acquisitions o
Beginning purchases Dohation Total Disposals and
Balawnces Retirements
1.00 2.00 3.00 4.00 .00 )
PART I — ANALYSIS OF CHANGES YN CAPYTAL ASSET BALANCES B
1.00 ‘Land 2,885,311 50,320 Q 50,320 0} 1.00
2.00 ILand Improvements 1,394,559 100, 347 0 100, 347 0 2.00
3.00 Isuﬂd‘ings and Fixtures 10,329,023 36,831 0 36,831 0| 3.00
4,00 '8uilding Improvements 0 1] 0 9 0| 4.00
5,00 |Fixed Equipment 6,989,820 1,671,789 0 1,671,789 353,508 5.00
6.00 [Movable Equipment 9,255,773 217,564 0 217,564 45,159 6.400
7.00 |HIT designated Assets 0 0 0 0 ol 7.00
g.00 ‘subtcta‘l (sum of lines 1-7) 30,804,486 2,076,851 0 2,076,851 398,667 8.00
9.00 !Reconciling Items 0 0 0 [ gl 9.00
10.00 {Total (line 8§ minus Yine &) . 30,864,486 2,076,851 0 2,076,851 398,667] 10.00
: SUMMARY OF CAPITAL
Cost Center pescription Depreciation Lease Interest jIhsurance {see| Taxes {see
b instructions) [instructions)
b 800 10.90 11.G60 3o 1
N 2, LINES 1 and 2 e}
1.00 |NEW CAP REL COSTS-BLDG & FIXT 1,112,279 0 0 0 0} 1.00
2.00  NEW CAP REL COSTS-MVBLE EQUIP 1] 0 0 0 G| 2.00
3.00 (Total (sum of lines 1-2) a2y oo o 0 ol 3.00
COMPUTATION OF RATIOS ALLOCATION OF
e .| OTHER CAPITAL
Cost Center Description Gross Assets | Capitalized | Gross Assets | Ratio (see Insurance
L.eases forr Ratio instructions)
feol. 1 - col.
2)
A 1000 2.00 3.00 4.00
“PART XTI - RECONCILIATION OF CAPITAL COSTS CENTERS o
1.00 [NEW CAP REL COSTS-BLDG & FIXT 0 0 0 1.000000 gl 1.00
2.00 |NEW CAP REL COSTS-MVBLE EQUIP 0 0 0 0.000000 ol 2.00
3.00 |Total {(sum of lines 1-2) 0 0 0 1.000000 0] 3.00

MCRIF32 - 2.24.130.0



Health Financial Systems

PERRY COUNTY HOSPITAL

In Lie

| of Form C(Ms-2552-10

RECONCILIATION OF CAPITAL COSTS CENTERS

Provider CCN: 151322 | Pe
From 01/01/2011

riod:

workshest A-7
Parts I-IIL

To  12/31/2011 | pate/Time Prepared:
5/4/2012 10:09 am
ending Batance) Fully
pDepreciated
Assets
) 6.00 7.00 B
PART I - ANALYSIS OF CHANGES IN CAPITAL ASSET BALANCES
1.00 !Land 2,945,631 3} 1.00
2.00 !Land Improvements 1,494,906 0 2.00
3.00 |Buildings and Fixtures 10,365,854 0 3.00
4.00 [Building Improvements 0 0 4.00
5.00 }Fixed Equipment 8,308,101 0 5.00
6.00 IsMovable Equipment 9,428,178 0 6.00
7.00 JHIT designated Assets 0 0 7.00
8,00 1subtota! (sum of lines 1-7) 32,542,670 0 B.00
9.00 . Reconciling Items Q 0 9,00
10.00 |Total (Vine 8 minus 1ine 9} 32,542,670 0 10.00
o SUMMARY OF CAPITAL o
cost Center Pescription other Total (1) {(sum
Capital-relate] of cols. 9
¢ costs (see | through 14)
instructions)
). 14,00 __15.00
PART XY - RECONCILIATION OF AMOUNTS FROM WORKSHEET A, COLUMN 2, LINES 1 and 2 )
1,00 |NEW CAP REL COSTS-BLDG & FIXT 0 1,112,279 1.00
2.00 |NEW CAP REL COSTS-MVBLE EQUIP 0 .0 2.00
3,00 votal (sum of lines 1-2) . 1,112,279 e e e 3.oC
ALLOCATION OF OTHER CAPITAL SUMMARY OF
CAPITAL
Cost Cenhter Description Taxes other Total (sum of | Depreciation Lease
Capital-Relate cols. §
o 4 Costs through 7) L
6,00 7.00 8.00 9.00 10,00
PART III - RECONCILIATION OF CAPITAL COSTS CENTERS
1.00 INEW CAP REL COSTS-BLDG & FIXT 0 0 0 1,398,108 0| 1.00
2.00 |NEW CAP REL COSYS-MVBLE EQUIP 4] 0 0 -13, 826 142,283; 2.00
3.00 Total {sum of lines 1-2) 0 0 0 1,384,282 142,283 3.00

MCRIF32 - 2,24,130.0



Health Financial Systems
RECONCILIATION OF CAPITAL COSTS CENTERS

PERRY COUNTY HOSPITAL

In itieu of Form CM5-2552-10

Provider CCN: 153322

period:
From 01/01/2011

worksheet A-7
Parts I-IIT

To  12/31/2011; pate/Time Prepared:
A e - 1. 3/4/2012 10:09 am_
SUMMARY OF CAPITAL
Cost Center Description Interest  |Insurance {see| Taxes (see other Total (2) (sum

instructions) [instructions) Capital-Relate] of cols, 9

d Costs {see | through 14)
instructions) o

~ 11.00 12.00 13.00 14.00 15.00
PART XXX - RECONCILIATION OF CAPITAL COSTS CENTERS e

1,00 [NEW CAP REL COSTS-BLDG & FIXT 0 0 (T 0 1,398,108| 1.00
2.00 NEW CAP REL COSTS-MVBLE EQUIP 0 0 0 1] 128,457 2.00
3.00 |Total! (sum of lines 1-2) 0 0 0 0 1,526,565 3.00

MCRIF32 - 2.24.130.0



Health Financial Systems

PERRY COUNTY

HOSPITAL In tieu of Form €M5-2552-10

ADJUSTMENTS TO EXPENSES

provider CCN: 151322 | Period:
Erom 01/01/2011
TO 12/31/2011

worksheet A-8

Date/Time Prepared:
5/4/2012 10:09 am

i Expense Classification on Worksheet A
To/From Which the amount is to be Adjusted
Cost Center Description Basis/Code (2) Amount _Cost_Center Line # I
o 1.00 2,00 e 3.00 4.00
1.00 |Investment income - MEW CAP REL COSTS-BLDG & ONEW CAP REL COSTS-BLDG & 1.00] 1.00
YFIXT {chapter 2) FIXT
2.00 iInvestment income - NEW CAP REL COSTS-MVBLE B -33,865 NEW CAP REL COSTS-MVBLE 2.00} 2.00
EQUIP {(chapter 2) EQUTP
3.00 |Investment income - other (chapter 2) 0 0.00| 3.00
4.00 Trade, quantity, and time discounts {chapter 0 0.00| 4.00
8)
5.00 :Refunds and rebates of expenses {chapter 8} 0 0.00f{ 5.80
6.00 [Rental of provider space by suppliers 0 0.06| 6,00
(chapter 83
7.60 |T1elephone services fpay stations excluded) 0 0.00f 7.00
{chapter 21)
8.00 Television and radio service {chapter 21) 0 0.00| 8.00
9.0¢ jParking lot (chapter 21} g 6.00| 9.00
10.00 |Provider-based physician adjustment A-8-2 -2,184,161 16,00
11.90 ;s5ale of scrap, waste, etc. (chapter 23) 0 0.00} 11.00
12.00 |Related organization transactions {chapter A-8-1 42,151 12.00
10)
13.00 |Laundry and linen service 0 0.00; 13.00
14.00 cafeteria-employees and guests B -46,932 CAFETERIA 11,00 14.00
15.00 (Rental of quarters to employee and others OL 0.00| 15.00
16.00 sale of medical and surgical supplies to 8 ~-8,116MEDICAL SUPPLIES CHARGED TO 71.00( 18.00
other than patients PATIENTS
17.00 !sale of drugs to other than patients B v1,104¢DRUGS CHARGED TO PATIENTS 73.00( 17.00
18.00 isale of medical records and abstracts 8 ~5,009MEDICAL RECORDS & LIBRARY 16.00| 18.00
19,900 'Nursing schoel (tuition, fees, books, etc.) 0 0.00] 18,00
20.00 |vending machines 0 0.00] 20.00
21.00 |Income from imposition of interest, finance 0 0.00| 21.00
or penalty charges (chapter 21}
22,00 Interest expense on Medicare overpayments 0 0.00} 22.00
fand borrowings to repay Medicare
overpayments
23.00 |Adjustment for respiratory therapy costs in A-8-3 GRESPIRATORY THERAPY 65.00( 23,00
excess of limitation (chapter 14} ’
24.00 (Adjustment for physical therapy costs in A-8-3 0'PHYSICAL THERAPY 66.00] 24.00
“excess of Timitation (chapter 14)
25.00 |utilization review - physicians’ 0% ** Cost Center Deleted **= 114.00} 25.00
compensation (chapter 21}
26.00 |Depreciation - NEW CAP REL COSTS-BLDG & FIXT ONEW CAP REL COSTS-BLDG & 1.08| 26.00
FIXT
27.00 jpepreciation - NEW CAP REL COSTS~MVBLE EQBIP OMEW CAP REL COSTS-MVBLE 2.00| 27.00
FQUIP
28.00 |Non-physician Anesthetist 0/%*% Cost Center Daleted *¥* 19.00| 28.00
29.00 |pPhysicians’® assistant 0 0.00) 29.40
30.00 {adjustment for occupational therapy costs in A-8-3 0 OCCUPATIONAL THERAPY 67.00] 30,00
excess of limitation {(chapter 14)
31.00 |Adjustment for speech pathology costs in A-8-3 OISPEECH PATHOLOGY 68.008| 31.00
excess of Timitation (chapter 14)
32.00 |CAH HIT Adjustment for pepreciation and 0 0.00] 32.00
Interest
33.00 [MISC INCOME B -23,097ADMINISTRATIVE & GENERAL 5.00| 33.00
34,00 |MISC INCOME B —3,26?6MBULANCE SERVICES 95.00! 34.00
35.00 [HHA ADVERTISING A —526=HOME HEALTH AGENCY 101.00i 35.00
36.00 |RECRUITING A ‘74,93UIHDME HEALTH AGENCY 10%.00] 36.00
37.00 |SwAP INTEREST A ~13,826NEW CAP REL COSTS-MVBLE 2.00( 37.00
EQUIP
38.00 |PHONE A —IG,FGOerDMINISTRATIVE & GENERAL 5.00] 38.00
39.00 |PHONE A -3,5260PERATION OF PLANT 7.00| 39.00
40,00 |{DIETARY B —ZSGFEW CAP REL COSTS-BLDG & 1.00( 40.00
FIXT
41.00 [AHA A -3, 692 DIETARY 10.00; 41.00
42,00 |NON ALLOWABLE EXPENSE A ~29.603;ADMINISTRATIVE & GENERAL 5.00( 42.00
43.00 |LOSS REPORTED AS EXP B 132IADMINISTRATIVE & GENERAL 5.00| 43.00
45.00 {MISCELLANEQUS EXPENSE A -6,093ADMINISTRATIVE & GENERAL 5.00] 45.00
56.00 i TOTAL {sum of lines 1 thru 48} (Transfer to -2,406,510 50.00
worksheet A, column 6, Hine 200.)

MCRIF3Z - 2.24.130.0



Health Financial Systems PERRY COUNTY HOSPITAL In Lieu of Form €M3-2552-10

ADIUSTMENTS FO EXPENSES provider CCN: 151322 | Period: worksheet A-8
From 01/01/2011
To  12/31/2011 | pate/Time Prepared:
154472012 10:09 am

T Cost Center pescription wkst. A-7 Ref,
5.00

1.00 1 Investment income - NEW CAP REL COSTS-BLDG & 0 1.00
FIXT {chapter 2}

2.00 |Investment income - NEW CAP REL COSTS-MVBLE 10 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
8

5.00 |Refunds and rebates of expenses (chapter 8} 0 5.00

6.00 (Rental of provider space by suppliers 103 6.00
(chapter 8)

7.00 !Telephone services (pay stations excluded) 0 7.00
(chapter 21)

8.00 |Television and radio service (chapter 21) 0 8.00

9.00 |parking lot (chapter 21} 0 9.00

10.00 Provider-based physician adjustment 0 10,60

11.00 |sale of scrap, waste, etc. (chapter 23) 4] 11.90

12.00 :Related organization transactions (chapter 0 12,00
10)

13,00 |Laundry and 1inen service [t 13.00

14.00 |cafeterja-employees and guestis 0 14.00

15.00 |rental of gquarters 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 Q 17.00

18.00 |sale of medical records and abstracts 0 18.00

19.00 |Nursing school (tuition, fees, books, etc.} 0 19.00

20.00 [vending machines 0 23,00

21.00 {Income from imposition of interest, finance 0 21.00
or penalty charges (chapter 21}

22.00 |Interest expense on Medicare overpayments 0 22.00
and borrowings to repay Medicare
|overpaymeants

23.00 |adjustment for respiratory therapy costs in 23.00
excess of limitation (chapter 14)

24,00 lAdjustment for physical therapy costs in 24,00
rexcess of Timitation {chapter 14)

25.00 |utiTization review - physicians' 25.00
compensation (chapter 21)

26.00 {pepreciation - NEW CAP REL COSTS-BLDG & FIXT 0 26.00

27.00 :Depreciation - NEW CAP REL COSTS-MVBLE EQUIP 0 27.00

28.00 iNon-physician Anesthetist 28.00

29.00 |pPhysicians' assistant 0 29.00

30.00 |adjustment for occupational therapy costs in 30.00
excess of Timitation (chapter 14)

31.00 |Adjustment for speech pathology costs in 31.00
excess of Timitation (chapter 14)

32.00 jCAH HIT Adjustment for Depreciation and 0 32.00
Interest

33.00 |MISC INCOME 0 33.00

34.00 'MISC INCOME 0 34.00

35.00 |HHA ADVERTISING 0 35.00

36.00 | RECRUITING 0 36.00

37.00 |SWAP INTEREST 9 37.00

38.00 |PHONE ] 38.00

39.00 |PHONE Q 39.00

40.00 |DIETARY 9 40.00

41.00 |AHA 0 41.00

42 .00 [NON ALLOWABLE EXPENSE 1] 42.00

43.00 |LOSS REPORTED AS EXP [ 43.00

45.00 |MISCELLANEQUS EXPENSE 0 45.00

50,00 [ToTAL (sem of Tines 1 thru 49) (Transfer to 50.00
worksheet A, column 6, line 200.)

MCRIF32 — 2.24.130.0



Health Financial Systems

"PERRY COUNTY HOSPITAL In Ltieu of Form CM5-2552-10

STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME Provider CCN: 151322 |pPeriod: worksheet A-8-1
OFFICE COSTS From (1/01/2011
To  12/31/2011 | pate/Time Prepared:
_ - - e 15/4/2012 10:0%3 am
! Line No. | Lost Center Expense Items
- i 1.00 | 2.00 3.00
A. COSTS INCURRED AND ADJUSTHMENTS REQUIRED AS A RESULT OF TRANSACTIONS WITH RELATED ORGANEIZATIONS OR CLAIMED
HOME OFFICE COSTS! i .
1.00 r 2. DONEW CAP REL COSTS-MVBLE IAMBULANCE DEPRECIATION 1.00
[F.QUIP
2.00 T 54, 00 RADTOLOGY-DIAGNOSTIC MOBILE MRI 2.00
3.00 | .00 3.00
4.00 . .00 4.00
5.00 :FOTALS (sum of lines 1-4). ¥ransfer column 5.00
6, line 5 to Worksheet A-8, column 2, Tine
— I12- _
* 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
and/or 2, the amownt allowable should be indicated in column 4 of this part.

synbel (1) Name Percentage of
L SN . Gwnership |
1.00 0 ) B

'B. TNTERRELATIONSHIP TO RELATED ORGANTZATION(S) AND/OR HOME OFFIC

The Secretary, by virtue of the authority granted under section 181365511) of the social Security Actf"kédﬁ¥ié§ that you furnish

the information requested under Part B of this work

shest.

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 s
cantrot represent reasonable costs as determined un
part of the request information, the cost report is
reimbursement under title XVIII.

upplies furnished by organizations related to yeu by common ownership or

der section 1861 of the social security Act. 1If you do not provide all or any

considered incemplete and not acceptable for purposes of claiming

6.00

7.00 |

8.00 T

9,00 }

10.00

100,00|G. other {financial or non-financial)
| specify:

G PERRY (0} AMBULA 100.900 6.00
G DSST 100.090 7.0D
0.00 8.00

9. 00 9.00

0.00 10.00

PTHER 106.00

21) Use the fo]]owing‘symbo1s to indicate interrela

A. Individual has financial interest (stockholder,
B. Corporation, partnership, or other organization
C. Provider has financial interest in corporation,
Dp. birector, officer, administrator, or key person
organization.

E. Individual is director, officer, administrator,
F. Director, officer, administrator, or key perscn
provider.

tionship to related organizations:

partner, etc,) in both related orpawization and in provider.

has financial interest in provider.

partnership, or other organization.

of provider or relative of such person has financial interest in related

or key person of provider and related organization.

of related organization or relative of such person has financial interest in

MCRIF3Z2 - 2.24.130.0



PERRY COUNTY HOSPITAL

In Lieu of Form CMS-2552-10

Health Financial Systems
STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANTZATIONS AND HOME provider CCN: 151322 (period: worksheet A-8-1
OFFICE COSTS From 01/01/2011
To  12/31/2011 | pate/Time Prepared:
5/4/2012 10:08 am

- Amount of AMOLITE Net Wkst, A-7 Ref.
IA1Towable Cost| Included in | Adjustments
wks. A, column} (col. 4 minus
e 5 col, 5y

______ N 400 5.00 6.00 7.40

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

HOME OFFICE COSTS: [T e e e e e e S
1.00 | 43,955 0 43,855 10 1.00
2.00 | 324,281 326,085 -1,804 ¢} 2.00
3.00 | 0 0 ) 0 3.00
4.00 0 0 0 0] 4.00

Transfer column 368,236 326,085 42,151 5.00

5.00 |TOTALS {sum of lines 1-4).
6, tine 5 to worksheet A-8, column 2,

i12

Tine

* The amounts on lines 1-4 {(and subscripts as appropriate) are transferred in detail to worksheet A, column 6, lines as

Positive amounts increase cost and negative amounts decrease cost.
and/or 2, the amount allowable should be indicated in column 4 of this

appropriate.
which has not been posted te Worksheet A, columns 1

“Related Olganfzatlon(s) ‘and/or Home Office

Type of Business

For related organization or home office cost

part.

Name “{Percentage of
ownership P
4.00 5,00 6.00

_LATIONSHIP TO RELATED ORGANIZATION(S) AND/OR HOME OQFFICE!

The Secretary, by virtue of the authority granted under section 1814(b)(1) of the Social Security Act, requ1res “that you furnish
the information requested under Part B of this worksheet.

This information is used by the Centers for Medicare and Medicaid Services and its intermediaries/contractors in determining that

the costs applicable to services, facilities, and supplies furnished by organizations related to you by common ownership or
control represent reasonable costs as determined under section 1861 of the Social Security Act.

part of the request information, the cost report is considered incomplete and mot acceptable for purposes ef claiming

reimbursement under title XVIII.

If you do not provide all or any

6.00 0.00 6.00

7.00 0.00 7.00

8.00 0.980 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 fellowing symbols to indicate interrelationship to related arganizations:

1ndividual has financial interest (stockholder,
Corporation, partnership, or other organization
provider has financial interest in corporation,
Director, officer, admimistrator, or key person
organ1zat1on

E. Individual is director, officer, administrator,
F. Director, officer, administrator, or key person
provider.

onhwe

partner,

etc.} in both related organization and in provider.
has financial dinterest in provider.
partnership, or other organization.
of provider or relative of such person has financial interest in related

or key person of provider and related arganization.
of related organization or relative of such person has financial interest in

MCRIF32 - 2.24.130.0



Health Financial Systems

PERRY COUNTY HOSPITAL

In Lisu of Form CMS-2552-10

PROVIDER BASED PHYSICTAM ADJUSTMENT

MO N OV S W
(=1
<@

Proevider CCN: 151322 [period:
From 01/01/2011

whst, A Line #

Cost center/Physician |

Identifier

To

worksheet A-8-2

1.60

2.00

£5.00

G.90

0
0.00
0

54. 00 RADTOLOGY~DIAGNOSTIC
so.oo:msonmorw
RESPIRATORY THERAPY
91, QOEMERGENCY
30.00ADULTS & PEDTATRICS

50.000PERATING ROOM I

12/31/2011 | pate/Time Prepared:

e 5/4/2012 10:09 am _
Total professional

Remuneration component
1 3.00 4,00 |

347,187 347,187 1.00

108,310 108,310} 2.00

18,000 ol 3.00

193,254 193,254 4.00

1,533,000 1,323,801 5.00

211,609 211,609 6.00

0 ol 7.00

0 0| 8.00

4] ol 9.00

] 0{ 16.00

2,411,360 2,184,161:200,00

MCRIF32 - 2.24.130.0



Health Financial Systems

PERRY COUNTY HOSPITAL

PROVIDER BASED PHYSICIAN ADJUSTMENT

Provider CCN: 151322

In Lieu of Form CM5-2552-10

TO

period:
From

d:
01/01/2011
12/31/2011

worksheet A-8-2

pate/Time Prepared:
5/4/2012 10:09 am

Provider RCE Amount [Physician/provinadjusted RCE] § Percent of
Component ider Component Limit unadjusted RCE
Hours Limit

5.00 6.00 7.00 8.00 9.00
1.00 0 0 0 0 0] 1.00
2.00 \ 4] 0 0 0 6] 2.00
3.00 18,000 0 0 0 o| 3.00
4.00 | 0 0 0 0 o .00
5.00 | 209,199 0 0 0 G} 5.00
6.00 ! 0 0 0 0 0| 6.00
7.00 0 0 4] 0 Q| 7.00
8.00 0 o] 1] 0 0| 8.00
9,00 0 0 0 0 g 9.00
10.00 0 0 0 0 ol 19.00
200.00 227,199 1] 0 0;200.00

MCRIF32 - 2.24.130.0



Health Financial Systems

PERRY COUNTY HOSPITAL

PROVIDER BASED PHYSICIAN ADJUSTMENT

In Lieu of Form CMs-2552-10

Provider CCN: 151322

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

Cost of provider [physician costi Provider
Memberships &| Component jof Malpracticei component
continuing [share of col. Insurance |[Share of col.
Education 12 b 14
i 12,00 ITTTA3,60 | 14,00 15.00 |
1.00 | 0 0 0 i
2.00 ‘ 0 0 [¢] 1}
3.00 | 0 0 0 0
4.00 ‘ 0 0 0 Q
5.00 0 0] & 0
5.00 ! 0 0 B 0
7.00 0 0 0 0
8.00 0 1] 0 4]
9.00 ’ ¢ 1] 0 ]
10,00 ‘ 0 0 0 0
200.00 0 ¢! o 0

Worksheet A-8-2

Date/Time Prepared:

Limit

e 1600

OO0 000D

53/4/2012 10:09 am _
Adjusted RCE

MCRIF32 - 2.24.130.0



Health Financial Systems

____PERRY COUNTY HOSPI¥AL

In tieu of Form CMS-2552-10

PROVIDER BASED PHYSICIAN ADJUSTMENT

Provider CCN: 151322

period: worksheet A-8-2
From 01/01/2011
To  12/31/2011 ] Date/Time Prepared:

5/4/2012 10:09 am

RCE Adjustment
Disal lowance
o 17.00 18.00 i i |
1.00 0 347,187 1.00
2.00 0 108, 310 2.00
3.00 | 0 0 3.00
4.00 | 0 193,254 4.00
5.00 0 1,323,801 5.00
6.00 0 211,609 6.00
7.00 | 0 0 7.00
8.00 | 0 0 8.00
9.00 | 0 0 9.00
10.00 | 0 0 10.00
200. 00, 0 2,184,161 200,00

MCRIF3Z2 ~ 2.24.130.0



PERRY COUNTY HOSPITAL

In Lieu of Form CM5-2552-10

Health Financial Systems
REASONABLE COST DETERMINATION FOR THERAPY SERVICES FURNISHED BY Provider CCN: 151322 |Period: worksheet A-8-3 par
QUTSIDE SUPPLIERS From 01/01/2011 ]

To  12/31/2011 | bate/Time Prepared:

5/4/2012 10:09 am

physical Therapy Cost
— ; i.00 -
PART I - GENERAL INFOR.HATION
1.00 ITotaT number of weeks worked Cexciudi ng aidesy (see instructions) 521 1.00
2.00 tine 1 multiplied by 15 hours per week 780 2.00
3.00 'Number of unduplicated days in witich supervisor or therapist was on provider site (see instructions) 358 3.00
4,00 LNumber of unduplicated days in which therapy assistant was on provider site but neither supervisor 9] 4.00
nor therapist was on provider site {see instructions)
5.00 lNumber of unduplticated offsite visits - supervisors or therapists {see instructions) 3121 5.00
6.00 !Number of unduplicated offsite visits - therapy assistants (include only visits made by therapy 915| .00
lassistant and on which supervisor and/or therapist was not present during the visit(s)) (see
l instructions)
7.00 |standard travel expense rate 5.50| 7.00
8.00__.optional travel expense rate per mile ; 0.00| g.00
_Therapists | Assistants Aides Trainees .
N B 2.00 3.00 4.00 5.00
q9.00 ‘TotaT hours worked 2,527.00 4,757.00 0.00 0.00{ 9.00
10.00 ‘AHSEA (see instructions) 72.00 54.00 0.00 0.00[ 10.00
11.00 'standard travel allowance (columns 1 and 2, 36.00 27.00 11.00
lone—ha'&f of column 2, Vine 10; column 3,
tone-half of columh 3, tine 10)
12.00 iNumber of travel hours (provider site) 0 171 177 12.00
12.01 |[NMumber of travel hours (offsite) 0 0 0 12.01
13.00 |Number of miles driven (provider site) 0 2,441 6,942 13.00
13,01 |Number of miles driven (offsite} o 9 9 i3.01
i .1.00
Part II - SALARY EQUIVALENCY COMPUTATION —
14.00 supervisors (column 1, Hne 9 times column I, line 14} Gf 14.00
15.00 [Therapists {column 2, Tine 9 times column 2, Tine 10} 181,944 15.00
16.00 |Assistants (column 3, Tine 9 times column 3, TinelQ) 256,878| 16,00
17.00 1sul:n:m:aT allowance amount {sum of 1ines 14 and 15 for respiratory therapy or lines 14-16 fer all 438,822 17.00
others)
18,00 Aides (column 4, 1ine 9 times column 4, Tine 10) 0| 18.00
19.00 |Trainees {cotlumn 5, Tine 9 times column 5, Tine 10} G| 19.00
20.00 |Total allowance amount (sum of limes 17-19 for respiratory therapy or 1ines 17 and 18 for all others) _438,822] 20.00
If the sum of columns 1 and 2 for respiratory therapy or columns i-3 for physical therapy, speech pathology or
occupational therapy, Tine 9, is greater than line 2, make no entries on 1ines 21 and 22 and enter on line 23
the amount from line 20, oOtherwise complete Tines 21-23,
21.00 [waighted average rate excluding aides and trainees (line 17 divided by sum of columns & and 2, ¥ine 9 0.00] 21.00
for respiratery therapy or columns 1 thru 3, Tine 8 for all others)
22.00 !weighted allowance excluding aides and trainees (Tine 2 times line 21) ol 22.00
23.00 }_Tat;ﬂ salary equivatency (see instructions) 438,822] 23.00
'PART III - STANDARD AND OPTYONAL TRAVEL ALLOWANCE AND TRAVEL EXPENSE COMPUTATION - PROVIDER SITE
standard Travel Allowance
24.00 |Therapists (line 3 times column 2, line 11) 12,888] 24.00
25.00 Assistants (Tine 4 times column 3, line 11) 0l 25.¢00
26.00 tsubtotal (line 24 Ffor respiratory therapy or sum of lines 24 and 25 for all others) 12,888; 26.00
27.00 | standard travel expense (line 7 times 1ine 3 for respiratory therapy or sum of lines 3 and 4 for all 1,969 27.00
others)
28.00 |Total standard travel allowance and standard travel expense at the provider site (sum of 1ines 26 and 14,857] 28.00
227y
optional Travel Allowance and 0ptiona1 Travel Expense
29.00 [Therapists (column 2, line i0 times the sum of columns 1 and 2, Tine 12 ) 12,312 29.00
30.00 |Assistants {column 3, line 10 times column 3, 1ine 12) 9,558] 30.00
31.00 |subtotal (line 29 for respiratory therapy or sum of lines 29 and 30 for all others) 23,870 31.00
32.00 |optienal travel expense (line 8 times columns 1 and 2, iine 13 for respiratory therapy or sum of 0| 32.00
jcolumns 1-3, Tine 13 for a1} others)
33,00 ‘Standard travel allowance and standard travel expense (line 28) 0] 33.00
34.00 |optional travel allewance and standard travel expense (sum of lines 27 and 31) 0 34,00
35.00 |optional travel allowance and optional travel expense {sum of limes 31 and 32 | 0| 35.00
Part IV - STANDARD AND OPTIONAL TRAVEL ALLOWANCE AND TRAVEL EXPENSE COMPUTATION ~ SERVICES QUTSIDE PROVIDER SITE
standard Travel Expense , e et e
36,00 |Therapists (line 5 times column 2 “Tine 11) 11,2321 36.00
37.00 lAssistants (line 6 times column 3, Tine 11) 24,76%] 37.00
38.00 |subtotal {sum of lines 36 and 37) 35,937| 38.00
39.00 [standard travel expense (¥ine 7 times the sum of lines 5 and 6) 6.749| 39.00
optional Travel Allowance and Optional Travel Expense i
40.00 [Therapists (sum of columns 1 and 2, Fine 12.01 times column 2, lire 10) 0| 40.00
41.00 {Assistants (column 3, Tine 12.01 times column 3, line 10} ol 41.00
42.00 Subtotal (sum of Tines 40 and 41) 0l 42.00
43.00 |Optional travel expense (line 8 times the sum of columns 1-3, 1ine 13.01) 9; 43,00
Total Travel Allowance and Travel Expense - Offsite Services; Complete one of the following three lines 44, 45,
or 46, as_appropriate. -
44,00 |standard travel allowance and standard travel expense (sum of lines 38 and 39 - see instructions) 0] 44.00
45.00 {optional travel allowance and standard travel expense (sum of lines 39 and 42 - see instructions) 0] 45.00

MCRIF32 -~ 2,24.130.0



In Lieu of Form cMs-2552-10

Health Financial Systems PERRY COUNTY HOSPITAL
REASONABLE COST DETERMINATION FOR THERAPY SERVICES FURNISHED BY Provider CCN: 151322 | Period: Worksheet A-8-3 par
QUTSIDE SUPPLIERS From 01/01/2011 .

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

5/4/2012 10:09 am

oo |Physical Therapy __Cost B
S 1.00 -
46.00 |uprional travel allowance and optional travel expense (sum of 1ines 42 and 43 - see imstructions) 0 46.00
Therapists | Assistants | Aides [ Trainees Total -
I 100 2060 | 300 |  4.00 5.00 -
PART V - OVERTIME COMPUTATION .
47.00 !mrertime hours worked during reporting 0.80 .00 0,00, 0.00 0.06] 47.00
period (if column 5, line 47, is zero or
|equal to or greater than 2,080, do not
ycomptete Tines 48-55 and enter zero in each
‘r_o'lumn of Tine 36)
48.00 'overtime rate (see imstructions} 0.00 0.00 0.00 0.00 48.00
49,00 |[Total overtime (including base and overtime 0.00 0.00 0.00 0.00 49,00
tallowance) {multiply Tine 47 times line 48) _ B
'CALCULATION OF LIMIT o T
50.00 |percentage of overtime hours by category 0.00 0.00 0.00 0.00] 0.00] 50.00
‘(divide the hours in each column on line 47
by the total overtime worked - column 5,
|Tine 47)
§1.00 tallocation of provider's standard work year 0.00 0.00 0.00 0.08 0.00] 51.00
i for one full-time employee times the
|Dercentages on lipe 50} (see instructions) | .
DETERMINATION OF OVERTIME ALLOWANCE — et e
52.00 'adjusted hourty salary equivalency amount 72.00 54,00 ¢.00 0.00 52.00
(see instructions)
53.00 jovertime cost Timitation (¥ine 51 times line 0 0 [¢] 0 53.00
52)
54.00 |Maximum overtime cost {enter the lesser of 0 0] [y 0 54.00
1ine 49 or Tine 53)
55,00 |portion of overtime already included in 0 0 0 0 55.00
;hourly computation at the AHSEA (mulitiply
iTine 47 times Tine 52)
56.00 :overtime allowance (Fine 54 minus Tine 55 - 0 0 0 o] 0| 56.00
if negative enter zero) { Enter in column 5
the sum of columns 1, 3, and 4 for
respiratory therapy and columns 1 through 3
____ifor all others.) SR R I R
o _ 1.00
Part VI - COMPUTATION OF THERAPY LIMITATION AND EXCESS COST ADJUSTHENT
57.00 |salary equivalency amount {frem line 23) - 438,822 57.00
58.00 !Travel allowance and expense - provider site {from Tines 33, 34, or 35)) 4| 58.00
59.00 |Travel allowance and expense - Offsite services (from }ines 44, 45, or 48) 0} 59.00
60.00 jovertime allowance €from column 5, line 56) 0| 60.00
61.00 |Equipment cost {(see instructions) ol 61.00
62.00 |supplies {see instructions) 6,449] 62.00
63.00 . Total allowance (sum of Vines 57-62) 445,271 63.00
64,00 |Total cost of outside supplier services (from your records) 69,661 64.00
65,00 ‘Excess over limitation (line 64 minus line 63 - if negative, enter zero) _ @] 65.00
LINE 33 CALCULATION . e i e
IO0.00{Line 26 = line 24 for respiratory therapy or sum of lines 24 and 25 for all others 12,888(100.00
100,01itine 27 = 1ine 7 times Tine 3 for respiratory therapy or sum of lines 3 and 4 for all others 1,969|100.01
100.902|Line 33 = Tine 28 = sum of Tines 26 and 27 14,857;100.02
LINE 34 CALCULATION - ]
101.00(Line 27 = line 7 times 1ine 3 for respiratory therapy or sum of 1ines 3 and 4 for all others 101.00
101.0%1iLine 31 = }ine 29 for respiratory therapy or sum of }ines 29 and 30 for all others 101,01
101.02[tine 34 = sum of 1ines 27 and 31 _ o 9/101,02
LINE 35 CALCULATION T i}
102.00|Line 31 = Yine 29 for respiratory therapy or sum of Tines 29 and 30 for all others 21,8790(102.00
102.01|Line 32 = Yine 8 times columns 1 and 2, Tine 13 for respiratory therapy or sum of columns 1-3, Tine 81102.01
13 for all others
102.02|Line 35 = sum of lipes 31 and 32 21,870(102.02

MCRIF3Z - 2.24.130.0



Health Financial Systems PERRY COUNTY HOSPITAL In Lie

p of Form CM$-2552-10

REASONABLE COST DETERMINATICN FOR THERAPY SERVICES FURNISHED BY provider CCN: 151322 | Period:

From 01/01/2011

worksheet A-8-3 par

OUTSIDE SUPPLIERS To  12/31/2011 | pate/Time Prepared:;
5/4/2012 10:08 am
gccupational Cost
o } N e S Therapy _ e
L o o 1,00 B
IPART T - GEWERAL INFORMATION e |
1.00 rTota! number of weeks worked (excluding aides) (see instructions) 52| 1.00
2.00 [Line 1 multiplied by 15 hours per week 780{ 2.00
3.00 Number of unduplicated days in which supervisor or therapist was on provider site (see instructions) 254 3.00
4.00 }Number of unduplicated days in which therapy assistant was on provider site but neither supervisor 0 4.00
nor therapist was on provider site (see instructions)
5.00 |Number of unduplicated offsite visits - supervisors or therapists {see instructions) 364] 5.00
6.00 |Number of unduplicated offsite visits - therapy assistants {include only visits made by therapy 78| 6.00
assistant and on which supervisor and/or therapist was not present during the visit(s)) (see
‘instructions)
7.00 |standard travel expense rate 5.50] 7.00
8.00 |optional travel expense rate per mile 0.00| 8.00
Therapists Aides Trainees -
e 2.00 4.00 ) 5.00 B
9.00 iTotal hours worked 1,486.00 0.00] 0.00| 9.00
10.00 lAHSEA (see instructions) 68,25 0.00 6.00} 10.00
11.00 |standard travel allowance {columns 1 and 2, 34.13 34,13 11,00
lone-half of column 2, Tine 10; column 3,
one-half of column 3, line 103
12,00 il\!urn!:uer of travel hours (provider site) 0 13 13 12.00
12.01 |Number of travel hours {offsite) 0 0 Q 12.0%
13.00 !Number of miles driven (provider site) 0 3,121 1,090 13.40
13.01 'Number of miles driven (offsite) D 0 0 _ 13.01
Part II - SALARY EQUIVALENCY COMPUTATION e
14.00 15uperv1‘sors (column 1, Tine 9 times column 1, Tine 10) 0! 14.00
15.00 ITherapists (column 2, Tine 9 times column 2, Tine 10) 101,420| 15.00
16.00 |Assistants {column 3, 1ine 9 times column 3, Jinelld) 48,579 16.00
17.00 Isubtotal allowance amount (sum of Tines 14 and 35 for respiratery therapy or 1ines 14-16 for all 149,999¢ 17.00
|others)
18.00 jaides {column 4, line 9 times column 4, Jine 10D 4| 18.00
1900 |Trainees {column 5, Tipe 9 times column 5, line 103 0] 19,00
20.00 |Total aliowance amount {sum of lines 17-19 for respiratory therapy or lines 17 and 18 for all others) 148,999 20.00
If the sum of columns 1 and 2 for respiratory therapy or columns 1-3 for physical therapy, speech pathology or
occupational therapy, Tine 9, is greater than 1ine 2, make no entries on lines 21 and 22 and enter on line 23
21.00 |weighted average rate excluding aides and trainees (line 17 divided by sum of columns 1 and 2, line 9 0.00( 21.00
for respiratery therapy or columns 1 thru 3, line 9 for all others)
22.00 weighted allowance excluding aides and trainees (line 2 times line 21} o| 22.00
23.00 [Fotal salary equivalency (see instructions) . 149,999 23.00
[PART _TTII - STANDARD AND OPTIONAL TRAVEL ALLOWANCE AND TRAVEL EXPENSE COMPUTATION - PROVIDER SITE
standard Travel Allowance e
24.00 :Therapists (line 3 times colemn 2, line 11} 8,669 24.00
25.00 |Assistants (Tine 4 times column 3, Tine 11) Ol 25.00
26,00 |subtotal (line 24 for respiratory therapy or sum of lines 24 and 25 for all others) 8,669( 26.00
27.00 |standard travel expense (1ine 7 times Tine 3 for respiratory therapy or sum of lines 3 and 4 for all 1,397( 27.00
others)
28.00 |Total standard travel allowance and standard travel expense at the provider site (sum of Tines 26 and 10,066 28.00
27)
Optional Travel Allowance and Optional Travel Expense
29.00 !Therapists (column 2, 1ine 10 times the sum of columns 1 and 2, tine 12 ) 1,2291 29.00
30.00 |Assistants (column 3, Tine 10 times column 3, Tine 12) 563| 30.00
31.00 |subtotal (Yine 29 for respiratory therapy or sum of lines 29 and 30 for all others) 1,7921 31.00
32.00 |optional travel expense (line 8 times columns 1 and 2, line 13 for respiratory therapy or sum of 0: 32.00
columns 1-3, Tine 13 for all others)
33.00 |standard travel allowance and standard travel expense {line 28) 0| 33.00
34.00 |optional travel allowance and standard travel expense (sum of Tines 27 and 31) 0] 34.00
35.00 |optional travel allowance and optional travel expense {sum of lines 31 and 32) e . 0| 35.00
Part IV - STANDARD AND OPTION, WEL ALLOWANCE AND TRAVEL EXPENSE COMPUTATION - SERVICES OUTSIDE PROVIDER SITE
standard Trave} Expense
36.00 |Therapists (Jine 5 times cotumn 2, line 11)
37.00 jAssistants (Tine 6 times column 3, tine 11)
38.00 :subtotal (sum of lines 36 and 37}
39.00 |standard travel expense (line 7 times the sum of ¥ines 5 and 6) .
optional fravel Altowance and Optional Travel Expense i i
40.00 |Therapists (sum of columns 1 and 2, Tline 12,01 times column 2, 1ine 10} ol 40,00
41.00 ‘Assistants (column 3, Tine 12.01 times column 3, line 10) G{ 41.00
42.00 [subtotal (sum of lines 40 and 41) 0| 42.00
43,00 |optional travel expense (line 8 times the sum of columns 1-3, Tine 13.01) 0} 43.00
Total Travel Allowance and Travel Expensa - Offsite Services; Complete ene of the following three lines 44, 45,
or 46, as _appropriate,
44.00 [standard travel allowance and standard travel expense (sum of limes 38 and 39 - see instructions) } 0| 44.00

MCRIF3Z - 2.24.1306.0



Health Financial Systems PERRY COUNTY HOSPITAL In Lieu of Form CMS-2552-10

REASONABLE COST DETERMINATION FOR THERAPY SERVICES FURNISHED BY Provider CCN: 151322 |period: worksheet A-8-3 par
QUTSIDE SUPPLIERS From 01/01/2011

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

o 5/4/2012 10:09 am
Occupational Cost

. - Therapy -

___________ i . 1.00 L

45.00 |optional travel allowance and standard travel expense (sum of jines 39 and 42 - see instructions) 0! 45.00

46.00 optional travel allowance and optional travel expense (sum of Jines 42 and 43 - see instructions) ) 0| 46.00

_Therapists | Assistants | Aides Trainees Total -

1.00 | . 2.00 l 3,00 4.00 1 500

PART V_~ OVERTIME COMPUTATION e -

47.40 [overtime hours worked during reporting .00 0.00 0.00] 0.00 0.00( 47.00
period (if column 5, line 47, is zero or
requal to or greater than 2,080, do not
complete Tlines 48-55 and enter zero in each
icolumn of Tine 56)

48.00 lovertime rate (see instructions) (.00 0.00 0.00] 0.00 48.00

48,00 ITotal overtime (including base and overtime 0.00 0.00 0.00 0.00, 49.00
la)lowance) (multipty line 47 times line 48) N . .
CALCULATION OF LIMIT e R S

50.00 Percentage of overtime hours by category 0,00 0.00 0.08 0.00 8.00( 50.00
\(divide the hours in each coTumn on 1line 47
'by the total overtime worked - column 5,
| Tine 473

51.00 iallecation of provider's standard work year 0.00 0.00 0.00 0.00, 0.00| 51.00
| for one full-time employee times the
ipercentages on line 50) (see instructionsy | |
DETERMINATION OF OVERTIME ALLOWANCE

52.00 fadjusted hourly salary equivalency amount 68.25 51.19 0.00] 0.00 Tl s2.00
{see instructions)

53,00 [Qvertime cost Fimitation (line 31 times Tine 0 0 ¢ 0 53.00
52)

54,00 'Maximum overtime cost (enter the lesser of 0 0 0 Q 54.00
Tine 49 or 1ine 53)

55.00 [portion of overtime already included in 0 o 0 0 55.00

lhourly computation at the AHSEA (muitiply
|Tine 47 times 1ine 52)

56,00 overtime allowance (lime 54 minus Tine 55 - 0 0 3 0 0} 56,00
if negative enter zero) { Enter in column 5
the sum of columns 1, 3, and 4 for
| respiratory therapy and columns 1 through 3
for all others.) . ... S ;

~ 100

Part VI - COMPUTATION OF THERAPY LIMITATION AND EXCESS COST ADJUSTMENT e
57.00 /salary equivalency amount {from line 23
58.00 |Travel allowance and expense - provider site (from Tines 33, 34, or 35)) 0
59.00 |Travel allowance and expense - Offsite services (from lines 44, 45, or 48) ol 59.00
60.00 'overtime allowance (from column 5, Tine $6) [¢]
61.00 |Equipment cost (see instructions)
62.00 |supplies {(see instructions)
63.00 |Total allowance (sum of lines 57-62)
64.00 Total cost of outside supplier services (from your records)
65.00 |Excess over limitation (Tine 64 minus line 63 - if negative, enter zero) o )
LINE 33 CALCULATION T e
100.00/Line 26 = line 24 for respiratory therapy eor sum of lines 24 and 25 for all others
100.0L:Line 27 = Yine 7 times Tine 3 for respiratory therapy or sum of Tines 3 and 4 for all others
100.02{1ine 33 = Jine 28 = sum of lines 26 and 27
LINE 34 CALCULATION

~ 149,999| 57.00

L

101.00/tine 27 = Tine 7 times line 3 For respiratory therapy or sum of 1ines 3 and 4 for all others 1,397]101.00
101.011ine 31 = Yine 29 for respiratory therapy or sum of lines 29 and 30 for all others 1,792{101.01
3,189[101,02

101,02 1ine 34 = sum of lines 27 and 31

LINE 35 CALCULATION ,

102.00:Line 31 = Tine 29 for respiratory therapy or sum of lines 29 and 30 for all others 1,7921102.00

102.01itine 32 = Tine 8 times columns 1 and 2, Tine 13 for respiratory therapy or sum of columns 1-3, Tine 0102.01
13 for all others

102.02|Line 35 = sum of lines 31 and 32 1,792[102.02

MCRIF32 - 2.24.130.0



PERRY COUNTY HOSPITAL

____In tieu of Form CM5-2552-10

Health Financial Systems

REASONABLE COST DETERMINATION FOR THERAPY SERVICES FURNISHED BY provider CCN: 151322 Eenogl/Gl/ZOll worksheet A-8-3 par
rom
OUTSIDE SUPPLIERS To  12/31/2011 | bate/Time Prepared:
I o 5/4/2012 10:09 am
- speech pathology| ~ __ cCost
o 1.00 :
PART I - GENERAL INFORMATION
1.00 iTotal number of weeks worked (excluding aides) {see instructions) 52 1.00
2.00 |tine 1 multiplied by 15 hours per week 780 2.00
3.00 ‘Number of unduplicated days in which supervisor or therapist was on provider site {see instructions) 247 3.00
4.00 INurnber of unduplicated days in which therapy assistant was on provider site but neither supervisor 0} 4.00
nor therapist was on provider site (see Tnstructwns)
5.00 |Number of unduplicated offsite visits - supervisors or therapists (see instructions) 28| 5.00
6.00  Number of unduplicated offsite visits - therapy assistants (include only visits made by therapy 0| 6.00
assistant and on which supervisor and/or therapist was not present during the visit(s)) (see
rinstructions)
7.00 ;standard travel expense rate 5.50| 7.00
8.00 ioptional travel expense rate per mile et 0.00| 8.00
“supervisors | Therapi. Assistants Aides Trainees
e _|ooxeo T e.00 | U3.00 400 5.00
9.00 ITotal hours worked Q.00 2,271.00 0.00 0.60 0.006] 9.00
10.00 iAHSEA (see instructions) 0.00 59,22 49,20 6.00 0.00| 10.00
11.00 'standard travel allowance (columns 1 and 2, 29.61 29,61 24.60 11.00
Lone half of column 2, Tine 10; column 3,
'one-half of column 3, Tine 10D
12.00 ‘Number of travel hours (provider site) 0] 16 0 12.00
12.01 'Number of travel hours {offsite) 0 0 [4] 12.01
13,00 !Number of miles driven (provider site) 0 238 0 13.00
13.01 Number of miles driven (offsite) 3] 0 Y R 13.01
- 1.00
Part II - SALARY EQUIVALENCY COMPUTATION -
14.00 'supervisers (column 1, iine 9 times column 1, line 10} 0} 14.00
15.00 |Therapists (column 2, Tine 9 times column 2, line 10) 134,489] 15.00
16.00 Assistants (column 3, Tine 8 times column 3, TinelQ) 0] 16.00
17.00 {subtotal allowance amount (sum of Tines 14 and 15 for respiratory therapy or lines 14-16 for all 134,48%( 17.00
others)
18.00 |aides (column 4, Tine 2 times column 4, Tine 10) 0] 18.600
19.00 Trainees (column 5, 1ine 9 times column 5, line 10) 0 19,00
20.00 yotal allowance amount (sum of lines 17-19 for respiratory therapy or lines 17 and 18 for all others) ..A34,489( 20.00
¥ the sum of columns 1 and 2 for respiratory therapy or columns 1-3 for physical therapy, speech pathology or
occupational therapy, line 9, is greater than Tine 2, make no entries on lines 21 and 22 and enter on line 23
the amount from 1ine 20, otherwise complete lines 21—23
21.00 |weighted average rate exciuding aides and trainees (Tine 17 divided by sum of columns 1 and 2, line 9 0.00] 21.00
for respiratory therapy or coTumns 1 thru 3, line 9 for all others)
22.00 weighted allowance excluding aides and trainees (1ine 2 times 1ine 21) 0} 22.00
23.00 LTota'I salary equivalency (see instructions) 134,489 23.00
PART TIT - STANDARD AND OPTIONAL TRAVEL ALLOWANCE AND TRAVEL EXPENSE COMPUTATION - PROVIDER SITE
standard Travel Allowance o
24.00 jTherapists (Vine 3 times column 2, line 11) 7.314; 24.00
25.00 IAssistants {¥ine 4 times column 3, line 11) a1 25.00
26.00 |subtotal (ine 24 for respiratory therapy or sum of 1ines 24 and 25 for all others) 7,314| 26.00
27.00 :standard travel expense (line 7 times line 3 for respiratory therapy or sum of lines 3 and 4 for all 1,359 27.00
others)
28.00 {Total standard travel allowance and standard travel expense at the provider site {sum of Tines 26 and 8,673 28.00
27) —— e
_p_twna] ‘Travel allowance and Optiohal Travel Expense e
28.00 |Therapists (column 2, line 10 times the sum of cojumns 1 and 2 Tine 12 ) 5921 29.00
30.00 jAssistants {(column 3, Tine 10 times column 3, Hine 12) 01 30.00
31.00 |subtotal (Yline 29 for respiratory therapy or sum of Tines 29 and 30 for all others) 592| 31.00
32.00 |optional travel expense (line 8 times columns 1 and 2, 1ine 13 for respiratery therapy or sum of 0] 32.900
columns 1-3, Tine 13 for all others)
33.00 |standard travel allowance and standard travel expense (line 28) ¢ 33.00
34.00 lopticnal travel allowance and stamdard travel expense (sum of lines 27 and 31) 0| 34.00
35.00 iOpt'lonai trave]l allowance and opticnal travel expense (sum of lines 31 and 32) 0] 35.00
part IV - STANDARD AND OPTIONAL TRAVEL ALLOWANCE AND TRAVEL EXPENSE COMPUTATIOMN - SERVICES OUTSIDE PROVIDER SITE
‘standard Travel Expense o o L
36.00 |Therapists (I1ine 5 times column 2, Tine 11) 829| 36.00
37.00 |assistants {line 6 times column 3, line 11) 0| 37.00
38.00 subtotal (sum of lines 36 and 37) 829| 38.00
39.00 ,standard travel expense (line 7 times the sum of lines 5 and 6) k1541 38,00
optional Travel Allowance and Optional Travel Expense
40.00 [Therapists {sum of columns 1 and 2, line 12,01 times column 2, Tine 10) 0| 40.00
41.00 |Assistants (coiumn 3, Tine 12.01 times column 3, Tine 10) Q] 41.00
42,90 isubtotal (sum of lines 40 and 41) 0; 42,00
43.00 |optional travel expense (line 8 times the sum of columns 1-3, line 13.01) 8/ 43.00
Total Travel Allowance and Travel Expense - Offsite Services. Compiete one of the following tihree 1ines 44, 45,
or 46, as appropriate.
44 .00 |standard travel allowance and standard travel expense {sum of lines 38 and 3% - see instructions) 0O} 44,00
45.00 {optional travel allowance and standard travel expense {sum of Tines 39 and 42 - see instructions) 0f 45.00
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Health Financial Systems

PERRY COUNTY HOSPITAL

In Lieu of Form (MS-2552-10

REASONABLE COST DETERMINATION FOR THERAPY SERVICES FURNISHED BY Provider CCN: 151322 | rPeriod: workshest A-8-3 par
OUTSIDE SUPPLIERS From 01/01/2011
Yo  12/31/2011 | bate/Time Prepared:
5/4/2032 106:09 am
_ B L speech Pathelogy Cost o
SO 1.00 .
46.00 ;optional travel allowance and optional travel expense (sum of lines 42 and 43 - see instructions) 0| 46.00
Therapists | Assistants | Aides Trainees Total
1,00 2,00 | 3.00 4,00 5.00
[PART V - OVERTIME COMPUTATION B
47.00 jovertfme hours worked during reporting 0.00 0.00] 0.00 0.00 06.00] 47.00
[period (if column 5, line 47, is zero or
lequal to or greater than 2,080, do not
!compTete Tines 48-55 and enter zero in each
rcotumn of Tine 56}
48.00 'overtime rate (see instructions) 0.00 0.00 6.00 0.00 48.00
49,00 |Total overtime (including base and overtime 0.00 0,00 0.00 0.00 49.00
allowance) (multiply iine 47 times line 48)
(CALCULATION OF LIMIT
50.00 ‘parcentage of overtime hours by category 0.00 0.00 .00 0.00 0.00] 50.00
' (divide the hours in each cotumn on line 47
by the total overtime worked - coltumn 5,
[Tine 47)
51.00 'ATlocatjon of provider's stahdard work year 0.00 0.00 0.00 0.00 0.001 51.00
for one full-time employee times the
percentages on_line 50) (see instructions) D Y
DETERMINATION OF OVERTIME ALLOWANCE e e
52.00 |adjusted hourly salary equivalency amount 59.22 49,20 4.0 0.00 52.00
(see instructions)
53,00 |overtime cost ¥imitation (line 51 times line 0 0 0 0 53.00
523
54.00 ‘Maximum overtime cost (enter the lesser of 0 0 0 0 54.00
;Tine 49 or line 53)
55.00 Portion of overtime already included in 0 0 0 y; 55.00
‘hour]y computation at the AHSEA (multiply
Tine 47 times line 52)
56,00 |overtime aliowance (line 54 minus line 55 - 0 0 0 0 0| 56.00
Jif negative enter zero) ( Enter in column 5
ithe sum of columns 1, 3, and 4 for
respiratory therapy and columns 1 through 3
___lfor a11 others.) e I
. 100
Part VI ~ COMPUTATION OF THERAPY LIMITATION AND EXCESS COST ADIUSTMENT _
57.00 ;salary equivaltency ameunt (from line 23) 134,489| 57.00
58.00 |Travel allowance and expense - provider site (from lines 33, 34, or 35)) 0l 58.00
59,00 |Travel allowance and expense - Offsite services (from lines 44, 45, or 46) 0 59.00
60.00 |overtime allowance (from column 5, line 56) 0| 60.00
63.00 |Equipment cost (see instructions) | 61.00
62.00 .Supplies (see instructions) 828{ 62.00
63.00 |[Total allewance (sum of Vines 57-62) 135,317} 63.00
64,00 |Total cost of outside supplier services (from your records) 1,680 64.00
65.00 |Excess over limitation (Jine 64 minus line B3 - if negative, enter zero) . 9] 65.00
LINE 33 CALCULATION
100.00|Line 26 = T1ine 24 for respiratory therapy or sum of Tines 24 and 25 for all others 7,3141100.00
100.0%iLine 27 = Tine 7 times line 3 for respiratory therapy or sum of Tines 3 and 4 for all others 1,359(100.01
100.02[Line 33 = Tine 28 = sum of lines 26 and 27 _ 8,673(100.02
LINE 34 CALCULATION B
101.00/Line 27 = line 7 times Tine 3 for respiratory therapy or sum of lines 3 and 4 for all others 1,359{101.00
101,01iLine 31 = 1ine 29 for respiratory therapy or sum of tines 29 and 30 for all others 592 101.01
101,02, Line 34 = sum of lines 27 and 31 e 1,951)101.02
LINE 35 CALCULATION e e eeee et et e e e
102.00[Line 31 = Tine 2% for respiratory therapy or sum of lines 29 and 30 for all others 5921102.00
1062.01 1ine 32 = 1ine 8 times columns 1 and 2, Tine 13 for respiratory therapy or sum of columns 1-3, line 01162.01
13 for all others
102.02|cine 35 = sum of lines 31 and 32 582102.02
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Health Financial Systems

PERRY COUNTY HOSPITAL

In Lieu of Form {MS-2552-10

COST

1.00
2.00
4.00
5.00
7.00
§.00
9.00
10.0
i1.0
13.0
16.0

30.0
31.9
43.0

50.0
52.0
54.0
66.0
62.0
65.0
66.0
67.0
68.0
71.0
72.0
73.0

90.0
91,0
92.0

95.0
101,

113,
118.

190.
192,
192,
200.
200,
202.

ALLOCATION - GENERAL SERVICE COSTS

provider CCN: 151322 [Period:

worksheet 8

From 01/01/2011 | Part &

To  12/31/2011 ] pate/Time Prepared:
- - . B . et 5/4/2012 10:09 am
CAPITAL RELATED COSTS
Cost Center Description Net Expenses NEW BLDG & NEW MVBLE EMPLOYEE subtotal
for Cost FIXY EQUIP BENEFITS
Allocation
(from wkst A
. co] s B
e . 4A
GENERAL SERVICE COST CENTERS e e e
'NEW cAP REL COSTS-BLDG & FIXT 1,398,108 1,398,108 1.00
NEW CAP REL COSTS-MVBLE EQUIP 128,457 128,457 2.00
EMPLOYEE BENEFITS 135,511 13,747 1,263 150,521 4,00
‘}ADMINISTRATIVE & GENERAL 4,346,619 167,179 15,360 22,711 4,551,869; 5.00
' OPERATION OF PLANT 1,428,725 143,962 13,227 3,688 1,589,602 7.00
LAUNDRY & LINEN SERVICE 95, 360 19,496 1,791 11 116,658 8.00
"HOUSEKEEPING 471,400 7,222 664 2,806 482,092 9.Q0
] JDIETARY 466,990, 93,155 8,559 2,383 571,087 10.00
0 . CAFETERIA 80,289 0 ) 895 81,184] 11.00
0 iNURSING ADMINISTRATION 971,016 12,670 1,164 7,295 992,145] 13.00
0 _MEDICAE RECORDS & LIBRARY | 518,648 27,652 2,54 2,271 551,312 16.00
INPATIENT ROUTINE SERVICE COST CENTERS e e
0 |ADULTS & PEDIATRICS 2,198,080 273,449 25,124 20,480 2,517,1337 30.00
0 | INTENSIVE CARE UNIT 355,068 28,444 2,613 3,860 393,985] 31.00
0 |NURSERY N 38287 5,115 470 498) _ 44,370| 43.00
ANCILLARY SERVICE COST CENTERS _ ]
0 |OPERATING ROOM 686,000 88,879 8,166 6,593 789,638] 50.00
0 |DELIVERY ROOM & LABOR ROOM 62,119 10,263 943 807 74,132} 52.00
G | RADIOLOGY-DIAGNOSTIC 1,925,052 84,255 7,741 10,851 2,027,895 54.00
0 | LABORATORY 1,507,546 16,772 1,541 7,799 1,533,658| 60.00
1] JWHOLE BLOOP & PACKED RED BLOOD CELLS 153,479, 0 3] 149 153,628| 62.00
O {RESPIRATORY THERAPY 761,173 35,935 3,302 5,861 806,271| &5.00
0 PHYSICAL THERAPY 356,247 64,395 5,917 285 426,844} 66.00
0 | occupATIONAL THERAPY 75,572 2,597 239 0 78,408 67.00
 |SPEECH PATHOLOGY 135,760 2,597 239 y 138,596| 68.00
0 |MEDICAL SUPPLIES CHARGED TO PATIENTS 508,572 3,484 320 663 513,039 71.00
0 |IMPL.. DEV, CHARGED TO PATIENT 23,186 0 0 0 23,186] 72.00
0 !|DRUGS CHARGED TO PATIENTS 2,894,870 17,3420 1,593 957 2,914,762] 73.00
OUTPATIENT SERVICE COST CENTERS e e et e et e e et oo st
0 | CLINIC 382,848 52,438 4,818 2,627 442,731| 96.00
0 | EMERGENCY 1,282,726 53,008 4,870 10,486 1,351,090 91.00
0 |OBSERVATION BEDS (NON-DISTINCT PARY) e - . o 0§ 92.00
OTHER REIMBURSABLE COST CENTERS . e
0 }AMBULANCE SERVICES ‘ 1,863,310 90,653 8,329 6,699 1,168,991) 95.00
00| HOME HEALTH AGENCY [ PR - T 17 B 9,332 858, L3567 0604,897[101.00
SPECIAL PURPDSE COST CENTERS
0| INTEREST EXPENSE [ 1 113.00
00!SUBTOTALS (SUM GF LINES 1-117) 25,046,180, 1,324,021} 121,650 124,242  24,939,007|118.00
NONREIMBURSABLE COST CENTERS e }
00 GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 11,783 1,083 0 12,8661190.00
00 PHYSICIANS " PRIVATE OFFICES 3,684,446 B2, 304 5,724 25,846 3,778,320i192.00
01| MARKETING 237,126 0 0 433 237,559192.01
00| Cross Foot Adjustments 0|200.00
00:Negative Cost Centers ] 0 1 01201.00
00! ToTAL (sum lines 118-201) 28,967,752 1,398,108 128,457 150,521 28,967,752|202.00
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PERRY COUNTY HOSPITAL

in tieu of Form €Ms5-2552-10

Health Financial Systems
COST ALLOCATION - GENERAL SERVICE COSTS Provider CCN: 151322 | Period: worksheet B
From 01/01/2011 | pPart I
To 12/31/2011 | pate/Time Prepared:
_ N e | 3/4/2012 10:09 am
Cost Center Description IADMINISTRATIVE] OPERATION OF LAUNDRY & HOUSEKEEPING DIETARY
& GENERAL PLANF  [LINEN SERVICE.
_______ _ 5.00 7.00 }  B8.00 3.00 10,00 o

GENERAL SERVICE COST CENTERS R o e
1.00 |NEW CAP REL COSTS-BLDG & FIXT 1.00
2.00 NEW CAP REL COSTS-MVBLE EQUIP 2.00
4,00 |[FMPLOYEE BENEFITS 4.00
5.00 ADMINISTRATIVE & GENERAL 4,551,869 5.00
7.00 'OPERATION OF PLANT 296,351 1,885,953 7.00
8.00 | LAUNDRY & LTINEN SERVICE 21,749 34,260 172,667 8.00
9.00 HOUSEKEEPING 89,877 12,621 11,458 596,118 8.400
10.00 |DIETARY 106,468 163,701 1] 53,0064 894,320| 10.00
11.00 | CAFETERTA 15,135 0 0 { 0 11.00
13.00 |NURSING ADMINISTRATION 184,967, 22,265 0 7,217 0} 13.00
16.00 (MEDICAL RECORDS & LTBRARY | 302,744 48,593 0 15,751 0] 16,00

INPATIENT ROUTINE SERVICE COSY CENTERS R S,
30.00 |ADULTS & PEDIATRICS 480,525 77,958 155,763 867,525} 30.00
31.00 'INTENSIVE CARE UNIT 73,451 49,984 5,015 16,202 26,795| 31,00
43.00 |NURSERY . e B212 8,889 Y .28 0] 43.00

ANCILLARY SERVICE COST CENTERS e
50,00 |OPERATING ROOM 147,213 156,186 8,446 50,628
52.00 |DELIVERY ROOM & LABOR ROOM 13,821 18,034 0 5,848
54,00 ;RADIOLOGY-DIAGNOSTIC 378,063 148,060 15,371 47,9%4
60.00 | LABORATORY 285,921 29,473 621 9,554
62.00 [WHOLE BLOOD & PACKED RED BLOOD CELLS 28,641 0 0 0
65.00 |RESPIRATORY THERAPY 150,314 63,148 3,819 20,479
66.00 | PHYSICAL THERAPY 79,577 113,160 3,866 36,681
67.00 | OCCUPATIONAL THERAPY 14,618 4,564 0 1,480
68.00 |SPEECH PATHOLOGY 25,839 4,564 0 1,480
71.00 MEDICAL SUPPLIES CHARGED TO PATIENTS 95,646 6,123 0 1,985
72.00 [IMPL. DEV. CHARGED TO PATIENT 4,323 0 [y 0
73.00 |DRUGS CHARGED TQ PATIENTS . . 343,402 __ 30,475 U 9,878 -

OUYPATIENT SERVICE COST CENTERS e e et e e }
90.00 |CLINIC 82,539 92,148 1,848 28,870
91.00 | EMERGENCY 251,885 93,150 43,830 30,195
92.00 OBSERVATION BEDS (NON-DISTINCT PART) e -

95,00 [AMRULANCE SERVICES ; 21?,936' 159,303‘ 435|"' TUUTTsEe38 T ol 9s.00
101.00[HOME HEALTH AGENCY 112,772 16,365 0 5,305, 0[101.00
SPECIAL PURPOSE COST CENTERS Y
113,00] INTEREST EXPENSE I l l f 113,00
118,00/ SUBTOTALS (SUM OF LINES 1-117) 3,800,796 1,755,761 172,667 553,916;  894,320[118.00
NONREIMBURSABLE COST CENTERS L . |
190.00|GIFT, FLOWER, COFFEE SHOP & CANTEEN 2,399 20,706 0 6,712 0]190.00
192.00; PHYSICTANS' PRIVATE OFFICES 704,386 109,486 0 35,490 0{192.00
192 .01 MARKETING 44,288 0 0 0 0{192.01
200.900/Cross Foot Adjustments 200.00
201.00|Negative Cost Centers 0 0 0 0 Q201,90
202.00|T0TAL (sum Tines 118-201) 4,551,869 1,885,953 172,667 596,118 894,320202.00

MCRIF32 - 2.24.130.0



PERRY COUNTY HOSPITAL

In Lieu of Form M5-2552-19

Health Financial systems
COST ALLOCATION - GENERAL SERVICE COSTS Provider CcN: 151322 |period: Worksheet 8
From 01/01/2011 | Part I
To  12/31/2011 ; pate/Time Prepared:
S S 5/4/2012 10:09 am
Cost Center Description CAFETERIA NURSING MEDICAL subtotal Intern &
DMINISTRATION, RECORDS & rRasidents Cost
r\ LIBRARY & rost
Stepdown
e Adjustments
B 11,00 13.00 __16.00 24,00 25.00
GENERAL SERVICE COST_CENTERS B
1.00 |NEW CAP REL COSTS-BLDG & FIXT
2.00 |[NEW CAP REi COSTS-MVBLE EQUIP
4.00 |EMPLOYEE BENEFITS
5.00 |ADMINISTRATIVE & GENERAL
7.00 |OPERATION OF PLANT
8.00 jLAUNDRY & LINEN SERVICE
3.00 |HOUSEKEEPING
10.00 |DIETARY
11.00 | CAFETERIA 96,119
13.00 lNURSING ADMINISTRATION 6,364 1,212,958 .
16.00 |[MEDICAL RECORDS & LIBRARY = = el BaT3BE .91... v 21,835 o 16.00
INPATIENT ROUTINE SERVICE COST CENYERS . e e
30.00 |ADULTS & PEDIATRICS 28,648 649,324 195,988 5,442,136 0l 30.00
31.00 |INTENSIVE CARE UNIT 4,059 92,005 0 661,496 01 31.00
43.00 |NURSERY I ; B - KOO -2 -1, U ¢ 77,377 _ 0 43.00
ANCILLARY SERVICE COST CENTERS U R
50.00 |OPERATING ROOM 4,345 98,491 8 1,254,947 0| 50.00
52.00 EDELIVERY ROOM & LABOR ROOM 904 20,483 0 133,220 0] 52.00
54.00 RADIOLOGY-DIAGNOSTIC 11,741 0 148,853 2,777,981 G| 54.00
60.00 | LABORATORY 10,6586 0 146,372 2,016,255 0| 60.00
62.00 |WHOLE BLODD & PACKED RED REOOD CELLS 181 0 0 182,450 0| 62.00
65.00 |[RESPIRATORY THERAPY 6,830 4] 19,847 1,070,699 0 65.00
66.00 : PHYSICAL THERAPY 768 4] 22,328 683,224 0} 66.00
67.00 |OCCUPATIONAL THERAPY 0 0 0 99,070 G| 67.00
68.00 |SPEECH PATHOLOGY 0] 0 19,847 190,326 0O 68.00
71.00 |MEDICAL SUPPLIES CHARGED TQ PATIENTS 730 0 0 617,523 0| 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENT 0 G 0 27,509 0f 72.00
73.00 'DRUGS CHARGED TO PATTENTS 1,800 G VO 3,500,317 0] 73.00
OUTPATIENT SERVICE COST CENTERS
90.00 |CLINIC 3,547 80, 387 19,847 752,927 0] 90.00
91.00 |[EMERGENCY 11,469 259,968 141,410 2,182,997 0f 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) _ L _ 0] 92.00
OTHER REIMBURSABLE COST CENTERS R o
95.00 |AMBULANCE SERVICES ] 0{ a! 7,443 1,605,74?' ol 95.00
101.00,HOME HEALTH AGENCY _ __ 0 0 0 739,339 _{101.00
SPECIAL PURPOSE COST CENTERS N
113,00 INTEREST EXPENSE [ | 113.00
118.00|/SUBTOTALS (SUM OF LINES 1-117) _} 96,319 1,212,958 721,935 24,015,540  91118.00
NONRETMBURSABLE COST CENTERS . . e e e et e et et e e e
190.00/GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 Q 0 42,683 0(180.00
192.00| PHYSICIANS® PRIVATE OFFICES 0 0 o 4,627,682 0|192.00
192.01 MARKETING 0 0 Q 281,847 01192.01
200.00|Cross Foot Adjustments 0 0{200.00
201.00;Negative Cost Centers 0 i} 0 0 0|201.00
202.00, TovaL (sum lines 118-201) 96,319 1,212,958 721,935 28,967,752 0[202.00

MCRIF32 - 2.24.130.0



Health Financial Systems

PERRY COUNTY HOS

PITAL

in Lieu of Form CM5-2552- 10

COST ALLOCATION ~ GENERAL SERVICE COSTS

provider CCN:

151322

period:
From 91/01/2011
To 12/31/2011

Worksheet B
Part I

Date/Time Prepared:

10.00 'DIETARY

72.00

90.00 CLINIC

R 5/4/2012 10:09 am
Cost Center bescription 3
GENERAL SERVICE COST CENTERS e _ e
.00 NEW CAP REL COSTS-BLOG & FIXT o
.00 'NEW CAP REL COSTS-MVELE EQUIP
0 | EMPLOYEE BENEFITS
.00 ' ADMINISTRATIVE & GENERAL
.00 |OPERATION OF PEANT
8.00 'LAUNDRY & LINEN SERVICE
9.00 |HOUSEKEEPING
10.
11.00 icAFETERIA i1
13.00 'NURSING ADMINISTRATION 13,
16.00 |MEDICAL RECORDS & EIBRARY. - B o 16.
INPATIENT ROUTINE SERVICE COST CENTERS "~ ) s
30.00 |ADULTS & PEDIATRICS 5,442,138 30.
31,00 |INTENSIVE CARE UNIT 661,496 31.
43.00 |NURSERY S 77,377 _ I I X |
ANCILLARY SERVICE COST CENTERS B L . -
50.00 [OPERATING ROOM 1,254,947 50.
52.00 ' DELIVERY ROOM & LABOR ROOM 133,220 52.
54,00 | RADIOLOGY-DIAGNOSTIC 2,777,981 54,
60.00 . LABORATORY 2,016,255 60.
62.00 |wHOLE BLOOD & PACKED RED BLOOD CELLS 182,450 62
65.00 {RESPIRATORY THERAPY 1,070,699 G5
66.00 PHYSICAL THERAPY 683,224 66.
67.00 | OCCUPATIONAL THERAPY 99,070 67.
68.00 |SPEECH PATHOLOGY 190,326 68.
71.00 iMEBICAL SUPPLIES CHARGED TO PATIENTS 617,523 71.
'IMPL. DEV. CHARGED TO PATIENT 27,509 72
73.00 iDRuc;s CHARGED TO PATIENTS 3,500,317, o B |73
OUTPATIENT SERVICE COST CENTERS L o o
752,927 90.
91.00 ’EMERGENCY 2,182,997 91.
92.00 |OBSERVATION BEDS {NON-DISTINCY PART) . B _ . o _ |92
OTHER REIMOURSABLE COST CENTERS
95.00 [AMBULANCE SERVICES I 1,505,747] g5
101.00; HOME HEALTH AGENCY 739,339 101
SPECIAL PURPOSE COST CENTERS
113.00{ INTEREST EXPENSE i i 113,
118.00[3SUBTOTALS (SUM OF LINES 1-117) 24,015,540 . 118.
NONRETMBURSABLE COST CENTERS - e
190.00|GIFT, FLOWER, COFFEE SHOP & CANTEEN 42,683 190.
192,00, PHYSICIANS' PRIVATE OFFICES 4,627,682 192,
192,01 MARKETING 281,847 192,
200.00|Cross Foot Adjustments 1) 200,
201.00|Negative Cost Centers 0 20%.
28,967,752 202.

202,00/ TOTAL {sum lines 118-201)

MCRIF3Z - 2.24.130.0



Health Financial Systems

PERRY COUNTY HOSPITAL

In Lieu of Form CMS-2552-10

ALLOCATION OF CAPITAL RELATER COSTS

Provider CcN: 151322

Period:

Worksheet 8

From 01/01/2011 | part 11
To  12/31/2011 | Date/Time Prepared:
~ o — e 5/4/2012 10:09 am
CAPITAL RELATED COSTS
Cost Centar Dascription Directly NEW BLBG & NEW MVBLE subtotal EMPLOYEE
Assigned New FIXT EQUIP BENEFITS
capital
Related Costs: . . 1. . __
o 0 1,00 2.00 2A 4.00
GENERAL SERVICE COST CENTERS |
1.00 |NEW CAP REL COSTS-BLDG & FIXT 1.00
2.00 NEW CAP REL COSTS-MVBLE EQUIP 2.00
4.00 | EMPLOYEE BENEFITS 0 13,747 1,263 15,010 15,010 4.00
5,00 )ADMINISTRATIVE & GENERAL 0 167,179 15,3460 182,539 2,265 5.00
7.00 }OPERATION OF PLANT 0 143,962 13,227 157,189 368[ 7.00
8.00 !LAUNDRY & LINEN SERVICE 0 19,496 1,791 21,287 il 8.00
9.00 |HOUSEKEEPING 0 7,222 664 7,880 280 2.00
10.00 DIETARY 0 93,155 8,559 103,714 238} 10.00
11.00 jCAFETERIA 0 ¢ 0 0 89 11.00
13.00 {NURSING ADMINISTRATION [y 12,670 1,164 13,834 728 13.00
16.00 |MEDICAL RECORDS & ELIBRARY 0 27,652 2,341 30,193 _227] 16.00
INPATIENT ROUTINE SERVICE COST CENTERS o
30.00 |ADULTS & PEDIATRICS 0 273,449 25,124 298,573 2,043 30.00
31.00 | INTENSIVE CARE UNIT 0 28,444 2,613 31,057 385| 31.00
43.00 nuRsERY 0 5,115 470 5,585 50| 43.00
ANCILLARY SERVICE COST CENTERS o R
50.00 [OPERATING ROOM 0 88,879 8,166 97,045 658| 50.00
52.00 |DELIVERY RCOM & LABOR ROOM 0 10,263 943 11,206 81{ 52.00
54,00 |RADTOLOGY-DIAGNOSTIC 0 84,255 7,741 91,396 1,082| 54.00
60.00 ;LABORATORY 0 16,772 1,541 18,313 778| 60,00
62.00 'WHOLE BLOOD & PACKED RED BLOOD CELLS ¢ 0 0 G 15] 62,00
65.00 |RESPIRATORY THERAPY 0 35,935 3,302 39,237 585) 65,00
66.00 | PHYSICAL THERAPY 0, 64,395 5,917 70,312 28] 66.00
67.00 |OCCUPATIONAL THERAPY 0 2,597 239 2,836 o| 67.00
68.00 |SPEECH PATHOLOGY 0 2,597 239 2,836 0| 68.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 3,484 320 3,804 66] 71.08
72,00 {IMPL. DEV. CHARGED TO PATIENT 0 0 0 0 G| 72.00
73.00 |DRUGS CHARGED TO PATIENTS 0 i7,342) 1,593 18,935 95| 73.00
OUTPATEENT SERVICE COST CENTERS
90.00 {CLINIC 0 52,438 4,818 57,256 90,00
91.00 |EMERGENCY 0 53,008 4,870 57,878 1,046] 91.00
92.00 {OBSERVATION BEDS (NON-DISTENCT PART) 0 | 9z.00
OTHER REIMBURSABLE COST CENTERS |
95.00 |AMBULANCE SERVICES 0 90,653 8,329 98,982 668| 95.00
101.00[HOME HEALTH AGENCY 0 9,312 850 10,168 356]101.00
SPECIAL PURPOSE COST CENTERS i
113,00/ INTEREST EXPENSE F l 113.00
118.00/SUBTOTALS {SUM OF LINES 1-117) 0 1,324,021 - 121,650 1,445,671 12,394118.00
NONREIMBURSABLE COST CENTERS B
190, 00| GIFT, FLOWFR, COFFEE SHOP & CANTEEN €] 11,783 1,083 12, 866! ¢(190.00
192.00| PHYSICTANS' PRIVATE OFFICES 0 62,304 5,724 68,028 2,573|192.00
192, 01/ MARKETING 0 g g 0 431192.01
200.00) Cross Foot Adjustments i} 200.00
201.00)Negative Cost Centers 0 0 0 0)201.00
202.00/TOTAL (sum Fines 118-201) 0 1,398,108 128,457 1,526,565 15,010)202.00

MCRIF32 - 2.24.130.0



Health Financial Systems . PERRY COUNTY HOSPITAL in Lieu of Form CM5-23552-10
ALLOCATION OF CAPITAL RELATED COSTS provider CCN: 151322 |period: worksheet B

From 0170172011 | Part II
Te  12/31/2011 | pate/Time Prepared:
5/4/2012 10:09 am

cost Center Description WDMINISTRATIVE] OPERATION OF LAUNDRY & HOUSEKEEPING DIETARY
& GENERAL PLANT LIMEN SERVICE| | 4§
] 5.00 7.00 8.00 9.00 .06
GENERAL SERVICE COST CENTERS e _
1.00 [NEW CAP REL COSTS-BLDG & FIXT 1.00
2.00 |NEW CAP REL COSTS-MVBLE EQUIP 2.00
4,00 |EMPLOYEE BENEFITS 4.00
5.00 'ADMINISTRATIVE & GENERAL 184,804 5.00
7.00 [OPERATEON OF PLANT 12,032 169,589 7.00
§.00 |LAUNDRY & LINEN SERVICE 883 3,081 25,252 8.00
9.00 |HOUSEKEEPING 3,649 1,143 1,676 14,632 9.00
10.00 |DIETARY 4,323 14,720 4] 1,302 122,297] 10,908
11.00 | cAFETERTA 614 0 0 0 o| 11.00
13.00 [NURSING ADMINISTRATION 7,510 2,002 ¢! 177 0| 13.00
16.00 |MEDECAL RECORDS & LIBRARY 4,171 4,379 0 387 0l 16.00
INPATIENT ROUTINE SERVICE COST CENTERS .
30.00 'ADULTS & PEDIATRICS 19,052 43,210 11,401 3,826 118,633| 30.00
31,00 | INTENSIVE CARE UNIT 2,982 4,495 733 398 3,664 31.00
43.00 [NURSERY R 336 Lso8l o072 ... .._.0|4300
ANCILLARY SERVICE COST CENYERS e e e
50,00 OPERATING ROOM 5,977 14,045 1,235 1,243 g} 50.00
52.00 DELIVERY ROOM & LABOR ROOM 561 1,622 0 143 0] 52.00
54,00 |RADIOLOGY-DIAGNOSTIC 15,349 13,314 2,248 1,178 G| 34.00
G0.00 | LABORATORY 11,608 2,650 91 234 0| 60.00
62.00 (WHOLE BLOOD & PACKED RED BLOOD CELLS 1,163 0 0 0 0| 62.00
65.00 |RESPIRATORY THERAPY 6,103 5,678 559 502 0] 65.00
66.00 |[PHYSICAL THERAPY 3,231 10,176 565 200 0 66,00
67.00 |OCCUPATIONAL THERAPY 593 410 0 36 61 67.00
68.00 |SPEECH PATHOLOGY 1,049 419 0 36 0l 68,00
71.00 'MEDICAL SUPPLIES CHARGED TO PATIENTS 3,883 551 0 49 0| 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENT 175 0 0 0 0} 72.00
73.00 DRUGS CHARGED TO PATIENTS = 22,062 2,740 G 242 @1 73.00
QUTPATIENT SERVICE COST CENTERS
90.00 |CLINIC 3,351 8,286 270 733 ¢| 90,00
91.00 |EMERGENCY 10,226 8,376 6,410 741 0| 91,00
92,00 |OBSERVATION BEDS (NON-DISTINCE PART) 92.400
OTHER REIMBURSABLE COST CENTERS o B
95,00 |AMBULANCE SERVICES 3,848l 14,325} 54{ 1,267 0! 95.00
101.00/HOME _HEALTH AGENCY 4,578 1,472 0. 130,  pllol.00
SPECIAL PURPOSE COST CENTERS e
113,00 INTEREST EXPENSE ! | ] 113.00
118,00 SUBTOTALS (SUM OF LINES 1-117) N i 154,309 157,882 25,2520 . 122,297]118.00
NONREIMBURSABLE COST CENTERS o _
190.00/GIFT, FLOWER, COFFEE SHOP & CANTEEN 97 1,862 0 ¢l190.00
192,00/ PHYSICIANS' PRIVATE OFFICES 28,600 9,845 0 ¢|192.00
192,01 MARKETING 1,798 0 0 0|192.01
200,00 Cross Foot Adjustments 200.00
201.00|Negative Cost Centers 0 8] 0 0 0i201.00
202.00/TOoTAL (sum lines 118-201) 184,804 169,589 25,252 14,632 122,297i202.00

MCRIF32 - 2.24.130.0



Health Financial Systems

PERRY COUNTY HOSPETAL

In Liey of Form (M5~2552-10

ALLOCATION OF CAPITAL RELATED COSTS Provider CCN: 151322 |Period: Worksheet B
From 01/01/2011 | part II
Te 1273172011 | pate/Time Prepared:
. e - [ 5/4/2012 10:09 am
cost Center Description CAFETERIA NURSING MEDICAL subtotal ntern &
ADMINISTRATION| RECORDS & Residents Cost
LIBRARY & Post
Stepdown
...... e . Adjustments |
11.00 13,00 ~16.00
GENERAL, SERVICE COST CENTERS L
1.00 NEW CAP REL COSTS-BLDG & FIXT
2.00 NEW CAP REL COSTS-MVBLE EQUIP
4,00 |FMPLOYEE BENEFITS
5.00 ADMINTISTRATIVE & GENERAL
7.00 !OPERATION OF PLANT
8.00 | LAUNDRY & LINEN SERVICE
9.00 |HOUSEKEEPING
10.00 DIETARY
11.00 ICAFETﬁRIA 703
13.00 |NURSING ADMINISTRATION 46 24,297
16.00 MEDICAL RECORDS & LIBRARY 27 0 39,375 _ ) -
‘INPATYENT ROUTINE SERVICE COST CENTERS R e L
30.00 'ADULTS & PEDIATRICS 208 13,008 10,6%0 520,644 0] 30.00
31,00 }INTENSIVE CARE UNET 30 1,843 0 45,587 0| 31.00
43,00 |[NURSERY T R | Y- | S | DU Y L . 0f 43.00
IANCTILARY SERVICE COST CENTERS e L
50,00 'OPERATING ROOM 32 1,973 i 122,208 0] 50.00
52.00 |DELIVERY ROOM & LABOR ROOM 7 410 0 14,030 0} 52.00
54.00 RADIOLOGY-DIAGNOSTIC 86 0 8,119 133,372 0| 54.00
60.00 | LABORATORY 78 1] 7,983 41,735 0| 60.00
62.00 'WHOLE BLOOD & PACKED RED BLOOD CELLS 1 0 0 1,179 0| 62.00
65.00 |RESPIRATORY THERAPY 50 o] 1,082 53,796 0| 65.00
66.00  PHYSICAL THERAPY 6 o] 1,218 86,436 0| 66.00
67.00 |OCCUPATIONAL THERAPY 0 [¢] 4] 3,875 0] 67.00
68.00  SPEECH PATHOLOGY 0 0 1,082 5,413 0! 68.00
71.00 !MEDICAL SUPPLIES CHARGED TO PATEIENTS 5 0 0 8,358 6! 71.00
72.00 [IMPL. DEV. CHARGED TO PATIENT Y 0 0 175 0| 72.00
73.00 !DRUGS CHARGED TO PATIENTS o 3 0 0 44,087 0| 73.00
OUTPATIENT SERVICE COST CENTERS -
90.00 | CQLINIC 1,082 72,876 0! 90.00
91.00 | EMERGENCY 84 5,207 7,713 97,681 0 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 092,00
OTHER REIMBURSABLE COST CENTERS ]
95,00 TAMBULANCE SERVICES | 0 OI 406 124,560 0| 95.00
101.00, HOME HEAETH AGENCY o o 0 016,704 _ .. Bj01.00
SPECTAL PURPOSE COST CENTERS e
113.00| INTEREST EXPENSE I I 113.00
118.00{ SUBTOTALS (SuM OF LINES 1-117) o703 24,297 39,375 1,399,817] . . __ 0[118.00
NONREIMBURSABLE COST CENTERS
190.00!GIET, FLOWER, COFFEE SHOP & CANTEEN G 0 0 14,5990 0120.00
192.00| PHYSICIANS® PRIVATE OFFICES ) 0 €] 109,917 092,90
192. 01 MARKETING 0 0 0 1,841 {192.01
200, 00; Cross Foot Adjustments 0 0]200.00
201,00 Negative €ost Centers 0 0 0 0 202.00
202.00{ TOTAL (sum lines 118-201) 703 24,297 39,375 1,526,565 0]202.00

MCRIF32 - 2.24.130.0



Health Financial Systems

PERRY COUNTY HOSPITAL

In Lieu of Form (MSs-2552-10

ALLOCATION OF CAPITAL RELATED COST5S

Provider ccN: 151322 [Period:
From 01701/2011
To 12/31/2011

worksheet 8

Part II

Date/Time Prepared:
5/4/2012 10;09 am

Cost Center pescription ,im‘tif l
e R 26.00 e N R
GENERAL SERVICE COST CENTERS . o ) ]
1.00 [NEW CAP REL COSTS-BLDG & FIXT 1.00
2.00 [ NEW CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |EMPLOYEE BENEFITS 4.00
5.00 |ADMINISTRATIVE & GENERAL 5.00
7.00 fopERATION OF PLANT 7.00
B.00 |LAUNDRY & LINEN SERVICE 8.00
9.G0 | HOUSEKEEPTNG 9.00
10.00 |DIETARY 10.00
11,00 , CAFETERIA 11.00
13.00 |NURSING ADMINTSTRATION 13,00
16.00 MEDICAL RECORDS & LIBRARY 3 B 16,00
TINPATIENT ROUTINE SERVICE COST CENTERS L o B - B B
30.00  ADULTS & PEPIATRICS 520,644 36.00
31.00 [INTENSIVE CARE UNIT 45,587 31.00
43,00 |NURSERY 7,101 | 43.00
ANCILLARY SERVICE COST _CENTERS e _
50.00 |OPERATING ROOM 122,208 50.00
52.00 |DELIVERY ROOM & LABOR ROOM 14,030 52.00
54.00 {RADIOLOGY-DIAGNOSTIC 133,372 54.00
60.00 LABORATORY 41,735 60.00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 1,179 62.00
65.00 RESPIRATORY THERAPY 53,796 65,00
66.00 | PHYSICAL THERAPY 86,436 66,00
67.00 |OCCUPATIONAL THERAPY 3,875 67.00
68.00 |SPEECH PATHOLOGY 5,413 68.00
71.00 !MEDICAL SUPPLIES CHARGED TO PATIENTS 8,358 71.00
72.00 |IMPL, DEV. CHARGED TO PATIENT 175 72,00
73.00 |PRUGS CHARGED TQ PATIENTS e 44,087 e : e 73,00
OUTPATIENT SERVICE COST CENTERS B . N o
90,030 |CLINIC 72,876 90, 00
91,00 |EMERGENCY 97,681 91.00
92,00 |0BSERVATION BEDS (NON-DISTINCT PART) __ | B 92.00
'OTHER REIMBURSABLE COST CENTERS R
95,00 |AMBULANCE SERVICES l 124,560 95.00
101.00 HOME HEALTH AGENCY S 16,704; 101.00
ISPECIAL PURPOSE COSY CENTERS
113.00(INTEREST EXPENSE : 113.00
118.00'SUBTOTALS (SUM OF LINES 1-117) 1,389,817 118.00
NONREIMBURSABLE COST CENTERS L
190.00 GIFT, FLOWER, COFFEE SHOP & CANTEEN 14,990 190.00
192.00{ PHYSICIANS' PRIVATE OFFICES 109,917 192.00
192,01 MARKETING 1,841 192.01
200.00|Cross Foot Adjustments 0 200.00
201.00£Negative Cost Centers 0 201.00
202.00, 70TAL (sum Tines 118-201) 1,526,565 202,00

MCRIF32 - 2.24.130.90



in Liew of Form ¢Ms-2552-10

PERRY COUNTY HOSPEITAL
worksheet B-1

Health Fiprancial Systems
Provider CCN:

COST ALLOCATION -~ STATISTICAL BRASIS

period:
From 01/01/2011

151322

To 12/31/2011 bate/Time Prepared:
I g . 5/4/2012 10:09 am
CAPITAL RELATED COSTS
Cost Center Description NEW S8LDG & NEW MVBLE EMPLOYEE  ReconcitiationlADMINISTRATIVE
FIXT EQUIP BENEFITS & GENERAL
(SQUARE (SQUARE {GROSS (ACCUM,
___FEET) FEET) SALARIES) CosT)

. o 1,00 2.00 4,00 5A - 5.00

GENERAL SERVICE COST CENTERS . R = - .
1.00 |NEW CAP REL COSTS-BLDG & FIXT 88,279 1.00
2.00 INEW CAP REL COSTS-MVBLE EQUIP 88,279 2.400
4.00 EMPLOYEE BENEFITS 868 868 11,539,875 4,00
5.00 |ADMINISTRATIVE & GENERAL 10,556 10,5586 1,741,145 -4,551,869 24,415,883 5.00
7.00 QPERATION OF PLANT 9,090 9,090 282,714 0 1,589,602 7.00
8.00 |LAUNDRY & LINEN SERVICE 1,231 1,231 872 g 116,658] 8.00
9.00 HOUSEKEEPING 456 456 215,155 a 482,092 9.00
10.00 lpiETARY 5,882 5,882 182,705 0 571,087( 10.00
11.00 | CAFETERIA 0 0 68,592 0 B1,184( 11.00
13.00 |NURSING ADMINISTRATION 800 800 559,285 0 992,145| 13.00
16.00 { MEDICAL RECGRDS & LIBRARY - 1,74%) 1,746) 174,141 O] 551,117} 16.00

INPATIENT ROUTINE SERVICE COST CENTERS .
30,00 ADULTS & PEDIATRICS 17,266 17,266 1,570,049 0 2,517,133 30.00
31,00 | EINTENSIVE CARE UNIT 1,796 1,796 295,955 0 393,985( 31.00
43,00 |NURSERY 323 .33 38,195 .l 44,370| 43.00

ANCILLARY SERVICE COST CENTERS
50,00 |OPERATING ROOM 5,612 5,612 505,467 0 789,638] 56.00
52.00 |DELIVERY ROOM & LABOR ROOM 648 648 61,894 g 74,132| 52.00
54,00 1RADIOLOGY-DIAGNOSTIC 5,320 5,320 831,869 0 2,027,898 54.00
60,00 |[LABORATORY 1,059 1,059 597,877 0 1,533,658| 60.00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 11,398 0 153,628; 62.00
65.00 |RESPIRATORY THERAPY 2,269 2,269 449,349 0 806,271 65.00
66.00 [PHYSICAL THERAPY 4,066 4,069 21,842 0 426,844| 66.00
67.00 |CCCUPATIONAL THERAPY 164 164 0 0 78,408] 67.00
68.00 |SPEECH PATHOLOGY 164 164 0 0 138,596] 68.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 220 220 50,851 0 513,039} 71.00
72.00 |IMPL, DEV. CHARGED TO PATIENT 0 0 0 0 23,186| 72.00
73.00 |DRUGS CHARGED TO PATIENTS 1,095 1,095 73,368 0 2,914,762| 73.00

OQUTPATIENT SERVICE COST ceNTERS 2~
90.00 |CLINIC 3,311 3,311 201,358 0 442,731) 90.00
91.00 |EMERGENCY 3,347 3,347 803,916 0 1,351,096 91.00
92,00 [OBSERVATION BEDS (NON-DISTINCT PART) - B . ie7.00

OTHER REIMBURSABLE COST CENYERS e
95.00 |AMBULANCE SERVICES 5,724 5,724 513.544l cﬁ 1,168,991| 95.00
101.00[HOME HEALTH AGENCY _.588 588 L273.4320 0.9 604,897)101.00

SPECIAL PURPOSE COST CENTERS e
113, 00[ INTEREST EXPENSE I 113.00
118.00i SUBTOTALS {SUM OF LINES 1-117) _ 83,601] 83,601] 9,524,973 _ -4,551,868] _ 20,387,138/118.00

NONREIMBURSABLE COST CENTERS .
190.00| GIET, FLOWFR, COFFEE SHOP & CANTEEN 744 744 0 4] 12,866{190.00
192.00| PHYSICIANS' PRIVATE OFFICES 3,934 3,934 1,981,685 0 3,778,320{192.00
192, 01| MARKETING 0 0 33,207 0 237,559(1%2.01
200.00|Cross Foot Adjustments 200.00
201, 00{ Negative Cost Centers 201.00
202.00/Cost to be allocated (per wkst. B, Part I) 1,398,108 128,457 150,521 4,551,869{202.00
203.00/unit cost multiplier (wkst. B, Part 1) 15.837379 1.455125 0.,013044 0.186431|203.00
204,00/ Cost to be allocated (per wkst. B, Part i) 15,010 184,804(204.00
205.00'unit cost multipiier (wkst. B, Part 1I) 0.001301 0.007569i205.00

MCRIF32 - 2.24.130.0



In Lieu of Form €Ms-2552-10
worksheet B-1

PERRY COUNTY HOSPITAL

Health Financial Systems
Provider CCN:

COST ALLOCATION - STATISTICAL BASIS

151322 | period:
From 01/01/2011

To 12/31/2011 | Date/Time Prepared:
[ . IS SR 5/4/2012 10:09 am
Cost Centel pescription OPERATION OF LAUNDRY & HOUSEKEEPING DIETARY CAFETERIA
PLANT LINEN SERVICE {SQUARE (MEALS (FTE'S)
{SQUARE {POUNDS OF FEET) SERVED)
FEET) LAUNDRY) I
- e 7.00 8.00 9.00 |
GENERAL SERVICE COST CENTERS -
1.00 INEW CAP REL COSTS-BLOG & FIXT
2.00 [NEW CAP REL COSTS-MVBLE EQUIP
4,00 |EMPLOYEE BENEFITS
5.00 |ADMINISTRATIVE & GENERAL
7.00 |OPERATION OF PLANT 67,765
8.00 [LAUNDRY & LINEN SERVICE 1,231 11,121 .
9.00 |HOUSEKEEPING 456 738 66,078 9.00
10.00 | DIETARY 5,882 0 5,882 29,572 10.00
11.00 |CAFETERIA 0 0 0 0 12,790] 11.00
13.00 ‘NURSING ADMINISTRATION 8060 0 800 a 845| 13.00
16.60 |MEDICAL RECORDS & LIBRARY 1,746 0 1,746 .o 496| 16.00
INPATIENT ROUTINE SERVICE COSY CENTERS et oo e et e
30.00 'ADULTS & PEDIATRICS 17,266 5,021 17,269 28,686 13,8047 30.00
31.00 | INTENSIVE CARE UNTT 1,796 323 1,796 886 539) 31.00
43.00 | NURSERY T 323 0 323 0 721 43.00
ANCILLARY SERVICE COST CENTERS = o
50.00 |OPERATING ROOM 5,612 544 5,612 0 577| 50.00
52.00 |DELIVERY ROOM & LABOR ROOM 643 0 648 0 120| 52.00
54,00 |RADEOLOGY-DIAGNOSTIC 5,320 990 5,320 0 1,559| 54.00
60,00 | LABORATORY 1,059 40 1,059 90 1,415) 60.00
62,00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 0 1] 0 1] 241 62,00
65.00 RESPIRATORY THERAPY 2,269 246 2,269 o) 907 | 65.00
66.00 |PHYSICAL THERAPY 4,060 249 4,066 ¢} 102| 66.00
67.00 |OCCUPATIONAL TRERAPY 164 ] 164 0 0] 67.00
68.00 |SPEECH PATHOLOGY 164 0 164 0 0! 68.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 220 0 220 0 97i 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENT 6 0 0 0 o 72.00
73.00 |DRUGS CHARGED TO PATIENTS 1,085 o 1,095 - 0 239| 73.00
QUTPATEIENT SERVICE COST CENTERS
90.00 |CLINIC 3,311 119 3,311 0 471} 90.00
91.00 ' EMERGENCY 3,347 2,823 3,347 0 1,523 91.00
92.00 | OBSERVATION BEPS (NON-DISTINCT PART) I 92.00
OTHER REIMBURSABLE COST CENTERS
95,00 |AMBULANCE SERVICES 5,?24! 28{ 5,724 0] 0| 95.00
101, G0 HOME HEALTH AGENCY 588, 0 588 0 01101.00
SPECTIAL PURPOSE COST CENTERS
113.00] INTEREST EXPENSE I ' l } 113.00
118.00/SUBTOTALS (SUM OF LINES 1-117) 63,087 11,121 61,400 29,572 12,790[118.00
NONREXMBURSABLE COST CENTERS e
190.00|GEFT, FLOWER, COFFEE SHOP & CANTEEN 744 1] 744 0 0{190.00
192.00] PHYSECIANS' PRIVATE OFFICES 3,934 4] 3,934 0 0192.00
192 .01 MARKETING 0 0 1) a 01192.01
200.00|Cross Foot Adjustments 200.00
201,00\ Negative Cost Centers 201.00
202.00|Cost to be allocated {per wikst. B, Part I} 1,885,953 172,667 586,118 894,320 96,3191202.00
203,00lunit eost multiplier {wkst. B, Part E) 27.830783 15.526212 9.021429 30.242121 7.530805203.00
204.00/cost to be allocated {per wkst. B, Part II) 169,589 25,252 14,632 122,297 7031204.00
205.00,unit cost multiplier (wkst. B, Part II) 2.502605 2.270659 0.221435 4,135567 0.054965(205.00

MCRIF32 - 2.24.130.0




Health Financial Systems

__PERRY COUNTY HOSPITAL

In Lieu of Form CM$-2552-10

CO5T ALLOCATION - STATISTICAL BASIS

10.00 " DIETARY

90.00 {CLINIC

provider CCN: 151322 | Period:

worksheet B-1
From 01/01/2011

To 12/31/2011 bate/Time Prepared:
1.5/4/2012 10:09% am

Ccost Center Description NURSING MEDYCAL
ADMINISTRATION| RECORDS &
LIGRARY
{DIRECT (TIME
| NRSING HRS) | SPENT) |
) 13.00 | 16,00 3
'GENERAL SERVICE COST CENTERS _
1.00 |NEW CAP REL COSTS-BLDG & FIXT 1.00
2.00 |NEW CAP REL COSTS-MVBLE EQUIP 2.00
4,00 |EMPLOYEE BENEFITS 4,00
5.00 |ADMINISTRATIVE & GENERAL 5.00
7.00 |OPERATION OF PLANT 7.00
8,00 |LAUNDRY & LINEN SERVICE 8.00
9.00 "HOUSEKEEPING 9.00
104.00
CAFETERTA 11.00
12.00 ‘NURSING ADMINTSTRATION 7,106 13.00
'MEDICAL RECORDS & LIBRARY I .5 201 L 116,00
INPATIENT ROUTINE SERVICE COST CENTERS
30.00 'ADUELTS & PEDIATRICS 3,804 79 30.00
31.00 |INTENSIVE CARE UNIT 539 0 331.00
NURSERY 72 . . 43.00
ANCILLARY SERVICE COST CENTERS . B
50.00 [OPERATING ROOM 577 i 50.00
52.00 [DELTVERY ROOM & LABUR ROOM 120 ; 52.00
RADIOLOGY-DIAGNOSTIC [ 60 54.00
60.00 |LABORATORY 0 59 6(.00
62.00 |WHOLE BLOGD & PACKED RED BLOOD CELLS 0 0 62.00
65.00 |RESPIRATORY THERAPY 0 8 65,00
PHYSICAL THERAPY 0 9 66.00
67.00 [OCCUPATIONAL THERAPY 0 0 67.00
68.00 |SPEECH PATHOLOGY 0 B 68.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 71.00
72,00 | IMPL. DEV, CHARGED TO PATIENT 0 0 72.00
73.00 |DRUGS CHARGED TO PATIENTS. 0 4 73.00
OUTPATIENT SERVICE COST CENTERS
A7l 8 .
91.00 | EMERGENCY 1,523 57 91.00
92.00 |QBSERVATION BEDS (NOM~DISTINCT PART) 92.00
OTHER REIMBURSABLE COST CENTERS . .
95.00 [AMBULANCE SERVICES l 0| 3 95,00
101. 00| HOME HEALTH AGENCY R 0 D 101.00
SPECIAL PURPOSE COST CENTERS B
113.0 OfINTEREST EXPENSE J } 113.00
118.00i SUBTOTALS (SuM oF LINES 1-317) o 7,108 291 118,00
RONREIMBURSABLE COST CENTERS B
190,000 GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 [ 190.00
192,00 PHYSICIANS' PRIVATE OFFICES 0 0 192.00
192 .01 MARKETING 0 0 192.01
200.00|Cross Foot Adjustments 200,00
201.00]Negative Cost Centers 201,00
202.00,Cost to be allocated (per wkst. B, Part I) 1,212,958 721,935 202.00
203.00lunit cost multiplier (wkst. B, Part I) 170.694906! 2,480.876289 203.00
204.00|cost to be allocated (per wkst. B, Part 1I) 24,297 39,375 204,00
205.00/unit cost multipiier (wkst. 8, Part II) 3.419223 135.309278 205.00

MCREF32 - 2,.24.130.0



Health Financial Systems PERRY COUNTY HOSPITAL In Lieu of Form CMS8-2552-10
COMPUTATION OF RATIO OF COSTS TO CHARGES Provider CCN: 1351322 |period: wWorksheet C

From 01/01/2011 | Part 1
To  12/31/2011 | bate/Time Prepared:
5/4/2012 10:09 am

_ Title xvitT | Hospital Cost
. Costs .
Cost Center Description Total Cost |Therapy Limit| Total Costs RCE Total Costs
(from wkst. 8, Adj. pisallowance
part I, col.
26) - o
) 1.00 | 2,00 3.00 4.00 -
INPATIENT ROUTINE SERVICE COST CENTERS B
30.00 [ADULTS & PEDIATRICS 5,442,136 5,442,136 0 0 30.00
31.00 [INTENSIVE CARE UNIT 661,496 661,496 0 0] 31.00
43,00 |[NURSERY - ) 77,377 77,377 0 0] 43.00
ANCILLARY SERVICE COST CENTERS R
50.00 LOPERATING ROOM 1,254,947 1,254,947 0 0| 50.00
52.00 'DELIVERY ROOM & LABOR ROOM 133,220 133,220 0 0y 52.00
54,00 |RADIOLOGY-DTAGNOSTIC 2,777,981 2,777,981 0 0} 54.00
60.00 1LABORATORY 2,016,255 2,016,255 a 0 60.00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 182,450 182,450 0 0] 62.00
65.00 |RESPIRATORY THERAPY 1,070,699 0 1,070,699 0 0| 65.00
66.00 | PHYSICAL THERAPY 683,224 0 683,224 4] 0| 66.00
67.00 |QCCUPATIONAL THERAPY 99,070 0 99,070 0 0] 67.00
68.00 |SPEECH PATHOLOGY 190,326 0 190,326 O 0| 68.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 617,523 617,523 0 0] 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENT 27,509 27,509 0 0f 72.00
73.00 |DRUGS CHARGED TO PATIENYS . ... . | 3,500,317 3,508,317 _O0 .. 0] 7300
OUTPATIENT SERVICE COST CENTERS e .
90.00 [CLINIC 752,927 752,927 0 9| 90.00
91.00 | EMERGENCY 2,182,997 2,182,997 0 0| 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 448,403 448,403} ) 9]9z.00
OTHER REIMBURSABLE COST_CENTERS . B
95.00 |AMBULANCE SERVICES 1,605,747 1,605.?4?[ 0 g; 95.400
101.00/HOME HEALTH AGENCY 739,339 738,339, o . _Gjlo1.00
SPECTAL PURPOSE COST CENTERS o
113.00| INTERESF EXPENSE 113.00
200.00! subtotal {see instructions) 24,463,943 0 24,463,943 4] 0200.00
201.00)Less observation Beds 448,403 448,403 G1201.600
202.00;Total (see instructions) 24,015,540 0 24,015,540 i 0{202.00

MCRIF32 - 2.24.130.0



PERRY COUNTY HOSPITAL

In Lieu of Form ¢Ms5-2552-10

Health Financial_systems ~
COMPUTATION OF RATIO OF COSTS TO CHARGES provider CCN: 151322 {period: worksheet €
From 01/01/2011 ¢ part I
To  12/31/2011 | pate/Time Prepared:
_ 5/4/2012 10:09 am
- . _ _ Title XVIIT Hospital Cost .
Charges
Cost center pescription Inpatient outpatient |Total (col. 6{Cost or Other TEFRA
+ col, 7) ratio Inpatient
Ratio i
_________ R 6.00 7.00 B.0O 9.00 ig.00 ¢
INPATIENT ROUTINE SERVICE COST CENYERS o ]
30.00 [ABULTS & PEDIATRICS 3,254,620 3,254,620 30.00
31.00 | INTENSIVE CARE UNIY 1,106,772 1,106,772 31.00
43.00 'NURSERY § - loz,828 102,828; ] 43.00
ANCILLARY SERVICE COST CENTERS e
50.00 |0PERATING ROOM 719,340 3,488,425 4,207,765 0.,298246 0.008000( 50.00
52.00 !DELTIVERY ROOM & LABOR ROOM 248,858 117,822 366,780 0.363215 0.000000] 52.00
54,00 |RADIOLOGY-DIAGNOSTIC 1,916,927 12,245,341 14,162,268 0,196154 0.000000| 54,00
60.00 | LARORATORY 1,840,548 6,084,106 7,924,654 0.254428 0.000000] 60,00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 229,994 145,936 375,930 0.485330 0.000000] 62.00
65.00 ,RESPIRATORY THERAPY 1,607,873 1,674,436 3,282,309 0.326203 0.000000] 65.00
66,00 IPHYSTCAL THERAPY 363,203 1,063,985 1,427,188 0.478720 0.000000| 66.00
67,00 | OCCUPATIONAE THERAPY 142,245 167,476 309,721 0.319869 0.000000| 67.00
68,00 |SPEECH PATHOLOGY 81,968 302,809 384,777 0.494640 0.000000] 68.00
71,00 lMEDICAL SUPPLIES CHARGED TO PATIENTS 2,013,077 2,717,250 4,730,327 0.130546 0.000000§ 71.00
72.00 'IMPL. DEV. CHARGED TO PATIENT 0 29,682 29,682 0.926791 0.000000| 72.00
73.00 :DRUGS CHARGED TO PATIENTS ] 5,833,953 8,988,991 14,622,944 0.239372 ~£.,000000| 73.00
QUTPATIENT SERVICE COST CENVERS
90,00 | CLINIC 1,279 604,688 605,967 1.242521 0.600000] 90.00
91.00 | EMERGENCY 217,615 3,876,324 4,083,939 0.533227 0.000000; 91,00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 25,572 257,458 283,030 1.584295]  0.0000D0D| $2.00
OTHER REIMBURSABLE COST CENTERS =
95.00 !AMBULANCE SERVECES l 0 2,187,052 2,187,052 0.734206 0.000000( 95.00
101,00  HOME HEALTH AGENCY I 0 0 0 101.00
SPECTAL PURPOSE COST CENTERS - ]
113,00/ INTEREST EXPENSE 113.00
200.00/ subtotal (see instructions) 19,506,772 43,951,731 63,458,553 200.00
201.00|Less observation Beds 201.00
19,506,772 43,951,781 63,458,553 202.00

202.00/ Total (see instructions)

MCRIF32 - 2.24.130.0



PERRY COUNTY HOSPTTAL

In Lieu of Form CM5-2552-10

Health Financial Systems
COMPUTATION OF RATIO OF COSTS TO CRARGES pProvider CCN: 151322 | reriod: Worksheet C
From 0170172011 | Part I
To 12/31/2011 | pate/Time Prepared:
- 5/4/2012 10:09 am
__Title xvIir Hospital .. Cost_ B

~ T Cost Center Description

“fpps Thpatient

Ratio

11.00

INPATIENT ROUTINE SERVICE COST GENTERS

.00 |ADULTS & PEDIATRICS
.00 TINTENSIVE CARE UNIT

43,00 |NURSERY n e L
ANCILLARY SERVICE COST_CENTERS ]

50.00 |OPERATING ROOM 0.000000

52.00 DELIVERY ROOM & LABOR ROOM 0.000000

54,00 | RADIOLOGY-DIAGNOSTIC 0.000000

60.00  LABORATORY 0.000000

62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 0.000000

65.00 RESPIRATORY THERAPY 0, 000000

66.00 | PHYSICAL THERAPY 0.000000

67.00 |QCCUPATIONAL THERAPY 0.000000,

68.90 |SPEECH PATHOLDGY 0.000800

71.60 MEDICAL SUPPLIES CHARGED TO PATIENTS 0.600000

72.00 |IMPL. DEV. CHARGEP TO PATIENT 0.000000

73.00 {DRUGS CHARGED TO PATIENTS __D.000000; )
QUTPATIENT SERVICE COST CENTERS ) )

90.00 [CLINIC 0.000000

91.00 |EMERGENCY 0.000000

92.00 |OBSERVATION BEDS (NON-DISTINCT PART) _0.000000; )
OTHER REIMBURSABLE COST CENTERS

95,00 |AMBULANCE SERVICES 9.000000

101.00]HOME HEALTH AGENCY o .
SPECTAL PURPOSE COST CENTERS

113.00; INTEREST EXPENSE

200.00 subtotal (see instructions)

201,00/ Less Observation Beds

202.00|Total (see instructions)

113,
200.
201,
202.

MCRIF3Z2 - 2.24.130.0



Health Financial Systems

PERRY COUNTY HOSPITAL

In Liew of Form C#S-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES provider CCN: 151322 | Period: worksheet ¢
From 01/01/2011; pPart I
To  12/31/2011 | pate/Time Prepared:
5/4/2012 19:09 am
- o e _ Title XIX Hospital PPS
Costs
Cost Center pescription Total Cost |[Therapy Limit| Total Costs RCE Total Costs
(from wkst. B, Adj. pisaltlowance
Part I, col.
26)
o e 1.00 200 3.00 4.00 5.00 L
'_I_gg_m_TIENT ROUTINE SERVICE COST CENTERS
30.00 JADULTS & PEDIATRICS 5,442,136 5,442,136 0 5,442,1361 30,00
31.00 |INTENSIVE CARE UNIT 661, 496 661,496 0 661,496} 31,00
43.00 |NURSERY o 77,377 o 77,377} oo _77,377] 43.00
ANCILLARY SERVICE COST CENTERS i ]
50.00 iGPERATING ROOM 1,254,947 1,254,947 0 1,254,947 50.00
52.00 |DELIVERY ROOM & LABOR ROOM 133,220 133,220 0 133,228] 52.¢00
54,00 |RADIOLOGY-DIAGNOSTIC 2,777,981 2,777,981 0 2,777,981 54.00
60,00 | LABORATORY 2,016,255 2,016,255 hi; 2,016,255 60.00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 182,450 182,450 0 182,450] 62.00
65.00 RESPIRATORY THERAPY 1,070,699 0 1,070,699 0] 1,070,699 65.00
66.00 |PHYSICAL THERAPY 683,224 0 683,224 0 683,224 66.00
67.00 |OCCUPATIONAL THERAPY 99,070 9 99,070 0 99,070| 67,00
68.00 [SPEECH PATHOLOGY 190,326 4] 190,326 0 19G,3261 68.00
71.00 MEDICAL SUPPLIES CHARGED TQ PATIENTS 617,523 617,523 0) 617,523: 71,00
72.00 |IMPL. DEV. CHARGED TO PATIENT 27,509 27,500 1] 27,5080 72 .00
73.00 |DRUGS CHARGED TO PATIENTS N 3,500,317, 3,500,317 0 3,500,317| 73.00
QUTPATIENT SERVICE COST CENTERS
90.00 | CLINIC 752,927 752,927 0 752,927| 90.00
91,00 |EMERGENCY 2,182,997 2,182,997 0 2,182,997] 91.00
97,00 |OBSERVATION BEDS (NON-DESTINCY PARY) | 448,403 448,403 448,403 92.00
OTHER REIMBURSABLE COST CENTERS e
95.00 |AMBULANCE SERVICES 1,605,747 1,605,747 1] 1,605,747( 95.00
101,00 HOME HEALTH AGENCY e 739,339 739,339 739,338(101.00
SPECIAL PURPOSE COST CENTERS e o
113.00. INTEREST EXPENSE 113.00
200.00; subtotal (see instructions) 24,463,943 0 24,463,943 0 24,463,943i200.00
201.00 tess Observation Beds 448,403 448,403 448,403{201.00
202.00| Total (see instructions) 24,015,540 0 24,015,540 1 24,015,540(202.00

MCRIF32 - 2,24.130.0



Health Financial Systems PERRY COUNTY HOSPITAL In Lieu of Form CM$5-2552-10
COMPUTATION OF RATIO OF COSTS TO CHARGES Provider CcN: 151322 | Period: worksheet C

From 01/01/2011 | Part I
To  12/31/2011 | pate/Time Prepared:
5/4/2012 10:09 am

B ) Tithe XIX Hospital PPS
e ClATGES
Cost Center Description Inpatient outpatient JTotal (col. 6|Cost or Other TEFRA
+ col, 7) Ratio Inpatient
. Ratio _

______ 6.00 7.00 8.00 9.00 10.00 B}

INPATIENT ROUTINE SERVICE COST CENTERS e
30.00 "ABULTS & PEDIATRICS 3,254,620 3,254,620 30.00
31.00 [INTENSIVE CARE UNIT 1,106,772 1,106,772 31,00
43.00 |NURSERY 102,828 102,828 | 43.00

ANCILLARY SERVICE COST CENTERS S
50.00 'OPERATING ROOM 719,340 3,488,425 4,207,765 0.298246 0.000000! 50.00
52.00 |DELIVERY ROOM & LABOR ROOM 248,958 117,822 366,780 0.363215 0.000006| 52.00
54.00 RADIOLOGY-DIAGNOSTIC 1,916,927 12,245,341 14,162,268 0.196154 0,000000| 54.00
60.00 fLABORATORY 1,840,548 6,084,106 7,824,654 0,254428 0.,000800] 60.00
62.00 |WHOLE BLOOD & PACKEDR RED BEOOD CEELS 229,994 145,936 375,930 0.485330 0.000000] 62.00
65,00 [RESPIRATORY THERAPY 1,607,873 1,674,436 3,282,309 0.326203 0.000000| 65.00
66.00 | PHYSICAL THERAPY 363,203 1,063,985 1,427,188 0.478720 0.000600| 66.00
67.00 'OCCUPATIONAL THERAPY 142,245 167,476 309,721 0.319869 0.000000| 67.00
68.00 |SPEECH PATHOLOGY 81,968 302,803 384,777 0.494640 0.000000! 68.00
71.00 MEDICAL SUPPLIES CHARGED TO PATIENTS 2,013,077 2,717,250 4,730,327 0.130546 0.000008] 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENT 0 29,682 29,682 0.926791, 0.0000006[ 72.00
73.00 |DRUGS CHARGED TO PATIENTS 5,633,953 8,988,991 14,622,944|  0.239372 0.000000| 73.00

OUTPATIENT SERVICE COSY CENYERS
90.00 CLINIC 1,279 604,688 605,967 1.242521 0.000000! 90.00
91.00 |EMERGENCY 217,615 3,876,324 4,093,938 0.533227 0.000000| 91.00
92.00 |OBSERVATION BEDS (NON-BISTINCT PART) 25,572 257,458 283,030|  1.584295 0.009000| 92.00

OTHER REIMBURSABLE COST CENTERS
95.00 ‘AMBULANCE SERVICES 0 2,187,052 2,187,052 6.734206 $.000000; 95.00
101.00 HOME HEALTH AGENCY 0 g j0; 101.00

SPECIAL PURPOSE GOS8 CENT RS oottt et eee e e
113.00[ INTEREST EXPENSE 113.00
200.00) subtotal (see instructions) 19,506,772 43,951,781 63,458,553 200.00
201.00|Less Observation 8eds 201.00
202.00|Total (see instructions) 19,506,772 43,951,781 63,458,553 202.00

MCRIF32 - 2.24.130.0



Health Financial Systems

PERRY COUNTY

HOSPITAL

In Lieu of Form CMS-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES

Provider CCN: 151322

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

worksheet €

Part I

Date/Time Prepared:
5/4/2012 10:09 am

e o Hile XiX . hospital .pes
Cost Center Pescription PPS Inpatient
.. Ratio
11.00 L
INPATIENT ROUTINE SERVICE COST CENTERS
30.00 [ADULTS & PEDIATRICS 30.00
31.00 [ INTENSIVE CARE UNIT 31.00
43.00 |NURSERY _ e 143,00
ANCILLARY SERVICE COST CENTERS oo o e o
50.00 |OPERATING ROOM 0.298246 50,00
52.00 'DELIVER‘:’ ROOM & LABOR ROOM 0.363215 52,00
54,00  RADTOLOGY-DIAGNOSTIC 0.196154 54,00
60.00 |LABORATORY 0.254428 60.00
62.08 |WHOLE BLOOD & PACKED RED BLOOD CELLS 0.485330 62.00
65.00 |RESPIRATORY THERAPY 0.326203 65.00
66.00 iPH\'SICAL THERAPY 0.478720 66,00
67.00 |0CCUPATIONAL THERAPY 0.319869 67.00
68.00 !SPEECH PATHOLOGY 0.494640 68.00
71,00 [MEDICAL SUPPLIES CHARGED TO PATIENTS 0.%30546 71.00
72,00 | IMPL. DEV. CHARGED TO PATIENT 0.926791 72.00
73,00 ‘nnues CHARGED TO PATIENTS 0.239372 ) 73.00
QUTPATIENT SERVICE COST CENTERS o |
90,00 cLIniC 1.242521 90.00
91.00 ;EMERGENCY 0.533227 91.00
92,00 iCJBSERV_ATION BEDS (NON-DISTINCT PART) 1.584295] o . _ 92.00
OTHER _REIMBURSABLE COST CENTERS o
95,00 rAMBULANCE SERVICES 0.734206, 85,00
101.00#49315“ HEALTH AGENCY } } e |0ti00
SPECIAL PURPOSE COST CENTERS ~
113, 00| INTEREST EXPENSE 113.00
200,00 subtotal (see instructions) 200.900
201.00;Less observation Beds 201,00
ZOZ.OOrTotal {see instructions) 202.00

MCRIF32 - 2.24.130.0



Health Financial Systems

PERRY COUNTY HOSPITAL

In Lieu of Form (M5-2552-10

CALCULATION OF OUTPATIENT SERVICE COST TO CHARGE RATIOS NET OF Provider CCN: 151322 Eermgi/m/zon WOrtésheet C
rom Part 11
REDUCTIONS FOR MEDICAID ONLY To 12/31/2011 Date/T'ime Prepared:
o 5/4/2012 10:09 am
L Title XIX ~ Hospital PPS
Cost Centei Description Total Cost | Capital Cost [Operating Cost Capital operating Cost
(wkst. B, Part|(wkst. B, partpet of Capital] Reduction Reduction
1, col, 26) i1 col. 26} [Cost (col. 1 - Amotnt
I col. 2) B
o L 2.00 3.00 4.00 5.00
ANCILLARY SERVICE COST CENTERS o
50.00 |OPERATING ROOM 1,254,947 122,208 1,132,739 0 0| 50.00
52.00 |DELIVERY ROOM & LABOR ROOM 133,220 14,030 119,190 0 o| 52.00
54,00 |RADIOLOGY-DIAGNOSTIC 2,777,981 133,372 2,644,609 0 0] 54.00
60.00 | LABORATORY 2,016,255 41,735 1,974,520 0 d{ 60.00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 182,450 1,179 181,271 0 0] 62.00
65.00 |RESPIRATORY THERAPY 1,070,699 53,796 1,016,903 0 O 65.00
66.00 |PHYSICAL THERAPY 683,224 86,430 596,788 0 0| 66.00
67.00 |OCCUPATIONAL THERAPY 99,070 3,875 95,1985 4] 0| 67.00
68.00  SPEECH PATHOLOGY 190, 326 5,413 184,913 0 01 68.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 617,523 8,358 609,165 0 0; 71.00
72.00 IMPL. DEV. CHARGED TO PATIENT 27,509 175 27,334 0 ol 72.00
73.00 !pRucs CHARGER TO PATXENTS 3,500,317 44,087 3,456,230 0 0| 73.00
OQUTPATIENT SERVICE COST CENTERS o
90,00 [CLINIC 752,927 72,876 680,051 0 8| 20.00
91.00 |EMERGENCY 2,182,997 97,681 2,085,316 1] 0y 91.00
92,00 {CBSERVATION BEDS (NON-DISTINCT PART) 448403 0O 448,403 0 0| 92.00
OTHER REYMBURSABLE COST CENTERS e
95,00 |AMBULANCE SERVICES 1,605,747 124, 560 1,481,187 [y 0| 95.00
101.00,HOME HEALTH AGENCY o 739,339 _ 16,704 722,635 0 0]101.00
SPECIAL PURPOSE COST CENTERS
113.00] INFEREST EXPENSE 113.00
200.00|subtotal €sum of lines 50 thru 199) 18,282,934 826,485 17,456,449 0 0i200.00
201.00|Less Observation Beds 448,403 0 448,403 4] 0l201.00
202.00|Total (1ine 200 minus line 201) 17,834,531 826,485 17,008,046 ) 020200

MCREIF32 - 2.24.130.0



Health Financial Systems

PERRY COUNTY HOSPITAL

In Lieu of Form CMS5-2552-10

CALCULATION OF QUTPATIENT SERVICE COST TO CHARGE RATIOS NET OF

Provider CCN: 151322

Period;

worksheet C

From 01/01/2011 7 Part 11
REDUCTIONS FOR HEDECAID ONLY To 12531;2011 Date/Time Prepared:
. 5/4/2012 10:09 am
Title XIX Hospital PP
Cost Center bescription Cost Net of [Total Charges|! outpatient
capital and | (worksheet C, [Cost to Charge
Operating Costipart I, columbjRatio {col. 6
rReduction 8) /ol 7
) 6,00 7.90 8.00 I
ANCTLLARY SERVICE COST_CENTERS e o
50.00 |OPERATING ROOM 1,254,947 4,207,765 0.29824¢6 50.00
52.00 !DELIVERY ROOM & LABOR ROOM 133,220 366,780 0.363215 52.00
54.00 |RADIOLOGY-DIAGNOSTIC 2,777,981 14,162,268 0.196154 54.00
60.00 |LABORATORY 2,016,255 7,924,654 0.254428 £0.00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 182,450 375,930 0.485330 62.00
65,00 |RESPIRATORY THERAPY 1,070,699 3,282,309 0.326203 65.00
66,00 |PHYSICAL THERAPY 683,224 1,427,188 0.478720 66.00
67.00 1 OCCUPATIONAL THERAPY 95,070 309,721 0.319869 67.00
68,00 |SPEECH PATHOLOGY 190,320 384,777 0. 494640 68.00
71.00 'MEDICAL SUPPLIES CHARGED TO PATIENTS 617,523 4,730,327 0.130546 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENT 27,509 29,682 0.92679% 72.00
73.00 'DRUGS CHARGED TO PATIENTS ..3,500,317 14,622,944 _.8.239372] _ | 73.00
OQUTPATIENT SERVICE COST CENTERS e
90.00 ; CLINIC 752,927 605,967 1.242521 90,00
91.90 |EMERGENCY 2,182,997, 4,093,939 0.533227 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART)Y 448,403 283,030 1.584295; . teraoo
OTHER REIMBURSABLE COST CENTERS ]

95,00 |AMBULANCE SERVICES 1,605,747 2,187,052 0.734206 95.00
101.00 HOME HEALTH AGENCY 739,339 0 0.600000] o __l01.00
SPECIAL PURPOSE COST CENTERS ~ L o
113.00| INTEREST EXPENSE 113.00
200,00|subtotal (sum eof lines 50 thru 199) 18,282,934 0 200.00
201.00|Less Observation Beds 448,403 0 201.00

17,834,531 58,994,333 202,00

202.00{Total (Tine 200 minus line 201}

MCRIF32 - 2.24.130.0



Health Financial Systems PERRY COUNTY HOSPITAL in Lieu of Form €M5-2552-10
APPORTIONMENT OF INPATIENT ANCILLARY SERVICE CAPITAL COSTS provider CcN; 151322 [Period: worksheet D

From 01/01/2011 | Part II
To 12/31/2011 | pDate/Time Prepared:
5/4/2012 10:09 am

N . SR Title XVIII Hospital cost
Cost Center pescription capital Total Charges [Ratio of Cost| Inpatient (Capital Costs
aelated Cost [{from wkst. C,| to Charges Program {column 3 x
(from wkst. B,} Part I, col. |{col. I + col. cChalrges column 4)
part 11, col. 8) 2)
26) =
. o o 1,00 2,00 | 3.00 4.00 s.00 1
ANCILLARY SERVICE COST CENTERS e e ]
50.00 |QPERATING ROOM 122,208 4,207,765 0.029043 190, 687 5,538/ 50.00
52.00 'DELIVERY ROOM & LABOR ROOM 14,030 366,780 0.038252 a 0] 52.00
54.00 |RADIOLOGY—DIAGNDSTIC 133,372 14,162,268 0.009417 866,084 8,156 54.00
60.00 iLABORATORY 41,735 7,924,654 .005266 1,273,345 6, 705| 60.00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 1,379 375,930 0.003136 142,324 446| 62.00
65.00 :RESPIRATORY THERAPY 53,796 3,282,309 .016350 1,308,589 21,448| 65.00
66.00 fPHYSICAL THERAPY 86,436 1,427,188 0.060564 183,492 11,113} 66.00
67.00 'OCCUPATIONAL THERAPY 3,875 309,721 0.012511 56,152 7031 67.00
68.00 |SPEECH PATHOLOGY 5,413 384,777 0.014068 61,171 861| 68.00
71.00 MEDICAL SUPPLIES CHARGED TO PATIENTS 8,358 4,730,327 0.001767 1,201,547 2,123( 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENT 175 29,682 0.00589%6 0 0| 72.00
73.00 DRUGS CHARGED TO PATIENTS R 44,087]  14,622,944] _ 0.003015 3,368,918] 10,157| 73.00
OUTPATIENT SERVICE COST CENYERS .
90.00 tE{INIC 72,876 605,967 0.120264 0 0} 90.00
91.00 | EMERGENCY 97,681 4,093,939 0.023860 2,318 55 91.00
92.00 ngx_sERVATION BEDS (NON-DISTINCT PART) 4] 283,030,  0.000000 [\ 0| 82.00
OTHER REIMBURSABLE COST CENTERS e
95.00 |AMBULANCE SERVICES T 95,00
200,00/ Total {Fines 50-199) 685,221 56,807,281 8,654,627 67,3065]200.00

MCRIFI2 - 2.24.130.0



Health Financial Systems PERRY COUNTY HOSPITAL In tieu of Form (MS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVECE OTHER PASS Provider CCN: 151322 |Period: worksheet b
THROUGH COSTS From 01/01/2011 ] part 1v
Te  12/31/2011 | Date/Time Prepared:
5/4/2012 10:09 am
777777 7 N o Title XvIIT Hospital Cost
Cost Center pescription Non Physician Nursing SchoolfAllied Health| A1} Other Total Cost
Anesthetist Medical (sum of col 1
cost Education Cost| through col.
I SO 4)
i 1,00 | 2.00 3.00 4.00 5.00
ANCILLARY SERVICE COST CENTERS
50.00 |OPERATING ROOM o 0 0 0 0| 50.00
52.00 |DELIVERY ROOM & LABOR ROOM &) 0 0 0 0] 52.00
54,00 :RADTOLOGY-DIAGNOSTIC 0 0 0 i} 0 54.00
60.00 LABORATORY 0 0 1] 0 0| 60.900
62.00 WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 3] 0 0| 62.00
65.00 rRESPIRATORY THERAPY 0 0 0 [i] 0] 65.00
66.00 ‘PHYSICAL THERAPY 1] 0 0 Q 0| 66.00
67.00 ;OCCUPATIONAL THERAPY a 0 t 0 01 67.00
68.00 |SPEECH PATHOLOGY 0 0 0 0 0| 68.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 Q 0 & 0| 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENT 0 0 0 1 0| 72.00
73.00 [BRUGS CHARGED TO PATIENTS = 0 0 0 ] G} 73.00
OUTPATIENT SERVICE COST CENJERS
20,00 ICI.INIC 0 0 0 0 ¢| 90.00
91.00 :EMERGENCY 0 0 0 0 0l 91.00
92,00 [OBSERVATION BEDS (NON-DISTINCT PART) o 0 0 0 0 0] 92.00
OTHER REIMBURSABLE COST CENTERS _ B
95,00 |AMBULANCE SERVICES 95.00
200.00| Total (lines 50-199) 0 0 0 0 0i206.00

MCRIF32 - 2.24.130.0



Health Financial Systems

PERRY COUNTY HOSPITAL

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS provider CCN: 151322 (Period: worksheet D
THROBGH COSTS from 01/01/2011 Part 1V
To  12/31/2011 | pate/Time Prepared:
5/4/2012 10:09% am
..... Title XvIxy | Kospital | . Cost
Cost Center Description Total Total charges [Ratio of Cost| Outpatient Inpatient
outpatient [(from whkst. C,| to charges |Ratic of Cost Program
Cost fsum of | Ppart I, col. {(col. 5 + col.{ to charges charges
cot. 2, 3 and 8) D (col., 6 + col.
LD X 7)
. 6.00 7.00 8.00 9.00 10.00
ANCILLARY SERVICE COST CENTERS.
50.00 ]‘OPERATING ROOM 0 4,207,765 0.000000 0.000000 190,687 50.00
52.00 DELIVERY ROGM & LABOR ROOM 0 366,780 6.000000 0.000000 0: 52.00
54.00 | RADIOLOGY-DIAGNOSTIC 0 14,162,268 0.000009D 0.000000 866,084 54.00
60.00 | LABORATORY 0 7,924,654 0.000009) §.000000 1,273,345] 60.00
$52.00 |{WHOLE BLOOD & PACKED RED BLCOD CELLS 0 375,930 6.000000 0.000000 142,324] 62.00
65,00  RESPIRATORY THERAPY &) 3,282,309 0.000000 0.0000090 1,308,589 65.00
66,00 |PHYSICAL THERAPY [¢] 1,427,188 $.000000 0.0008200 183,492 66.00
67,00 | OCCUPATIONAL THERAPY 0 309,721 0.000000 0.000008 56,152 67.00
68.00 ISPEECH PATHOLOGY [¢] 384,777 {.000000 0.000008 61,171] 68.00
71.00 {MEDICAL SUPPLIES CHARGED TO PATIENTS 0 4,730,327 0.000000, 0.000000 1,201,547 71.00
72.00 [IMPL. DEV. CHARGED TO PATIENT 0 29,682 0.0060000C .000000 0| 72.00
73.00 |DRUGS CHARGED TO PATIENTS 0l 14,622,944| 0.000000 {.000000, 3,308,918 73.00
OQUTPATIENT SERVICE COST CENTERS o
90,00 |CLINIC 0 605,967 &, 000000 0.000000 01 90.00
91,00 ‘EMERGENCY a 4,093,939 §.000000 0. 000000 2,318/ 81,00
92.00 :OBSERVATION BEDS (NON-DISTINCT PART) 0 . 283,030] 0. 000000 0.000000 01 92.00
OTHER REIMBURSABLE COST CENTERS _
95.00 FMBULANCE SERVICES 895,00
200.00/ total (lines 50-199) 0 56,807,281 8,654,627 (200.00

MCRIF32 - 2.24.130.0



Health Financial Systems PERRY COUNTY HOSPITAL In Lieu of Form CMS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS provider CoN: 151322 jPeriod: worksheet o
THROUGH COSTS From 01/01/2011 1 Part IV
To 1273172011 | bate/Time Prepared:
- o 5/4/2012 10:09 am
, . S N Title XVIT1 __Hospital | cCost
Cost Center Pesciiption Inpatient Qutpatient outpatient | PSA Adj. Non PSA Adj.
Program Progiam Program physician  Nursing School
pass~Through Charges pass~-Through | Anesthetist
Costs (col. 8 Costs (col. 9 Cost
xcot. My ¢ ] % col, 12) -
I S 11.00 12.00 1 13,00 21,00 22.00
ANCILLARY SERVICE COST CENTERS e
50.00 'OPERATING ROOM 0 L 0 g 0| 50.60
52.00 iDELIVERY ROOM & LABOR ROOM ¢ 0 0 0 0| 52.00
54.00 |RADIOLOGY-DIAGNOSTIC - ] 4] 0 0 0] 54.00
60.00 | LABORATORY 0 0 0 0 0f 60,00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 0] 62.00
65.00 RESPTRATORY THERAPY o] 0 8 0 0| 65.00
66.00  PHYSICAL THERAPY 0 0 0 0 0| 66.00
67.00 | OCCUPATIONAL THERAPY 0 0 0 9 ol 67.00
68.00 [SPEECH PATHOLOGY 0 0 0 0 ¢| 6&.00
71.00 MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 Q 0} 71.00
72.00 LIMPL. DEV, CHARGED TO PATIENT 0 0 0 0 0 72.00
73.00 [DRUGS CHARGED TO PATIENTS I .. | . || .6 0 | 73.00
OUTPATIENT SERVICE COST CENTERS e
90.00 CLINIC 0 0 0 o a| 90.00
91.00 |EMERGENCY 0 0 0 0 0] 91.00
92,00 'OBSERVATION BEDS (NON-DISTINCT PART) o 0 .. 0 0: 92.00
OTHER REIMBURSABLE COSY CENTERS e
95,00 AMBULANCE SERVICES —[ T §5.00
200.00| Total (lines 50-199) o 0 0 0 0200.00

MCRIF32 - 2.24.130.0



Health Financial Systems PERRY COUNTY HOSPITAL In Lieu of Form CM5-2552-10

APPORTIONMENT OF INPATIENT/QUTPATIENT ANCILLARY SERVICE OTHER PASS pProvider CcN: 151322 |period: wWorksheet D
THROUGH COSTS From 01/01/2011 | Part Iv
To  12/31/2011 | pate/Time Prepared:
5/4/2012 10:09 am
B . R Title XvITI Hospital | Cost
Cost Center Description PSA Adj. e£sA Adj. Al
Allied Health{other Medical
Education Cost
o T 23.00 24.00
IANCILLARY SERVICE COST CENTERS
50.00 |OPERATING ROOM ¢ 0 53.00
52.00 DELIVERY ROOM & LABOR ROOM 0 0 52.00
54,00 | RADIOLOGY-DIAGNOSTIC 0 0 54.00
60.00 | LABORATORY 0 0 60.00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS ! 0 62.00
65.00 |RESPIRATORY THERAPY 0 0 65,00
66.00 | PHYSICAL THERAPY 0 0 66,00
67.00 |OCCUPATIONAL THERAPY 0 0 67.00
68.00 :SPEECH PATHOLOGY 0 0 68.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 4] 71.00
72,00 |IMPL. DEV. CHARGED TO PATIENT 0 4] 72.00
73.00 DRUGS CHARGED TO PATIENTS L. 0 73.00
'OUTPATIENT SERVICE COST CENTERS L
90.00 'cLINTC g 0 90.00
91.00 |EMERGENCY 0 0 91.00
92,00 [OBSERVATION BEDS (NON-DISTINCT PART) B 0 92.00
‘OTHER REIMBURSABLE COST CENTERS R e
95.00 ; AMBULANCE SERVICES §5.00
200.00/ Total (lines 50-199) L 200.00

MCRIF32 - 2.24.130.0



Health Financial Systems
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVEICES AND VACCINE COST

PERRY COUNTY HOSPITAL

In Lie

0 of Form CMS-2552-10

Provider CCN: 151322

TO

period:
From 01/01/2011
12/31/2011

worksheet D
part v

bate/Time Prepared:
5/4/2012 10:09 am

. e e Title XvIIT 1 Hospital Cost
- Charges
Cost Center pescription Cost to ChargelpPs Reimbursed Cost Cost
Ratio From |[Services (seei fReimbursed Reimbursed
worksheet €, {instructions) services services Not
Part 1, col. 9 subject To subject To
ped. & Coins. |Ded. & Coins.
(see (see
L o instiructions) jinstructions)
o . 1.00 __2.00 3.00 4.00 I S
ANCILLARY SERVICE COST CENTERS o
50.00 [OPERATING ROOM 0.298246 0 958,756 0 50.00
52.00 DELIVERY ROOM & LABOR ROOM 0.363215 0 0 0 52.00
54.00 !RADIOLOGY"DIAGNOSTIC 0.196154 0 3,910,410 0 54.00
60.00 iLABORATORY 0,254428 Q 2,316,263 0 60.00
62.00 'WHOLE BLOOD & PACKED RED BLOOD CELLS 0.485330 ] 113,085 1] 62.00
65,00 ERESPIRATORY THERAPY 0.326203 0 757,099 0 65.00
66,00 | PHYSICAL THERAPY 0.478720 0 351,031 0 66.00
67.00 |OCCUPATIONAL THERAPY 0.319869 0 37,954 0 67.00
68.00 |SPEECH PATHOLOGY 0.494640 0 11,031 0 68.00
71.00 |MEDICAL SUPPLIES CHARGED TOQ PATIENTS 0.130546 0 831,859 il 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENT 0.926791 0 28,809 ¢ 72.00
73.00 | DRUGS CHARGED TO PATIENTS o p.239372l o] 4,771,822 4,129 73.00
OUTPATIENT SERVICE COST CENYERS e et e e et oo ]
90.00 ICLINIC 1.242521 0 40,473 0 a0.00
91,00 |EMERGENCY 0.533227 g 761,408 0 91.00
92.00 lOBSERVATION BEDS (NON-DISTINCT PART) _1,584295] 0] 246,360 0 92.00
JOTHER REIMBURSABLE COST CENTERS i _
95.00 |AMBULANCE SERVICES 0.734208 o 95.00
200.00| subtotal {see instructions} 0 15,086,170 4,129 200,00
201.00|Less PBP Clinic Lab. Services-program only 0 0 201,00
charges
202,00 Net Charges (line 200 +/- 1ine 201) ¢ 15,086,170 4,129 202.00

MCRIF32 - 2.24.130.0



Health Financial Systems PERRY COUNTY HOSPITAL In Lieu of Form CM$-2552-10
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST provider CCN: 151322 | Period: Worksheet b

From 01/01/2011 i Part v
To 12/31/2011 | pate/Time Prepared:
5/4/2012 10:09 am

Title XvIIX Hospital Cost
Costs |
Cost Center Description PPS Services {Cost Services|Cost Services
(see subject To [Not Subject To
instructions) jped. & Coins. {ped. & Coins,
(see (see
_ instructions) | instructions)
e 5.00 6.00 __7.00 ) .
ANCILLARY SERVICE COSY CENTERS . . . . ...
503.00 |OPERATING ROOM 4] 285,945 1] 50,00
52.00 [DELIVERY ROOM & LABOR ROOM 0 0 0 52.00
54,00 | RADIOLOGY-DIAGNOSTIC 0 767,043 0 54.00
60.00 { LABORATORY 0 589,322 0 60.00
62.00 WHOLE BLOOD & PACKED RED BLOOD CELLS 0 54,888 h; 62.00
65.00 lRESPIRATORY THERAPY li; 246,968 0 65.00
66.00 | PHYSICAL THERAPY 0 168,046 0 66. 00
67.00  OCCUPATIONAL THERAPY 0 12,140 0 67.00
68.00 'SPEECH PATHOLOGY 0 5,456 0 68.00
71.00 MEDICAL SUPPLIES CHARGED TO PATIENTS 0 108,596 0 71.00
72.00 }IMPL. DEV. CHARGED TOQ PATIENT 0 26,700 0 72.400
73.00 J_Q.RE,GE,._EEABQEQ__TQWR&_\'!'IE?:*I.S...,..__.._,,... U ST 8 1,130,224 e D88 . .. 73.00
OUTPATIENT SERVICE COST CENTERS
90,00 | CLINIC 0 50,289 ] 94. 00
91.00 | EMERGENCY 0 406,003 0 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) = | g 390,307 . B I _192.00
OTHER REIMBURSABLE COST CENTERS e |
95.00 |AMBULANCE SERVICES 0 95.00
200,00 subtotal (see instructions) 0 4,241 927 938 200.00
201.00| Less PBP Clinic Lab. Services-Program Only 0 201.00
charges
202.00/Net Charges (lime 200 +/- line 201) 0 4,241,927 988 202.00

MCRIF32 ~ 2.24,130.0



Health Financial Systems

PERRY COUNTY HOSPTTAL

In Lieu of Form CM5-2552-10

APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE (OST Provider CCN: 151322 |Period: Worksheet D
From 01/01/2011 | part v
Component CCN: 152322 (To  12/31/2011 | pate/Time Prepared:

5/4/2012 10:09 am

o - Title XviIi  iswing Beds - SNF ... Cost
___charges
Cost Center pescription cost to ChargePPs Reimbursed cost cost
Ratio From |Services (see! Reimbursed Reimbursed
worksheet ¢, [instructions) Services Services Not
part I, col. 9 subject To subject To
ped. & Coins. [Ded. & Coins.
(see (see
instructions) |instructions)}
e 1.00 2.00 3.00 4,00
ANCILEARY SERVICE COST CENTERS
50.00 ‘UPERATING ROOM 0.298248) 0 0 0 50.00
52,00 |DELIVERY ROOM & LABOR ROOM 0.363215 0 0 0 52.00
54,00 | RADIOLOGY-DIAGNOSTIC 0.196154 0 0 0 54.00
60,00 |1 ABORATORY 0.254428 0 0 & 60.00
62.00 |WH{}LE BLOOD & PACKED RED BLOCD CELLS 0.485330 0 3] 0 62.00
65.00 RESPIRATORY THERAPY 0.326203 0 0 0 65.00
66.00 |PHYSICAL THERAPY 0.478720 0 0 0 66.00
67.00 'OCCUPATIONAL THERAPY 0.319864 0 0 0 67.00
68.00 |SPEECH PATHOLOGY 0.494640 4] &) 0 63.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0.130546 0 0 0 71.00
72,00 | IMPL. DEV. CHARGED TO PATIENT 0.926791 0 0 0 72.00
73.00 [DRUGS CHARGED TO PATIENTS 0.239372 T T ¢ 4] 1 73.00
OUTPATIENT SERVICE COST CENTERS ) o
90.00 {cLINIC 1.242521] 0 0 0 90.00
91,00 | EMERGENCY 0.533227 0 i) 0 91.00
92,00 |OBSERVATION BEDS (NON-DISTINCT PART) 1.584295 0 . | | 82.00
OTHER REIMBURSABLE COST CENTERS e
95,00 'AMBULANCE SERVICES 0.734200 0 95.00
200.00!subtotal (see instructions) 0 0 0 200.00
201,00 Less PBP Clinic Lab. Services-Program only 0 0 201.00
Charges
202.00/Net charges (line 200 +/- line 201} Q 0 [3] 202.00

MCRIF32 - 2.24.130.0



Health Fimancial Systems PERRY COUNTY HOSPITAL . _In tieu of Form CMS-2552-10
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST provider CCN: 151322 Period: worksheet D

From 01/01/2011 | Part v
Component CCN: 152322 (Toe  12/31/2011 | pate/Time Prepared:
5/4/2012 10:09 am

e . __ . Tixde xvia¥___ lswing Beds - N[ _cest
Cost Center Description PPS Services |Cost Services [Cost Services
(see subject To Not subject To
instructions) [ped. & Coins. fbed, & Coins.
(see (see
instructions) |instructions)
- {1 s.00 6.00 9 _
ANCILLARY SERVICE COST CENTERS =
50.00 |OPERATING ROOM 0 ) 0 50,00
52.00 DELIVERY ROOM & LABOR ROOM 0 0 0 52.00
54,00 ‘RADIOLOGY—DIAGNOSTIC 0| 0 0 54.00
60,00 |LABORATORY 0 0 [ 60.00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS a o 0 62.00
65.00 [RESPIRATORY THERAPY g 0 0 65.00
66.00 | PHYSICAL THERAPY 0 ] 0] 66.00
67.00 |OCCUPATIONAL THERAPY 0 i) a 67.00
68.00 |SPEECH PATHOLOGY 0 a 0 68.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 71.00
72.00 |IMPL. DEV. CHARGED TQ PATIENT 0 0 0 72.00
73.00 :DRUGS CHARGED TO PATIENTS L 0 0 4] 73.00
OUTPATIENT SERVICE COST CENTERS L
90.00 |CLINIC 0 0 0 90.00
91.00 |EMERGENCY 0 0 0 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 0 0 0 92.00
(OTHER REIMBURSABLE COST CENTERS
95.60 iAMBLFLA.NCE SERVICES 0 95.00
200.00[5ubt0ta1 (see instructions) 0 1] 0 200.00
201.00,Less PBP Clinic Lab. Services-Program only g 201.00
Charges
202.00,Net Charges {line 200 +/- Hine 201} 0 0 0 202.00

MCRIF32 - 2.24,130.0



PERRY_COUNTY HOSPITAL

Health Financial Systems

In Lieu of Form cM5-2552-10

APPORTIONMENT OF INPATIENT ROUTINE SERVICE CAPITAL COSTS Provider CCN: 151322 | pPeriod: worksheet D
From 01/01/2011( Part T
To  12/31/2011 | pate/Time Prepared:
5/4/2032 10:09 am
I e Tit]e XIX Hospital | PPS
Cost Center Description Capital swing Bed reduced Total patient [Per Diem {col.
Related Cost i Adjustment Capital pays 3/ col. 4)
{(from wkst. B, Related Cost
part 11, col. (col. 1 - ¢col.
26) 2)
- 1.00 2.00 3.00 | 4.00 5.00
|INPATIENT ROUTINE SERVICE COST CENTERS e o
30.00 |ADULTS & PEDIATRICS 520,644 72,153 448,491 4,276 104.89] 30.00
31.00 |INTENSIVE CARE UNIT 45,587 45,587 363 125.58] 31.00
43.00 'NURSERY 7,101 7,101 163 43.56| 43.00
200.00{ Fotal (lines 30-1992) 573,332 501,179 4,802 200.00

MCRIF32 - 2.24.130.0



Health Financial systems

PERRY COUNTY HOSPITAL

APPORTIGNMENT OF INPATIENT ROUTINE SERVICE CAPITAL COSTS

Provider CcN: 151322 |

in tiew of Form CM5-2552-10

pPeriod:

worksheet b

From 01/01/2011 part ¢
To 12/31/2011 | bate/Time Prepared:

5/4/2012 10:09 am

...... ] b Titde X)X Hosptal Lpps
Cost Center pescription Inpatient Inpatient
Program days Progtam
capital cCost
(col. 5 x col.
6)
o 6.09 7.00 L
INPATIENT ROUTINE SERVICE COST CENTERS
36.00 |ADULTS & PEDIATRICS 365 38,285 30.00
31.00 |INTENSIVE CARE UNIT 16 2,009 31.00
43,00 |NURSERY 110 4,792 43 .00
491 45,086 200.00

200.00 1otal (lines 30-199)

MCRIF32 - 2.24.130.0



Health Financial Systems PERRY COUNTY HOSPITAL in tieu of Form CM5-2552-10
APPORTIONMENT OF INPATIENT ANCILLARY SERVICE CAPITAL COSTS Provider CCN: 151322 [ period: worksheet b

From 01/01/2011 | part I

To  12/31/2011 ! pate/Time Prepared:
5/4/2012 10:09 am

b TiE)e XIX Hospital B PPS
Cost Center Description Capital Total charges |ratio of Cost| Inpatient [capital Costs
rRelated Cost {(From wkst. €, to Charges Program (column 3 x
(from wkst. &,} Part 1, col, |[(col. 1 + col. Charges column 4)
part 11, col. 8) 2)
26) e
- 1.00 2.00 31.00 4,00 5.00
ANCILLARY SERVICE COST CENTERS e N
50.00 |OPERATING ROOM 122,208 4,207,765 0.029043 146,813 4,264( 50.00
52.00 ;DELIVERY ROOM & LABOR ROOM 14,030 366,780 0.038252 155,225 5,938] 52.00
54,00 |RADIOLOGY-DIAGNOSTIC 133,372 14,162,268 0,009417 161,512 1,521, 54.00
60.00 | LABORATORY 41,735 7,924,654 0.005266 164,815 868| 60.00
62.00 'WHOLE BLOOD & PACKED RED BLOOD CELLS 1,179 375,930 0.003136 12,029 38( 62.00
65.00 i RESPIRATORY THERAPY 53,796 3,282,309 0.016330 152,032 2,492| 65.90
66.00 'PHYSICAL THERAPY 86,436 1,427,188 0.060564 8,659 524 66,00
67.00 }GCCUPATIONAL THERAPY 3,875 309,721 0.012511 1,950 241 67,00
68.00 SPEECH PATHOLOGY 5,413 384,777 0.014068 1,202 17| 68.00
71.00 jMEDICAL SUPPLIES CHARGED TC PATIENTS 8,358 4,730,327 0.001767 137,319 243| 71.00
72.00 [IMPL. DEV. CHARGED TO PATIENT 175 29,682 0.005896 1] a} 72.00
73.00 |DRUGS CHARGED TO PATTENTS 44,087 14,622,944 0.003015 426,699 1,286{ 73.00
OUTPATIENT SERVICE COST CENTERS e
90.00 [CEINEC 72,876 605,967 0.120264 0 0| 90.00
91.00 |EMERGENCY 97,681 4,083,939 0.023860 42,899 1,0241 91.00
92.00 |OBSERVATTION BEDS (NON-DISTINCT PART) 49,800 283,030 0.175953] 22,051 _ 3,880 92.00
’Q‘[Ijg_ ______ EIMBURSABLE COS5T CENTERS i
95.00 F\MBULANCE SERVICES 95,00
200.00 Total (lines 50-199) 735,021 56,807,281 1,433,205 22,1198/200.00

MCRIF32 - 2.724.130.0



Health Financial Systems _ PERRY COUNTY HOSPITAL In tieu of Form CM§-2552-10
APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROQUGH COSTS pProvider CCN: 151322 | Period: worksheet D
From 01/01/2011 | Part x1x
To  12/31/2011 | bate/Time Prepared:
5/4/2012 10:09 am
e S Title XIX Hospital PPS
Cost Center bDescription Nursing SchoollAllied Health} A1l other swing-ged Total Costs
Cost Medical Aadjustment | (sum of cols,
Education Cost] amount (see {1 through 3,
e instructions) minus col. 4)
_2.00 3.00 4.00 5.00

30.00 lj\DULTS & PEDIATRICS
31.00 {INTENSIVE CARE UNIT
43.00 |nuasERY

200.00/ Total (Fines 30-199)

oooo

oo oo

[ e i o)

D00

30.00
31.00
43.00
200.00

MCRIF32 - 2.24.130.0



PERRY COUNTY HOSPITAL

In Lieu of Form (M5-2552-10

Health Financial Systems

APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS

Provider CoN: 151322

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

worksheet b

part III

pate/Time Prepared:
5/4/2012 10:09 am

B N o e Title XIX Hospital . PPS
Cost Center Description Total Patient |Per piem (col.] Inpatient Inpatient PSA Adj.
bays 5 « col. 6) ] Program Days Program Nursing School
Pass-Through
cost {col. 7 x
col. 8) o
G.00 7.00 8.00 %.00 11,90 =
INPATIENT ROUTINE SERVICE COST_CENTERS
30.00 [ADULTS & PEDIATRICS 4,276 .00 365 B! 9 30.00
31,00 ; INTENSIVE CARE UNIT 363 0.00 16, 0 0| 31.00
43.00 [NURSERY 163 0.00 110 0 0| 43.00
4,802 491 0 01200.00

200.00 total (ifnes 30-199)

MCREIF3Z2 - 2.24.130.0



Health_Financial Systems PERRY COUNTY HOSPITAL In Lieu of Form €Ms-2552-10
APPORTIONMENT OF EINPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS pProvider ccM: 151322 |Period: wWorksheet D

From 01/01/2011 | Part 111

To  12/31/2011 | Date/Time Prepared:
5/4/2012 10:09 am

o b Title XIX Hospital PPS
Cost center Desciiption PsA Ad]. PSA Adj. A1}
Allied Health|other Medical
Cost _  [Education Cost
o 12.00 13.00 R
INPATIENT ROUTINE SERVICE COST CENTERS - ]
30.00 .‘ADULTS & PEDIATRICS Q 30.00
31.00 |INTENSIVE CARE UNIT a 31.00
43.00 |{NURSERY 9 43.00
200.00(Total (lines 30-199) ¢! 200,00

MCRIF32 - 2.24.130,0



Health Financial Systems PERRY COUNTY HOSPITAL

In Lieu of Form €MS5-2552-10

APPORTIONMENT ©F INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 151322 Period:

THROUGH COSTS

From 01/01/2011
Fo 12/31/2011

worksheet D

part 1v

Date/Time Prepared:

5/4/2012_10:09 am

- ] Title XIX L Hospital PPS B
Cost Center Description Non Physician Nursing School{aliied Health| A1l other Total Cost
anesthetist Medical (sum of col 1
Cost ducation Cost| through col.
e 4) —
e e 1.00 2.00 3.00 7L 60 5.00 7;
ANCILLARY SERVICE COST CENTERS . e R
50.00 'OPERATING ROOM 0] 0 0 0 o8| 50.00
52.00 |DELIVERY ROOM & LABOR ROOM 0 0 0 a 0] 52.00
54.00 |RADIOLOGY-DIAGNOSTIC 1] 0 0 0 0} 54.00
60,00 | LABORATORY 0 0 0 0 ! 60.00
62.00 WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 g 62.00
65.00 iRESPIRATORY THERAPY 0 0 0 4 0| 65.00
66.00 | PHYSICAL THERAPY 0 0 0 0 0| 656.00
67.00 | OCCUPATIONAL THERAPY 0 g 0 0 0} 67.00
68.00 |SPEECH PATHOLOGY 0 0 0 0 0{ 68.00
71.00 'MEDICAL SUPPLIES CHARGED TG PATIENTS 0 0 0 0 gl 71.00
72.00 {IMPL. DEV. CHARGED FTO PATIENT O 0 3 3 0| 72.00
73.00 iDRUGS CHARGED TO PATIENTS SV DR, || OO S 9 0 _. 0} 73.00
OUTPATIENT SERVICE COST CENTERS )
90.00 |CLINIC 0 i 0 0 8] 90.00
91.00 | EMERGENCY 0 0 0 0 0| 91.00
92.00 |OBSER_yA ON BEDS (NON-DESTINCT PART) [4] 0 [4] 0 D] 92.00
OTHER REIMBURSABLE COST CENTERS ~ |
95.00 [AMBULANCE SERVICES 95.00
200.00{Total (Tines 50-199) 0 0 $200.00

MCRIF32 - 2.24.130.0



Health Financial Systems PERRY COUNTY HOSPITAL In Lieu of Form CM5-2552-10
APPORTIONMENT OF INPATIENT/OQUTPATIENT ANCILLARY SERVICE OTHER PASS provider CCN: 151322 | Period: worksheet D
THROUGH COSTS From 01/01/2011 | part IV
To  12/31/2011 | pate/Time Prepared:
5/4/2012 10:09 am
i Title XIX Hospital PPS
Cost Center pescription Total Total chargesiRratio of Cost| Outpatient Inpatient
outpatient [(from wkst. €,} to Charges |Ratio of Cost Pirogram
Cost (sum of | Part I, col. [(col. 5 = col.| to Charges charges
col. 2, 3 and 8) 7) (col. 6 + col.
) — S R » SR I
. At &00 | _7.00 | _ _.8.00 _.2.00  } 10,00 0 4
ANCILLARY SERVICE COST CENTERS i
50.00 {OPERATING ROOM 0 4,207,765 0. 0.000000 146,813 50.00
$2.00 |DELIVERY ROOM & LABOR ROGM 0 366,780 0. 0.9000000 155,225| 52.00
54.00 | RADIOLOGY-DIAGNOSTIC 0 14,362,268 0. 0.000000 161,512| 54.00
60.00 | LABORATORY 0 7,924,654 0. 0.000000 164,815| 60.00
62.90 |WHOLE BLOOD & PACKED RED BLOGD CELLS 0 375,930 0. 0.000000 12,029] 62.00
65,00 |RESPIRATORY THERAPY g 3,282,309 0. 0.000000 152,032{ 65.00
G6.00 {PHYSICAL THERAPY 0 1,427,188 0. §.000000 8,659 66.00
67.00 'OCCUPATIONAL THERAPY [¢] 309,721 0. 0.000000 1,950 67.00
68.00 |SPEECH PATHOLOGY 0 384,777 0. 0.000000 1,202| 68.40
71.00 [MEDICAL SUPPLIES CHARGED TO PATIENTS 0 4,730,327 0. 0. 000000 137,3191 71.00
72.00 |IMPL, DEV. CHARGED TO PATIENT 0 29,682 0. (. 000000 0{ 72.00
73.00 |DRUGS CHARGED TO PATIENTS 0. 14,622,944 0 .0.000000] 426,699 73.00
QUTPATIENT SERVICE COST CENTERS . I e
90.00 {CLINIC 0 605,967 0.000000 0.000000 0| 80G.00
91.00 | FMERGENCY 0 4,093,939 G, 000000 0. 000000 42,899] 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 0. ... .283,030]  0.000000] _  0.000000] 22,051} $2.00

(OTHER REIMBURSABLE COST CENTERS

95.00 |AMBULANCE SERVICES
200.00| Total (Tines 50-199)

Q)

56,807,281

|
|
i

95.00
1,433,205]200.00

MCRIF32 - 2.24.130.0



Health Financial Systems PERRY COUNTY HOSPITAL In tieu of Form CMS-2552-10
APPORTICNMENT OF INPATEIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 151322 {period: worksheet D
THROUGH €OSTS From D01/01/2011: Part Iv
To  12/31/2011 | pate/Time Prepared:
o 5/4/2012 10:09 am
- Title XIX 1. Hospital __PPS
Cost Center Description Inpatient Qutpatient optpatient | PSA Adj. Non PSA Ad].
Program Program Program Physician [Nursing Scheol
Pass-Through charges Pass-Through | Anesthetist
Costs (cot. 8 Costs (col. 8 Cost
X col, 10} X col., 12) R
B - o 11.00 _12.00 13.00 21.00 22.00
ANCILLARY SERVICE COST CENTERS e e
50.00 |OPERATING ROOM 0 0 0 0 0| 50.00
52.00 |DELIVERY ROOM & LABGR ROOM i 0 0 0 o[ 52.00
54.080 |RADIOLOGY-DIAGNOSTIC 0 0 0 0 0! 54.00
60.00 |LABORATORY 0 0 0 0 01 60.00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 o 62.00
65.00 |RESPIRATORY THERAPY 0 0 0 0 0f 65.00
66.00 ,PHYSICAL THERAPY 0 0 D) 0 G} 66.00
67.00 [OCCUPATIONAL THERAPY 0 0 0 0, 0| 67.00
68.00 |SPEECH PATHOLOGY 0 0 0 0 0| 68.00
71.00 MEDICAL SUPPIIES CHARGED TO PATIENTS 0 Q 0 0 0] 71.00
72.00 {IMPL. DEV. CHARGED TO PATIENT 0 0 0 0 0} 72.00
73.00 DRUGS_CHARGED TO PATIENTS = | SRR | B 0 9 .8 0j 73.00
OUTPATIENT SERVICE COST CENTERS e
93.00 |CLINIC 0 1] a 0 0] 90.00
91.00 |EMERGENCY 0 0 0 0 ¢ 91.00
92.00 !OBSERVATION BEDS (NON-DISTINCT PARTY . | . ... ... o 0 Y o 0] 92.00
IOTHER REIMBURSABLE COST CENTERS e _ -
95,00 |AMBULANCE SERVICES 35.00
200.00/ Total (Jines 50-199) T oy 0 0 0 0:200,00

MCRIF3Z - 2.24.130.0



Health Financial Systems PERRY COUNTY HOSPITAL In Lieu of Form CMS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS provider CCN: 151322 lreriod: worksheet b
THROUGH COSTS From 01/01/2011 { part IV
To  12/31/2011 | Date/Time Prepared:
_ - 5/4/2012 10:09 am
e et e o Title X¥X | __Hospital _._.PPs
cost Center pescription PSA adj. psa Adj. All
Allied Health!other Medical
o Educarion Cost
At T e £ e by e 23'00 24'00 e e pmm s - —
ANCILLARY SERVICE COST CENTERS S
50.00 OPERATING ROOM 0 0 56.00
52.00 |DELIVERY ROOM & LABOR RQOM 0 0 52.00
54.00 | RADTOLOGY-DIAGNDSTIC 9 0 54,00
60,00 | LABORATORY 0 0 60,00
62,00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 62.00
65.00  RESPIRATORY THERAPY 0 0 65.00
66.00 | PHYSICAL THERAPY 0 0 66.00
67.00 |OCCUPATIONAL THERAPY ¢ 0 67.00
68.00 |SPEECH PATHOLOGY 0 o 68.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 71.00
72.00 {¥MPL. DEV. CHARGED TO PATIENT 0 0 72.00
73.00 |DAUGS CHARGED TO PATIENTS ¢+ 0 9 R . 73.00
OUTPATIENT SERVICE COST CENTERS = . e e
20.00 |CLINIC 0 0 20.90
91.00 'EMERGENCY 0 0 91.00
92.00 [OBSERVATION BEDS (NON-DISTINCT PART) g O ]%92.00
OTHER_REIMBURSABLE COST CENTERS = e
95.00 |AMBULANCE SERVICES 95.00
200.00| Totat (lines 50-199) 0 0 200.00

MCRIF32 - 2.24.130.0



Health Financial Systems _ PERRY COUNTY HOSPITAL In tieu of Form (M5-2552-10
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST provider cCn: 151322 |period: worksheet D

From 01/01/2011 | Part v

To 12/31/2011 | bate/Time Prepared:
5/4/2012 10:09 am

i Title XIX Hospital PPS
] charges
Cost Center Description cost to Chargelpps Reimbursed Cost Cost
Ratio From |[Services (see| Retmbursed Reimbursed
worksheet €, [instructions) services services Not
rart 1, col. 9 subject To subject To
ped. & Coins. [Ded. & Coins.
(see ({see
instructions) |instructions)
_____________ i 1.00 2.00 3.00 4,00 B
ANCILLARY SERVICE COST CENTERS -
50.00 |OPERATING ROOM 0.2982446 0 433,943 0 50,00
52,00 iDELTVERY ROOM & LABOR ROOM 0.363215 0 73,306 g 52.00
54.00 'RADIOLOGY-DIAGNOSTIC 0.196154 0 1,379,480 0 54.00
60.00 }LABORATORY 0.254428 0 813,205 0 60.00
62.00 WHOLE BLOOD & PACKED RED BLOOD CELLS 0.485330 0 9,056 0 62,00
65.00 ‘RESPIRATORY THERAPY 0.326203 0 183,707 0 65.00
66.00 |PHYSICAL THERAPY 0.478720, 4] 142,487 0 66.00
67.00 'OCCUPATIONAL THERAPY 0.319869 4] 39,960 1] 67.00
68.00 iSPEECH PATHOLOGY 0.494640 0 140,464 1) 68.00
71.00 |MEDICAL SUPPLIES CHARGED TQ PATIENTS 0.130546 0 377,396 0 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENT 0.926791 0 0 0 72.00
73.00 |DRUGS CHARGED TO PATIENTS = 0,239372 0 1,149,487 0 | 73.00
OUTPATIENT SERVICE COST CENTERS =
20,00 |CLINIC 1.242521 1] 58,330 0 90.00
91,00 |EMERGENCY 0.533227 0 774,840 1] 91.00
92.00 !OBSERVATIQNQEDS (NON-DISTINCT PART) ) 1.584295 0 19,796 ¢ 92.00
OTHER REIMBURSABLE COST GENTERS B L
95,00 | AMBULANCE SERVICES 0.7342006 0 192,358 95.00
200.00| subtotal (see instructions) 4] 5,758,815 [¢] 200.00
201.00|Less PBP Clinic tab. Services-Program only 0 0 201,00
charges
202.00|Net Charges (line 200 +/- line 201) [¢] 5,758,815 0 202,00

MCRIF3Z - 2.24.130.0



Health Firancial Systems PERRY COUNTY HOSPITAL In Lieu of Form (Ms-2552-10
APPORTICNMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST provider cCN: 151322 |Period: worksheet D

From 01/01/2011 | Part v
o 12/31/2011 | pate/Time Prepared:
5/4/2012 10:09 am

] R e e et e Title XIX ... Hospital PPS _
- costs
Cost Center Description PPS Services |[Cost Services|Cost Services
(see subject To Mot Subject To
instructions) {ped. & Coins. {bed. & Coins.
(see {50
instructions) linstructions)
5.00 600 | 7.00 ~
ANCILEARY SERVICE COST CENTERS R
50.00 |OPERATING ROOM 0 129,422 0 50.00
52.00 |DELIVERY ROOM & LABOR ROOM 0 26,626 0 52.00
54.00  RADIOLOGY-DIAGNOSTIC 1 270,591 0 54,00
60.00 |LABORATORY a 206,902 g 60.00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 0 4,395 0 62.00
65.00 |RESPIRATORY THERAPY 0 53,402 0 65.00
66.00 | PHYSICAL THERAPY 0 68,211 0 66,00
67.00 |OCCUPATIONAL THERAPY 0 12,782 0 67.00
68.00 |SPEECH PATHOLOGY 0 69,479 0 68.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 49,268 0 71.00
72.00 | IMPL. DEV. CHARGED TO PATIENT 0 0 0 72.00
73.00 [DRUGS CHARGED TO PATIENTS 0 275,155 0 e | 73.00
OUTPATIENT SERVICE COST CENTERS e
a0.00 [CLINIC 0 72,476 1] 90.00
91.00 |EMERGENCY 9 413,166 0 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) e Ar e 92,00
(OTHER REIMBURSABLE COST CENTERS [T U SR,
95.00 | AMBULANCE SERVICES 141,230 95.00
200.00| subtotal (see instructions) 0 1,810,209 0 260,00
201.00 Less PBP Clinic Lab. Services-Program only 0 201.00
ICharges
202.00,Net charges (line 200 +/- tine 201) 0 1,810,209 0 202.00

MCRIF32 - 2.24.130.0



PERRY COUNTY HOSPITAL

In Lieu of Form (MS-2552-10

Health Financial Systems
COMPUTATION OF INPATIENT OPERATING COST provider CCN: 151322 |pPeriod: worksheet D-1
From 01/01/2011
To  12/31/2011 | pate/Time Prepared:
. 5/4/2012 10:09 am
. LoFigle xvirr | Hespital [ Cost
Cost Center Description -
e [ 1.00
PART I -~ ALL PROVIDER COMPONENTS
INPATIENT DAYS -
1.00 kInpat'ient days (including private room days and swing-bed days, excluding newbora) 4,978; 1.00
2.00 |Inpatient days (including private room days, excluding swing-bed and newborn days) 4,276 2.00
3.00 ‘private room days (excluding swing-bed and observation bed days) 0| 3.00
4,00 |semi-private room days {excluding swing-bed and observation bed days) 4,276| 4,00
5.00 |Total swing-bed SNF type inpatient days (including private room days) through pecember 31 of the cost 686] 5.00
reporting period
6.00 :Total swing-bed SNF type inpatient days (including private room days) after bDecember 31 of the cost 0 6.00
reporting period (if calendar year, enter O on this Tine)
7.00 |Total swing-bed NF type inpatient days (including private room days) through December 31 of the cost 16| 7.00
reperting period
8.00 ;Total swing-bed NF type inpatient days {including private room days} after December 31 of the cost 0 8.00
reporting period (if calendar year, enter 0 on this Tine)
9,00 ;Total inpatient days including private rocem days applicable to the Program (excluding swing-bed and 2,661 9.00
newborn days)
10.00 |swing-bed SNF type inpatient days applicable to title XVIIX only (including private room days) 686( 10.00
through December 31 of the cost reporting period (see instructions)
11.00 ‘Swing-bed SNF type inpatient days applicable to title XVIEI only (including private room days) after 01 11,00
December 31 of the cost reporting period (if calendar year, enter 0 on this line)
12.00 iswing—hed NF type inpatient days applicable to titles v or XiX only (including private room days) g 12.00
‘through pecember 31 of the cost reporting pericd
13.00 |swing-bed NF type inpatient days applicable to titles v or XIX only (including private room days) 0j 13.00
after becember 31 of the cost reporting period (if calendar year, enter O on this line)
14.00 |Medically necessary private room days applicable to the Program (excluding swing-bed days) 0 14.00
15.00 |total nursery days {title Vv or XIX only) 6| 15.00
16.00 Inursery days (title v or XixX anly) e e Bl 16.00
SWING BED ADJUSTMENT e oot e a2t s 1o e e e
17.00 Medicare rate for swing-bed SNF services applicable to services through December 31 of the cost 17.00
reporting period
18.00 Medicare rate for swing-bed SNF services applicable to services after pecember 31 of the cost 18.00
reporting perjod
19.00 Medicaid rate for swing-bed NF services applicable to services through December 31 of the cost 132.007 19.00
reporting period
20.00 iMedicaid rate for swing-bed NF services applicable to services afrer December 31 of the cost 132.00( 20.00
reporting period
21.00 [Total general inpatient routine service cost (see instructions) 5,442,136] 21.00
22.00 |swing-bed cost applicable to SNF type services through December 31 of the cost reporting period (Tine 0} 22.00
5 x Vine 17)
23.00 |swing-hed cost applicable to SNF type services after pecember 31 of the cost reporting period (Tine 6 0] 23.00
X line 18)
24.00 !swing-bed cost applicable to NF type services through December 31 of the cost reporting period (line 2,112{ 24.00
7 x line 18)
25.00 swing-bed cost applicable to NF type services after December 31 of the cost reporting period (line 8 0| 25.00
x Tine 20)
26.00 |Total swing-bed cost {ses instructions) 754,201 26.00
27.00 |General inpatient routine service cost net of swing-bed cost (line 21 minus Tine 26) 4,687,935| 27.00
PRIVATE ROOM DIFFERENTIAL ADJUSTMENT B
28.00 [General inpatient routine service charges {excluding swing-bed charges) 3,357,448| 28.00
29.00 |pPrivate room charges (excluding swing-bed charges) 0} 29.00
30.00 |semi-private room charges (excluding swing-bed charges) 3,357,448 30.00
31.00 |General inpatient routine service cost/charge ratio (line 27 + line 28) 1.396279) 31.00
32.00 |Average private room per diem charge (line 29 + line 3) 4.00| 32.00
13.00 lAaverage semi-private room per diem charge (1ine 30 + Tine 4) 785.18] 33.00
34.00 'average per diem private room charge differential (1ine 32 minus Tine 33){(see instructions) 0.00| 34.00
35.00 |Aaverage per diem private room cost differential (Iine 34 x Tine 31) 0.00{ 35.00
36.00 | private room cost differential adjustment (line 3 x 1ine 35) 0| 36.060
37.00 |General inpatient routine service cost net of swing-bed cost and private room cost differential (Iine 4,687,935| 37.00
27 minus 1ine 36) N
PART II - HOSPITAL AND SUBPROVIDERS ONLY
PROGRAM INPATIENT OPERATING COST BEFORE PASS THROUGH COST ADJUSTMENTS
38.00 'adjusted general inpatient routine service cost per diem {see instructions) 1,096.34| 38.00
39.00 |program general inpatient routine service cost (Jine 9 x Tine 38) 2,917,361( 35%.00
40.00 |Medically necessary private room cost applicable to the program (Jine 14 x Tine 35) 0| 40.00
41.00 |Total Program general inpatient routine service cost (line 39 + line 40) 2,917,361} 41.00

MCRIF32 - 2.24.130.0



Health Financial Systems

PERRY COUNTY HOSPITAL

In Lieu of Form CMs5-2552-10

COMPUTATION OF INPATIENT OPERATING COST

Provider CCN: 151322 | Period:

From 01/01/2011

worksheet p-1

Yo  12/31/2011{ pate/Time Prepared:
. 5/4/2012 30:09 am
e o - A Title xyrrx | - Mospital .. Cost
Cost Center pescription Total "Total Average per Progsam Days P!ogtam Cost
Inpatient CostjInpatient pPaysipiem (cot. 1 2 {col. 3 x col.
S gob 2y b A
1.00 L2080 .80 S L S

42.00 ;NURSERY (title V & XIX only) 0 0o g

Intens1ygncare Type Inpatient Hospital units
43,00 [INTENSIVE CARE UNIT 661,496 363 1,822.30 230 419,129 43,00
44.00 |CORONARY CARE UNIT 44.00
45.00 |BURN INTENSIVE CARE UNIT 45 _ (0
45.00 {SURGICAL INTENSIVE CARE UNIT 46.00
47.00 jOTHER SPECIAL CARE (SPECIFY) B __|.47.00

Cost Center Description
S 1.00 .
48.00 TPragram inpatient ancillary service cost (wkst, p-3, col. 3, 1ine 200) 2,147,2511 48.00
49.900 |Tota1 Program inpatient costs (sum of lines 41 through 48)(see instructions) _ 5,483,741 49.00
PASS_THROUGH COST ADJUSTMENTS
50.00 IPass through costs applicable to Program inpatient routine services (from wkst. D, sum of Parts T and 0| 50.00
II1I)
51.00 |Pass through costs applicable to Program inpatient ancillary services (from wkst. D, sum of Parts II 0 51.00
and Iv)
52.00 (Total Program excludable cost (sum of Tines 50 and 51) gf 52.00
53.00 |Total Program inpatient operating cost excluding capital related, non-physician anesthetist, and 0 53.00
medical education costs (line 42 minus line 52) Y
TARGET AMOUNT AND LIMIT COMPUTATION . o o - ]
54.00 |pProgram discharges 0| 54,00
55.00 |Target amount per discharge 0.60] 55.00
56.00 |Target amount {line 54 x Tine 55) 0! 56.00
§7.00 |pifference between adjusted inpatient operating cost and target amount (line 56 minus line 53) G| 57.00
58.00 |Bohus payment (see instructions) 0| 58.00
59.00 |Lesser of lines 53/54 or 55 from the cost reporting period ending 1996, updated and compounded by the 0.00| 59.00
amarket basket

60.00 [tesser of lines 53/54 or 55 from prior year cost report, updated by the market basket 0.00] 60.00

61.00 |If 1ine 53/54 is less than the lower of lines 5%, 59 or 60 enter the lesser of 50% of the amount by G| 61.00
which operating costs (1ine 53) are less thar expected costs (lines 54 x 60}, or 1% of the target
amount (line 563, otherwise enter zero (see instructions)

62.00 (Reliaf payment (see instructions) 0| 62.00

63.00 iAllowable Inpatient cost ptus incentive payment (see instructions) 0: 63.00
PROGRAM INPATIENT ROUTINE SWING BED COST

64.00 [Medicare swing-bed SKF inpatient routine costs through pecember 31 of the cost reporting period (See 752,082 64.00
instructions){title XvVIII only)

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

66.00 ;Total Medicare swing-bed SNF inpatient routine costs {line 64 plus line 65)(title XvIII only}. For 752,089 66.00
CAH {see +instructions)

67.00 |Title v or XIX swing-~bed NF inpatient routine costs through December 31 of the cost reporting period al 67.00
(line 12 x ¥ine 19)

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

69.00 |Total title v or XIX swing-bed NF_ippatient routine costs (line 67 + line 68) 0| 63.00
PART IXI - SKILLED NURSING FAQ_];I_.._ITY. OTHER HURSING FACILITY, AND ICF/!-ER ONLY e

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

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

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

73.00 |Medically necessary private room cost applicable to pProgram (line 14 x line 3%) 73.00

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

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

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

77,00 |Program capital-related costs (line 9 x Tine 76) 77.00

78.00 |Inpatient routine service cost {line 74 minus 1ine 77) 78.00

79.00 |Aggregate charges to beneficiaries for excess costs (from provider records) 79,00

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

81.00 |Inpatient routine service cost per diem limitation 81.00

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

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

84.00 |program inpatient ancillary services (see instructions) 84.00

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

86.00 [Total Program inpatient operating_costs (sum of lines 83 through 85) e 86.00
PART IV - COMPUTATION OF OBSERVATION BED PASS THROUGH COST -

87.00 [Total chservation bed days (see instructions) 408| 87.00

88.00 !adjusted general inpatient routine cost per diem (line 27 = line 2) 1,096.34| 88.00

89,00 [observation bed cost (1ine 87 x 1ine B8) (see instructions) 448,403 89.00

MCRIF32 - 2.24.130.0



Health Fimrancial Systems PERRY COUNTY HOSPITAL In tieu of Form CMS-2552-10
COMPUTATION OF INPATIENT OPERATING COST provider CCN: 151322 [period: worksheet D-1

From 1/01/2011
Te 12/31/2011 | Date/Time Prepared:
5/4/2012 10:09 am

- e - Title xvIII Hospi tal . Cost
Cost Center bescription Cost Routine Cost | column 1 + Total observation
(from Tine 27) column 2 Observation ged pass
ged Cost {from| Thiough Cost
Hne 89) (col., 3 x col.
4) (see
instructions) L
) 1.00 2.00 3.00 4.00 5.00 .
COMPUTATION OF OBSERVATION BED PASS THROUGH COST
80.00 |capital-related cost 0 0 0.0060090 0 G| 90.00
91.00 |Nursing School cost 0 0 0.000000 1] 0| 91.00
92.00 {Allied health cost 0 0 0.000000 0 0] 92.00
33.00 [All other Medical Education 0 9 0.000000 0 | 93.00

MCRIF3Z - 2.24.130.0



Health Finanecial Systems

PERRY COUNTY HOSPITAL In Lieu of Form ¢M5-2552-10

COMPUTATION OF INPATIENT OPERATING COST

Provider CcN: 151322 | Period:
From 01/01/2011
To  12/31/2011

worksheet p-1

Date/Time Prepared:

5/4/2012 10:09 am

Title XIX ). Hospital PPS
Cost Center Desciiption i
______ ] i 1,00 }
PART I - ALL PROVIDER COMPONENTS S —
INPATIENT DAYS e e e et e ]
1.00 [Tnpatient days Cincluding private room days and swing-bed days, excluding newborn) 4,978| 1.00
2.00 |Inpatient days (including private room days, excluding swing-bed and newborn days) 4,276] 2.00
3.060 'private room days (excluding swing-bed and observation bed days) 0! 3.00
4.00 |Semi-private room days {excluding swing-bed and observation bed days) 4,276 4.00
5.00 |Total swing-bed SNF type inpatient days (including private room days) through December 31 of the cost 686| 5.00
reporting period
6.00 Total swing-bed SNF type inpatient days (including private room days) after pecember 31 of the cest 4l 6.00
lreporting period (if caiendar vear, enter 0 on this line}
7.00 -Total swing-bed NF type inpatient days (including private room days) through December 31 of the cost i6| 7.00
reporting period
8,00 |Total swing-bed NF type inpatient days (including private room days) after December 31 of the cost a| 8.00
reporting period (if calendar year, enter O on this line)
9.00 Total inpatient days including private room days applicable to the Program {excluding swing-bed and 365 9.00
newborn days)
10.00 |swing-bed SNF type inpatient days applicable te title XVIII only (including private room days) 0| 10.00
through pecember 31 of the cest reporting period (see instructions)
11.00 |{swing-hed SNF type inpatient days applicable to title XvIIT only (including private room days) after 0 11.00
pecember 31 of the cost reporting period (if calendar year, enter 0 on this line)
12.00 (swing-bed NF type inpatient days applicable to titles v or XIX only (including private room days) 16| 12.00
through Dacember 31 of the cost reporting period
12.00 |swing-bed NF type inpatient days applicable to tities v or XIX only (including private room days) 0! 13.00
after December 31 of the cost reporting period (if calendar year, enter 0 on this line)
14.00 Medically necessary private room days applicable to the Program (excluding swing-bed days) 0| 14,00
15.00 [Fotal nursery days (title v or XIX only) 163] 15.00
16.00 {Norsery days (title ¥ or XIx only) I Lo 110} 16.00
SWING BED ADJUSTMENT
17.00 |Medicare rate for swing-bed SNF services applicable to services through December 31 of the caost 17.00
reporting period
18.00 |Medicare rate for swing-bed SNF services applicable to services after Pecember 31 of the cost 18.00
reporting period
19.00 |Medicaid rate for swing-bed NF services applicable to services through December 31 of the cost 132.00( 19.00
reporting period
20.00 |Madicaid rate for swing-bed NF services applicable to services after tecember 31 of the cost 132.060) 20.00
reporting period
21.00 |Total general inpatient routine service cost {see instructions) 5,442,136| 21.00
22.00 |swing-bed cost applicable to SNF type services through becember 31 of the cost reporting period (line 0] 22.00
5 x Tine 173
23.00 |swing-bed cost applicable to SNF type services after December 31 of the cost reporting period (line 6 0] 23.00
x 1ine 18)
24.00 |swing-bed cost applicable to NF type services through December 31 of the cost reporting period (line 2,3121 24.00
7 x line 19)
25.00 |swing-bed cost applicable to NF type sarvices after December 31 of the cost reperting period {}ine 8 0| 25.00
x tTine 20D
26,00 iTotal swing-bed cost (see instructions) 754,201} 26.00
27.00 |General inpatient routine service cost net of swing-bed cost (line 21 minus Iine 26) 4,687,935 27.00
PRIVATE ROOM DIFFERENTIAL ADJUSTMENT .
28,00 General inpatient routine service charges (excluding swing-bed charges) 3,357,448 28.00
29.00 |private roem charges (excluding swing-bed charges) 0] 29.90
30.00 ;semi-private room charges (excluding swing-bed charges} 3,357,448 30.00
31.00 (General inpatient routine service cost/charge ratio (line 27 : line 28) 1.386279( 31.00
32.00 |Average private room per diem charge (1ine 29 : 1ine 3) 0.00( 32.00
33.00 [Average semi-private room per diem charge {1line 30 < line 4) 785.18( 33.00
34.00 {Average per diem private room charge differential (1ine 32 minus }ine 33)(see instructions) 0.00; 34.08
35.00 |Average per diem private room cost differential (Tine 34 x line 31) 0.00| 35.00
36.00 |Private room cost differential adjustment (line 3 x Tine 35) 0| 36.00
37.00 |General inpatient routine service cost net of swing-bed cost and private room cost differential (line 4,687,935 37.00
127 minus line 36) e
'PART II - HOSPITAL AND SUBPROVIDERS ONLY o
PROGRAM INPATIENT OPERATING COST DBEFORE PASS THROUGH COST ADJUSTMENTS
38.900 |adjusted general inpatient routine service cost per diem (see instructions) 1,096.34] 38.00
39,00 |Program general inpatient routine service cost (line 9 x Tine 38) 400,164 39.00
46.00 |Medically necessary private room cost applicable to the Program (line 14 x Tine 35) 0| 40.00
41.00 jTotal Program general inpatient routine service cost (Tine 3% + Tine 40) 400,164| 41.90

MCREF32 - 2,24,130.0



PERRY COUNTY HOSPITAL In Lie

4 of Form (Ms-2552-10

Health Financial Systems
COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 151322 |Period: worksheet p-1
From 01/01/2011
To  12/31/2011 | Date/Time Prepared:
L ] 5/4/2012 10:09 am
o e Title XIX Hospital PPS o
Cost Center Description Total Total Average Per | Program Days | Program Cost
Inpatient Costlinpatient bayspiem (col. 1 & (col. 3 x col.
col. 2) 1)
________ 1.00 2.00 3.00 4.00 5.00
42.00 [NURSERY_ (title V & X1X only) 77,377 163 474,71 110 52,218| 42.00
'Intensive care Type Inpatient Hospital uUnits e
43.00 |INTENSIVE CARE UNIT 661,496 363 1,822.30 43.00
44,00 'CORONARY CARE UNIT 44 _(0
45,00 BURN INTENSIVE CARE UNIT 45,00
46,00 |SURGICAL INTENSIVE CARE UNIT 46,00
47.00 |OTHER SPECIAL CARE (SPECTFYV) 1 e o 47.00
Cost Center Description . -
48.00 | program inpatient ancillary service cost (wkst. -3, col. 3, Tine 200) 412,452 48.00
49.00 |T0ta3 Program inpatient costs (sum of Tines 41 through 48)(see instructions} 883,291/ 49,00
PASS THROYUGH COST ADJUSTMENYS
50.00 [Pass through costs applicable to Program inpatient routine services (from wkst. D, sum of Parts 1 and 45,086| 50.00
111}
51.00 'Pass through costs applicable to Program inpatient ancillary services (from wkst. D, sum of Parts II 22,118] 51.00
fand 1IV)
52.00 fTota1 Program excludable cost (sum of 1ines 50 and 51 67,205] 52.00
53,00 |Total Program inpatient operating cost excluding capital related, non-physician anesthetist, and 826,786] 53.00
medical education costs (Tine 49 minus_line 52) S P
TARGET AMOUNT AND LIMIT COMPUTATION
54.00 {Program discharges 8| 54.00
55.00 {varget amount per discharge 0.00] 55.00
56.00 |Target amount (line 54 x Tine 55) 0| 56.00
57.00 |bifference between adjusted inpatient operating cost and target amount (Fine 56 minus tine 53) 0] 57.00
58.00 |Bonus paymant (see instructions) 6] 58.00
59.00 |Lesser of lines 53/54 or 55 from the cost reporting period ending 1996, updated and compounded by the 0.00( 59.00
market basket
60.00 ‘tesser of lines 53/54 or 55 from prior year cost report, updated by the market basket 0.060] 60.00
61.00 |If Yine 53/54 is less than the lower of lines 55, 59 or 60 enter the ltessar of 50% of the amount by 0| 61.00
'which operating costs (line 53) are Tess than expected costs (lines 54 x 60), or 1% of the target
amount {line 563, otherwise enter zero (see instructions)
6$2.00 |Relief payment (see instructions) ai 62,00
63.00 1allowable Inpatient cost plus incentive payment (see imstructions) - D] 6300
PROGRAM INPATIENT. ROUTINE SWING BED COSY - R
64.00 [Medicare swing-bed SNF inpatient routine costs through December 31 of the cost reporting period (See 0] 64.00
1nstruct1ons)(t1t1e XVIII only)
65.00 !Medicare swing-bed SNF inpatient routine costs after December 31 of the cost reporting period (See 0| 65.00
instructions)(title XVIIE only)
66.00 [Total Medicare swing-bed SNF inpatient routine costs (line 64 plus linme 65)(title XVIII only). For 0l 66.00
CAH (see instructions)
67.00 [Title v or XIX swing-bed NF inpatient routine costs through December 31 of the cost reporting period 2,132; 67.00
{(Hne 12 x tine 19)
68.00 [Title Vv or XIX swing-bed NF inpatient routine costs after becember 31 of the cost reporting period G} 68.00
i{(Tine 13 x line 20)
69.00 [Total title V or XIX swing-bed NF_inpatient routine costs (line 67 + line 683 2,112| 69.00
PART IIX ~ SKILLED N ING FACILITY, OTHER NURSING FACILITY, AND ICE/MR ONLY .
70.00 [skilled nursing facility/other nursing faci 1ity/ICF/MR routine service cost (line 37) 70.00
71.00 |Aadjusted general inpatient routine service cost per diem (Tine 70 = Tine 2) 71.00
72.00 {Program routine service cost (line % x 1line 71} 72.00
73.00 |Medically necessary private room cost applicable to Program {line 14 x Tine 35) 73.00
74.00 |Total Program general inpatient routine service costs (line 72 + line 73) 74.00
75.00 |capital-related cost allocated to inpatient routine service costs (from wWorksheet &, Part 1I, column 75.00
26, line 45)
76.00 |per diem capitat-related costs €line 75 + line 2) 76.00
77.00 |pProgram capital-related costs (¥ine 9 x Yine 76) 77.00
78.00 |Inpatient routine service cost (line 74 minus line 77) 78.00
79.00 iAggregate charges to beneficiaries for excess costs {from provider records) 79.00
80.00 !Total program routine service costs for comparison to the cost limitation (line 78 minus line 79) 8G.00
81.00 |Inpatient routine service cost per diem Timitation 81,00
82.00 |Inpatient routine service cost limitation (line 9 x line 81} 82.00
83.00 |Reasonabls inpatient routine service costs (see instructions) 83.00
84.00 1Program inpatient ancillary services {see instructions) 84.00
85.00 iutilization review - physician compensationh (see instructions) 85.00
86.00 'Totai Program inpatient operating costs {sum of lines 83 through 85) e £ 86.00
PART IV - COMPUTATION OF OBSERVATION BED PASS THROUGH COST
87.00 [Total observation bed days (see instructions) 409 87.00
88.00 |Adjusted general inpatient routine cost per diem (line 27 + 1ine 2) 1,096.34| 88.00
89.00 :oObservation bed cost (line 87 x line 88) (see instructions) 448,403] 89.00

MCRIF32 - 2.24.130.0



Health Financial Systems

PERRY COUNTY HOSPITAL

In Lieu of Form CM5-2552-10

COMPHTATEON OF INPATLIENT OPERATING COST provider CCN: 151322 | period: worksheet D-1
From 01/01/2011
To  12/31/2011 | pate/Time Prepared:
5/4/2012 10:09 am
R iy b Title x1x | Hospital PPS
Cost Center pescription Cost Routine Cost | column 1 + Total Observation
(From tine 27) column 2 observation Bed pass
Bed Cost (from Through Cost
Tine 89) {col. 3 x col.
4) {(see
I A R SR instructions)
. . 1.00 200 3.00 | 4.00 5.00
‘COMPUTATION OF ODSERVATICN BED PASS THROUGH COST e
90.00 |capital-related cost 520, 644 4,687,935 0.111060 448,403 49,800| 90.900
91.00 |Nursing School cost 1] 4,687,935 6. 060000, 448,403 0] 91.00
92.00 AlTliad health cost ] 4,687,935 0. 000000 448,403 0] 92.00
93.00 |A11 other Medical Education 0 4,687,935 0.0400000 448,403 0[] 93.00

MCRIF32 - 2.24.130.0



Health Financial Systems

PERRY COUNTY HOSPITAL

In tieu of Form (Ms-2552-10

INPATIENT ANCILLARY SERVICE COST APPORTIONMENT

pProvider CCN: 151322

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

worksheet -3

bate/Time Prepared:
5/4/2012 10:09 am

- L -  Title xvirx Hospital Cost .
Cost Center Description ratio of Cost| Inpatient Inpatient
To charges Program Program Costs
charges (col. 1 x col,
23
. ) 1.00 2.00 3.00
INPATIENT ROUTINE SERVICE COST CENTERS
30.00 'ADULTS & PEDIATRICS 2,184,993 30,00
31,00 | INTENSIVE CARE UNET 388,308 31.00
43.00 |NURSERY o 43.00
ANCILLARY SERVICE COST CENTERS
50.00 |OPERATING ROOM (.298246 120,687 56,872 50.00
52.00 | PELIVERY ROOM & LABOR ROOM 0.363215 0 4] 52.00
54.00 RADTOLDGY-DIAGNOSTIC 0.196154 866,084 169,886| 54.00
60.00 |LABORATORY 0.254428 1,273,345 323,975( 60.00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 0,485330 142,324 69,074| 62.00
65.00 ‘[RESPIRATORY THERAPY 0.326203 1,308,58¢ 426,866 65.00
66,00 | PHYSICAL THERAPY 0.478720 183,492 87,841 66.00
67.00 |OCCUPATIONAL THERAPY (.319869 56,152 17,961 67.00
68,00 |SPEECH PATHOLOGY 0. 4945640 61,171 30,258| 68.00
71.00 {MEDICAL SUPPLIES CHARGED TO PATIENTS 0.130546 1,201,547 156,857) 71.00
72,00 (IMPL. DEV. CHARGED TO PATIENT 0.926781 i; 0] 72.00
73,00 |DRUGS CHARGED TO PATIENTS . 0.239372 3,368,918 806,425 73.00
OUTPATIENT SERVICE COST CENTERS o
90.00 |CLINIC 1.242521 Q 9] 90,00
91.00 | EMERGENCY 0.533227 2,318 1,236] 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 1.584295 a 0] 82.00
OTHER_REIMBURSABLE COST CENTERS e e
95,00 ; AMBULANCE SERVICES a5 .00
200.00 Total {sum of lines 50-94 and 96-98) 8,654,627 2,147,251|200.00
201.00{Less PBP Clinic Labeoratory Services-program onlty charges (line 613 0 201.00
202.00{Net charges (1ine 200 minus Tine 201) 8,654,627 202.00

MCRIF32 - 2.24,130.0



Health Financial Systems PERRY COUNTY HOSPITAL In Lieu of Form (Ms-2552-10
INPATIENT ANCILEARY SERVICE COST APPORFIONMENT provider CcnN: 151322 |period: worksheet p-3
From 91/01/2011
Component CCN:152322 (To  12/31/2011 | Date/Time Prepared:
S5/4/2012 310:09 am

. N o Title XVIIT Sswing Beds - SNF Cost
Cost Center Description Ratio of Cost| Inpatient inpatient
To Charges Program Program Costs
charges (col. 1 x col.
S 2}
) 1.00 2.00 3.00 -
INPATEIENT ROUTINE SERVICE COST CENTERS
30.00 |ADULTS & PEDIATRICS 0 30.00
31.00 |INTENSIVE CARE UNIT 0 31.00
43,00 |NURSERY L 4300
ANCILLARY SERVICE COST CENTERS
50.00 |OPERATING ROOM 0.298246 420 125| 50.00
52.00 |DELIVERY ROOM & LABOR ROOM 0.363215 0 0| 52.00
54.00 |RADIOLOGY-DIAGNOSTIC 0.196154 17,029 - 3,340| 54.00
60.00 | LABORATORY (.254428 57,112 14,531 60.00
62.00 'WHOLE BLOOD & PACKED RED BLOOD CELLS 0.485330 0 0| 62.00
65.00 |RESPIRATORY THERAPY 0.326203 84,895 27,693( 65.00
66.00 ; PHYSICAL THERAPY 0.478720 154,956 74,181 66.00
67.00 | OCCUPATIONAL THERAPY 0.319869 80,473 25,741 67.00
68.00 | SPEECH PATHOLOGY 0.494640 13,035 6,.448] 68.00
71.00 |MEDICAL SUPPETES CHARGED TO PATIENTS 0.130546 146,921 19,180; 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENT 0.926741) 0 0 72.00
73.00 |BRUGS CHARGED TO PATIENTS 002303721 304,128] .72,082| 73.00
(OUTPATIENT SERVICE COST CENTERS e e e e
80.00 | CLINIC 1.242521] 0 0] 90.00
91.00 | EMERGENCY 0.533227 0 G| 91.00
92,00 [OBSERVATION BEDS (NON-DISTINCT PART) _ . d.584295 O 0]9.00
OTHER_REIMBURSABLE COST CENTERS
95.00 [AMBULANCE SERVICES 95.00
200.00| Total {sum of 1ines 50-94 and 96-98) 855,969 243,321(200.00
201.00!Less P8P Clinic Laboratory Services-Program only charges (line 61) 0 201.00
202.00]Net charges (1ine 200 minus line 201) 855,969 202.00

MCRIF32 - 2.24.130.0



Health Financial Systems PERRY COUNTY HOSPITAL In Lieu of Form CM5-2552-10
INPATIENT ANCILLARY SERVICE COST APPORTIONMENT pProvider CCN: 151322 | period: Worksheet D-3

From 01/01/2011
To  12/31/2011: pate/Time Prepared:
5/4/2012 10:09 am

e o ol Title XIX Hospital PPS
Cost Center bascription Ratio of Cest| Inpatient Inpatient
To charges Program Program Costs
charges (col. 1 x col.
2)
B 1.00 2.00 3.00 |
\INPATIENT ROUTINE SERVICE COST CENTERS T
30.00 'ADULTS & PEDTATRICS 275,160 30.00
31.00 |INTENSIVE CARE UNIT 54,048 31.00
43.00 INURSERY . S . . S | 43.00
ANCILLARY SERVICE COST CENTERS B
50.00 |OPERATING RGOM 0.298246 146,813 43,786] 50.90
52.00 'DELIVERY ROOM & LABOR ROOM 0.363215 155,225 56,380( 52.00
54.00 |RADIOLOGY~DIAGNOSTIC 0.196154 161,512 31,6811 54,00
60.00 | LABORATORY 0.254428 164,815 41,934 60.00
62.00 {WHOLE BLOOD & PACKED RED BLOOD CELLS 0_485330 12,029 5,838 62.00
£5.00 |RESPIRATORY THERAPY 0.326203 152,032 49,593| 65.00
00.00 | PHYSICAL THERAPY 0.478720 8,659 4,145} 66.00
67.00 |0CCUPATIONAL THERAPY 0.319869 1,950 6241 67.00
68.00 |SPEECH PATHOLOGY 0.494640 1,202 595| 68.00
71.09 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0.130546 137,319 17,926| 71.00
72.00 ]IMPL. DEV. CHARGED TO PATIENT 0.926791 0 0| 72.00
73.00 {DRUGS CHARGED TO PATIENTS 0.239372 426,699 102,140} 73.00
OUTPATIENT SERVICE COST CENTERS o
90.00 lcLINTC 1.242521 0 0| 90.00
91.00 ‘EMERGENCY 0.533227 42,899 22,875 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT_PART) 1.584285| 22,051 . ..34,935] 92.00
(OTHER REIMBURSABLE COST CENTERS )
95.00  AMBULANCE SERVICES 95,00
200,00!Tota3 (sum of Tines 50-%4 and 96-98) 1,433,205 412,452 (200.00
201.09i Less PBP Clinic Laboratory Services-program only charges (line 61) 0 201,600
202.00, Net charges (line 200 minus Tine 201) 1,433,205 202.00

MCRIF32 - 2.24.130.0



Health Financial Systems

PERRY COUNTY HOSPITAL

In Lieu of Form CM5-2552-10

CAELCULATION OF REIMBURSEMENT SETTLEMENT provider CcN: 151322 (Perio worksheet E
From 01/01/2011 pPart B
To  12/31/2011 | pate/Time Prepared:
5/4/2012 10:09 am
o e Title XVIIE Hospital i Cost,
i 1.00 .
'PART B - MEDICAL AND OTHER HEALTH SERVICES ]
1.00 [Medmaﬂ and other services (see instructions) 4,242,915 1.00
2.00 |Medical and other services reimbursed under OPPS (see instructiens) 0| 2.00
3.00 |PPS payments 0] 3.00
4,00 loutlier payment {see instructions) 0] 4.00
5.00 ;Enter the hospital specific payment to cost ratio (see instructions) 0.000| 5.00
6.00 [Line 2 times ¥ine 5 01 6.00
7.00 lSum of ¥ine 3 plus line 4 divided by line 6 0.006) 7.00
8.00 [Transitional corridor payment (see instructions) 0] 8.00
9.00 |Anc1'1'lary service other pass through costs from Worksheet b, Part Iv, column 13, Tine 200 Q] 9.00
10.00 Iorgan acquisitions Q| 10.00
11.00 'Total cost (sum of Tines 1 and 10) (see instructions) o _ 4,242,915} 11.00
COMPUTATION OF LESSER OF COST Ot CHARGES e e
‘Reasonable charges . e
12.00 |Aancillary service charges 6| 12.00
132,00 organ acquisition charges {from Worksheet D-4, Part III, Tine 69, co}. 4} 0] 13.00
14.00 !Total reasonable charges (sum of lines 12 and 13) 0} 14.00
rg:us.tmnary charges
15.00 Aggregate amount actually collected from patients Yiable for payment for services on a charge ‘hasis 0| 15.00
16.00 |Amounts that would have been realized from patients liable for payment for services on a chargebasis gl 16.00
had such payment been made in accordance with 42 CFR 413.13(e)
17.00 |Ratio of 1ine 15 to line 16 {not to exceed 1,000000) 0.000000; 17.00
18.08 [Total customary charges {see instructions) 0f 18.00
19.00 lexcess of customary charges over reasonable cost (complete only if line 18 exceeds Tine 11} (see 0| 19.00
Jinstructions)
20.00 fExcess of reasonable cost over customary charges (complete only if Tine 11 excesds line 18) (see 0! 20.00
instructions)
21.00 'Lesser of cost or charges (1ine 11 minus Tine 20} (for CAH see instructions) 4,285,344 21.00
22,00 |Interns and residents (see instructions) 0| 22.00
23,00 Cost of teaching physicians (see instructions, 42 CFR 415.160 and ¢MS pPub. 15-1, section 2148) al 23.00
24,00 [Total prospective payment (sum of Tines 3, 4, 8 and 9 =~ R o . B]24.00
COMPUTATION OF REIMBURSEMENT SETTLEMENT e
25.00 [peductibles and coinsurance (for CAH, See instructions) 46,683| 25.00
26.00 |Deductibles and Coinsurance relating to amount on Tine 24 (for CAH, see instiructions) 2,532,066| 26.00
27.00 |subtotal {(1ines 21 and 24 - the sum of lines 25 and 26} plus the sum of Tines 22 and 23} (for CaH, 1,706,595| 27.00
see instructions}
28.00 Direct gradeate medical education payments (from worksheet E-4, T1ine 50) 0| 28.00
29.00 [ESRD direct medical education costs {from worksheet E-4, line 36) 0| 29.00
30.00 |subtotal (sum of lines 27 through 29} 1,706,595 30.00
31.00 |Primary payer payments 2567 31.00
32.00 |subtotal (Jine 30 minus line 31) 1,706,333 32.00
ALLOWABLE BAD DEBTS (EXCLUDE BAD DEBTS FOR PROFESSIONAL SERVICES) o
33.00 [Composite rate ESRD (from worksheet I-5, line 11} 0| 33.00
34.00 |Allowable bad debts (see instructions) 433,890] 34.00
35.00 |Adjusted reimbursable bad debts (see instructions) 433,890! 35,00
36.00 |Allowable bad debts for dual eligible beneficiaries (see instructions) 363,649( 36.00
37.00 isubtotal (sum of lines 32, 33, and 34 or 35) (line 35 hospital and subprovider ontly) 2,144,229| 37.00
38.08 [MSP-LCC reconciliation amount from PS&R ol 38,00
39.00 |OTHER ADIUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0y 39.00
39.99 RECOVERY OF ACCELERATED DEPRECTATION 0| 3%.99
40.00 |subtetal (line 37 plus or minus Times 39 minus 38) 2,140,229| 40.00
41,00 |Interim payments 1,647,930| 41.00
42,00 jtentative settlement (for contractors use only) 0 42.00
43,00 |Balance due provider/program (line 40 minus the sum of 1ines 41, and 42) 492,239| 43.00
44,00 |pProtested amounts {nonallowable cost report items) in accordance with M5 pub. 15-I1, section 115.2 0| 44.00
TO BE COMPLETED BY CONTRACTOR
90.00 |original outlier amount (see instructions) 0} 90.00
91.00 joutlier reconciliation adjustment amount (see instructions) 0 91.00
92.00 |The rate used to calculate the Time value of Money 0.00] 92.00
93.00 |Time value of Money (see instructions) 0] 93.00
94,00 |Total (sum of lines 91 and 93) 0} 94.00

MCRIF32 - 2.24.130.0



Health Fipancial Systems PERRY COUNTY HOSPITAL In Liew of Form (M5-2552-10
CALCUEATION OF REIMBURSEMENT SETTLEMENT Provider CCH: 151322 [Period: Worksheet E
From 01/01/2011 | Part 8
Yo  12/31/2011 | pate/Time Prepared:
5/4/2012 10:09 am

] _ o Title XVIIT ___ Hospital Cost )
overtides .
e U e 1.00 ,,,
WORKSHEET OVERRIDE VALUES - _
112.00'averride of Ancillary service charges (line 12) [ 0|1t2.00

MCRIF32 - 2.24.130.0



Health Financial Systems

PERRY COUNTY

HOSPITAL

in Lieu of Ferm (Ms5-2552-10

ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDEREDR Provider CCN: 151322 | Period: worksheet E-1
from 01/03/2011 | Part I
To  12/31/2011 | cate/Time Prepared:
N - 5/4/2012 10:09 am
] § ... Title xvIiz Hospital o LOSE
“Inpatient part A pPart B
mn/ dd/yyyy AMOUNE mm/eld/yyyy Amount W
i I 1,00 2.00 3.00 4.00 1
1.00 l‘rotaﬂ interim payments pa1d to provider 4,664,556 1,868,002 1.00
2.00 ‘iInterim payments payable on individual bills, either 0 ol z.00
submitted or to be submitted to the contractor for
Jserwces render‘ed in the cost reporting period. If none,
‘write "NONE" or enter a zero
3.00 :List separately each retroactive lump sum adjustment 3.00
amount based on subsequent revision of the interim rate
I1‘or the cost reporting period. Also show date of each
ipayment. If none, write "NONE" or enter a zero. (1} _ — N
Program to Prowtjgr , R e I
3.01 |ADIYSTMENTS TO PROVIDER 12/01/2011 550,797 g 3.01
3.02 0 0| 3.02
3.03 | 0 ol 3.03
3.04 1] 0] 3.04
3.05 | e . 0 o] 3.05
Provider to Program
3.50 [ADJUSTMENTS 70 PROGRAM 09/26/2011 142,616 09/26/2011 216,065] 3.50
3.51 ‘ 11/14/2011 192,334 11/14/2011 3,947 3.51
3.52 0 0] 3.52
3.53 ¢ 0 07 3.53
3.54 g g 3.54
3.99 |subtota’l (sum of lines 3.01-3.49 minus sum of Yines 215,847 -220,012; 3.99
3.50-3.98)
4.00 |Tota1 interim payments (sum of lines 1, 2, and 3.99) 4,880,403 1,647,590 4.00
I (transfer to wkst. £ or wkst. £-3, Tine and column as
|appmpnate) o o I
TO BE_COMPLETED ay COHTRACTOR . = .
5.00 ‘tist separately each tentative saettlement payment afrer 5.00
‘desk review. Alse show date of each payment. If none,
lwrite "NONE" or enter a zero. (1) I
program to Provider =
5.0 [TENTATIVE TO PROVIDER 0 0 5.01
5.02 0 Gj 5.02
503 I 9 0| 5.03
provider to Program_ s e
5.50 |TENTATIVE TO PROGRAM 0 0l 5.50
5.51 0 g{ 5.51
5.52 0 Bl 5.52
5.99 !subtotal (sum of lines 5.01-5.49 minus sum of Tines ¢ 0| 5.99
|5.50-5.98)
6.00 petermined net settlement amount (balance due) based on 6.00
the cost report. {1}
6.01 |SETTLEMENT TO PROVIDER 234,623 492,239 6.01
6.02 |SETTLEMENT TO PROGRAM 0 0| 6.02
7.00 ITotal Medicare program iiability (see instructions) . 5,115,026 2,140,229 7.00
contractor pate
o) _Number | {Mo/Day/vi)
o 0 ©1.00 2.00
8.00 |Name of Contractor 8.00

MCRIF32 - 2.24.130.0



Health Financial Systems

PERRY COUNTY

HOSPITAL

ANALYSTIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED

Provider CCN:
Component CCN:152322

In Lig

t of Form CM5-2552-10

151322 [ period:

To

From 01/01/2011
12/31/2011

worksheet E-1

part 1

Date/Time Prepared;
5/4/2012 10:0% am

Title XVIIT  jSwing Beds - SNF[  cost
Inpatient Part A Part B
wa/dd /yyyy Amount _mm/dd/yyyy Amount
1.00 2,00 b .3.00 4.00
1.00 [Total interim payments paid to provider 956,712 el 1000
2.00 |Interim payments payable on individual bills, either 0 0} 2.00
submitted or to be submitted to the contractor for
services rendered in the cost reporting peried. If none,
write "NONE" or enter a zere
3.00 'List separately each retreactive lump sum adjustment 3.00
amount hased on subsequent revision of the interim rate
for the cost reporting pericd. Also show date of each
payment, If none, write "NONE" or enter a zero. (1) - } _
Program to Provider — .
3.01 |ADJUSTMENTS TO PROVIDER 0 0 3.01
3.02 0 ol 3.02
3.03 0 o 3.03
3.04 0 ol 3.04
3.05 e . 9 R 8] 3.05
pProvider to Program
3.50 |ADJUSTMENTS TO PROGRAM 08/26/2011 21,143 0] 3.50
3.51 11/14/2011 40,676 0 3.51
3.52 1] 01 3.52
3,53 i 0 0| 3.53
3.54 0 0| 3.54
3.99 |subtotal {sum of Tines 3,01-3,49 minus sum of Tines -61,819 0l 3.99
3.50-3.98)
4.00 'total interim payments (sum of lines 1, 2, and 3.99) 894,893 o 4.00
ﬁ(transfer to wkst. E or wkst. E-3, line and column as
lappropriate) e - I -
70 _BE_COMPLETED BY CONTRACTOR et e e I _
5.00 |List separately each tentative settlement payment after 5.00
idesk review. Also show date of each payment. If none,
lwrite "NONE" or enter a zerc. (1} B
frogram to Provider . ~
5.01 |TENTATIVE TO PROVIDER 0 ¢| 5.01
5.02 3] 0! 5.02
5.03 ° ~ 0 v 0f 5.03
Provider to program I
5.50 ‘TENTATIVE TO PROGRAM 0 o[ 5.50
5.51 1] 6] 5.51
5.52 1 1] 0| 5.52
5.99 |subtotal (sum of lipes 5.01-5.49 minus sum of Tines 0 3| 5.99
5.50-5.98)
6.00 |Determined net settlement amount (balance due) based on 6.00
‘the cost report. €1}
6.01 |SETTLEMENT TO PROVIDER 48,160 6| 6.01
6.02 |SETTLEMENT TO PROGRAM 0 0l 6.02
7.00 |Total Medicare program liability (see instructions) ~ 993,053 L 0} 7.00
Contractor Date
Number  : (Mo/oay/ved |
8.00

8.00 |Name of Contractor

MCRIF3Z - 2.24.130.0



Health Financial systems PERRY COUNTY HOSPITAL In Lieu of Form €M5-2552-10
CALCULATION OF REIMBURSEMENT SETTLEMENT - SWING BEDS Provider CCN: 151322 | Period: worksheet E-2

From 01/01/2011
Component CCN: 152322 170 12/31/2011 | bate/Time Prepared:
5/4/2012 10:09 am

e b Ti%Te XVITE |Swing Beds -~ SNE Cost
o part A} Part B -
e e 1.0 ] 2.00
COMPUTATION OF NET COST OF COVERED SERVICES
1.00 Inpatient routine services - swing bed-sNF (see instructions) 759,610 0] 1.00
2.00 |Inpatient routine services - swing bed-NF (see instructiens) 2.00
3.06 ‘Ancﬂlary services {from wkst. D-3, column 3, line 200 fer Part A, and sum of wkst. D, 245,754 0| 3.00
part v, columns 5 and 7, Tine 202 for Part B) (For CAH, see instructions)
4.00 jPer diem cost for interns and residents not in approved teaching program (see 0.000 4.00
Hnstructions)
5.00 |Program days 686 0| 5.00
6.00 Interns and residemnts not in approved teaching program {see instructions) 0 6.00
7.00 lutilization review - physician compensation - SNF optienal method only 0 7.00
8.00 ‘Subtota‘[ (sum of lines 1 through 3 plus lines 6 and 7) 1,005,364 o! 8.00
3.00 !primary payer payments {see instructions) 0 Gi 9.00
10.00 |subtotal (Iine 8 minus tine 95 1,005,364 0l 10,00
11.00 peductibles billed to program patients {exclude amounts applicable to physician 0 0 11.00
professional services)
12.00 lsubtotaﬂ (Tine 10 minus Tine 11) 1,005,364 0] 12.00
13.00 'coinsurance billed to program patients (from provider records) (exclude coinsurance 12,311 0{ 13.00
for physician professional services)
14.00 80% of Part B costs (line 12 x 80%) 0 14.00
15.00 |subtetal (enter the lesser of line 12 minus line 13, or line 14) 993,053 0] 15.00
16.00 OTHER ADIUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0 0 15.00
17.00 |Re'imbursab'le bad debts (see instructions) 0 0] 17.00
18.00 iReimbursable bad debts for dual eligible beneficfaries (see instructions) 0 0| 18.00
19.00 |Tota'l (sum of Tines 15 and 17, plus/minus Tine 16) 993,053 0| 19.00
20.00 |Interim payments 894,893 0| 20.00
21.00 |Tentative settlement (for contractor use only) 0 0} 21.00
22.00 |Balance due provider/program (line 19 minus the sum of lines 20 and 21) 98,160 0] 22.00
23.00 'protested amounts (nonallowable cost report items) in accordance with €5 pub, 15-IT, Q 0| 23.00

{section 115.2

MCRIF32 - 2.24.13¢.0



Health Financial Systems

PERRY COUNTY HOSPITAL

CALCULAFION OF REIMBURSEMENT SETTLEMENT Frovider CCN: 151322 i Period: worksheet E-3
From 01/031/2011 | part v
To 12/31/2011 | pate/Time Prepared:
5/4/2012 10:09 am_

. e R Fitle xviIz Hospital __Cost
Inpatient services 5,483,741 1,00
Nursing and Allied Health Marnaged Care payment (see instructien) o] 2.00
Qrgan acquisition al 3.00
subtotal (sum of Tines 1 thru 3) 5,483,741] 4.00
primary payer payments 1,874{ 5.00
Total_cost (Vine 4 Tess 1ine 5) . For CAH (see instructions) 5,536,704] 6.00
‘COMPUTATION OF LESSER OF COST OR CHARGES N
Reasonable charges e
Routine service charges ol 7.00
ancillary service charges 4] 8.00
organ acquisition charges, net of revenue 0| 9.00
fotal reasonable charges e B o] 10.00
[customary charges e e e e eeee et e
laggregate amount actually collected from patients liable for payment for services on a charge basis 8] 11.00
amounts that would have been realized from patients Tiable for payment for services on a charge basis af 12.00
had such payment been made in accordance with 42 CFr 413.13(e)
Ratio of line 11 to Tine 12 {not to exceed 1.000000) €,0000006| 13.00
Total customary charges (see instructions) 0| 14.00
|Excess of customary charges over reasonable cost (complete only if line 14 exceeds line 6) (see 0] 15.00
instructions)
‘Excess of reasonable cost over customary charges Ccomplete only if line 6 exceeds 1ine 14) {(see 0] 16.00
instructions)
Cost of teaching physicians (from Werksheet b-5, Part II, column 3, line 20) (see instructions) 0| 17.00
COMPUTATION OF REIMBURSEMENT SETTLEMENT
Direct graduate medical education payments (from worksheet E-4, line 49) 0 18,00
Cost of covered services {sum of lines 6, 17 and 18) 5,536,704 19,00
peductibles (exclude professional component} 560,158 20.00
Excess reascnable cost (from Fine 1i6) 0| 21.00
subtotal (Tine 19 minus Fine 20) 4,976,546| 22.00
Coinsurance 9,622] 23.00
subtotal (Tine 22 minus line 23) 4,966,924} 24.00
Allowable bad debts (exclude bad debts for professional services) (see instructions) 148,102| 25.00
Adjusted reimbursable bad debts (see instructions) 148,102 26.00
Allowable bad debts for dual eligible beneficiaries (see instructions) 106,620( 27.00
subtotal {sum of lines 24 and 25 or 26) 5,115,026} 28.00
,OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0 29,00
‘Recovery of AcceTerated bepreciation 0l 29.99
subtotal (1ine 28, plus or minus lines 23) 5,115,026( 30.00
Interim payments 4,880,403| 31.00
Tentative settlement (for contractor use only) 0| 32.00
Balance due provider/program (line 30 minus the sum of lines 31, and 32) 234,623 33.00
protested amounts (nonallowable cost report items) in accordance with €Ms pub. 15-2, section 115.2 0] 34.00

In_Lieu of Form €M5-2552-10

|

|

i

MCRIF32 - 2.24.130.0



Health Financial Systems

BALANCE SHEET (If you are nonproprietary and do not maintain
fund-type accounting records, complete the General Fund column only)

PERRY COUNTY HOSPITAL

In Liew of Form CMs-2552-10

Provider cCN: 151322 |period:
From (0170172011
12/31/2011

To

worksheet G

Date/Time Prepared:
5/4/20102 10:09 am

T General Fuml specific  [endowment Fund] Plant Fund o
Purpose Fund e
o - 1.00 2.00 3.00 4.00
CURENT ASSETS o ]
Icash on hand in banks 5,485,471 0 0 o) 1.00
Temporary investments 4] 0 G o 2.00
Notes receivable 0 0 0 0| 3.00
Accounts receivable 9,033,357 0 0 0| 4.00
‘other receivabie 84,998 0 Q al 5,00
Iallowances for uncollectible notes and accounts receivable ~3,327,637 y 0 0f 6.00
| Inventory 700,981 a 0 0 7.00
prepaid expenses 775,216 0 0 ol 8.00
|other current assets 8,069,367 0 0 ¢l 9.00
pue from other funds 0 0 0 6} 10.00
Total current assets (sum of Times 1-10) 20,821,753 g O .. . 0] 11.00
FIXED ASSETS e .
I'Land 0 0 0 0| 12.00
Land improvements [ 0 0 0] 13.00
‘accumulated depreciation 0 0 0 01 14,00
guildings 32,542,670 ¢ 0 0{ 15.00
| Accumulated depreciation -19,072,772 0 0 0| 16.00
iLeasehold improvements 0 o 0 o| 17.00
|Accumutated depreciation 0 0 ol 18.00
Fixed equipment 0 0 0 0} 19.00
Accumulated depreciation 0 0 0 0| 206.00
Automobiles and trucks ] 0 0 0] 21.00
lAccumu'Iated depreciation 4] 1] 0 0] 22.00
‘Major movable equipment ¢! i) 0 0 23.00
}Accumu'lated deprectation 0 0 0 6{ 24,00
iMinor equipment depreciable 0 0 0 0| 25.00
accumulated depreciation 1] G 0 0| 26.00
HIT designated Assets 0 0 0 0} 27.00
lAccumulated depreciation 0 1] 0 0 28.00
Minor eguipment-nondepreciable 0 0 0 G| 29.00
Total fixed assets (sum of lipnes 12-29) 13,469,898 0 0 0| 30.00
OTHER ASSETS - - 1
Investments 0 0 0 0! 31.00
Deposits on leases 0 0 1] 0 32.00
pue from owners/fofficers €] 0 0 0| 33.00
Other assets 1,001,226 0 Q 0| 34.00
Jotal other assets (sum of tines 31-34) 1,001,226 0 0 0] 35.00
Total assets (sum of lines 11, 30, and 35) | 35,292,877 ol 8 0]36.00
CURRENT LYABILITIES e e e e
Aceounts payable 679,049 0 0 0! 37.00
salaries, wages, and fees payable 873,214 0 4] 0 38.00
rayroll taxes payable 0 0 0 G| 39.00
Notes and Toans payable (short term) 800,090 4] 0 0] 40.00
peferred inceme 0 0 0 0] 41.00
Accelerated payments 0 42.00
pue to other funds 0 0 0 0| 43.00
Other current Tiabilities 692,670 0 0 0| 44.00
Total current liabilities (sum of lines 37 thru 44} 3,045,023 0 .8 045,00
LONG TERM LTIABILITIES e e e e e o - S
Mortgage payable 0 0 ¢ 0] 46.00
Notes payable 1,633,188 0 0 0| 47.00
unsecured loans 0 0 0 ol 48.00
other Tong term liabiTities 0 0 0 0! 49,00
Total long term 1iabilities (sum of lines 46 thru 49 1,633,189 0 0 0] 50.00
Total 1jabilites (sum of Tines 43 and 503 . . . . 1 . 4,678,212 0 0 g si.00
CAPITAL ACCOUNTS e e e .
General fund balance 30,614,865 52.00
specific purpose fund 6 53.00
Donor created - endowment fund balance - restricted 0 54.00
ponor created - endowment fund balance - unrestricted 0 55.00
Governing body created - endowment fund balance 0 56.00
Plant fund balance - invested in plant 81 57.00
plant fund balance - reserve for plant improvement, 0| 58.00
replacement, and expansion
Total fund balances (sum of tines 52 thru 58) 30,614,665 0 0 0| 59.00
Total 1iabilities and fund balances (sum of lines 51 and 35,292,877 0 0 0 60.00

59)

MCRIF32 - 2.24,130.0



Health Financial Systems PERRY COUNTY HOSPITAL In Lieu of Form cMS5-2552-10
STATEMENT OF CHANGES IN FUND BALANCES provider CCH: 151322 (period: worksheet G-1
From 01/01/2011
To 12/31/2011 | pate/Time Prepared:
. [ _ — PO 5/4/2012 10:09 am
General Fund special Purpose Fund
1.00 2,00 T30 a0 )
1.00 |Fund batances at beginning of period 30,207,704 0 1.00
2.00 Net income (Joss) {from wkst. G-3, }ine 29) 404,539 2.00
3.00 |Total (sum of Tine 1 and Vine 2) 10,612,243 0 3.00
4.00 |additions (credit adjustments) (specify) 2,422 0 4.00
5.00 | 0 0 5.00
6.00 0 0 6.00
7.00 ) 0 0 7.00
8.00 0 0 8.00
9.00 | 0 0 9.00
10.00 |Total additians (sum of line 4-9) 2,422 i 10.00
11,00 gsubtotal (Tine 3 plus Tine 10) 30,614,665 ] 11.00
12.00 iDeductions (debit adjustments) (specify) ] 0 12,00
13,00 ! 0 0 13.00
14.00 | 0 0 14.00
15.00 0 0 15.00
16.00 0 ] 16.00
17.00 | ¢ 0 17.00
18.00 :Total deductions (sum of Tines 12-17) 0 0 18.00
19.00 |Fund balance at end of period per balance 30,614,665 0 19,00
sheet (1ine 11 minus Tine 18)

MCRIF32 - 2.24.130.0



Health Financial Systems

PERRY COUNTY HOSPITAL

In tieu of Form CMS-2552-10

STATEMENT OF CHANGES TN FUND BALANCES

Provider CCN:

151322 | Period

From 01/01/2011

To 12/31/2011 | bate/Time Prepared:
_1.5/4/2012 10:09 am

Endowment  Fund

Plant Fund

5.00 6.00

7.00

iFund batances at beginwning of period
Net income (loss) (from wkst. G-3, line 29)
Total (sum of line 1 and line 2)

Additions (credit adjustments) (specify)

10.00 !Total additions {sum of Tine 4-9)
11.00 [subtotal (line 3 plus line 10}

Ipeductions (debit adjustments) (specify)

0
18.00 |Total deductions (sum of Tines 12-17)
19.00 Fund balance at end of period per balance

| sheet (Tine 11 minus line 18)

oo RS0 o

OO0 0 o

cooo oo

SO0 O0 0O

worksheet 6-1

D00 N DYV B N e

MCRIF32 - 2.24.130.0



Health Financial Systems _PERRY COUNTY HOSPITAL

In Lie

) of Form CM5-2552-10

STATEMENT OF PATIENT REVENUES AND OPERATING EXPENSES Provider CCN: 151322

period:
From 01/01/2011

To  12/31/2011

worksheet G-2 Parts

Date/Time Prepared:
5/4/2012 310:09 am

Cost Center bescription | outpatient | Total o
e e e et 2.00 3.00 o
PART T - PATIENT REVENUES R
General Inpatient Routine Services o
1.00 jHospital 3,357,448 3,357,448] 1.00
2.00 |SUBPROVIDER - IPF 2.00
3.00 SUBPROVIBER - IRF 3.00
4.00 SUBPROVIDER 4.60
5.00 |swing bed - SNF 0 gl 5.00
6.00 ;swing bed - NF 0 0 6.00
7.00 ISKILLED NURSING FACILITY 7.00
8.00  NURSING FACILITY 8.00
9.00 ‘OTHER LONG TERM CARE 9.00
10.00 |Total general inpatient care services (sum of Tines 1-93 3,357,448 3,357,448 10.00
i;.gj:ensive Care Type Ynpatient Hospital Services = ===~ = e
11.00 [INTENSIVE CARE UNIT 1,106,772 1,106,772| 11.00
12.00 ICORUNARY CARE UNIT 12.40
13.00 BURN INTENSIVE CARE UNIT 13.00
14.00 |SURGICAL INTENSIVE CARE UNIT 14.00
15.00 |OTHER SPECIAL CARE (SPECIFY) 15.00
16.00 !Total intensive care type inpatient hospital servicas {sum of lines 1,106,772 1,106,772| 16.00
111-15)
17.00 fTota‘i inpatient routine care services (sum of lines 10 and 16) 4,464,220 4,464,220} 17.00
18.00 |ancillary services 15,042,552 41,764,729 56,807,281 18.00
19,00 'cutpatient services 0] 0 0| 19.00
20,00 |RURAL HEALTH CLINIC 0 [4] 0| 20.00
21.00 !FEDERALLY QUALIFIED HEALTH CENTER 0 0 0l 21.00
22,00 [HOME HEALTH AGENCY 1,524,528 1,524,528] 22.00
23.00 | AMBULANCE SERVICES 0 2,187,052 2,187,052 23.00
24.00 | CMHC 24,00
25.00 |AMBULATORY SURGICAL CENTER (D.P.) 25.Q00
26.00 (HOSPICE 26.00
27.00  PRD FEES 161,473 4,088,121 4,249,504 27,00
28.00 |Total patient revenues (sum of 1ines 17-27)}(transfer column 3 to wkst. 19,668,245 49,564,430 69,232,675| 28.00
G-3, Tine 1) S _
PART _IXI -~ OPERATING EXPENSES o
29.00 [operating expenses {per wkst. A, column 3, Tline 200) 31,374,262 29.00
36.00 [ADD {SPECIFY) 0 30.00
31.00 0 31.00
32.00 0 32.00
33.00 0 33.00
34.00 0 34,00
35.00 0 35.00
36.00 [Total additions (sum of Tines 30-35) 0 36.00
37.00 [NON-OPERATING EXPENSES 3,695,299 37.00
38.00 0 38.00
39.00 0 39.00
40.00 [¢] 40,00
41,00 0 41.00
42.00 |Total deductions (sum of lines 37-41) 3,695,299 42.00
27,678,963 43.00

43,00 |Total operating expenses (sum of Tines 29 and 36 minus line 42){transfer
to wkst. G-3, Tine 4)

MCRIF32 - 2.24.130.0



Health Financial Systems PERRY COUNTY HOSPITAL

In Lieu of Form (MS-2552-10

STATEMENT OF REVENUES AND EXPENSES Provider CCN: 151322

period;
From 01/01/2011
To 1273172011

worksheet 6-3

Date/Time Prepared:
5/4/2012 30:09 am

1.00
1.00 Fotal patient revenues (from wkst. -2, part I, column 3, Tine 28) 69,232,675 1,00
2.00 Less contractual allowances and discounts on patients' accounts 39,491,412 2.00
3.00 }Net patient revenues (line 1 minus line 2) 29,741,263] 3.00
4.00 ‘Less total operating expenses (from wkst. G-2, Part II, line 43) 27,678,963 4,00
5.00 {_rgg__f,ﬁincome from service to_patients (line 3 minus line 4} o - 2,062,300 5.00
OTHER_INCOME o )

6.00 |contributions, donations, beaguests, etc ol e.00
7.00 |Income from investments 0 7.00
8.00 |Revenues from telephone and telegraph service o] 8.00
9.00 'Revenue from television and radie service 0] 9.00
10.00 |pPurchase discounts Q| 10.00
11.60 'Rebates and refunds of expenses g 11.09
12,00 LParking Tot receipts 01 12,00
13,00 [Rrevenue from laundry and 1inen service 6] 13.00
14,00 ‘Revenue from meals sold to employees and guests 01 14.00
15,00 |revenue from rental of Tiving quarters 0 15.00
16.00 Revenue from sale of medical and surgical supplies to other than patients 0| 16,00
17.400 !Revenue from sale of drugs to other than patients ol 17.00
18.00 |Revenue from sale of medical records and abstracts 0| 18.00
19.00 |Tm'tion (fees, sale of texthooks, uniforms, etc.) 0| 19.00
20.00 |Revenue from gifts, flowers, coffee shops, and canteen al 20.00
21.00 |Rental of vending machines 0l 21,00
22.80 iRental of hospital space 0i 22,00
23.00 |Governmental appropriations 61 23.00
24,00 |OTHER REVENUE 156,101| 24.00
24,01 |NON-OPERATING REVENUE 3,396,421 24.01
?5.00 |Total other income (sum of lines 6-24) 3,552,522| 25.00
26.00 ‘Totaﬂ {1ine 5 plus Tine 2%) 5,614,822 26.00
27.00 NON-OPERATING EXPENSE 5,020,860| 27.00
27.01 | INVESTHENTS 189,423| 27.01
28.00 "Total other expenses (sum of line 27 and subscripts) 5,210,2831 28.00

404,539] 29.00

29.00 |Net income (or loss} for the period {¥ine 26 minus line 28)

MCRIF32 — 2.24.130.0



Health Fipancial Systems PERRY COUNTY HOSPITAL In Lieu of Form (mMS-2552-10

ANALYSIS OF PROVIDER-BASED HOME HFALTH AGENCY COSTS Provider CCN: 151322 | Period: worksheet H
From 01/01/2011
HHA CCN: 157177 | To 12/31/2011 | pate/Time Prepared:
5/4/2012 10:09 am
Home Health PPS
e _ e . Agency T g
salaries employee  [rransportationontiacted/Pur] other costs
Benefits (see chased
instructions) services
) 5 1.00 2.00 3.00 4,00
GENERAL SERVICE COST CENYERS
1.00 [capital Related - Bldg. & Fixturas o] 1.
2.00 !capital Ralated - Movable Equipment o 2.
3.00 |plant gperation & Maintenance 0 0 o 3.
4.00 ITransportation 1] 0 0| 4,
5.00 |Administrative and General 26,867 o 132,824 5.00
HHA REIMBURSABLE SERVICES o o
6.00 [skilled Nursing Care 117,579 0 6] 6.00
7.00 |prhysical therapy 0 0 0] 7.00
8.00 'occupational Therapy 0 Q 0| B.00
9.00 iSpeech pathology 0 ¢} at 9.00
10.00 'Medical social Services 4,092 0 0 0] 10.00
11.00 |Home Health Aide 50,441 0 ¢] 0{ 11.00
12.00 !supplies (see instructions) 0 0 0 0 0| 12.00
13.00 [Drugs 0 O [y G o 13.00
14.00 \bME [ Ao 0 U L o . .8 14.00
HHA NONREIMBURSABLE SERVICES
15.00 |Home Dialysis Aide Services 0 0 0 0 0f 15.00
16.00 |Respiratory Therapy 1] 0 0 0 G| 16.00
17.00 i Private buty Nursing 0 0 0 0 0| ¥7.00
18.00 |cTinic 0 1] 0 4] 0y 18.00
1%.00 |Health Promotion Activities 0 0 0 0 0{ 19.00
20.00 'pay cCare Program 0 8] 0 0 0f 20.00
21.00 iHome Deliverad Meals Program 0 G 0 ¢] 0] 21.00
22.00 ;Homemaker Service 0 0 0 0 0y 22.00
23.00 fA11 others (specify) 74,453 0 1,927 887 0! 23.00
24.00 !Total (sum of lines 1-23) 273,432 1] 23,514 98,606 132,824 24.00

column, & Tine 24 should agree with the worksheet A, column 7, }ine 101, or subscript as applicable.

MCREF32 - 2.24.i30.0



Health Financial Systems

PERRY COUNTY HOSPITAL

In Liew of Form (M5-2552-10

ANALYSTS OF PROVIDER-BASED HOME HEALTH AGENCY COSTS provider ccy: 151322 |period: worksheet H
From 01/01/2011
HHA CON: 157177 |To  12/31/2011 pate/Time Prepared:
5/74/2012 10:09 am
Home Health PPS

_ _ e e e Agency T e

Yotal (sum of Reclassificati| Reclassified | adjustments | Net Expenses

cols, 1 thru on Trial Balance for Allocation

5) {col. 6 + (col. 8 + col.
col.7) 9 .
6.00 7.00 800 | 9,00 10.00 _

GENERAL SERVICE COST CENTERS o

1.00 icap1ta1 related - Bidg. & Fixtures 0 0 0 0 0; 1.00
2.00 'capital related - Movable Equipment 0 0 0 0 0| 2.00
3.00 |flant Operation & Maintenance 0 0 0 0 o 3.00
4.00 ITransportation 0 0 0 0 G| 4.00
5.00 |adainistrative and General 159,691 138,242| 297,933 -75,456] 222,477| 5.00

HHA REIMBURSABLE SERVICES i o
6.00 |skilled Nursing Care 126,149 4] 126,143 0 126,149 6.00
7.00 |physical therapy 78,345 0 78,345 0 78,345 7.00
8.00 |occupational Therapy 25,124 0 25,124 0 25,124 8.00
9.00 |speech pathology 849 0 849 g 848| 9.00
10.00 |Medical secial services 4,395 0 4,396 0 4,396; 10.00
11.00 Home Health Aide 56,555 0 56,555 0 56,555 11.00
12.00 isupplies (see instructions) 0 0 0 0 0| 12.00
13.00 |prugs o 0 0 0 0| 13.00
14.00 |oME o 0 0 0 o 0| 24.00

HHA NONREIMBURSABLE SERVICES

15.00 |Home Dialysis Aide services i) 0 & ; 0] 15.00
16.00 |Respiratory Therapy 0 0 Q 0 0| 16.00
17.00 {Private puty Nursing 0 0 ¢} 0 0| 17.00
18.00 |clinic 0 0 a 0 0] 18.00
19.00 [Health Promotion Activities 0 0 0 g 0; 19.00
20.00 |pay Care Program 0 0 0 4] 0 20.00
21.00 |Home Delivered Meals Program 0 0 4] 4] Gf 21.00
22.00 Homemaker Service 0 0 0 0 0| 22.00
23.00 {A11 others (specify) 77,267 0 77,267, 0 77,267 23.00
24.00 [Total (sum of lines 1-23) 528,370 138,242 666,618 -75,456 591,162| 24.00

column, 6 line 24 should agree with the worksheet A, column 7, Fine 101, or subscript as applicable,

MCRIF32 - 2.24.130.0



Health Financial Systems PERRY COUNTY HOSPITAL In Lieu of Form €M5-2552-10

COST ALLOCATION - HHA GENERAL SERVICE COST Provider CCN: 151322 : Period: worksheet H-1
From 01/01/2011 | Part I
HHA CCN: 157177 | To 12/31/2011 ) pate/Time Prepared:
5/4/2012 10:09 am
Home Health PPS
A .oAgency T
cCapital Related Costs
Net ExXpenses sldgs & Movable Plant Transportation
for Cost Fixtures Equipment gperation &
Allocation Maintenance
(from wkst. #,
cot, 10)
___________ 4] 1.00 2.00 4.00 )
GENERAL SERVICE COST CENTERS .
1.00 'capital Related - 8ldg. & Fixtures 4] 0 1.00
2.00 !CapitaT Related - Movable Equipment 0 0 2.00
3.00 plant Operation & Maintenance 0 0 0 0 3.00
4.00 |Transportation 0 0 0 0 ol 4.00
5.00  Administrative and General Y 21 2 0 0] 0 6! 5,00
HHA REIMBURSABLE SERVICES .
6.00 [skilled Nursing care 126,149 0 0 0 0] 6.00
7.00 prhysical Therapy 78,345 0 0 0 6| 7.00
8.00 ‘0ccupat1‘ona1 Therapy 25,124 0 0 0 0| 8.00
9.400 1Speech Pathology 849 o] 0 0 4! 9.00
10.00 Medical Social Services 4,396 0 0] 0 4| 10.00
11.00 |Home Health Aide 56,555 i} 0 1) 0| 11.00
12.00 supplies (see instructions) 0 0 0 0 0| 12.00
13.00 |Drugs 0 0 0 0 13.00
14.00 pME 0 0 . O _ .. 0/14.00
HHA_NONREIMBURSABLE SERVICES ]
15.00 |Home Dialysis Afde Services 0 0 0 4] G| 15.00
16.00 Respiratory Therapy 0 0 4] 0 0! 16.00
17.0C |Private DUty Nursing 0 0 1] 0 0 17.00
18.00 Ciinic 0] 0 0 0 0| 18.00
19.00 |Health promotion Activities 0 0 0 0 0| 19.00
20.00 pay Care Program 0 0 0 0] gl 20.00
21.00 IHome peTivered Meals Program 0 0 0 0 0] 21.00
22.00 iHcmemaker Service 1] 0 0 0 ol 22,00
23.00 (A1l others (specify) 77,267 0 0 0 0| 23.00
24.00 ITotéﬂ {sum of Tines 1-23) 591,162 4] [E] 4] 0| 24.00

MCRIF3Z2 - 2.24.130.0



Health Financial Systems

PERRY COUNTY HOSPITAL

In Lieu of Form CM3$-2552-10

COST ALLOCATION - HHA GENERAL SERVICE COST Provider CCN: 151322 | Period: vorksheet HZ1
From 01/01/2011 | Part 1
HHA CCN: 157177 {To  12/31/2011 | Date/Time Prepared:
5/4/2012 10:09 am
Home Health PPS
Agency T
subtotal Administrativel Total (cols.
{cols. 0-4) & General 4A + 5)
44,00 5,00 6.00 -
GENERAL SERVICE COST CENTERS L _
1.00 |capital Related - Bldg. & Fixtures 0 1,60
2.00 Capital Related - Movable Equipment 0 2.00
3.00 |plant operation & Maintenance 0 3.00
4.00 | Transportation 4.00
5.00 !Administrative and General == 222,477 222,477 5.00
HHA REIMBURSABLE SERVICES o
6.00 |skilled Nursing Care 126,148 76,122 202,271 6.00
7.00 |Physical therapy 78,345 47,276 125,621 7.00
8.00 |occupational Therapy 25,124 15,161 40,285 8.00
9.00 !Speech pathology 849 512 1,361 9.060
10.00 [Medical Social Services 4, 399 2,653 7,049 10.00
11.00 [Home Health Aide 56,555 34,127 90, 682 11.00
12.00 [supplies (see instructions) 0 0 0 12.00
13.00 |Drugs 0 0 0 13.00
14.00 [DME - 0 0 0 . 14,00
HHA NONREIMBURSABLE SERVICES B . e
15.00 {Home Dialysis Aide Services 0 0 0 15.00
16.00 jRespiratory Therapy 0 0 0 16.00
17.00 |private puty Nursing 0 0 0 17.00
18.00 |Clinic 0 0 g 18.00
19.00 [Health promotion Activities 0 0 4] 12.00
20.00 |pay Care Program 0 [4) 3] 20.00
21.00 |Home beliverad Meals Program 0 ¢] 0 21.00
22.00 Homemaker Service 0 0 0 22.00
23.00 |A11 others (specify) 77,267 46,620 123,893 23.00
24.00 [Total (sum of Tines 1-23) 368,685 591,162 24.00

MCRIF32 - 2.24.130.0



Health financial Systems

PERRY COUNTY HOSPITAL

in tieu of Form CM5-2552-10

COST ALLOCATION - HHA STATISTICAL BASIS Provider CCN: 151322 |period: worksheet H-1
From 01/01/2031 | Part II
HHA CCN: 157377 {To  132/31/20%11 ! bate/Time Prepared:
_____ . 5/4/2012 310:09 am
Home Health PPS
R _Agency I
capital related Costs
Bldgs & Movable plant TransportationfReconcitiation
Fixtures Equipment aperation & {MILEAGE)
(SQUARE FEET) [{DOLLAR VALUE)| Maintenance
S e | CSQUARE FEETY |
- e .. 1.00 2.00 3.00 i . 4.00 5A.00
GENERAL SERVICE COST CENTERS e S - e
i.ce |Capita'§ related - 8ldg. & Fixtures 0 0| 1.00
2.00 !capital Related - Movable Equipment [¢] 0 2.00
3.00 |Plant Operation & Maintenance ] 0 0 0 3.00
4.00 |Transportation {see imstructions} [y 0 0 0 4.00
5.00 !Administrative and General 0 0 1] O -222.477| 5.00
HHA REIMBURSABLE SERVICES
6,00 |skilled Nursing Care 0 0 0 0 6j 6.00
7.00 physical Therapy 0 a 0 0 G 7.00
8.00 loccupational Therapy 0 0 ¢ 0 0| 8.00
9.00 jspeech Pathology h; 0 0 0 a| 9.00
10.00 ‘Medical Social services 0 0 0 1] 0| 10,00
11.00 jHome Health Aide 0 0 0 0 0l 11.00
12.00 |supplies (see instructions) 0 0 0 0 0; 12.00
13.00 |brugs 0 0 0 0| 13.00
14.00 |DME S — TN R o _G il Y 0| 14.00
HHA NONREIMBURSABLE SERVICES . ]
15.00 !Home Dialysis Aide services 1] [ a 0 0} 15.00
16.00 {Respiratory therapy 0 a 0 0 ] 16.00
17.00 |private puty Nursing 0 0 0 0 0 17.00
18.00 |Clinic 0 0 0 0 0 18.00
19.00 1Health Promotion Activities 0 0 0 0 0! 19.00
20.00 }Day care Program 0 0 1} 0 0} 20,00
21.00 Home Delivered Meals Program ] 0 ] 0 0f 21.00
22.00 {Homemaker Service 0] 0 0 0 0] 22.00
23.00 |A11 others (specify) 0 ¢l 0 0 Q| 23.00
24.00 |Total (sum of Tines 1-23) 0 0 0 0 ~-222,477] 24.00
25.00 |Cost To Be Allocated (per Worksheet H-1, 0 0 0 0 25.00
‘Part I)
26.00 LUnit Cost Multiplier G(.000000 0.00G000 0.900000 0000066 26.00

MCRIF3Z - 2.24.130.0



Health Financial Systems

PERRY COUNTY HOSPITAL

In Lieu of Form CM5-2552-10

COST ALLOCATION - HHA STATISTICAL BASIS Provider CCN: 151322 |period: worksheet H-1
From 01/03/2011 | part IX
HHA CCN: 157177 [vo  12/31/2011  pate/Time Prepared:
. e . o 5/4/2012 10:09 am
Home Health PPS
e O S e MAEDCY X I
Iadministrative
& General

GENERAL SERVICE COST CENTERS o . _
1.00 [Eap'ita'l Reltated - Bidg. & Fixtures 1.00
2.80 Icapita1 related - Movable Equipment 2.00
3.00 [plant operation & Maintenance 3.00
4,00 |Transportatien (see instructions) 4,00
5.00 |administrative and General 368,685 e eeeee e e e 1 5.00

HHA REIMBURSABLE SERVICES e
6.00 {skilled Nursing Care 126,149 6.60
7.00 . physical Therapy 78,345 7.00
8.00 !Occupationai Therapy 25,124 8.00
9.00 |speech pathology 849 9,00
10.00 :Medical Social Services 4,396 10.00
11.00 |Home Health Aide 56,555 11,00
12.00 ;suppiies (see instructions) 0 12.00
13.00 'prugs 0 13.00
14.00 |DME . o 0] L - 14.00

HHA_NONREIMBURSABLE SERVICES _ -
15.00 [Home pialysis Aide Services 0 15.00
16.00 {Respiratory Therapy 0 16.00
17.00 [pPrivate Duty Nursing 0 17.00
18.00 |CYinic 0 18.00
19.00 |Health pPromotion Activities a 13,00
20.00 lpay Care Program 1] 20.00
21.00 |Home pelivered Meals Program 0 21.00
22.00 iHomemaker Service 0 22.00
23.00 [A11 others (specify) 77,267 23.00
24,00 ‘Tota'l {sum of 1ines 1-23) 368,685 24,00
25.00 'cost To Be Allocated (per worksheet nB-1, 222,477 25.00

Part I)
26.00 junit cost multiplier 0.603434 26.00

MCRIF3Z2 - 2.24.130.0



Health Financial Systems

PERRY COUNTY HOSPITAL

In tiew of Form CMs-2552-10

ALLOCATION OF GENERAL SERVICE COSTS TO HHA CO5T CENTERS

Provider CCN: 151322

reriod:
From 01/01/2011

worksheet H-2
Part 1

HHA CCN: 157177 {To  12/31/2011 | Date/Time Prepared:
5/4/2012 10:09 am
Home Health PPS
N _ Agency I .
CAPITAL RELATED COSTS
HHA TFrial NEW BLDG & NEW MVBLE EMPLOYEE Subtotal
galance (1) pIxy | Equrp BENEFITS R
0 S0 e TTTANGD 4h
1.00 1administrative and General ] 9,312 856 3,567 13,735 1.00
2.06 (skilled Nursing Care 202,271 0 0 0 202,271 2.00
3,00 |[physical Therapy 125,621 0 4] [ 125,621 3.00
4.00 loccupational Therapy 40,285 [¢] 1] 4] 40,285 4.00
5.00 | speech pathology 1,361 4] 1] 0 1,361 5.00
6.00 'Medical social Services 7,049 0 0 0 7,049 6.00
7.00 |Home Health Aide 90,682 0 Q 0 90,682 7.00
8.00 'supplies (see instructions) 0 0 0 0 0| 8.00
9.00 iprugs 0 i; 0 0 0| 9.00
10.00 |pME 0 0 0 0 01 10.00
11.00 !Home Dialysis Aide Services 0 0 0 0 g} 11,00
12.00 |Respiratory Therapy 0 0 0 0 01 12.00
13.00 |Private Duty Nursing 0 0 0 ¢ 0| 13.00
14.00 |Clinic 0 il 0 0 0| 24,00
15.00 {Health Promotion Activities 0 0 ¢} G 0] £5.00
16.00 'pay Care Pragram la] 4] ¢} 0 0| 16.00
17.00 [Home Delivered Meals Program 0 0 0 1] 8{ 17.00
18.00 [Homemaker Service 0 0 0 0] ¢ 18.00
19.00 |A11 others (specify) 123,893 0 0 0 123,893| 19.00
20.00 |Total (sum of lines 1-19) (2) 591,162 9,312 856 3,567 604,897 20.00
21.00 junit cost Multiplier: column 26, line 1 0.000000] 21.00
divided by the sum of column 26, Tine 20
iminus column 26, line 1, rounded to 6
idecimal places.

(1} column O, line 20 must agree with wkst. A, column 7, Fine 101.
(2) columns 0 through 26, line 20 must agree with the corresponding columns of wkst, B, part I, Tine 10%.

MCRYF32 - 2.24.130.0



PERRY COUNTY HOSPTITAL

in Lieu of Form CMS-2552-10

Health Financial Systems
ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS Provider CCN: 151322 jpPeriod: worksheet H-2
From 03/01/2011 ) Part I
HHA CCN: 157177 (To  12/31/2011 | pate/Time Prepared:
5/4/2012 10:09 am
Home Health PPS
RN N Agency T e
IADMINISTRATIVE| OPERATION OF LAUNDRY & HOUSEKEEPING DIETARY
& GENERAL PLANT LINEN SERVICE o
5.00 7.00 800 | 8,00 10,00 -
1.90 lAdministrative and General 2,561 16, 365 0 5,305 0]l 1.00
2.00 |ski¥led Nursing Care 37,709 0 i) 0 g 2.00
3.00 |pPhysical Therapy 23,420 ¢ 0 0 g 3.c0
4.00 loccupaticnal Therapy 7,510 0 0 o] o 4.00
5.00 |[Speech Pathology 254 5] 0 1] 0] 5.00
6.00 |Medical Social Services 1,314 0 0 0 ol 6.00
7.00 |Home Health Aide 16,906 0 0 0 6l 7.00
8.00 |supplies {see instructions) 0 0] 0 0 4{ 8.00
9.00 |Drugs 0 0 0 0 G| 9.00
10.90 |DME 0 0 0 0 0| 10.00
11.00 :Home Dialysis Aide Services 0 0 0 1] 0! 11.00
12.00 |Respiratory Therapy 0 0 1] 0 0! 12.60
13.00 |private Duty Nursing 0 0 0 0 0f 33.00
14.00 Clinic 0 0 0 0 6| 14.00
15.00 |Health Promotion Activities 0 0 0 0 0| 15.00
16.00 |pay Care Program 0 0 0 0 0] 16.00
17.00 !Home pelivered Meals Program 0 0 0 0 ) 17.00
18.00 |Homemaker Service 0 0 0 0 4| 18.00
19.00 |A11 others (specify) 23,098 0] 0 0 0| 19.00
20.00 |Total (sum of lines 1-19) (2) 112,772 16,365 0 5,305 Q| 20.00
21.00 |unit cost Muttiplier: column 26, Vime 1 21.00
divided by the sum of columa 26, line 20
minus column 26, }ine 1, rounded to 6

decimal places.

(1) column ¢, line 20 must agree with wkst. A, column 7, Tine 101,
(2 columns O through 26, Yine 20 must agree with the corresponding columns of wkst. B, Part I, line 101.

MCRIF32 - 2.24.130.0



Health Financial Systems

PERRY COUNTY HOSPITAL

in Lie

u of Form ¢M$-2552-10

ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS provider CCN: 151322 { Period: worksheet H-2
From 01/01/2011| Part I
HHA CCN: 157177 [fo  12/31/2011 | pate/Time Prepared:
. N P 5/4/2012 10:09 am
Home Health PPS
e o Agency I
CAFETERIA NBRSING MEDICAL subtotal Intarn &
IADMINISTRATION] RECORDS & rResidents Cost
LIBRARY & Post
Stepdown
....... Adjustments
o 11.00 13.00 16,00 24.00 25.00 o
1.00 Administrative and General 0 0 0 37,966 0| 1.00
2.00 |skitied Nursing Care 0 0 0 239,980 0| 2.00
3.00 ‘Physical Therapy 0 0 0 149,041 0! 3.00
4,00 oOccupational Therapy 0 0 0 47,795 0 4.00
5.00 !'speech pathology G 1] 0 1,615 0| 5.00
6.00 iMedical social services 0 0 0 8,363 0] 6.00
7.00 .Home Health Aide 0 0 0 107,588 gl 7.00
8.00 |supp1ies {see instructions) Q 0 0 i 0] 8.00
9.00 |Drugs 0 0 3 Y 0| 9.00
16.00 |DME 0 0 Q 0 0 10.00
11.00 |Home Dialysis Aide Services 0 0 0] 0 0! 11.00
12.00 |Respiratory Therapy 0 0 0 0 0| 12.00
13.00 !private puty Nuersing 0 0 0 [3] o 13,00
14.00 |Clinic 0 0 0 0 0| 14.00
15.00 jHealth Promotion Activities 0 0 i) 0 0] 15.00
16.00 Jﬂay Care Program o] It 0 4] Gi 16.00
17.00 ‘Home pelivered Meals Program 0 0 0 3 0| 17.00
18.00 |Homemaker Service 0] 0 0 0 0 18.00
19.00 |A11 others (specify} 0 0 0 146,931 01 19.00
20.00 |Total (sum of Tines 1-19) (2) Q 0 0 739,339 G| 20.00
21.00 lunit cost Multiplier: column 26, line 1 21.00
divided by the sum of column 26, tine 20
imings cotumn 26, line 1, rounded to 6
decimal places.

{1) column 0, line 20 must agree with wkst. A, column 7, Tine 101.
(2) columns 0 through 26, line 20 must agree with the correspeonding columns of wkst. B, Part ¥, line 101,

MCRIF3Z2 - 2.24.130.0




Health rFirancial Systems PERRY COUNTY HOSPITAL in Lieu of Form cMs-2552-10

ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS Provider CCN: 151322 Period: worksheet H-2
From 01/01/2011 | Part I
HHA CCN: 157177 {To  12/31/2011 | pate/Time Prepared:
5/4/2012 10:09 am
Home Health PpPs
_ _ _ - e AgeREY T | .
subtotal Allocated HHA| Total HHA
ARG (see Part costs
I

_ B 26.00 27.00 | 28,00 _ N S
1.00 ladministrative and General 37,966 1.00
2.00 |skilled nursing Care 239,980 12,990 252,970 2.00
3.00 .physical Therapy 149,041 8,068 157,109 3.00
4.00 Io:cupationa1 Therapy 47,795 2,587 50,382 4,00
5.00 jspeech pathology 1,615 87 1,702 5.00
6.00 iMedical social Services 8,363 453 8,816 6.00
7.00 |Home Health Aide 107,588 5,824 113,412 7.00
8.00 |supplies (see instructions) 0 O 0 8.00
9,00 !Drugs 0 0 0 8.00
10,00 |DME 0 0 0 10.00
11.00 Home pialysis Aide Services 0 0 0 it.00
12.60 {Respiratory Therapy 0 0 0 12.00
13.00 |Private Duty Nursing 0 0 0 13.00
14.00 |[Chinic g 0 0 14.00
15.00 |Health Prometion Activities 0 0 0 15.00
16.00 |pay Care Program 0 ) 0 16,00
17.00 |Home Delivered Meals Program 0 ] [§] 17.00
18.00 |H0memaker Service 0 0 0 18.00
19.00 'AT1Y others (specify) 146,991 7,957 154,948 19.00
20.00i1bta} {sum of Tines 1-19) (2) 739,339 37,966 739,339 20.00
21.00 unit Cost Multiplier: column 26, tine 1 0.054131 21.00

divided by the sum of column 26, 1ine 20

minus column 26, line 1, rounded to 6

decimal places.

(1) column 8, Tine 20 must agree with wkst, A, column 7, Tine 101.
(2) columns O through 26, line 20 must agree with the corresponding columns of wkst. B, Part I, line 10I.

MCRIF32 - 2.24.130.0



Health Financial Systems

PERRY COUNTY HOSPITAL

In Liew of Form ¢MS-2552-10

ALLOCATION OF GENERAL SERVICE COSTS TOG HHA COST CENTERS STATISTICAL provider CcN: 151322 | Period: worksheet H-2
BASTES from 0170172011 | Part IT
HHA CCN: 357177 [vo  12/331/2011 | pate/Time Prepared:
5/4/2012 10:09 am
Home Health PPS
- Agency 1 . -
- CAPITAL RELATED COSTS
NEW BLDG & NEW MVBLE EMPLOYEE  ReconciliationlADMINISTRATIVE
FIXT EQUIP BENEFITS & GENERAL
(SQUARE (SQUARE (GROSS {ACcuM,
FEET) FEET) SALARIES) €osTy | .
1.00 2.00 [ 4,00 A 5.00 T
1.00 l!administrative and General 588 588 273,432 0 13,735 1.08
2.00 |skilled Nursing Care 0 0 0 0 202,271 2.80
3.00 physical Therapy 0 0 0 0 125,621 3.00
4.00 |0ccupat1‘onal Therapy ¢] 0] 0 0 40,2851 4.00
5.00 .speech pathology 0 0 0 0 1,361] 5.00
6.00 'wedical social services 0 0 0 0 7,049 6.00
7.00 | Home Health Aide 0 0 1] 0 99,682 7.00
8.00 ‘supph'es (see instructions) 0 0 0 0 ol 8.00
9.00 |Drugs 0 0 0 0 d; 9.00
10.00 :DME 0 0 0 6 01 10.00
11.00 Home pialysis Aide Services 0 0 0 0 0| 11.00
12.00 ‘Respiratory Therapy 0 0 0 0 0] 12.00
13.00 |Private buty Nursing 0 ¢ 0 0 01 13,00
14.00 |Clinic 0 0 8] 0 G} 14.00
15.00 |Health pPromotion Activities 0 0 0 0 01 15.00
16.00 pay Care Program 0 0 4] 0 0| 16.00
17.00 'Home pelivered Meals Program 0 0 0 0 ol 17.00
18.00 |Homemaker Service 0 0 0 0 0] 18.00
19.00 'Al1 others (specify) 0 0 1] 0 123,893 19.00
20.00 |Total (sum of Tines 1-193 588 588 273,432 604,897 20.00
21.00 [total cost to be allocated 9,312 856 3,567 112,772] 21.00
22.00 luait cost multiplier 15.836735 1.455782 0.013045 0.186432| 22.00

MCRIF32Z - 2.24.130.0



Heatth Financial Systems

PERRY COUNTY HOSPITAL

In Lieu of Form CM5-2552-10

ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS STATISTICAL provider CCN: 151322 | Period: worksheet H-2
BASIS From 01/01/2011 | Part II
HHA CCN: 157177 [To 12/31/2011 | Date/Time Prepared:
_ - . 5/4/2012 10:09 am
Home Health PPS
. . Agency T |
OPERATION OF LAUNDRY & HOUSEKEEPING DIETARY CAFETERIA
PLANT LINEN SERVICE {SQUARE (MEALS (FTE'S)
{SQUARE (POUNDS OF FEET) SERVED)
FEET) LAUNDRY) R
. [ 700 | i 9.00 10.00 .60 T
1.00 iAdministrative and General 588 0 588 0 0| 1.00
2.00 skilTled Nursing Care 0 0 0 0 Ol 2.00
3.00 {rhysical Therapy 0 ] ] 0 ol 3.00
4.00 |occupational Therapy Q 0 0 0 0| 4.00
5.00 ispeech Pathology 0 0 o) 0 0} 5.00
6.00 |Medical social services 0 0 0 0 0 6.00
7.00 |Home Health Aide 0 0 0 0 o 7.00
8.00 Isupph'es (see instructions) 0 0 0 I\; 0} 8.00
9,00 ;Drugs 0 0 Q 0 0] 9.00
10.90 'DME 1] 0 0 0 0| 10.00
11.00 |Home Dialysis aide services 1] 0 0 0, 0| 11.00
12.00 .Respiratory Therapy 0 0 0 0 0| 12.00
13.00 ‘private Duty Nursing 0 0 0 0 a8l 13.00
14.00 [Clinic 0 0 0 0 0] 14.00
15.00 [Health Promotion Activities 0 0 0 0 0] 15.80
16.00 |pay Care Program [#] 0 0 0 0| 16.00
17.00 'tiome Delivered Meals Program 0 0 g 0 6l 17.00
1B.00 |Homemaker Service 0 0 0 0 o| 18.00
19.00 ATl others {specify) 0 0 0 0 0| 19.00
20.00 |Total (sum of lines 1-19) 588 0 588 0 6| 20.00
21.00 !Total cost to be allocated 16,365 0 5,305 0 0f 21.00
22.00 'unit cost multiplier 27.831633 0. 000000 9.022109 0. 000000, 0.0000600} 22.00

MCRIF32 - 2.24.130.0



Health Financial Systems PERRY COUNTY HOSPITAL In Lieu of Form €MS-2552-10

ALLCCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS STATISTEICAL provider CCN: 151322 [pPeriod: worksheet H-2
RASIS From 01/01/2011 Part 1T
HHA CCN: 157177 jTo  12/31/2011 | pate/Time Prepared:
5/4/2012 19:09 am
Home Health PPS
e e i . e e Agency T
NURSINHG MEDECAL
ADMINISTRATION| RECORDS &
L IBRARY
(DIRECT (TIME
NRSING HRS) SPENT)
. 13.00 f_ag00 | e e
1.00  administrative and General 0 0 1.00
2.00 |skilled Nursing Care 0 [4] 2.00
3.00 lPhys‘ica? Therapy 0 0 3.00
4,00 !Occupational Therapy 0 0 4.00
5.00 |speech pathology 0 0 5.00
6.00 :Medical social services 0 0 6.00
7.00 iHome Health Aide 0 0 7.00
8.00 isupp'lies (see instructions) 0 0 2.00
9.00 ‘Drugs 0 0 9.4Q0
10.00 | DME O 0 10.00
11.00 Home Dialysis Aide Services 0 0 : 11.00
12.00 |Respiratory Therapy a 0 12.00
13.00  Private puty Nursing Q 0 13.00
14.00 iclinic 0 0 14.00
15.00 |Health promotion Activities Q Y 15.00
16.00 |pay care Program 0 0 16.00
17.00 |Home pelivered Meals Program 0 0 17.00
18.00 Homemaker Service 0 0 18,00
19.80 A1l others (specify) 0 0 19.00
20.00 l‘rota'k (sum of lines 1-19) 0 0 20.00
21.00 'total cost to be allocated 0 0 21.60
22.00 ‘Um’t cost multiplier 0.060000 0.000000 22,00

MCRIF3Z - 2.24.130.0



Health rFipancial Systems PERRY COUNTY HOSPITAL In Lieu of Form cMS-2552-10
APPORTIONMENT OF PATIENT SERVICE COSTS Provider CCN: 151322 (Period: Worksheet H-3
From 01/01/2011 | Parts 1I-11
HHA CCN: 157177 jTo  12/31/2011 | Date/Time Prepared:
P S 5/4/2012 10:09 am
Title XVIIL Home Health PPS
R RS S S Agency T —
cost Center pescription From, Wkst. [Facility Costs shared Total HHA Total visits
H-2, Part I, | {from wkst. ancitlary Costs {cols. 1
col., 28, Tine| #-2, pPart I) | Costs (from + 2)
Part X¥y ¢ 9
i 1.00 2.00 _} . 3.00 4.00
‘PART I - COMPUTATION OF LESSER OF AGGREGATE PROGRAM COST, AGGREGATE OF THE PROGRAM LIMITATION COST, OR
BENEFICIARY COST LIMITATION e R o
Cost Per visit Computation o . = e
1.00 (skilled Nursing Care 2,00, 252,970 ) 252,970 1,6461 1.00
2.00 |physical Therapy 3.00 157,109 0 157,109 1,185 2.00
3.00 occupational Therapy 4,00 50,382 0 50,382 408| 3.00
4.00 |speech pathology 5.00 1,702 0 1,702 23| 4.00
5.00 [Medical soctal services 6.00 8,816 8,816 34 5.00
6.00 |Home Health Aide 7.00 113,412 113,412 1,268 6.00
7.00_{Total (sum of Tines 1-6) S S o ssazenl 0 584,391 _4,565| 7.00
Program Visits
part B B
Cost Center Description Cost Limits | CBSA No, (1) Part A Mot subject tof subject to
peductibles &| peductibles
... |.Coinsurance
g 1.00 2.90 . 3.00 4.00
Limitation Cost Computation e
8.00 [skitted Nursing Care 15999 648 419 8.00
9.00 |pPhysical Therapy 15999 642 320 9,00
10.00 |occupational Tharapy 15999 235 127 16.00
11.00 !speech pathology 15999 16 0 11.00
12.00 !Medical secial services 15999 10 14 12,00
13.00 ‘Home Health Aide 15999 308 i77 13.00
14.00 |Total (sum of lines 8-13) 1,839 X087 1 14.00
Cost Center Bescription From wkst. H-2[Facility Costs Shared Total HHA | Total Charges
part I, col. | {(from wkst. anciilary [Costs (cols. 1} (from HHA
28, line H-2, Part 1} | Costs {from + 2) Record)
Y] 1.00 3.00 4,00 1
Supplies and Drugs Cost Computations -
15.00 {Cost of Medical sSupplies 8.00 0 0 26,069 15,00
16.00 lcost of Drugs _ _____ 9.00 0 L .| 533| 16,00,
Cost Center Description From wkst. €, Cost to charge] Total HHA HHA Shared
part I, col. Ratio charge {from ancillary
9, Tine provider costs (col. 1§
b records} X col, 2)
PART II - APPORTIONMENT OF COST OF HHA SERVICES FURNISHED BY SHARED HOSPITAL DEPARTMENTS
1.00 physical Therapy 66.00 0.478720 0 o 1.00
2.00 Joccupationa1 Tharapy 67.09 0.319869 0 gf 2.00
3.00 jspeech Pathology 68.00 0.494640 0 0 3.00
4.00 |Cost of Medical Supplies 71.00 0.130546 0 Q| 4.00
5.00 |cCost of drugs 73.00 0.239372 ¢] 0! 5.00

MCRIF32 - 2.24.130.0



Health Financial Systems PERRY COUNTY HOSPITAL In Lieu of Form CMS-2552-10
APPORTIONMENT OF PATIENT SERVICE COSTS provider CcN: 151322 : pariod: worksheet H-3
From 01/01/2011 | Parts I-1I
HHA CCN: 157177 |vo 12/31/2011 pate/Time Prepared:
_ _ 5/4/2012 10:09 am
Title XVIIE Home Health PPS
e — - Agency I B .
Program Visits
| . Parts®
Cost Center Description Average Cost Part A Mot subject to] subject to
Per Visit peductibles &|peductibles &
(col. 3 + col. Coinsurance | Coinsurance
4)
_________ 5.00 6.00 7.060 B.00

BENEFICIARY COST LIMITATION P O,
Cost Per Visit Computation i

1.00 |skilled wursing Care 153.69 648 419 1.00
2,00 !prhysical Therapy 132.47 642 320 2.00
3,00 loccupational vherapy 123.49 235 127 3.00
4,00 iSpeech pathology 74.00 16 0 4.00
5.00 Medical social Services 259,29 10 14 5.00
6,00 |Home Health Aide 89,44 308 177 6.00
7.00  Total (sum of ¥ines 1-6) R 1,839 1,057 e} 2200

Cost Center pescription

5.00 6.00 7.00 .00 BN .

(Limitation Cost Computation _ ____
8.00 rskﬂ'led Nursing Care 8.00

9.00 !Physical Therapy 9.00
10.00 |occupational Therapy 10.00
11.00 |speech pathology 11.00
12,00 !Medical social Services 12.00
i3.00 lHome Health Aide 13.00
14,00 |Total (sum of lines 8-33) | 2a00
o Progran Covered Charges
Cost Center Description ratio {col. 3 part A Not Subject top Subject to
+ cot. 4) peductibles &|peductibles &
_| coins e | Coinsurance |
- 5.00
supplies and Drugs Cost Computations
15.00 |Cost of Medical supplies 0.006000 0 18,808 0 15.00
16.00 ;Cost of prugs I vd . 0.000000) .9 0 g .. 16.00
cost Center fescription Transfer to Part I as
Indicated
R 4.00
PART IX - APPORTIONMENT OF COST OF HHA SERVICES FURNISHED BY SHARED HOSPITAL DEPARTMENTS
1.00 iphysical Therapy cot. 2, Hine 2.00 1.00
2.00 joccupational Therapy cel. 2, line 3.00 2.00
3.00 Speech Pathology col. 2, T1ine 4.00 3.00
4,00 ‘Ccst of Medical supplies col. 2, line 15.00 4,00
5.00 lcCost of Drugs col. 2, Tine 16.00 5.00

MCRIF32 - 2.24.130.0



PERRY COUNTY HOSPITAL

In Lie

U of Form €M5-2552-16

Health Financial Systems
APPORTIONMENT OF PATIENT SERVICE COSTS pProvider CCN: 151322 | Period: worksheet H-3
Frem 01/01/2011 | parts I-II
HHA CCN: 157177 ito  12/31/2011 | pate/Time Prepared:
_______ 5/4/2012 10:09 am
Title XvIII Home Health PPS
_____ e . - U R Agency T .
Cost of services
part B N
cost Center Desciription Part A Not subject to; Subject to |Total Program

Coinsurance

peductibles &[peductibles &

cost {sum of

Coinsurance

9.00

10.00

11.00 oG

PART I ~ COMPUTATION OF LESSER OF AGGREGATE PROGRAM COST, AGGREGATE OF THE PROGRAM LIMITATION (?dS:T, OR

BENEFICIARY COST LIMITATION
cost

1.00 |skilled Nursing Care 99,591 64,396 163,987
2.00 'Physical Therapy 85,046 42,390 127,436
3.00  oOccupational Therapy 29,020 15,683 44,703
4.00 speech pathology 1,184 4] 1,184
5.00 IMedical Social Services 2,593 3,630 6,223
6.00 |Home Health Aide 27,548 15,831 43,379
7.00 I7votal (sum of lines 31-6} 244,982 143,930, ) . 386,912
Cost Center bDescription
10,00 11,00 B

NG U B B
[ e B o B e I o B o R
Lo B e e B e i o)

timitation cost Computation

8.60 |skilled Nursing Care
9.00 |physical Therapy
10.00 |Occupational Therapy

11.400 ;Speech pathology
12.00 |Medical Secial Services
13.00 |Home Health Aide

14.00 iTotal (sum of lines 8-13)

Cost of Services

t 8
Cost Center Description part A subject to
pedictibles &[oeductibles &
Coinsurance Coinsurance
o 9.00 10.00 11.00
Ylies and prugs Cost Computations L
15.00 [Cost of Medical supplies 0[ 0 0
16.00 |Cost of brugs 0 0 0

10.00
11.00
12.00
13,00
i4.00

MCRIF3Z2 - 2.24.130.0



Health Financial Systems PERRY COUNTY HOSPITAL In Lieu of Form (M§-2552-19

CALCULATION OF HHA REIMBURSEMENT SETTLEMENT Provider ccn: 151322 | period; wWorksheet H-4
From 01/01/2011 | Part I-II
HHA CCN: 157177 (7o 12/31/2011 | pate/Time Prepared:
~ B 5/4/2012 10:08 am
Title XVIIX Home Health PPS
e e e+ e s o e e e 22 o ot e e e Agency I ¢
o pare 8
part A Not Subject to; Subject to
Deductibles &|[Deductibles &
Coinsurance | Coinsurance
e e 1.09 . 2.00 3.00
PART I - COMPUTATION OF THE LESSER OF REASONABLE COST OR CUSTOMARY CHARGES
Reasonable Cost of Part A & Part B Services =~ o ]
1.00 Reasonable cost of services {(see instructions) 0 0 g} 1.00
2.00 |Total charges | 495,004 288,243 o] 2.00
Customary charges S
3.00 [amount actually collected from patients Tiable for payment for services 4] 0 0] 3.00
on a charge basis (from your records)
4.00 Amount that would have been realized from patients iiable for payment 0 0 0| 4.00
for services on a charge basis had such payment been made in accordance
with 42 CFR 413.13(b)
5.00 Ratioc of line 3 to 1ine 4 (hot to exceed 1.000000) 0,000000] 0.000000 0.9000000] 5.00
6.00 |Total customary charges (see instructions) 495,904 288,243 8i 6.00
7.00 jExcess of total customary charges over total reasonable cost (complete 495,904 288,243 g| 7.00
lonly if Tine 6 exceeds line 1)
8.00 |Excess of reasonable cost over customary charges {complete only if Tine 1] 0 0| 8.00
1 exceads 1ine 6)
9.00 _Iprimary payer amounts o .9 . B|.8.00
rart A part 8
services _Services
B 1.00 2,00
PART 11 - COMPUTATION OF HHA REIMBURSEMENT SETTLEMENT
10.00 [Total reasonable cost (see instructions) 0 0| 10.00
11.00 |Total PPS Reimbursement - Full Episodes without cutliers 268,758 136,535 11.900
12.00 !'votal PPS Reimbursement - Full £pisodes with ocutliers Q 6] 12.00
13.00 |Total pPS Reimbursement - LUPA Episodes 7,006 2,472| 13.08
14.00 'total pP5 Reimbursement - PEP Episodes 2,401 5,681 14.00
15.00 |Total pp5 outlier Reimbursement - Full Episodes with Outliers o 0] 15.90
16.00 ;Total pPS outlier Reimbursement - PEP Episodes 0 0f 16.00
17.00 ;Total other Payments 0 0| 17.00
18.00 |DME Payments 0 0] 18.00
19,00 | Oxygen Payments 0 07 12.00
20,00 {prosthetic and Orthotic Payments 0 ol 20.00
21.00 jPart B deductibles billed to Medicare patients (exclude coinsurance) 0| 21.00
22.00 |subtotal (sum of lines 10 thru 20 minus line 21) 278,165 138,688} 22.00
23.00 |Excess reasonable cost (from line 8) 0 0; 23.00
24.00 |subtotal (1ine 22 minus line 23) 278,165 138,688| 24.00
25.00 !coinsurance billed to program patients (from your records) 0] 25.00
26.00 [Net cost (line 24 minus line 25) 278,165 138,688| 26.00
27.900 |reimbursabhle bad debts (from your recerds) 0 6| 27.00
28,00 [Reimbursable bad debts for dual eligible beneficiaries (see instructions) 0 o 28.00
29,00 |Total costs - current cost reporting period (line 26 plus line 27) 278,165 138,688] 29.00
30,00 ;OTHER ADJUSTMENTS (SEE EINSTRUCTIONS) (SPECIFY) ) 0f 30.00
31.00 |subtotal €1ine 29 plus/minus Hine 30) 278,165 138,688 31.00
32.00 |Interim payments {see instructions) 278,165 138,688] 32.00
33.00 |Tentative settlement (for contractor use only) 0 0] 33.00
34.00 |Balance due provider/pregram (1ine 31 minus Tines 32 and 33) [y 0} 34.00
35.00 |Protested amounts {(nonallewable cost report items) im accordance with <Ms pub. 15-11, 0 8| 35.00
section 115.2

MCRIF32 - 2.24.130.0



Health Financial Systems

PERRY COUNTY HOSPITAL

In Lie

u_of Form CM5-2552-10

ANALYSTS OF PAYMENTS TO PROVEIDER-BASED HHAsS FOR SERVICES RENDERED TO | Provider cen: 151322 | Period: worksheet H-5
PROGRAM BENEFICIARIES From 01/01/2011
HHA CCN: 157177 |Te  12/31/2011 | pate/Time Prepared:
_ o 5/4/2012 10:09 am
Home Health PPS
_ . R Agency T -
Inpatient part A Part B
_mn/dd/yyyy | Amount /dd/yyyy | amownt
R o 1.00 2,00 | 3.00 4.00 3 .
1.00 |Total interim payments paid to provider 278,165 138,688 1i.00
2.00 . Interim payments payable on individual bills, either 0 6l 2.00
submitted or to be submitted to the contractor for
services rendered in the ceost reporting period. If none,
write "NONE" or anter a zero
3.00 |List separately each retroactive tump sum adjustiment 3.00
amount based on subsequent revision of the interim rate
for the cost reporting period. Also show date of each
payment. If none, write "NONE" or enter a zero, (1) ) .
Program to frovider
3.01 0 0} 3.01
3.02 0 0 3.02
3.03 0 o 2.03
3.04 0 01 3.04
3.6 ¢ e . 0 - 4; 3.05
iProvider to Program e e _
3.50 0 a4 3.50
3.51 0 g; 3.51
3.52 | 0 o| 3.52
3.53 r 0 0] 3.53
3.54 0 0} 3.54
3.99 |subtotal (sum of lines 3.01-3.49 minus sum of lines 0] 0| 3.99
3.50-3,98)
4.00 |Total interim payments (sum of Iines 1, 2, and 3.99) 278,165 138,688; 4.00
(transfer to wkst. H-4, Part II, column as appropriate,
line 32} .. S N o —_ .
TO BE_COMPLETED BY CONTRACTOR )
5.00 |List separately each tentative settlement payment after 5.00
desk review. Also show date of each payment. If none,
iwrite "NONE" or enter a zereo. (1) o e 1.
Program to Provider
5.01 I a 0] 5.01
5.02 | 0 6 5.02
5.03 ! 0 o] s5.03
provider _to Program i
5.50 | i 0] 5.50
§5.51 0 0| 5.5t
5.52 1] 0} 5.%2
5.99 ‘subtota1 {sum of 1ines §5.01-5.49 minus sum of lines 0 0l 5.99
i5.50-5,98)
6.00 |petermined net settlement ameunt (balance due) based on 5.00
the cost report. (1)
6.01 |SETTLEMENT TO PROVIDER 0 ol 6.01
6.02 [SETTLEMENT TO PROGRAM 0 0! 6.02
7.00 |Tota1 Medicare program liability (see instructions) 278,165 o ..138,688] 7.00
contractor pDate
___Numbes {Mo/pay/yr)
o _ _ 1.00 2.00
8.00 |name of Contractor 8.00
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