Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form (M5-2552-10
This report is required by law (42 USC 1395g; 42 CFR 413.20(b)). Falure to report can result in all interim FORM APPROVED

payments made since the beginning of the cost reporting period being deemed overpayments (42 UsC 1395g). OMB NO, 0938-0050
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION provider CCN: 150046 |pPeriod: worksheet S
AND SETTLEMENT SUMMARY From 09/01/2010 | Parts I-III

To  08/31/2011 | pate/Time Prepared:
2/8/2012 12 39 Dm

IPART I - COST REPORT STATUS - " s S ) " ) :
pProvider 1.[x jE}ectron1ca1Ty fa]ed cost report pate: 2/8/2012 T1me: 12:39 pm
use anly 2, [ X ImManually submitted cost report

3.1 0 JIf this is an amended report enter the number of times the provider resubmitted this cost report
4.{ F JMedicare Utilization. Enter "F" for full or “L" for Tow.
5

contractor . { 0 ICost Report status 6. Date Received: 10.NPR Date:

use only (1) As Submitted 7. Contractor No. 11.cContractor's Vendar Code: 4
¢2) settled without audit 8. [ N }Inftial Report for this Provider ccMj12.f 0 JIf line 5, column 1 is 4: Enter
(3) settled with Audit 9. [ N }JFinal Report for this Provider CCN number of times reopened = 0-9.
(4) Reopened
{5) Amended

l_ﬂRT TI = CERTIFICATION - - - - - T — e ._..l
MISREPRESENTATIDN 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
PROVIDEDR QR PROCURED THROUGH THE PAYMENT DIRECTLY OR INDIRECTLY OF A KTCKBACK OR WERE OTHERWISE TLLEGAL, CRIMINAL, CIVIL AND
ADMINISTRATIVE ACTION, FINES AND/OR IMPRISONMENT MAY RESULT.

CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER(S)

I HEREBY CERTIFY that I have read the above statement and that I have examined the accompanying electronically
filed or manually submitted cost report and the Balance Sheet and Statement of Revenue and Expenses prepared by
TERRE HAUTE REGIONAL HOSPITAL for the cost reporting period beginning 09/01/2010 and ending 08/31/2011 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 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.

{signed)}
officer or Administrator of Provider(s)
Title
Date
i i Title XVIIL
S epart-A ] Part B ?1t1e xzx
G i Tk ol 2 OO s 3, 00 5 00
PART III ~ SETTLEMENT SUMMARY - & i ] e e
1.00 |Hospital 0 SS 569 116,119 0 -562 814 1.00
2.00 |[subprovider - IPF 0 51,046 -75 0] 2.00
3.00 {subprovider - IRF 0 20,467 ~87 0{ 3.00
4.00 |SUBPROVIDER I 0 0 [ 0{ 4.00
5.00 |[swing bed - SNF 0 ) 0 0} 5.00
6.00 |Swing bed - NF 0 0| 6.00
7.00 [skilled Nursing Facility 0 0 0 0} 7.00
§.00 |[Nursing Facility 0 0| 8.00
9.00 |HOME HEALTH AGERCY X 0, 0 0 0 9.00
10.00 [RURAL HEALTH CLINIC I 0 0 0 10.00
11.00 | FEDERALLY QUALIFIED HEALTH CENTER I 0, 1) 0{ 11.00
12.00 |CMHC I 0 0 Q| 12.00
200.00| Total 0 127,082 115,957 0 -562,814]20¢.00

the above amounts represent "due to" or “due from™ the applicable program for the element of the above complex indicated.
according to the paperwork Reduction Act of 1995, no persons are reguired to respond to a collection of information unless it
displays a valid oM3 control number. The valid oM8 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 astimate(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 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL in Lieu of Form (M§-2552-10

This report 1s required by law (42 usC 1395g; 42 CFR 413.20(b)). Falure to report can result in all interim FORM APPROVED

payments made since the beginning of the cost reporting period being deemed overpayments (42 USC 1395g). OMB NO. 0938-0050
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION Provider CCN: 150046 | Period: workshaet 5
AND SETTLEMENT SUMMARY From 09/01/2010;: parts I-III

[PART I - COST REPORT STATUS

to  08/31/2011 | pate/Time prepared:
2/8/2012 12 39 pm

provider 1.{x ]E'Iectromca'l'ly fﬂed cost report Date: 2/8/2012 Time: 12 39 pm
use only 2. [ x JManually submitted cost report
3. 0 11f this is an amended report enter the number of times the provider resubmitted this cost report
4. [ F }Medicare utilization. Enter "F" for full or "L" for Tow.
Contractor 5. [ 0 1Cost Report Status 6. Date Received: 10.NPR Date:
use only (1) As submitted 7. Contractor No, 11. Contractor's vendor Code:

(4) Reopened
(5) Amended

4
(2) settled without Audit 8. [ N JInitial Report for this provider cCN|12.[ O JIf Tine 5, column 1 is 4: Enter
(3) settled with Audit 9. [ N JFinal Report for this Provider CCN nurber of timas reopened = 0-9.

IPART “IT - CERTIFICATION

MEISREPRESENTATION 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 OIRECTLY OR INDIRECTLY OF A KICKBACK OR WERE OTHERWISE ILLEGAL, CRIMINAL, CIVIL AND
ADMINISTRATIVE ACTION, FINES AND/OR IMPRISONMENT MAY RESULT.

CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER{S)

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 Raevenue and Expenses prepared by
TERRE HAUTE REGIONAL HOSPITAL for the cost reporting period beginning 09/01/2010 and ending 08/31/2011 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 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 Taws and regulations.

Encryption Information (5igned)
ECR: Date: 2/8/201?2 Time: 12:39 pm officer or Administrator of Provider(s)
Xw74jJIVBRUrY6RZVDAXSsIrc5kqDk180
QB8MISODMGG7RHYZCRFXTRGMKK1K4hG
3R:wlhMornOLkiBu Title
PI: Date: 2/8/2012 Time: 12:39 pm
Xwxa:OWKeHyy5K118byRifu2ez03r1

7L5GB00Ug7 63bs0oXaztMSQvCart0/b Date
nVI8jTwoMH00z1Cy
CTitle Vo s 'Part AL “.i B Par‘t'B : T1t1e x1x
RRRTRE - 1.00 2 oo i 3 oo 400 L8500
PART III - SETTLEMENT SUMMARY . o Pt e e A T

1.00 i{Hospital 0 SS 569 116 119 4] -562,911} 1,00
2.00 [subprovider - IPF 0 51,046 -75 0} 2.00
3.00 |subprovider - IRF 0 20,467 -87 01 3.00
4.00 |[SUBPROVIDER I 0 0 0 0] 4.00
5.00 [sSwing bed - SNF 0 0 0 0] 5.00
6.00 [Swing bed - NF 0 0{ 6.00
7.00 ([skitled Nursing racility 0 0 ¢ 01 7.00
§.00 [Nursing Facility 0 0; 8.00
9.00 |HOME HEALTH AGENCY I 0 0 Q D} 9.00
10.00 |RURAL HEALTH CLINIC I 0 0 0 10.00
11.00 |FEDERALLY QUALIFIED HEALTH CENTER I 0 0 0} 11.00
12.00 |CMHC I 0 0 0} 12.00
200.900| Total 0 127,082 115,957 0 ~562,9111200.00

The above amounts represent “due to" or "due from" the applicable program for the element of the above complex indicated.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it
displays a valid oMB control number, The valid OMB control number for this information collection is 0938-0050. The time
required to complete and review the information collection is estimated 673 hours per response, including the time to review
instructions, search existing resources, gather the data needed, and complete and review the information collection. IFf 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 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form CM5-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA provider CCN: 150046 | Period: worksheet $-2

From 09/01/2010 | part I

To 08/31/2011 | pate/Time Prepared:
2/13/2012 12:30 pm

Hosp1ta1 and Hospital Hea1th Care complex Address'-=*“ﬂf o : T
1.00 |[street:3901 HOSPITAL LANE PO BOX:
2.00 |City: TERRE HAUTE State: IN Zip Code: 47802 County: VIGO
SR e e T L e L component Name T CUCCNL U CBSA i Provider] s ipate Payment system: (P,
R St I her.:;Number SiTypel Cert1f1ed T, 0,"0r N)
R o R v XVIII[ XX
A Lol 100 oo 13000 ] 400 s co 6.00 { 7.00 | 8.00
Hospital and Hospital-Based Component Tdentification: - e DR = i RS
3.00 [Hospital TERRE HAUTE REGIONAL 150046 45460 1 07/01/1966f N P 0 3.00
HOSPITAL
4,00 |subprovider - IPF TERRE HAUTE PSYCHIATRIC| 155046 | 45460 4 09/01/1991} N P o 4.00
UNIT
5.00 [subprovider - IRF TERRE HAUTE REHAB UNIT | 15T046 45460 5 08/01/2006) N 4 o} 5.00
6.00 [subprovider - (Cther) 6.00
7.00 swing Beds - SNF N N N 7.00
8.00 Swing Beds - NF N N 8.00
9.00 |[Hospital-Based SNF N N N 9.00
10.00 [Hospital-Based NF N N 10.00

11.00 [Hospital-Based OLTC 11.00
12.00 [Hospital-Based HHA 12.00
13.00 |Separately Certified ASC 13.00
14.00 Hospital-Based Hospice 14.00

=z Zz
=z Z
= =

15.00 jHospital-Based Health Clinic - RHC N N N 15.00
16.00 |Hospital-Based Health CHnic - FQHC N N N 16.00
17.00 |Hospital-Based (CMHC) 1 N N N 17.00
17.10 [Hospital-pased (CorF) 1 N N N 17.10
18.00 |renal Dialysis 18.00
19.00 |other _ _ 14,00

R e e T e T e e R T T R T T CEpom: ] TR ]
20.00 |[Cost Reporting period (mm/dd/yyyy) 09/01/2010 08/31/2011 | 20.00
21.00 [Type of Control (see instructions) 4 21,00

Inpatient PPS Information i : ‘ i : S

22.00 |poes this facility qualify for and is it current1y receiving payments for Y N 22.00

disproportionate share hospital adjustment, in accordance with 42 CFR §412.1067 In
column 1, enter "Y" for yes or "W" for no. Is this facility subject to 42 CFR Section
§412.06(c)(2)(Pickle amendment hospital?} In column 2, enter "Y" for yes or "N" for no.
23.00 jindicate in column 1 the method used to capture Medicaid (title XIX) days reported on 3 N 23.00
1ines 24 and/for 25 of this worksheet during the cost reporting period by entering a "1"
if days are based on the date of admission, "2" if days are based on census days {also
referred to as the day count), or “3" if the days are based on the date of discharge.
Is the method of identifying the days in the current cost reporting period different
from the method used in the prior cost reporting peried? Enter in column 2 "¥" for yes
or "N" for no.

“In-State. 1nfstate'_ out-of -} out-of Medicaid . gther |
‘I Medicaid | Medicaid | - State: State .} HMO days. | Medicaid
i Tigi Med1ca1d “Medicaid.y i " days

pa1d da s -e?jgib]ef
3 days - SR i
”13200"“ O Y T T meer o

24.00 [If Tine 22 and/or 1ine 45 is "yes", and this 1,869 555 85 84 2,091 0| 24.00
provider is an IPPS hospital enter the in-state
Madicaid paid days in col. 1, in-state Medicaid
eligible days in col. 2, out-of-state Medicaid paid
days in col. 3, out-of-state Medicaid eligible days
in col. 4, Medicaid HMO days in col. 5, and other
Madicaid days in col. 6.

25.00 {xf this provider is an IRF, enter the in-State 36 103 0 0 0 0] 25.00
medicaid paid days in column 1, the in State
Medicaid eligible days in cotumn 2, the out of State
Medicaid paid days in column 3, the out of State
Medicaid eligible days in column 4, Medicaid HMO
days in cotumn 5, and other Medicaid days in column
G. For all columns include in these days the labor
and delivery days,

R I P A I S B O A Y b ; > ; 1,00 o F T
26.00 |[Enter your standard geographic classification (not wage) status at the beginning of the cost 1 26.00
reporting period. Enter (1) for urban or (2) for rural.
27.00 [Enter your standard geographic classification (not wage) status at the end of the cost reporting 1 27.00
period? Enter (1) for urban or (2) for rural.
35.00 [xf this is a sole community hospital (ScH), enter the number of periods SCH status in effect in the G 35.00
cost reporting period.

MCRIF32 - 2.15.129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Lieu of Form (M$-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 150046 { Period: worksheet 5-2
From 09/01/2010 | Part I
To 08/31/2011 | pate/Time Preparad:
2/13/2012 12:30 pm
‘Beginning: Ending: |
e S S AR SRR 00 2,00
36.00 {Enter appticable beginning and ending dates of SCH status. Subscript line 36 for number 36.00
of periods in excess of one and enter subsequent dates.
37.00 [rf this is a Medicare dependent hospital (MDH), enter the number of periods MDH status 0 37.00
in effect in the cost reporting period.
38.00 [Enter applicable beginning and endijng dates of MDH status. Subscript Tline 38 for number 38.00
of periods in excess of one and enter subsequent dates.
: : : : : R NP SR iy RVITT | oXIX
1,00]°2,0071:3.00.
Prospectwe Payment system {rrs)- Cap1ta1 i ; R o : LR T
45.00 |poes this faCThty gualify and receive Capital payment for dtsproportmnate share in accordance N Y N 45.00
vith 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)? 1If yes, complete worksheet L, Part III and L-1, Parts I through III
47.00 {1s this a new hospital under 42 CFR §412.300 pPS capital? Enter Y for yes or "N" for no. N N N 47.00
48.00 {Is the facility e1ect1ng fuﬂ federa] cap'tta] payment‘? Enter‘ "Y" for yes ar “N" for 1o, N N N 48.00
Teaching Hospitals : et "
56.00 [Is this a hospital involved in tr‘a'lnmg res1dents in approved GME progr‘ams'? Enter "¥" for yes N 56.00
or "N" for no.
57.00 [If Tine 56 is yes, is this the first cost reperting period during which residents in approved N N 57.00
GME prograns trained at this facility? Enter "v" for yes or "N" for no in column 1. If column 1
is "Y" did residents start training in the first month of this cost reporting period? Enter "y"
for yes or "N" for no in column 2. If column 2 is "v", complete worksheet E-4. If column 2 is
"N", complete Worksheet D, Part III & IV and D-2, Part II, if applicable.
58.00 |If line 56 is yes, did this facility elect cost reimbursement for physicians' services as N 58.00
defined in CMS pub. 15-1, section 21487 If yes, complete Worksheet D-5.
59.00 lare costs claimed on Tine 100 of worksheet A? If yes, complete worksheet D-2, Part I. N 59.00
60.00 [are you claiming nursing school and/or allied health costs for a program that meets the N 60.00
prowdervoperated cmtena under §413 BS? Enter "Y" for yes ar "N" for no. (see instructions)
S . S Y/N B IME Average. “DirectiGME
) Average i
61.00 |pid your facility receive additional FTE slots under ACA section 55037 N 3.00] 0.00 61.00
Enter "v" for yes or "N" for no in column 1. If "v", effective for
portions of cost reporting periods beginming on or after July 1, 2011
anter the average number of primary care FTE residents for IME in column
2 and direct GME in column 3, from the hospital’s three most recent cost
reports ending and submitted before March 23, 2010. (see instructions)
IACA Provisions Affecting the Health Resources and Services Administration {HRSA)
62.00 {Enter the number of FTE residents that your hospital trained in this 0.00 62.00
cost reportiang period for which your hospital received HRSA PCRE funding
[{sea instructions)
62.01 {Enter the number of FTE residents that rotated from a Teaching Health 0.00 62.01
Center (THC) into your hospital during in this cost reporting period of
HRSA THC program, (see instructions)
Teaching Hospitals that €laim Residents in Non-pProvider Settings E
63.00 [Has your facility trained residents in non-provider settings during this N 63.00
cost reporting period? Enter "¥" for yes or "N" for no. If ves,
complete lines 64-67. {see instructions} ]
BT R ) Unwe-ighte_d i _"Unweighted [Ratio {col, 1,
i FTES. CFRIES AR (co'i 2, + co1
onprovi der."| " "Hospital i’ :
-$ite AT
5 Rt : : S . 1700 R
sactwn 5504 of the ACA 'Base Year FTE: Residents in Nunprovider settings——Th‘[s base year 15 your cost reportmg
period that begins on or after ‘July ‘1,72009 ‘and before June™30,72010,
64.00 [Enter in columa 1 the number of unwe1ghted non-primary care resident 0 00 0 OO 0 000000 64.00
FTEs attributable to rotations occurring in all non-provider settings.
Enter in column 2 the number of unweighted non-primary care resident
FTEs that trained in your hospital. Enter in column 3 the ratio of
(co1umn 1 dnnded by (column 1 + column 2)y. (see instructions)
Program Name " "Program Code “Unweighted Unwenghted Ratio {col. 3/ .. :
e _ T RCE CFTES ‘FTES dn . (_co1_. 3ot coly) oo
Nonprovider..| : Hosmta'l RUEEarS ) RS HEEES
SR g e ST
1.00 2,00 3,00 4 00 5.00

MCRIF32 - 2.15.129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Lie

u of Form CM5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

Provider CCN: 150046 [ Period

From 05/01/2010

worksheet s-2
part I

To 08/31/2011} pate/Time Prepaied:
2/13/2012 12:30 pm
Shprogram Name | Lo Program Code 7 _uuweighted 1. unweighted - [Ratio. {col. 3/ & o
RS R R ULt LA e COFTES v S FTEs A A (eol
Nonprov1der “-Hospitaloi | S
) : I 1.00 4,00 5.00 R
65.00 [Enter in column 1 the program 0. 00] 6.000000{ 65.00
name. Enter in column 2 the
program code, enter in column 3
the number of unweighted
primary care FTE residents
attributable to rotations
accurring in all non-provider
settings. Enter in column 4 the
number of unweighted primary
care resident FTEs that trained
in your hospital. Enter in
column 5 the ratio of (columm 3
divided by (column 3 + column
4)3. (see instructions) ] ) i
S L “Unweighted | “Unweighted iRatio (col, 1/ 3=
<FTEs *. ~.7| . “FTES dn i (co] Ly col.
“Nonprovider_ .| " ’Hospital .0 s
Csite f-}';'u,'?
=100 5200 0

Section 5504 of. the ACA Current Year, FTE Residents 1n Nonprovider settlngs-QEffect1ve "0
beg1nn1ng on ‘or -after ‘July 1, 2010 SR :

rfcost'rgporti

ng periods

66.00 |[Enter in column 1 the number of unwexghted non- pr1mary care resident 0.00 .00 0.000000 66.00
FTEs attributable to rotations occurring in all non-provider settings.
Enter in column 2 the number of unweighted non-primary care resident
FTEs that trained in your hospital. Enter in column 3 the ratio of
(co1umn 1 d1v1ded by (co]umn 1 + column 23). (see instructions)
i o S f Program Name . - o Program code "",=Unweighted 1 Unweighted - Ratio (el 3/
; L SE S FTES: FTEs ‘in’ *?(co1 3 +"CO1 L
Nonpr0v1der,- Hospital 4))
L L] viigipae R, AN
S : L 1.00 12,00 3.00 400 --5.00
67.00 [Enter in column 1 the program 0.00, 0.00 0.000000; 67.00
name. Enter in column 2 the
program code. Enter in colfumn
3 the number of unweighted
primary care FTE residents
attributable to rotations
occurring in all non-provider
settings. Enter in columh 4 the
number of unweighted primary
care resident FTEs that trained
in your hospital. Enter in
cotumn 5 the ratio of (column 3
divided by (column 3 + column
4)). {see instructions) _
" o : 2.00 §°3.00-
;gpatient Psychiatric Fac111ty PPS B R & : o R
70.00 [Is this facility an Inpatient Psychiatric Fac11!ty (IPF), or does it contain an IPF subprov1der? Y 70.00
enter "v¥" for yes or "N" for no.
71,00 {If Tine 70 yes: Column 1: Did the facility have a teaching program in the most recent cost N N 0 71.00
report filted on or before November 15, 20047 Enter "Y" for yes or “N" for no. Column 2: Did
this facility train residents in a new teaching program in accordance with 42 CFR §412.424
()Y (D (iti){D)? Enter "y for yes or "N" for no. Column 3: If colunn 2 is Y, enter 1, 2 or 3
respectively in cotumn 3, (see instructions) If this cost reporting period covers the beginning
of the fourth year, enter 4 in column 3, or if the subsequent academic years of the new teaching
program in existence, enter 5. (see 1nstruct1ons)
Inpatient Rehabijitation Facility PPS R R : R
75.00 15 this facility an Inpatient Rehabilitation Facility (IRF), or does it conta1n an IRF Y 75.00
subprovider? Enter "Y" for yes and "N" for no.
76.00 If Tine 75 yes: Cotumn 1: pid the facility have a teaching program in the most recent cost N N 0 76.00
reporting period ending on or before November 15, 20047 Enter "¥" for yes or "N" ¥or no. Column
2: pid this facility train residents in a new teaching program in accordance with 42 CFR
§412.424 (d)(1)(i41)(0)? Enter “v¥" for yes or "N" for no. Column 3: If column 2 is v, enter 1, 2
or 3 respectively in column 3. (see instructions) If this cost reporting period covers the
baginning 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)

80.00

ILong Term Care Hospital PPS

IIs this a Long Term Care Hospital (LTCH)? Enter "Y' for yes or "N" for no.

80.00

MCRIF32 - 2.15.129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Lieu of Form (M5-2552-19

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATICHN DATA

Provider CCN: 150046

To

period:
From 09/01/2010
08/31/2011

worksheet $-2
Part ¥
Date/Time Prapared:

130 pm

2/13/2012 12

TEFRA Prov1ders

85.00 [rs this a new hospital under 42 CFR Section §413 4B(f)(1)(1) TEFRA7 Enter “Y" for yes or "N* for no. N 85.00

86.00 |pid this facility establish a new other subprovider (excluded unit) under 42 CFR Section N 86.00
§413,40(f)(1)(1i)? Enter "v" for yes and "N for no. ]
N o L T RN R R B KIX

o : : 1,00 2,00 -

Title 'V:or XIX Inpat1ent services DAL ) - s T B o s

90.00 poes this facility have title v and/or XIX 1npat1ent hosp1ta1 serv1ce57 Enter "Y" for N Y 90.00
yes or "N for no in the applicable cotumn.

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

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

93.00 [poes this facility operate an ICFA\MR facility for purposes of title v and XIX? Enter N N 93,00
“y" for yes or "N" for no in the applicable column.

94.00 [poes title Vv or XIX reduce capital cost? Enter "¥" for ves, and "N" for no in the N N 24,00
appiicable column.

95.00 {If line 94 is "¥", enter the reduction percentage in the applicable column. 0.00 0.00; 95.00

96.00 [poes titie V or XIX reduce operating cost? Enter "v" for yes or "N" for no in the N N 96.00
applicable column.
97.00 |if Tine 96 is "Y", enter the reduct1on percentage 1n the app]acab]e co1umn 0.900 0.00; 97.00
Rural - providers " S i S
105.00|poes this hospital quallfy as a Crittca1 Access Hosp1ta1 (cam)? N 105.00
106.00/If this facility qualifies as a CAH, has it elected the alt-inclusive method of payment N 106.00
for outpatient services? (see instructions)

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

108.00{1s this a rural hospital qualifying for an exception to the CRNA fee schedule? See 42 N 108,00
CFR Section §412.113(c). Enter "¥" for yes or "N" for no.

T e R T T T e T ] S phygieal o] ‘Occupational: i:*Speechff: Resp1ratory

109.001f this hospital qualifies as a CAH or a cost provider, are N N N N 109.00
therapy services provided by outside supplier? Enter "“vy"
for yes or "N" for no for each therapy.
M1sce11aneous Cost Report:ng Informat]on i

115.001xs this an all-inclusive rate provider? enter "y” for yes or "N” for no in column 1. If N N 115.00
ves, enter the method used (A, B, or E only) in column 2.

116.00|Is this facility classified as a referral center? Enter "Y" for yes or “N" for no, N 116.00

117.00|1s this facility legally-required to carry malpractice insurance? Enter “Y" for yes or N 117.00
"N" for no.

118.06j1s the malpractice insurance a claims-made or occurrence policy? Enter 1 if the policy 2 118.00
is claim-made. Enter 2 if the policy is occurrence.

119.00what is the Tiability 1imit for the malpractice insurance policy? Enter in column 1 10,000, 000 100,000,000,119.00
the monetary limit per lawsuvit. Enter in column 2 the monetary timit per policy year.

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

121.00pid this facitity incur and report costs for implantable devices charged to patients? Y 121.00
Enter "Y" for yes or "N" for no.
iTransplant Center Information S : i R e

125.00/Does this facility operate a transplant center7 Enter "Y“ for yes and "N" for no. If N 125.00
ves, enter certification date(s) (mm/dd/yyyy) below.

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

127.00;1f this is a Medicare certified heart transplant center, enter the certification date 127.00
in column 1 and termination date, i¥ applicable, in column 2.

128.00[1F 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.

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

130.00]If this is a Medicare certified pancreas transplant center, enter the certification 130.00
date in column 1 and termination date, if applicable, in column 2,

131,0011f 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.

132.001Tf this is a Medicare certified islet transplant center, enter the certification date 132.00
in column 1 and termination date, if applicable, in cotumn 2.

133.0012F this is a Medicare certified other transplant center, enter the certification date 133.00

in column 1 and termination date, ¥ appTicable, in column 2.

MCRIF32 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 150046 |period: worksheet 5-2

From 09/01/2010 [ Part I
To  ©08/31/2011 | pate/Time Prepared:

2/13/2012 12:30 pm
134.00jxf this is an organ procurement organ1zat10n (org), enter the oro number in column 1 134.00
and termination date, if gpp11cab1e, 1n coTumn 2
IATT pProviders R - B e B Sttt
140.00Are there any related organization or home 0ff1ce COSts as def1ned in CMS Pub 15 1, Y 44H070 140,00
chapter 10?7 Enter "Y" for yes or "N" for no in cotumn 1, If yes, and home office costs
are c'}almed enter in co1umn 2 the home Off‘[ce cham number (see mstruct‘lons)
1,00 : [ .00 - o 3000,
If th'Is facﬂ1ty is. partiof a cham orgamzat'lon, enter-on 'l‘ines 141 through 143 the name, and address of ’che
home office and enter the home office contractor name and contractor number. - :
141.00Name:  HOSPXTAL CORP. OF AMERICA contractor's Name: CAHABA contractor’s Number 10301 141.00
142 . 00j5traet : ONE PARK PLAZA PO BoX: 142.00
143.00[CTty:  NASHVILLE state;: ™ zip Code: 37203 143.00
144.00jare provider based physicians’ costs included in Worksheet A7 ¥ 144.00
145.001F costs for renal services are claimed on worksheet A, are they costs for inpatient services oniy? Y 145.00
Enter "y" for yes or "N for no.
146,00Has the cost allocation methodology changed from the previously filed cost report? N 146.00
Enter “¥" for yes or "N" for no in column 1. {See CMS Pub. 15-2, section 4020} If ves,
enter the approval date (mm/dd/yyyy) in column 2.
147.00was there a change in the statistical basis? Enter "Y" for yes or "N" for no. N 147.00
148.0 uas there a change in the order of allocation? Enter "y" for yes or "N for no, N 148.00
149.00was there a change to the simplified cost finding method? enter "¥" for yes or "N" for N 149,00
no,
Part A | © Part B,
. R . o T FREe 1.00 2.00
Does this facility contain a provi der that qua‘h fies. for' ‘an exemptmn from the apph cation of the Tower of costs .
or charges? Enter "Y" for yes or "N" for no for each component for Part ‘A and Part B, (See 42 CFR §413.13) R
155.00/Hospital N N 155.00
156.00subprovider - IPF N N 156.00
157.00subprovider ~ IRF N N 157.00
158.00{subprovider - oOther N N 158.00
159.00{SNF N N 159.00
160.00HHA N N 160.00
161. 09[CMHC N 161. OEI
Mu'lt'lc__pus L T S : : TR =
165.00/1s this hospital part of a MuItmampus hosmtai that has one or more campuses in d1fferent C85AS? N 165.00
Enter "Y" for yes or "N" for no.
SRS . T LName U CLCoumrty ot ) state | Zip Code CBSA -] FTE/Campus .| i~
. o 0 S0 T S oe T o300 T 4,00 %00
166.001f Tine 165 is yes, for each 0.00166.00
campus enter the name in column
0, county in column 1, state in
column 2, zip code in column 3,
CBSA in column 4, FTE/Campus in
column 5
R S T . : R . 1,00 L
Health Information Technology (HXT) incentive in the -American Recovery and Reinvesiment Act T T
167.00ixs this provider a meaningful user under Section §1886(n}? Enter "Y" for yes or "N" for no. N 167.00
168.00{xf this provider is a caH (1ine 105 is "¥") and is a meaningful user (line 167 is "¥"), enter the (4168.00
reasonable cost incurred for the HIT assets (see instructions)
169.00]xf this provider is a meaningful user (Fine 167 is "¥")} and is not a CAH (iine 105 is “N"), enter the 0.0G169.00
transition factor. (see instructions)

MCRIF32 -~ 2.15.129.0



Health Finmancial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form CM$-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE Provider CCN: 150046 | period: Worksheet $-2
From 09/01/2010 | Part II

To 08/31/2011 | pate/Time Prepared:
2/13/2012 12:30 pm

[ /N ] pate o

. : L R . i 1.00 00 -

Enter-H for aIl o_responses. Enter_a11 dates dn the;'_ug,g

General Instruct1on..£nter Y for a11 YES responses,
mm/dd/yyyy format. : :
COMPLETED BY ALL HOSPITALS
Provider Organization and 09erat1on

1.00 [Has the provider changed ownership 1mmed1ate1y prior to the beg1nn1ng of the cost N 1.00
report1ng per}od? If yes, enter the date of the ch ange in co]umn 2. (see instructions)
. _ . : YN oDate o] VT
) : P o T : L o : 1.00 ; 2,00 - 3.00 R
2.00 |Has the provider terminatecl pa.r't‘icipation in the Medicare Program? If N 2.00

yes, enter in column 2 the date of termination and in column 3, "Vv" for
voluntary or "I" for involuntary.

3.00 |Is the provider involved in business transactions, including management Y 3.00
contracts, with individuals or entities (e.q., chain home offices, drug
or medical supply companies) that are related to the provider or its
officers, medical staff, management personnel, or members of the board
of directors through ownership, control, or family and other similar
re]ationships? (see instructions)

XN ) Type ] o pate
TTL00 [ 2:000 ] 3.000

Financial bata and Reports i : T S - -

4.00 [Column 1: were the financial statements prepared by a certified public Y A 03/31/2012 4.00
Accountant? Column 2: If yes, enter "A" for Audited, "C" for Compiled,
or "R" for Reviewed. Submit complete copy or enter date availabie in
coTumn 3. (see instructions) If no, see instructions.

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

YN U tegal aper,
: R 1 ¢[1) 2.00 -
IApproved Educational Activities i i o - : N RN
6.00 |Column 1: Are costs claimed for nursing school? Column 2: If yes, is the provider is N 6.00
the legal operator of the program?
7.00 JAre costs claimed for Allied Health Programs? If "¥" see instructions. N 7.00
8.00 jwere nursing school and/or allied health programs approved and/or repnewed during the N 8.00
cost reporting period? If yes, see instructions.
3.00 [Are costs claimed for Intern-Resident programs claimed on the current cost report? If N 9.00
yes, see instructions.
10.00 [was an Intern-Resident program been initiated or renewed in the current cost reporting N 10.00
period? If yes, see instructions.
11.00 [Are GME cost directly assigned to cost centers other than I & R in an Approved N 11.00
Teaching Program on Worksheet A? If yes, see instructions.
L . e e e YN -
100
Bad Debts : - : o ) s o
12.00 |Is the provxder seeking re1mbursement for bad debts7 If yes, see instructions. Y 12.00
13.00 |If 1ine 12 is yes, did the provider's bad debt collection policy change during this cost reporting N 13.00
period? If yes, submit copy.
14.00 |1f line 12 is ves, were pat1ent deduct1b1es and/or co- payments wa1ved? If yes. see 1nstruct1ons N 14,00
Bed Complement : B B
15.00 |D1d totaT beds ava1]ab1e change from the pr1or cost repurt1ng per1od? If yes see 1n5truct1ons N 15.00
o Descr1pt10n 5o
16.00 jwas the cost report prepared using the PS&R N 12/06/2011 16.00
Report only? If either column 1 or 3 is vyes,
enter the paid-through date of the PS&R
Report used in columns 2 and 4 .(see
instructions)
17.00 |wWas the cost report prepared using the PS&R Y 12/06/2011 17.00

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

18,00 |If Tine 16 or 17 is ves, were adjustments N 18.00
made to PS&R Report data for additional
claims that have been billed but are not
included on the PS&R Report used to file
this cost report? if ves, see instructions.
19.00 [xf 1ine 16 or 17 is yes, were adjustments N 19.00
made to PS&R Report data for corrections of
other PS&R Report information? If yes, see
instructions.

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

MCRIF3Z2 - 2.15.129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Lieu of Form €M5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE provider CCN: 150046 | Period: worksheet s5-2
From 09/01/2016 | Part II
To 08/31/2011| pate/Time Prepared:
2/13/2012 12:30 pm
. o part: A R e R
- pescription L Y/N T pate 5
L G iR Sl N . S T DI T 1 00 2.00 IR
21.00 [was the cost report prepared only using the N 21.00
provider's records? If yes, see
instructions.
COMPLETED BY COST: REIMBURSED ARD TEFRA HOSPITALS ONLY (ExCEPT CHILDRENS HOSPITALS)
Capital ‘Related Cost 700700 -
22.00 [Have assets been re11fed for Medicare purposes? If yes, see 1nstruct1ons N 22.00
23,00 [Have changes occurred in the Medicare depreciation expense due to appraisals made during the cost N 23.00
reporting period? If yes, see instructions.
24.00 |were new leases and/or amendments to existing leases entered into during this cost reporting period? N 24.00
1f yes, see instructions
25.00 jHave there been new capitalized Teases entered into during the cost reporting period? If yes, see N 25.00
instructions.
26.00 :were assets subject to $ec.2314 of DEFRA acquired during the cost reporting period? If yes, see N 26.00
instructions.
27.00 (Has the provider‘s capitalization policy changed during the cost reporting pericd? If ves, submit N 27.00
copy.
Interest Expense : - i e -
28.00 [were new loans, mortgage agreements or letters of credit entered into dur1ng the cost reporting N 28.00
period? If yes, see instructions.
29.00 (pid the provider have a funded depreciation account and/or bond funds (Debt Service Reserve Fund) N 29.00
treated as a funded depreciation account? If yes, see instructions
30.00 [Has existing debt been replaced prior to its scheduled maturity with new debt? If yes, see N 30.00
instructions.
31.00 |Has debt been recalled before scheduled maturity without issuance of new debt? If yes, see N 31.00
instructions.
Purchased Services : o : : : : : :
32,00 |Have changes or new agreements occurred in pat1ent care services furn1shed through contractual N 32,00
arrangements with suppliers of services? If yes, see instructions.
33.00 |If 1ine 32 is yes, were the requirements of Sec. 2135.2 applied pertaining to competitive bidding? If 33.00
no, see jnstructions.
Provider-Based fhysicians ) e A o co :
34.00 |Are services furnished at the provider facility under an arrangement with provider- based phys1c1ans7 Y 34.00
If yes, see instructions.
35.00 ;1f 1ine 34 is yes, were there new agreements or amended existing agreements with the provider-based Y 35.00
physicians during the cost reporting period? If yes, see instructions.
CTITRL00 0 o 2,00
Home office Costs. s : AT TR
36.00 |were home office costs c1a1med on the cost report7 Y 36.00
37.00 {1f Jine 36 is yes, has a home office cost statement been prepared by the home office? Y 37.00
If yes, see instructions.
38.00 [1f Tine 36 is yes , was the fiscal year end of the home office different from that of Y 12/31/2011 38.00
the provider? If yes, enter in column 2 the fiscal year end of the home office.
39,00 |If Tine 36 is yes, did the provider render services to other chain components? If yes, Y 39.00
see instructions.
40,00 |If Tine 36 is yes, did the provider render services to the home office? If yes, see N 40.00
instructions.

MCRIF32 - 2.15.129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Lieu of Form CM5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE

Provider CCN:

150046

period: worksheet 5-2
From 09/01/2010{ Part II

To 08/31/2011 | Date/Time Prepared:

L Cipart BT
YN B R

Date

4,00

2/13/2012 12:30 pn_

16.00

17.00

18.00

19.00

20,00

21.00

PS&R Data

T 3.000 |

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

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

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

N

12/06/2011

12/06/2011

16,00

17.00

13.00

19,00

20,00

21.00

MCRIF3Z - 2.15.129.0



Health Financial Systems

TERRE HAUTE REGIOMAL HOSPITAL

In Lieu of Form (M8-2552-10

HOSPITAL AND HOSPITAL MEALTH CARE COMPLEX STATISTICAL DATA provider CCN: 150046 Period: worksheet s-3
From 09/01/2010 | Part I
To  08/31/2011 | pate/Time Prepared:
] 2/13/2012 12:30 pm
. .Cost Center Description: “| ‘viorksheet /A 3} -No. ‘of -Beds | " Bed:pays | CAH Hours e PO
UL : I ‘Line nNumbe T s - avatlable o] :
j B RS i 100 G epe 2000 0 300 ‘4.00 s
1.00 |Hospital Adults & Peds. (columns 5, 6, 7 and 30.00 156 56,940 0.00 1.00
8 exclude Swing Bed, Observation Bed and
Hospice days}
2.00 |[HMO 2.00
3.00 {HMO IPF 3.00
4.00 (HMO IRF 4.00
5.00 {Hospital Adults & peds. Swing Bed SNF 5.00
6.00 [Hospital Adults & peds. Swing Bed NF 6.00
7.00 [Total Adults and Peds. (exclude ohservation 156) 56,940, 0.00 7.00
beds} (see instructions}
8.00 |INTENSIVE CARE UNIT 31.00 16 5,840 0.00 §.00
9.00 (CORONARY CARE UNIT 9.00
10.00 [BURK 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 jnstructions) 172 62,780 0.00, 14.00
15.00 |{CAH visits 15.00
16.00 |SUBPROVIDER - IPF 40.00 16 5,840 16.00
17.00 |SUBPROVIDER - IRF 41.00 12 4,380 17.00
18.00 |SUBPROVIDER 18.00
19.00 [SKILLED NURSING FACILITY 44.00 0 [4) 19.00
20.00 |NURSING FACILITY 45.00 0 0 20.00
21.00 |OTHER LONG TERM CARE 46.00 0 0 21.00
22.00 [HOME HEALTH AGENCY 101.00 22.00
23.00 |AMBULATORY SURGICAL CENTER (D.P.) 115.00 23.00
24.00 [HOSPICE 116.00 4] 0 24.00
25.00 {CMHC - CMHC 99, G0, 25.00
25.10 |CMHC - CORF 99,10, 25.10
26.00 JRURAL HEALTH CLINIC 88.00 26.00
26.25 }FEDERALLY QUALIFIED HEALTH CENTER §9.00 26.25
27.00 {Total (sum of Tines 14-26) 200 27.00
28.00 [observation Bed Days 28.00
28.01 [SUBPROVIDER - IPF 40.00 28,01
28.02 |SUBPROVIDER ~ IRF 41.00 28,02
29,00 |ambulance Trips 29.00
30.00 [Employee discount days (see instruction} 30.00
31.00 {Employee discount days - IRF 31.00
32.00 |Labor & delivery days (see instructions) 32.00
33.00 |LTCH non-covered days 33,00

MCRIF32 - 2.15.12%9.0



Health financial Systems

FTERRE HAUTE REGIONAL HOSPITAL

in Lieuy of Form CM5-2552-10

HOSPITAL AMD HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA

provider CCN: 150046

Period:
From 09/01/2010
To 08/31/2011

wWorksheet 5-3
Part I

pate/Time Prepared:

2/13/2012 12:30 on._

S TI/P Days /0/P VisTts 7 Trips
- ‘Cost Center Description CTitle MoREETitle XVIIT ] rTitle XIX - Total ‘All0 S
i T : Cn R e e e i ipatients
PR S . 500 5.00 a0 S

1.00 [Hospital Adults & Peds. (columns 5, 6, 7 and [¢] 11,973 2,454 19,898 1.00

8 exclude sSwing Bed, Observation Bed and

Hospice days)
2.00 (HMo 815 2,091 2.00
3.00 ([HMO IPF 0 4] 3.00
4.00 |HMQ IRF 0 [y 4.00
5.00 {Hospital Adults & Peds. Swing Bed SNF g 0 0 0 5.00
6.00 [Hospital Adults & Peds. Swing Bed NF 0 0 0 6.00
7.00 Total Adults and Peds. (exclude observation 0 11,973 2,454 19,898 7.00

beds) (see instructions)
8.00 |[INTENSIVE CARE UNIT 0, 2,112 0 3,238 8.00
9.00 |[CORONARY CARE UNIT 9.00
10.00 |BURN INTENSIVE CARE UNIT 10.00
11.00 |SURGICAL INTENSIVE CARE UNIT 11.00
12.00 |OTHER SPECIAL CARE (SPECIFY) 12,00
13.00 |NURSERY 0 0 1,610 13.00
14,00 jTotal (see instructions) 4] 14,085 2,454 24,747 14.00
15.00 [CAH visits [4] 9 0 t) 15.00
16.00 [SUBPROVIDER - IPF 0 1,923 0 4,174 16.00
17.00 [SUBPROVIDER - IRF 0 3,058 139 3,579 17.00
18.00 |SUBPROVICER 18.00
19.00 |SKILLED NURSING FACILITY 0 0 0| 0 19.00
20.00 |MURSING FACILITY 0 0 0 20.00
21.00 |OTHER LONG TERM CARE 0 21.00
22.00 |HOME HEALTH AGENCY 0 0 0 0 22.00
23.00 JAMBULATORY SURGICAL CENTER (D.P.) 23.00
24.00 |HOSPICE 0 0 0 24.00
25.00 [CMHC - CMMC 0 0 [ oy 25.00
25.10 {CMHC - CORF 0 0 0 4] 25.10
26.00 { RURAL HEALTH CLINIC 0 0 L} 0 26,00
26.25 |FEDERALLY QUALIFIED HEALTH CENTER ¢ 0O 0 0 26,25
27.00 [votal (sum of lines 14-26) 27.00
28.00 [observation Bed Days 0 831 2,586 28.00
28.01 [SUBPROVIDER - IPF 0 0 0 0 28.01
28.02 [SURPROVIDER - IRF 0 0 0 0 28.02
29,00 |ambulance Trips 0 29.00
30.00 [Employee discount days (see instruction} ] 30.00
31.00 [Empioyee discount days - IRF 9 31.00
32.00 {Labor & delivery days (see instructions) 139 207 32.00
33.00 |LTCH non-covered days 0 33.00

MCRIF32 - 2.15.129.0



Health Fimancial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Lieu of Form (MS5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA provider CCN: 150046 | Period: worksheet s-3
From 09/01/2010 | Part I
To 08/31/2011 ] pate/Time Preparad:
2/13/2012 12:30 pm
22 oFull Time ‘Equivalents (o SUlpischarges | i : :
Cost Center Description .-’ Total/Interns | Employees:on: 4o vitle v ] Title  XvIIE
L S : “| & Residents ‘|5 ipayrell - RIERRER ULl BEE 10 EF e
R N TR 310,00 11,00 -12.00 3,000
1.00 |Hospital Adults & Peds. (columns 5, 6, 7 and 0 2,532 1.00
8 exclude Swing Bed, Cbservation Bed and
Hospice days)
2.00 |[HMO 151 2.00
3.00 [HMO IPF 3.00
4,00 [HMO IRF 4.00
5.00 [Hospital Adults & Peds. swing Bed SNF 5.00
6.00 [Hospital Adults & Peds. swing Bed NF 6.00
7.00 |Total Adults and Peds. (exclude observation 7.00
beds) (see instructions)
§.00 |INTENSIVE CARE UNIT 8.00
9.00 |CORONARY CARE UNIT 9.00
10.00 |BURN INTENSIVE CARE UNIT 10.00
11.00 [SURGICAL INTENSIVE CARE UNIT 11.00
12.00 |OTHER SPECIAL CARE {SPECIFY) 12.00
13.00 |NURSERY 13.00
14.00 |Total (see instructions) 0.00 612.99 0.00 0 2,532 14,00
15.00 [CAH visits 15,00
16.00 [SUBPROVIDER - IPF 0.00) 24,86 0.00 0 275] 16.00
17.00 |SUBPROVIDER -~ IRF 0.00) 19.69 0.00 Q 2271 17.00
18.00 |SUBPROVIDER 18.00
19.00 |SKILLED NURSING FACILITY 0.00 0.00 0.00 19.00
20.00 [NURSING FACILITY 0.00 0.00) 0.00 20.00
21.00 |OTHER LONG TERM CARE 0.00] 0.00 0.00 21.00
22.00 |HOME HEALTH AGENCY 0.00 0.00 0.00 22.00
23.00 |AMBULATORY SURGICAL CENTER (D.P.) 0.060 0.00 0.00 23.00
24,00 {HOSPICE 0.00] 0.00] 0.00 24.00
25.00 [CMHC - CMHC 0.00] 0.00 0.00 25.00
25.10 |[CMHC - CORF 0.00 0.00] 0.00 25.10
26.00 |RURAL HEALTH CLINIC 0.60 0.00 0.00 26.00
26,25 |FEDERALLY QUALIFIED HEALTH CENTER 0.60 0.00 0.00 26.25
27.00 |Total (sum of lines 14-26) 0.00 657.54 0.00 27.00
28.00 |observation Bed Days 28.00
28.01 |SUBPROVIDER - IPF 28.01
28.02 |SUBPROVIDER - IRF 28,02
29.00 {Ambulance Trips 25.00
30.00 [employee discount days (see instruction) 30.00
31.00 |Employee discount days - IRF 31.00
32.00 |tabor & delivery days (see instructions) 32.00
33.00 |LTCH non-covered days 33.00

MCRIF32 - 2.15.129.0



Health Financial Systems

TERRE HAUTE REGTONAL HOSPTTAL

In Lieu of Form €M5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA provider CCn: 150046 | period: worksheet 5-3
From 09/01/2010 ] Part 1
To 08/31/2011| Date/Time Prepared:
12/13/2002 12:30 pm.
i o R S Discharges - iso L Y IR
s - .cost Center Description .0 STitle XIX i) Totaliallll
LR TR e T I T I s patients .
EET T L SRl : - 14.00 0l U18,00 i
1.00 [Hospital Adults & peds. (columns 5, 6, 7 and 1,612 5,267 1.00
8 exclude Swing Bed, Observation Bed and
Hospice days)
2.00 ([HMO 2.00
3.00 |HMO IPF 3.00
4.00 [HMO IRF 4.00
5.00 JHospital Adults & Peds. Swing Bed SNF 5.00
6.00 |Hospital Adults & peds. Swing Bed NF 6.00
7.00 |Total Adults and Peds. (exclude observation 7.00
beds) (see instructions)
8.00 [INTENSIVE CARE UNIT 8.00
9.00 |CORONARY CARE UNIT 9.00
10.00 |BURN INTENSIVE CARE UNIT 10.00
11.00 [SURGICAL INTENSIVE CARE UNIT 11.00
12.00 |OTHER SPECIAL CARE (SPECIFY) 12,00
13.00 |NURSERY 13.00
14.00 {Total (see instructions) 1,612 5,267 14.00
15.00 [CAH visits 15.00
16.00 |SUBPROVIDER - IPF 0 781 16.00
17.00 |SUBPROVIDER - IRF 0 270 17.00
18.00 [SUBPROVIDER 18.00
19.00 [SKILLED NURSING FACILITY 19.00
20.00 [MURSING FACILITY 20.00
21.00 {OTHER LONG TERM CARE 0 21.00
22.00 {HOME MEALTH AGENCY 22,00
23.00 {AMBULATORY SURGICAL CENTER (D.P.) 23.00
24.00 |{HOSPICE 24,00
25.00 [cvHC -~ CMHC 25,00
25.10 [CMHC - CORF 25.10
26.00 [RURAL HEALTH CLINIC 26.00
26.25 [FEDERALLY QUALIFIED HEALTH CENTER 26.25
27.00 ivotal (sum of Tines 14-26) 27.00
28.00 (observation Bed Days 28.00
28.01 [SUBPROVIDER - IPF 28.01
28.02 |SUBPROVIDER - IRF 28.02
29.00 (ambulance Trips 29.00
30.00 |Employee discount days (see instruction) 30.00
31.00 {Employee discount days - IRF 31.00
32.00 |Labor & delivery days (see instructions) 32.00
33.00 |LTCH non-covered days 33.00

MCRIF32 - 2.15.129.0



Health Financial Ssystems TERRE HAUTE REGIONAL HOSPITAL In tieu of Form (M§-2552-10
HOSPITAL WAGE INDEX INFORMATION Provider CCN: 150046 | Period: worksheet s-3

From 0%/01/2010 | Ppart II

To 08/31/2011 | pate/Time Prepared:
2/13/2012 12-30_gm

1 worksheet: Al -oAmount- Ul Salary o iReclassificati AdJUSted
<o iLine Number.f.:-Reported.. - ‘Adjustments on :of. ‘Salaries| : isalaries:
A . B B : ; '_f(_)r'Va_catiO_H, (from‘ ] o B
CrHoliday, i sick, WOrksheet A 6) B
| other paid o i
o Time OFF,
“iSeverance; -and i
i8onus, Paid ol
Emp'loyees and
_ “INot ‘Reflected o
AR : 1n “Column .2 R R
TG0 ] 2.00 2056 | 3,000 | 4.00
PART II - WAGE DATA D e TS R :
SALARIES - B ; RN T . P
1.00 |Total salaries (see instructions) 200.00 35,926,817 0 0 35,926,817 1.00
2.00 [Non-physician anesthetist Part A 0 0 0 2.00
3.00 |Non-physician anesthetist Part B 0 0 0 0] 3.00
4.00 |physician-Part A 0 0 0 0] 4.00
4.01 |physicians - Part A - direct teaching 0 0 0 Q] 4.01
5.00 |physician-part B 0 0 0 0| 5.00
6.00 |Non-physician-Part B 0 0 0 0| 6.00
7.00 |Interns & residents (in an approved program} 21.00 0 ¢ 0 01 7.00
7.01 {Contracted interns and residents (in 0 0 0 o 7.01
approved programs)
§.00 |Home office personnel 0 0 0 0| 8.00
9.00 |SNF 44,00, 0 a 0 0l 9.00
10.00 ;Excluded area salaries {see instructions) 2,651,505 ) 0 2,651,505 10.00
OTHER WAGES & RELATED COSTS - i e : R
11.00 |contract labor (see instructions) 625,867 0 0 625,867 11.00
12.00 [Management and administrative services 0 0 0 0] 12.00
13.00 [Contract labor: physician-rart A 401,437 0 0 401,437| 13.00
14.00 [Home office salaries & wage-related costs 4,982,794 0 0 4,982,794f 14.00
15.00 |Home office; physician Part A 0 0 0 0] 15.00
16.00 |Teaching physician salarias (see 0 0 0 ¢| 16.00
instructions)
17.00 |wage-related costs {core) wkst S-3, Part Iv 8,501,330 0 0 §,501,330| 17.00
Tine 24
18,00 |wage-related costs {other)wkst $-3, Part IV 8] [0} 0 Q| 18.00
Tine 2§
19,00 |Excluded areas 677,509 0 0 677,509( 19.00
20.00 |Non-physician anesthetist Part A 0 0 0 Q| 20.00
21.00 |Non-physician anesthetist Part B 0 0 0 ¢| 21.00
22.00 |pPhysician Part A &) 0 0 0 22.00
23.00 |Physician Part B 0 0 0 0 23.00
24,00 |wage-related costs (RHC/FQHC) 0 0 0 0| 24.00
25.00 |Interns & residents (in an approved program) ] _ [t] 4] Y 0] 25.00
OVERHEAD COSTS — DIRECT SALARIES TR e ] )
26.00 |Employee Benefits 4,00 394,528 0 0 394,528 26.00
27.00 |Administrative & General 5.00 3,223,623 0 -159,018 3,064,605| 27.00
28.00 |Administrative & General under contract (see 117,211 0 0 117,211 28.00
inst.}
29,00 |Maintenance & Repairs 6.00 0 0 o G| 29.00
30.00 {operation of plant 7.00 681,203 4] Q 681,203 30.00
31.00 JrLaundry & Linen Service 8.00| 35,882 4] 0 35,882 31.00
32.00 JHouseKeeping 9,00 858, 810 3] 0 858,816 32.00
33.00 |Housekeeping under contract (see [¢] 1) 0 ] 33.00
instructions)
34.00 {pietary 10.00 771,496 0 -397,740 373,756 34.00
35.00 {pietary under contract (see instructions) 344,066 0 0 344,066] 35.00
36.00 [cafeteria 11.00 0 1] 397,740 397,740{ 36.00
37.00 {Maintenance of personnel 12.00 0 0 0 Q0 37.00
38.00 [Nursing Administration 13.00 444,882 0 159,018 603,900{ 38.00
39.00 [Central Services and Supply 14,00 0 0 0 ¢| 39.00
40.00 |Pharmacy 15.00 [¢] 0 0 0] 40.00
41,00 |Medical Records & Medical Records Lfibrary 16.00 411,373 0 Q 411,373} 41.00
42.00 |50cial Service 17.00 0 0 i 0| 42.00
43.00 |other General Service 18.00 188,085 4] ] 188,085| 43.00

MCRIF32 - 2,15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form CMS-2552-10

HOSPITAL WAGE INDEX INFORMATION Provider CCu: 150046 | period: worksheet 5-3
From 09/01/2010] Part II
To  08/31/2011 { bate/Time Prepared:

2/13/2012 12:30 pm
‘Paid Hours ' laverage Hourly| i
‘Related ‘to.” wage " (coli 4.3
salaries in {"icol.:5) 5
coling ol
PART II - WAGE DATA S Lo
CALARIES — - - : e
1.00 [Total salaries (see instructions) 1,367,521.00 26,27 1.00
2,00 {Non-physician anesthetist Part A 0.00 0.00 2.00
3.00 |Non-physician anesthetist part B ¢.00 0.00 3.00
4,00 |physician-part a .00 0.00 4,00
4,01 |physicians - pPart A - direct teaching 0.00 0.00 4,01
5.00 {Physician-Part B 0. 00 0.00 5.00
6.00 |[Non-physician-Part B Q.00 0.00] 6.00
7.00 iInterns & residents (in an approved program) 0.00) 0.00 7.00
7.01 jcontracted interns and residents {in 0.00 0.00 7.01
approved programs)
8.00 [Home office personnel 0.00 0.00 8.00
9.00 |SNF 0.00 0.00 9,00
10.00 |excluded area salaries (see instructions) 105,207.00 25,20 10.00
OTHER WAGES & RELATED COSTS T T e T T e TR T e T
11,00 |{Contract labor (see instructions) 14,073.75 44,47 11.00
12,00 |Management and administrative services 0.00 0.00 12.00
13.00 |contract labor: physician-Part A 2,402.75 167.07 13.00
14.00 {Home office salaries & wage-related costs 148,560.00 33.54 14,00
15.00 |Home office: physician Part A 0.00 0.90 15.00
16.00 |Teaching physician salaries (see 0.00) 0.90 16.00
instructions)
17.00 |wage-related costs {core) wkst 5-3, Part Iv 17.00
Tine 24
18.00 |wage-related costs (other)wkst $-3, Part IV 18.00
Tine 25
1%.00 |Excluded areas 1%.00
20.00 {Non-physician anesthetist Part A 20.00
21.00 }Non-physician anesthetist Part B 21.00
22.00 {Physician Part A 22.00
23.00 |[Physician Part B 23.00
24.00 [wage-related costs (RHC/FQHC) 24,00
25.00 [Interns & residents (in an approved program) 25.00
OVERHEAD COSTS — DIRECT SALARIES ) : s B : e ) R o
26.00 |Employee Benefits 13,332.00 29.59 26.00
27.00 |Administrative & General 84,640.00, 36.21 27.00
28.00 |Administrative & General under contract (see 505.00 232.10 28.00
inst.)
2%8.00 [Maintenance & Repairs 0.00 0.00 29.00
30.00 |operation of plant 26,567.00 25.64 30.00
31.00 |[Laundry & Linen Service 3,017.09 11.89 31.00
32.00 JHousekeeping 68,423.00 12.55 32.00
33.00 |Housekeeping under contract {see 0.00 0.00 33.00
instructions)
34.00 ipietary 30,381.00 12.30 34.00
35.00 |pietary under contract {see instructions) 10,128.00 33.97 35.00
36.00 [cafeteria 32,331.00 12. 30 36.00
37.00 fMaintenance of Personnel 0.900 0.00] 37.00
38.00 fNursing Administration 13,849.00 43.61 38.00
39.00 |[Central Services and Supply 0.00 0.00] 39.00
40,00 |Pharmacy 0.00 0.00 40.00
41.00 |Medical Records & Medical Records Library 22,218.00 18.52 41.00
42.00 |Social Service 0.00 0.00] 42.00
43,00 |other General Service 6,693.00 28.10 43.00

MCRIF32 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form CMS-2552-10

HOSPITAL WAGE INDEX INFORMATION Pravider CCN: 150046 | Period: worksheet 5-3

From 09/01/2010 | Part TIX

To  08/31/2011| pate/Time Prepared:
] 2/13/2012 12:30 pm

sizamount o o Salary! wReclassificati| - -Adjusted. B

Worksheet ‘A |

Numbe, Reported.. | -Adjustments :lon of:Salaries| - salaries -
SR : :Jfor-Vacation;:j -~ o(from™ | (col,2 x col.-
“Holiday, Sick,Worksheet :A-6)| 3}

‘otherpaid
~Time Off,
vera ~and
“sanus, i Paid to} .
< Employees and [
o iNotiReflected| -
4-in Column:2

PART III - HOSPITAL WAGE INDEX SUMMARY . T ; : : B
1.00 |Net salaries {see instructions) 36,388,094 0 ¥ 36,388,004} 1.00
2.00 |excluded area salaries ¢see instructions) 2,651,505 4] 4] 2,651,505] 2.00
3.00 |subtotal salaries (}ine 1 minus Fine 23 33,736,589 1] [ 33,736,589} 3.00
4.00 |subtotal other wages & related costs (see 6,010,098 g 0 6,010,098] 4.00
inst.)
5.00 |subtotal wage-related costs (see inst.) 8,501,330 0 ] 8,501,330| 5.00
6.00 |Total (sum of Tines 3 thru 5) 48,248,017 0 0 48,248,017| 6.00
7.00 |Total overhead cost (see jinstructions) 7,471,165 0 0 7,471,165 7.00

MCRIF32 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form (M$-2552-10
HOSPITAL WAGE INDEX INFORMATION provider CCN: 150046 | period: Worksheet $-3

From 09/01/2010 ! Part III

To 08/31/2011: Date/Time Prepared:
2/13/2012 12:30 pm

Paid Hours . jAverage’ Hourly,

. Related to .-
.salaries “in
Ciggl, 4
PART ITI - HOSPITAL WAGE INDEX SUMMARY e
1.00 |[Net salaries (see instructions) 1,378,154.00 1.00
2.00 [Excluded area salaries (see Tnstructions) 105,207.00 2.00
3.00 |subtotal salaries (Tine 1 minus Tine 2) 1,272,947.00 3.00
4.00 |[subtotal other wages & related costs (see 165,036.50 4,00
inst.)}
5.00 |[subtotal wage-related costs (see inst.) 0.00 25.20] 5.00
6.00 |T1otal (sum of Tines 3 thru 5) 1,437,983.50 33.55 6.00
7.00 }rotal overhead cost (see instructions) 312,084.00 23.94 7.00

MCRIF3Z - 2,15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPETAL In Lieu of Form CM5-2552-10
HOSPITAL WAGE RELATED COSTS Provider CCN: 150046 [ Period: worksheet 5-3

From 09/01/2010 | Part Iv

To  08/31/2011 | Date/Time Prepared:

2/13/2012 12:30 pm

Amount -
Reported
00T
PART IV - WAGE RELATED COSTS R
Part A ~ Core tist- '
RETIREMENT COST
1.00 (401K Employer (:ontmbut'tons 1,111,042 1.00
2.00 |[Tax Sheltered Annuity (TSA) Employer cContribution 0 2.00
3.00 [qualified and Non-Qualified Pension PTan Cost 0] 3.00
4.00 [Prior Year Pension Service Cost 0] 4.00
PLAN ADMINISTRATIVE COSTS (Paid to External organization) - i ine T
5.00 [401x/TSA PTan Administration fees 108,480f 5.00
6.00 [Legal/Accounting/Management Fees-pPension plan 0| 6.00
7.00 |Employece Managed Care Program Admm'tstrataon Fees 0] 7.00
HEALTH AND INSURANCE COST : ’ o s i
8.00 {Health Insurance (Purchased or SeIf Funded) 4,109,417] 8.00
9.00 [prescription prug Plan 0 9.00
10.00 |pental, Hearing and vision Plan 19,1031 10.00
11.00 |Life Insurance (If emplovee is owner or beneficiary) 31,875/ 11.00
12.00 |Accident Insurance (If employee is owner or beneficiary) 0| 12.00
13.00 |pisability Insurance (If employee is owner or beneficiary) 823} 13.00
14,00 {Long-Term Care Insurance (If employee is owner or beneficiary) 0f 14.00
15.00 | *workers® Compensation Insurance 199,531| 15.00
16.00 [Retirement HMealth Care Cost (Only current year, not the extraordinary accrual required by FASB 106. 0| 16.00
Noh cumulative portion)
[ TAXES
17.00 (FICa-employers Portion only 2,024,993 17.00
18.00 {Medicare Taxes - Employers portion only 473,456{ 18.00
19.00 junemployment Insuranhce 0f 19.00
20.00 [State or Federa1 Unemp'loyment Taxes 331,809] 20.00
OTHER, R
21.00 |Executive Deferred Compensation 0} 21.00
22.00 |pay Care Cost and Allowances G} 22.00
23.00 |Tuition Reimbursement 90,801| 23.00
24.00 {Total wage Related cost {Sum of lines 1 -23) 8,501,330 24.9Q0
Part 8 - other than Core Related Cost i i o
25,00 [OTHER WAGE RELATED COSTS (SPECIFY) [ 0] 25.00

MCRIF32 - 2,15.129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Lie

1 of Form C4s-2552-10

HOSPITAL CONTRACT LABOR AND BENEFIT COST

Provider CCN:

150046

preriod:
From 09/01/2010
To 08/31/2011

wWorksheet 5-3

Part Vv

pate/Time Prepared:

2/13/2012 32:30 pm
. Cost Center Description - - .. - .- Jcontract ‘Labor] Benefit cost ] i~

e T T R S0 f 2,000

PART V - Contract tabor ‘and :Banefit Cost ' S SRR R

Hospital -and Hospital-Based Component Identification: :
1.00 |Total facility's contract labor and benefit cost 0 g 1.00
2.00 [Hospital 0 01 2.00
3.00 |subprovider - IPF 0 0} 3.00
4.00 {Subprovider - IRF 0 0] 4,00
5.00 [Subprovider - (Other) 0 0{ 5.00
6,00 |swing Beds - SNF 0 0 6.00
7,00 |[swing Beds - NF g 0j 7.00
8,00 |Hospital-Based SNF 0 G: §.00
9.00 |Hospital-Based NF 0 0 9.00
10.00 |Hospital-Based OLTC 10.00
11.00 |Hospital-Based HHA 0 0} 11.00
12.00 |Separately Certified ASC 0 G} 12.00
13.00 |Hospitai-Based Hospice 0 0} 13.00
14.00 {Hospital-Based Health Climic RHC 0 G| 14.00
15.00 |Hospital-Based Health Clinic FQHC 0 0} 15.00
16,00 jHospital-Based-CMHC 0 Of 16.00
16.10 {Hospital-Based-CMHC 10 ] ¢l 16,10
17.00 [renal Dialysis 0] 0 17,00
18.00 0 0] 18.00

MCRIF32 - 2.15.129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL In Lie

J of Form CcM5-2552-10

HOSPITAL UNCOMPENSATEQ AND INDIGENT CARE DATA

Provider CCN: 150046 | Period:
From 09/01/2010

worksheet s-10

To  08/31/2011 | bate/Time Prepared:
2/13/2012 12'30 pm
Uncompensated and 1nd1gent care cost comuta’non : ) ) S S R L L
1.00 |Cost to charge ratio (Worksheet C, Part I Tine 200 coTumn 3 d1v1ded by 11ne 200 co'lumn 8) _ _ _l 0 213005 1.00
Medicaid (see instructions for each 1ine) S
2.00 |ket revenue from Medicaid 6,976,50? 2.00
3.00 |[pid you receive DSH or supplemental payments from Medicaid? N 3.00
4.00 |[1If line 3 {5 "yes", does 1ine 2 include all DSH or supplemental payments from Medicaid? 4.00
5.00 {I1f line 4 is "no", then enter DSH or supplemental payments from Medicaid ¢l 5.00
6.00 |[medicaid charges 66,456,361} 6.00
7.00 imedicaid cost (Tine 1 times line 6) 14,155,537| 7.00
8.00 jpifference between net revenue and costs for Medicaid program ¢1ine 7 minus sum of lines 2 and 5; if 7,179,030 8.00
< zero then enter zero)
state children's Health Insurance Program (SCHIP) (see instructions for each line) :
9.00 |[Net revenue from stand-alone SCHIP 0{ 9.00
10.00 |Stand-alone SCHIP charges 0{ 10.00
11.00 |Sstand-alone SCHIP cost (line 1 times line 10D 0f 11.00
12.00 |Difference between net revenue and costs for stand-alone SCHIP (line 11 minus line 9; if < zero then 0 12.00
enter zerg)
other ‘state or Jocal government indigent care program (see instructions for each 1ine) «i i b ifidwium o an s Linin
13.00 {Net revenue from state or local indigent care program (Not included on lines 2, 5 or 9) 0{ 13.00
14.00 [charges for patients covered under state or local indigent care program (Not included in lines 6 or 0] 14.00
10)
15.00 |state or local indigent care program cost {line 1 times line 14) 0 15.00
16.00 |Difference between net revenue and costs for state or local indigent care program (Tine 15 minus line 0 16.00
13: if < zero then enter zero)
Uncor_npensated care (see instructions for each line) : : : Rt
17.00 {Private grants, donations, or endowment income restricted to funding char‘[ty care 01 17.00
18.00 |Government grants, appropriations or transfers for support of hospital operations 0] 18.00
19.00 ;Total unreimbursed cost for Medicaid , SCHIP and state and local indigent care programs {sum of 1ines 7,179,030} 19.00
8, 12 and 16)
e [ “uninsured o Insured Total ‘(col. 1.
- patients patients 4ocol D)
20.00 [Total initial obligation of patients approved for charity care {at full 207,804 172,945 380,749| 20.00
charges exciuding non-reimbursable cost centeirs) for the entire facility
21.00 [Cost of initial obligation of patients approved for charity care (line 1 44,263 36,838 81,101 21.00
times line 20)
22.00 |Partial payment by patients approved for charity care 205 1,731 1,836 22.00
23,00 |cost of charity care (l1ine 21 minus Tine 22) 44,058 35,107 79,165 23.90
24.00 |pDoes 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 {If Tine 24 is "yes," charges for patient days beyond an indigent care program's length of stay Timit ¢l 25.00
26.00 |Total bad debt expense for the entire hospital complex (see instructions} 6,524,738} 26.00
27.00 |Medicare bad debts for the entire hospital complex (see instructions} 1,021,471} 27.00
28.00 [Non-Medicare and Non-Reimbursable bad debt expense (J1ine 26 minus line 27) 5,503,267| 28.00
29.00 {Cost of non-Medicare bad debt expense (line 1 times line 28) 1,172,223} 29.00
30.00 {Cost of non-Medicare uncompensated care (line 23 column 3 plus Tine 29) 1,251,388] 30.00
31.00 {Total unreimbursed and uncompensated care cost (line 19 plus tine 30) 8,430,418| 31.00

MCRIF3Z - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form CM$-2552-10
RECLASSTFICATION AND AQJUSTMENTS OF TRIAL BALANCE OF EXPENSES provider CCN: 150046 | Period: worksheet A

From 09/01/2010
To  08/31/20111 pate/Time Prepared:
2/13/2012 12:30 pm_

iU -Cost: Center Description : - “Salaries o Total «{col.:1Reclassificati} Reclassified | 7o
S EE RIS T < : : L ‘¥icol, 72} v |ons ‘(seeAa-6)[Trial Balance | ¢

i A e g e

: 00 3.00 ] U400 s 0

GENERAL “SERVICE COST CENTERS T T T ST T S
1.00 |[CAP REL COSTS-BLDG & FIXT 3,301,445 3,301,445 158,682 3,460,127 1.00
2.00 [CAP REL COSTS-MVBLE EQUIP 3,654,198 3,654,198 1,239,131 4,893,329 2.00
3.00 [OTHER CAP REL COSTS ) 0 0 g 3.00
4.00 [EMPLOYEE BENEFITS 394,528 6,420,043 6,814,571 79,747 6,894,318| 4.00
5.00 |ADMINISTRATIVE & GENERAL 3,223,623 2,847,595 6,071,218 ~-376,744 5,694,474f 5.00
7.00 |OPERATION OF PLANT 681,203 2,370,973 3,052,176 -10,013 3,042,163 7.00
8.00 |LAUNDRY & LINEMN SERVICE 35,882 491,237 527,119 0 527,119 8&.00
9.00 |[HOUSEKEEPING 858,816 351,732 1,210,548 -1,192 1,208,356f 9.00
10,00 |DIETARY 771,496 1,426,714 2,198,210 -1,134,386 1,063,824} 10.00
11.00 |CAFETERIA 0 0 0 1,132,090 1,132,690] 11.00
13.00 |NURSING ADMINISTRATION 444,382 297,983 742,865 -48,434 694,431 13.00
16.00 |MEDICAL RECORDS & LIBRARY 411,373 273,282 684,655 -46,394 638,261| 16.00
18.00 |INSERVICE EDUCATION 188,085 66,551 254,636 -16,652 237,984 18.00

INPATIENT ROUTINE SERVICE COST CENTERS LR T A I e e e e ST e
30.00 [APULTS & PEDIATRICS 6,860,349 1,351,413 8,211,782 46,183 8,257,945 30.00
31.00 [INTENSIVE CARE UNIT 2,054,538 579,103 2,633,641 -111,771 2,521,870{ 31.00
40.00 |SUBPROVIDER - IPF 1,220,964 335,945 1,556,909 ~2,448 1,554,461 40.00
41,00 |SUBPROVIDER - IRF 1,067,559 494,524 1,562,083 -6,729 1,555,354] 41.00
43,00 |NURSERY 545,161 120,004 665,165 -50 665,115] 43.00
44.00 |SKILLED NURSING FACILITY 0 0 0 0 0{ 44,00
45,00 |NURSING FACILITY 0 0 0 0 0f 45.00
46,00 |OTHER LONG TERM CARE _ _ Q o g 0 0! 46.00

IANCILLARY SERVICE COST CENTERS e R LT e R
50.00 |OPERATING ROOM 3,123,304 2,894,862 6,018,166 -125,473 5,892,693{ 50.00
51.00 ;RECOVERY ROOM 506,230 78,537 584,767 [ 584,767 51.00
52.00 {DELIVERY ROOM & LABOR RCOM 1,135,851 269,688 1,385,539 -6,764 1,378,775 52.00
53.00 [ANESTHESIOLOGY 0 0 0 0 0] 53.00
54,00 [RADIOLOGY~DIAGNOSTIC 817,742 852,009 1,669,751 -84,070 1,585,681 54.00
54.01 [ULTRASOUND 164,050 59,882 223,932 -108 223,824} 54.01
54.02 [MAMMOGRAPHY 197,067 117,549 314,616 ~1,634 312,982} 54.02
55.00 [RADIOLOGY-THERAPEUTIC 532,247 660, 405 1,192,652 ~-48,428 1,144,224[ 55.00
56.00 {RADIOISOTOPE 174,165 615,216 789,381 0 789,381} 56.00
57.00 |CT SCAN 241,738 311,770 553,508 0] 553,508} 57.00
58.00 |MAGNETIC RESONANCE IMAGING (MRT) 127,132 125,401 252,533 -95 252,438} 58.00
59.00 | CARDIAC CATHETERIZATION 634,433 371,420 1,005,853 7,925 1,013,778} 59.00
60.00 {LABORATORY 1,330,981 1,529,132 2,860,113 -149,478 2,710,635} 60.00
60.01 |BLOOD LABORATORY 0 0 0 0 0f 60,01
61.00 |PBP CLINICAL LAB SERVICES-PRGM ONLY 0 0 0 0f 61.00
62.00 |WHOLE BLOOD & PACKED RED BLCOD CELLS 0 958,278 058,278 0 958,278} 62.00
63.00 |BLOOD STORING, PROCESSING & TRANS. 0 0 0 0] 0} 63.00
64.00 |INTRAVENOUS THERAPY [t 0 0 0] 0| 64.00
65.00 |RESPIRATORY THERAPY 1,096, 461 364,850 1,461,311 -165,921; 1,295,390} 65.00
66.00 |PHYSICAL THERAPY 1,271,423 466, 301 1,737,724 -107, 701l 1,630,023} 66.00
67.00 |OCCUPATIONAL THERAPY 0 0 1] 0 0] 67.00
68.00 |SPEECH PATHOLOGY 0 0 ) 0 0| 68.00
69.00 |ELECTROCARDIOLCGY 520,897 364,252 885,149 -3,732 881,417} 69.00
70.00 [ELECTROENCEPHALOGRAPHY 58,772 49,473 108,245 -2,364 105,881} 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 232,700 5,005,872 5,328,572 297,887 5,626,459 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENTS 0 5,409,691 5,409,691 -241,382 5,168,309 72.00
73.00 |DRUGS CHARGED TO PATIENTS 1,578,368 8,749,768 10,328,136 -128,461 10,199,675( 73.00
74.00 |RENAL DIALYSIS 538 550,869 551,407 0 551,407( 74.00
75.00 JASC (NON-DISTINCT PART) 0 0 0 0 0] 75.00
76.00 |LITHOTRIPSY 0 63,051 63,051 0 63,051| 76.00
76.01 {ENDOSCOPY 843,017 525,529 1,368,546 -27,453 1,341,093 76.01
76.02 0 0] 0 0 0] 76.02
76.03 [WOUND CARE 45,876 452,547 498,423 -2,321 496,102| 76.03
76.04 [QPIC 436, 396 94,770 531,166 -2,654 528,512] 76.04

OUTPATIENT SERVICE COST CENTERS : e ' S Y
88.00 |RURAL HEALTH CLINIC 0] 0 0 0 0| 88.00
89.00 |FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0| 89.00
90.00 |CLINIC 0 0, 0 0 0] 90.00
91.00 |EMERGENCY 1,755,988 425,814 2,181,802 -106,103 2,075,69%| 91.00
92.00 [OBSERVATION BEDS {NON-DISTINCT PART) 92.00

OTHER REIYMBURSABLE COST CENTERS o s ) j : LT A
94.00 {HOME PROGRAM DIALYSTS 0 0 0 0 0f 94.00
95.00 |AMBULANCE SERVICES 0 0 0 0 0] 95.00
96.00 |DURABLE MEDICAL EQUIP-RENTED 0 0 0 0 0] 96.00
97.00 |DURABLE MEDICAL EQUIP-SOLD 0 0 0 0 0] 97.00
98.00 |OTHER REIMBURSABLE COST CENTERS 0 0 0 0 0{ 98.00
99.00 |CMHC 0 0 0 0 (| 99.00
99_10 |CORF 0 0 0 0 ¢} 99.10

MCRIF32 - 2,15.129.0



Health Financial Systems TERRE_HAUTE REGIONAL HOSPITAL In Lieu of Form CM5-2552-10
RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES provider CCN: 150046 | Period: worksheet A
From G9/01/2010
To  08/31/201l | pate/Time Prepared:
2/13/2612 12:30 pm
.Cost Center ‘Description. Salaries il other Total (col: ;1 Reclassificatif Reclassified I
: TR S e R L+ icol; Jons (see A-6)Trial Balance
[ R : (S I o I S
A 8 e RS Henlitdd
VAL 3100 2.00 b R N R BN O i
100.00] I&R SERVICES-NOT APPRVD PRGM 0 0 0 0 01100,00
101.00| HOME HEALTH AGENCY 0 9 0 0 0{101.00
SPECIAL PURPOSE COST CENTERS . R S '

105.00{KIDNEY ACQUISITION 0 0 0 0 0{105.00
166.00|HEART ACQUISITION 0 0 0 0 0}1106.00
107 . Q0| LIVER ACQUISITION 0 0 0 0 0HG7.00
108. 00| LUNG ACQUISITION li; 0 0 0 0}108.00
109. 00 PANCREAS ACQUISITION 0] 0 0 0 0}109.00
110.00{ INTESTINAL ACQUISITION [ 0 0 0 0{110.00
111.00] ISLET ACQUISITION 0 0 0 0 01111.00
113.00; INTEREST EXPENSE 0 0 0 0{113.00
114 .00, UTILIZATION REVIEW-SNF 0 0 0 0 0}114.00
115.00{ AMBULATORY SURGICAEL CENTER (D.P.) 0 0 0 0 0p15.00
116.00; HOSPICE 0 0 0 0 0{116.00
118.00{SUBTOTALS (SUM OF EINES 1-117) 35,563,835 55,839,678 91,403,513 2,690 91,406,203[118.00

NONREIMBURSABLE COST CENTERS RO CT TR RN R S
190.00|GIFT, FLOWER, COFFEE SHOP & CANTEEN 30,016 36,869 66,885 0 66,885}190.00
191,00 RESEARCH 0 0 0 0 0§191.00
192.00; PHYSICIANS' PRIVATE OFFICES 0 0 0 0 0§192.00
193 .00/ NONPAID WORKERS 0 0 0 0 01193.00
194 .00/ 0CCUPATIONAL MFDICINE 232,356 355,153 587,509 -422 587,087}194.00
194 .01/ OTHER NONREIMBURSABLE COST CENTERS 100,610 436,928 537,538 -2,268 535,270{194.01
200.00| TOTAL (SUM OF LINES 118-199) 35,926,817 56,668,628 92,595,445 0 92,595,445(200.00

MCRIF3Z2 - 2.15.129.0



Health

Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Lieu of Form €M5-2552-10

RECLASSIFICATION AND ADJIUSTMENTS OF TRIAL BALANCE OF EXPENSES

Provider CCN:

150046

pPeriod:
From 09/01/2010
To 08/31/2011

wWorksheet A

Date/Time Prepared:

2/13/2012 12:30
Cost Center Description . s | cAadjustments | ‘Net: Expenses i EReaRt R
S e e 1 (See 'A-8) For-allocation] ..
S A T T e N s e A R

GENERAL SERVICE COST CENTERS - I R
1.00 |CAP REL COSTS-BLDG & FIXT 273,264 3,733,391 1.00
2.00 (CAP REL COSTS-MVBLE EQUIP ~-131,042 4,762,287 2.00
3.00 {OFHER CAP REL COSTS 4) 0 3.00
4,00 |EMPLOYEE BENEFITS -268,559 6,625,759 4.00
5.00 |ADMINISTRATIVE & GENERAL 8,470,667 14,165,141 5.00
7.00 [OPERATION OF PLANT 758 3,042,921 7.00
8.00 [LAUNDRY & LINEN SERVICE -39,749 487,370 8.00
9.00 {HOUSEKEEPING 9,330 1,218,686 9.00
10.00 [DIETARY 0 1,063,824 10.00
11.00 |CAFETERIA -393,210 738, 880 11.00
13.00 [NURSING ADMINISTRATION 86| 694,517 13.00
16.00 [MEDICAL RECORDS & LIBRARY ~3,525 634,736 16.00
18.00 |INSERVICE EDUCATION ~12,837| 225,147 18.00

INPATIENT ‘ROUTINE SERVICE COST CENTERS R R S AT
30.00 [ADULTS & PEDIATRICS ~-25,510 8,232,435 30.00
31.00 |INTENSIVE CARE UNIT ~82,870 2,439,000, 31.00
40.00 {SUBPRDVIDER - IPF -160,619 1,393,842 40,00
41.00 [SUBPROVIDER - IRF 3,012 1,558,366 41.00
43.00 [NURSERY -43 665,072 43,00
44,00 |SKILLED NURSING FACILITY 0 0 44,00
45.00 |NURSING FACILITY 0 0 45.00
46.00 |OTHER LONG TERM CARE 0 0 46.00

IANCILLARY SERVICE COST CENTERS :
50.00 }OPERATING ROOM -1,862,141 4,030,552 50.00
51,00 |RECOVERY ROOM Q 584,767 51.00
52,00 [DELIVERY ROOM & LABOR ROOM -43 1,378,732 52.00
53.00 [ANESTHESIOLOGY 0 0 53.00
54.00 |RADIOLOGY-DIAGNDSTIC -460,370 1,125,311 54,00
54.01 |ULTRASQUND 1] 223,824 54.01
54.02 |MAMMOGRAPHY [3] 312,982 54,02
55.00 |RADIOLOGY-THERAPEUTIC -49,051 1,095,173 55.00
56.00 |RADIOYSOTOPE 0 789,381 56.00
57.00 {CT SCAN 0 553,508 57.00
58.00 [MAGNETIC RESONANCE IMAGING (MRI) 0 252,438 58.00
58.00 [CARDIAC CATHETERIZATION 0 1,013,778 59.00
60.00 [LABORATORY 0 2,710,635 60.00
60.01 |BLGOD LABORATORY 0 ) 60.01
61.00 |PBP CLINICAL LAS SERVICES-PRGM ONLY 0 0 61.00
G2.00 {WwHOLE BLOOD & PACKED RED RLOOD CFLLS [¥) 958,278 62.00
63.00 |BLOOD STORING, PROCESSING & TRANS. 0 0] 63.00
64,00 |INTRAVENQUS THERAPY 0 0 64,00
65.00 |RESPIRATORY THERAPY 0 1,235,390 65,00
66.00 | PHYSICAL THERAPY -16,113 1,613,910 66,00
67,00 {OCCUPATIONAL THERAPY 0] 0 67.00
68.00 [SPEECH PATHOLOGY 1] 0 68.00
69,00 [ELECTROCARDIOLOGY -5,455 875,962 69,00
70.00 [ELECTROENCEPHALOGRAPHY 101 105,982 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 38 5,626,497 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENTS 0 5,168,309 72.00
73.00 |DRUGS CHARGED TD PATIENTS 0 10,199,675 73.00
74,00 |RENAL DIALYSIS 0 551,407 74.00
75.00 [ASC (NON-DISTINCT PART) 0 0 75.00
76.00 [LITHOTRIPSY 0 63,051 76.00
76.01 [ENDOSCOPY -86,333 1,254,760 76.01
76.02 0 0 76.02
76.03 |WOUND CARE -7,394 488,708 76.03
76.04 JOPIC 0 528,512 76.04

OUTPATIENT SERVICE COST CENTERS SRR
88.00 jRURAL HEALTH CLINIC 0 0 88.00
89.00 { FEDERALLY QUALIFIED HEALTH CENTER 0 0 89.00
90.00 [CLINIC [y} 4] 90,00
91.00 [EMERGENCY -22,938 2,052,761 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 92.00

OTHER REIMBURSABLE COST CENTERS : R
94.00 |HOME PROGRAM DTALYSIS 0 0 94,00
95.00 |AMBULANCE SERVICES 0 0 95,00
96.00 |DURABLE MEDICAL EQUIP-RENTED 0 [ 9¢.00
97.00 |DURABLE MEDICAL EQUIP-SOLD 0 0 97.00
98.00 |OTHER REIMBURSABLE COST CENTERS [ 0 98.00
99.00 |CMHC 0 0 99.00
99.10 |CORF 0 0 99.10
100.00{I&R SERVICES-NOT APPRVD PRGM 1] 0 100.00
101. 00| HOME HEALTH AGENCY 0, 0 101.00

MCRIF32 - 2.15.129.0



Health

Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

in Lieu of Form (MS-2552-10

RECLASSIFICATION AND ADJUSTHMENTS OF TRTAL BALANCE OF EXPENSES

provider CCN: 150046

Period: worksheet A

From 09/01/2010

To 08/31/2011| pate/Time Prepared:

2/13/2012 12:30 pm
LFoei U Cost, Center -bescription i : Adjustments '] Net Expenses i iiiin S e
A T e “i(Ses A-8) .- |For /Allocation; -
e S AL ) 6.00 ey [« R
SPECIAL PURPOSE 'COST CENTERS R ST
105.00|KIDNEY ACQUISITION [#] 0 105.00
106.00|HEART ACQUISITION 0l v 106.00
107.00|LIVER ACQUISITION 4] [} 107.00
108.00{ LUNG ACQUISITION 0 0 108.00
109.00] PANCREAS ACQUISITION 0 0 109.00
110.00] INTESTINAL ACQUISITION 0 0 110.00
111,00 ISLET ACQUISITION 0 0 111,600
113.00; INTEREST EXPENSE 0 0 113.00
114 .00 UTILIZATION REVIEW-SNF 0 0 114.00
115.00{ AMBULATORY SURGICAL CENTER (D.P.)} O 0 115.00
116 . 00| HOSPICE 0] 0 116.00
118.00|SUBTOTALS (SUM OF LINES 1-117) 5,129,454 96,535,657 118,00
NONREIMBURSABLE COST CENTERS R S el )
190.00|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 66,885 190.00
191.00|RESEARCH 0 [4) 191.00
192.00{ PHYSICIANS' PRIVATE QFFICES 0 Q 192.00
193, 00| NONPAID WORKERS 0 0 193.00
194 .00} OCCUPATIONAL MEDICINE -50,364 536,723 194.00
194,01 OTHER NONREIMBURSABLE COST CENTERS -59,617 475,653 194.01
200.00] TOTAL (SUM OF LINES 118-199) 5,019,473 97,614,918 200.00

MCRIF32 - 2.15.129.0



Health Firancial Systems TERRE HAUTE REGIOMNAL HOSPITAL in Lieu of Form CM5-2552-10
RECLASSIFICATIONS pProvider CCN: 150046 | Period: worksheet A-6

From 08/01/2010
To  08/31/2011 | pate/Time Prepared:

271372012 12:30 pm
- “Increases SRR i o
Cost Center --.. . |- Ling # ] salary - |- othér

. T 2,00 ] 3000 4.00 15000

IA - LEASES REEEVER : i T T e
1.00 CAP REL COSTS-BLDG & FIXT 1.00 0 122,751 1.00
2.00 CcAP REL COSTS-MVBLE EQUIP 2.00 0 1,239,131 2.00
3.00 0.00 0 [¢] 3.00
4.00 0.00 0 0 4.00
5.00 0.00 0 0 5.00
6.00 0.00 0 0 6.00
7.00 0.00 0 0 7.00
8.00 0.00 0 0 8.00
9.00 0.00 0 0 9.00
10.00 0.00 0 0 10.00
11.00 0.00 4] 0 11,00
12.00 0.00 0 0 12.00
13.00 0.00) 0 0 13.00
14.00 0.00 0 [ 14.00
15.00 0.00 0 0 15.00
16.00 0.00 0 0 16.00
17.00 0.00| 1) 0 17.00
18.00 0.00] 0 0 18.00
19,00 0.00 0 0 19.00
20.00 0.00 0 0 20.00
21.00 0.00 0 0 21.00
22.00 0.00] 0 0 22.00
23.00 6.00] 0 0 23.00
24,00 0.00 0 0 24.00
25.00 0.00 0 0 25.00
26.00 0.00] 0 0 26.00
27.00 6.00 0 0 27.00
28.00 0.00 0 0 28.00
29.00 0.00 0 0 29.00
30,00 | 0.00 0 0 30.00

[TOTALS 0 1,361,882

B ~ PROPERTY INSURANCE e it
1.00 CAP REL COSTS-BLDG & FIXT 1.00} 0 35,931 1.00

TOTALS ; 5,931

C - EXECUTIVE COMPENSATION : R R :
1.00 [EMPLOYEE BENEFITS 4.00 0 84,126 1.00
2.00 INURSING ADMINISTRATION 13.00 159,018 11,396 2.00

TOTALS 159,018 95,522

D - CAFETERIA T T e T T e T I R R e e T
1.00 [CAFETERIA 11,00] 397, 740] 734,350; 1.00

TOTALS I 397,740] 734,350
1.00 |MEDICAL SUPPLIES CHARGED TQ 71.00 0] 416,371 1.00

PATIENTS
2.00 0.00 0 2.00
3.00 0.00 0 0 3.00
4,00 0.00 0 0 4,00
5.00 0.00 0 0 5.00
6.00 0.00 0 0 6.00
7.00 .00 0 0 7.00
8.00 0.00 ; 0 8.00
9.00 ¢.00 0 0 9.00
10.00 0.00 0 0 10.00
11.00 0.00 0 0 11.00
12.00 0.00 0 0 12.00

TOTALS 0 416,371

F - IMPLANTABLE DEVICES o - - R AR
1.00 |IMPL. DEV. CHARGED TO 72.00 0] 92,850 1.00

PATIENTS
2.00 |CARDIAC CATHETERIZATION I 59.00 14 7,925 2,00

[TOTALS 0] 106,775
1.00 ADULTS & PEDIATRICS I 36.00] 78,797 19,@‘ 1.00

TOTALS | ] 78,757} 19,090

H - LOST CHARGES : ) - s B
1.00 [MEDICAL SUPPLIES CHARGED TO 71.00 0 3,180 1.00

PATIENTS
2.00 0.00 0 2.00
3.00 0.00 0 0 3.00
4,00 0.00 0 0 4,00
5.00 0.00 0 0 5.00
6.00 0.00 0 9 6.00
7.00 0.00 0 9 7.00

MCRIF32 -~ 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In itieu of Form CM5-2552-10
RECLASSIFICATIONS Provider CCN: 150046 1period: worksheet A-G

From 98/01/2010 .
To  ©08/31/2011 | pate/Time Prepared:

_ 2/13/2012 12:30 pm
iR : Increases .- SR . PR R [ERSE I reny
‘v.Cost Canter e Line #0 Gesalary. Other
R 2.00 Rt SRR 11| RREEan] M 1, | : 5.00 -
TOTALS ] 3,180
I '~ OBSERVATION ROOM : : o R R R
1.00 |ADULTS & PEDIATRICS 30.00 2,384 687 1.00
TOTALS 2,384 687
£00.00 Grand Total: Increases 637,939 2,767,788 500.00

MCRIF32 - 2.15.129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Lieu of Form CM5-2552-10

RECLASSIFICATIONS provider CCN: 150046 | period: worksheet A-6
From 09/01/2010
To  08/31/2011 | Date/Time Prepared:
2/13/2012 12:30 pm
R “Decreases ST : o IR
Cost Center-- . .- ..}° -Line #° salary
: CEB, 00 [ 7,005 8.00

1.00 |EMPLOYEE BENEFITS 4.00 ] 1.00
2.00 |ADMINISTRATIVE & GENERAL 5.00; 0 2.00
3.00 |OPERATION OF PLANT 7.00] 0 10,013 0 3.00
4.00 |[HOUSEKEEPING 9. 00 1] 1,192 0 4,00
5.00 DIETARY 10.00 0 2,296 ] 5.00
6.00 |NURSING ADMINISTRATION 13.00 hi; 218,848 0 6.00
7.00 [MEDICAL RECORDS & LIBRARY 16.00 0 46,394 0 7.00
8.00 [INSERVICE EDUCATION 18.00 0 16,652 0 8.00
9.00 [ADULTS & PEDIATRICS 30.00 0 53,844 0 5.00
10.00 |INTENSIVE CARE UNIT 31,00 0 108,694 0 10.00
11.00 |SUBPROVIDER -~ IPF 40.00 0 2,402 0 11.00
12.00 |SUBPROVIDER - IRF 41.00 0 6,729 [ 12.00
13.00 INURSERY 43.00 0 50 0 13.00
14.00 [OPERATING ROOM 50.00 9 112,121 0 14.00
15.00 [DELIVERY ROOM & LABOR ROOM 52.00 0 6,746 0 15.00
16.00 |RADIOLOGY-DIAGNOSTIC 54.00 0 82,549 ¢] 16.00
17.00 [MAMMOGRAPHY 54.02 0 1,302 0 17.00
18.00 |RADIOLOGY-THERAPEUTIC 55.00 0 3,590 0 18.00
19.00 |LABORATORY 60.00 0 148,528 0, 19.00
20.00 [RESPIRATORY THERAPY 65.00 0 111,453 1) 20.00
21.00 [PHYSICAL THERAPY 66.00 0 107,701 0 21.00
22.00 [ELECTROENCEPHALOGRAPHY 70.00, 0 2,364 i} 22.00
23.00 |MEDICAL SUPPLIES CHARGED TO 71.00] 0 65,449 0 23.00

PATIENTS
24.00 |DRUGS CHARGED TO PATIENTS 73.00; 1] 128,461 0 24,00
25.00 |ENDOSCOPY 76.01 0 26,377 [ 25.00
26.00 MWOUND CARE 76.03 0 1,866 0 26.00
27.00 loPicC 76.04 0, 2,654 0 27.00
28.00 [EMERGENCY 91.00 0 265 0 28.00
29,00 |GCCUPATIQNAL MEDICINE 194,00 0 422 0 29.00
30.00 [OTHER NONREIMBURSABLE COST 194,01 0 2,268 0 30.00

CENTERS R N o ]

TOTALS 0 1,361,882

B - PROPERTY INSURANCE - S SR AT o
1.00 [ADMINISTRATIVE & GENERAL | 5.00] 0] 35,933 Q‘ 1.00

TOTALS i 0] 35,931

C - EXECUTIVE COMPEMSATION 5 Do R et
1.00 |ADMINISTRATIVE & GENERAL 5.00 159,018 95,522 0 1.00
2.00 .00 2] 0 0 2.00

ITOTALS 159,018 95,522

D - "CAFETERIA : S S SR
1.00 |[DIETARY | 10.00 387,740 734,350 401 1.00

TOTALS 397,740 734,350

E - MEDTCAL SUPPLIES el — T
1.00 OPERATING ROOM 50.00 0 12,508 0 1.00
2.00 [RADIOLOGY-DIAGNOSTIC 54.00] 0 1,521 0] 2.00
3.00 JULTRASOUND 54.01 0 108 h; 3.00
4,00  [MAMMOGRAPHY 54.02 0 332 [ 4.00
5.00 |RADIOLOGY-THERAPEUTIC 55.00 0 278 0 5.00
6.00 [MAGNETIC RESONANCE IMAGING 58.00 g g5 0 6.00

(MRI)
7.00 |LABORATORY 60.00 0 950 0 7.00
8.00 |RESPIRATORY THERAPY 65.00 0 54,468 0 8.00
9.00 (ELECTROCARDIOLOGY 69.00 0 3,473 0 9.00
10.00 [IMPL. DEV. CHARGED TO 72.00 0 334,232 0 10.00

PATIENTS
11.00 [WOUND CARE 76.03 0 455 0 11.00
12.00 [EMERGENCY B 91.00 0 7,951 _ 0 12.00

TOTALS 0 416,371

F_~:IMPLANTABLE DEVICES o : R K
1.00 |RADIOLOGY-THERAPEUTIC 55.00 0 44,560 0 1,00
2.00 MEDICAL SUPPLIES CHARGED TO 71.00 0 56,215 0 2.00

PATIENTS ] o

TOTALS 0 100,775

G ~ ER BED HOLD I
1.00 [EMERGENCY 91,00/ 78,797 19,090 40] 1.00

TOTALS i 78,797 19,090

H - LOST CHARGES o T : : B
1.00 [ADULTS & PEDIATRICS 30.00 0 931; 0 1.00
2.00 [INTENSIVE CARE UNIT 31.00 0 6] ) 2.00
3.00 |SUBPROVIDER - IPF 40.00 0 46 0 3.00
4,00 [|OPERATING ROOM 50.00 0 844 0 4.00
5.00 |DELIVERY ROOM & LABOR ROOM 52.00 0, 18 0 5.00

MCRTF3Z2 - 2.15.129.0



In Lieu of Form CM5-2552-10

Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL
RECLASSIFICATIONS Provider CON: 150046 | period: worksheet A-6
From 09/01/2010
To  (8/31/2011 | pate/Time Prepared:
2/13/2012 12:30 pm
: - - Decreases .- : R e e RO g FRE BT
L Cost_Center - . - .. ‘Line # S salary Cirother i wkst A7 Ref. IR
R 6.00 7.00 - 8.00 - FUGUe0 ] 30,00 e
6.00 |ELECTROCARDIOLOGY 69.00 0 259 0 6.00
7.00 |ENDOSCOPY 1 76.01 0 1,076 0 7.00
TOTALS 0 3,180
I - OBSERVATION ROOM i LT g
1.00 JINTENSIVE CARE UNIT ] 31.00 2,384 687 _ 0 1.00
TOTALS 2,384 687
500.00 [Grand Total: Decreases 637,939 2,767,788 500.00

MCRIF3?2 - 2.15.129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

in Lieu of Form CMS-2552-10

RECONCTLTATTON OF CAPITAL COSTS CENTERS

provider CCcN: 150046

period:
From 09/01/2010
To 08/31/2011

worksheet A-7
Parts I-III

pate/Time Preparad:

2/13/2012 12 Q0 _pm
. S PRI Acquisitions B s
-Beginning .| . Purchases Donation Toral: i D}sposa1s and
BaTances o e e R : AT Ret1rements
1.00 L2000 23,00 S 40005 5000 :
PART ‘X - ANALYSIS OF CHANGES IN CAPITAL ASSET BALANCES : P K R R SR — - R e
1.00 |[tand 717, 239 3] 0 0 0] 1.00
2.00 [rand Improvements 3,079,514 86,853 0 86,853 9| 2.00
3.00 [Buildings and Fixtures 30,548,761 i} 0 0 0 3.00
4.00 |Building Improvements 0 0 0 0 0f 4.00
5.00 |{Fixed Equipment 21,951,820 85,893 0 85,893 ¢} 5.00
6.00 |Movable Equipment 60,164,580 2,182,777 0 2,182,777 374,322 6.00
7.00 |HIT designated Assets 0 0 0 0 0y 7.00
8.00 |[subtotal {sum of lines 1-7} 116,461,914 2,355,523 0 2,355,523 374,322} 8.00
9.00 |Reconciling Items 4] 0 9 0 0 92.00
10.00 |7Total (line & minus line 9) 116,461,914 2,355,523 0 2,355,523 374,322 10.00
it e S ST —= n""'f-f_SUHMARY oF CAPITAL T : 255 —
: COSt_CenteruDeSCPiption- ' Depreciation“ : _?Lease ﬂf' ’ Interest _'Insurance (see Taxes (see o
BRI i ] g : 3'-1nstruct10ns) nstruct1ons) s
' : ' : 9.00 - 10 00 §. 11.00 . CA2,00 I '13 00
PART Iz - m—:coucnnnou OF -AMOUNTS FROM WORKSHEET A, COLUMN -2, "LENES 1-apd 2 ~ - - s e
1.00 [CAP REL COSTS-BLDG & FIXT 2,070,163 0 0 0 1 231 282 1.00
2.00 [CAP REL COSTS-MVBLE EQUIP 3,654,198 0 0 0 2.00
3.00 jvotal {sum of lines 1-2) 5,724,361 0 0 0 1,231,282 3.00
o : DT ) COMPUTATION OF RATJ_Z_OS. SHALLOCATION (QF |t i s
: 2 . - : : S OTHER CAPITAL " i
Cost Center:-Description - _ Grqss-Assets cap1ta1azed 1 Gross -Assets | Ratio:{see':}.'. Insurance
o i - - Leases 1 - for ‘Ratio 1nstruct1ons)'. o :
S coaleel 3 acall - -
) L : L e 1.00 7 2.00 © 3,00 C 400
PART III - RECONCILIATION OF CAPITAL CQSTS CENTERS o i Co o e o
1.00 |CAP REL COSTS-BLDG & FIXT 0 o, 0 1.000000] 0{ 1.00
2.00 |CAP REL COSTS-MVBLE EQUIP 0 0 0] 0.000000 0 2.00
3.00 |[Total (sum of Tines 1-2) 0 0 0 1. 000000 0{ 3.00

MCRIF32 - 2.15.1292.0



Health Financial Systems

TERRE_HAUTE REGIONAL HOSPITAL

In Lieu of Form CMS-2552-10

RECONCILIATION OF CAPITAL COSTS CENTERS provider CCN: 150046 ) Period: wWorksheet A-7
From 09/01/2010 | parts I-IIX
Yo  08/31/2011 | pate/Time Prepared:
2/13/2012 12:30 pm
“: jEnding ‘Balance] o Fully.; PRI B
b Deprec1ated o
Assets o] o
- s : : : 6.00 7,000
PART:I - ANALYSIS OF CHANGES IN CAPITAL 'ASSET ‘BALANCES -
1.00 |rand 717,239 [¢] 1.00
2.00 (tand Improvements 3,166,367 0 2.00
3.00 {Buildings and Fixtures 30,548,761 0 3.00
4.00 [guilding Improvements s 0 4.00
5.00 {Fixed Equipment 22,037,713 0 5.00
6.00 |Movable Equipment 61,973,035 0 6.00
7.00 [HIT designated Assets 0 0 7.00
8.00 isubtotal (sum of }ines 1-7) 118,443,115 0 8.00
9.00 !Reconciling Ttems 0 0 9.00
10.00 jTotal {1ine 8 minus Tine 9 118,443,115 0 10.00
: : ) C LR -"'SUMMARYOF:CAPITAL-*-Eii* ERE . R
Cost Center Description .7 " | Ciother i P‘ota‘l (1) (suw.
T e : Ca;ntaT Re1a.te of:cols. :
dicosts (see’ through 14)
mstructmns) :
14,000 15 00 s
PART IT - ‘RECONCILIATION OF AMOUNTS FROM WORKSHEET A, "COLUMN ‘2, LINES 1 and 2
1.00 |CAP REL COSTS-BLDG & FIXT 0 3,301,445 1.00
2.00 |CAP REL COSTS~-MVBLE EQUIP 0 3,654,198 2.00
3.00 |Total (sum of lines 1-2) 0 6,955,643 3.00
b S Cre ALLOCATION OF OTHER CAPZTAL SUMMARY "QF - S
- " Cost: Center ‘Description- . ' Taxes. Other Tota'l (suzn of ‘Depreciation Lease
i S PO I DA I ‘Capital-Relatel - ‘cols, 57} S S
Jivd costsal | through 7Y ] L -
- L - S G 00 CFL00 R g R0 e g 00 T 10 00
PART III - RECONCILIATION OF CAPITAL COSTS CENTERS R e S
1.00 |CAP REL COSTS-BLDG & FIXT 0 0 0 2,343,427 122, 751 1.00
2.00 |CAP REL COSTS-MVBLE EQUIP 0 0 0 3,523,156 1,239,131 2.00
3.00 |votal {sum of 1ines 1-2) 0 0] 0 5,866,583 1,361,882 3.00

MCRIF3Z2 - 2.15.129.0



Health Financial Systems
RECONCILIATION OF CAPITAL COSTS CENTERS

TERRE HAUTE REGIONAL HOSPITAL

Provider CCN: 150046 i p

In Lieu of Form (MS-2552-10
eriod: worksheet A-7
From 09/01/2010 | Parts I-III

To  08/31/2011] pate/Time Prepared:

2/13/2012 12:30 pm
+- SUMMARY "OF CAPITAL DR e

- ‘cost Center. bescription.: - Interest i |Insurance (see| ‘Taxes:(see: ther . “irotal {(2):(sum

S e RN “-iinstructions) {instructions) Capital-Relate] “of cols. 9

B T “1'd ‘Costs ‘(see | through 14) -

o e instructions):| s

: S e T : 31.00 12,00 4,007 5000

PART -ITY - RECONCILIATION OF CAPITAL COSTS CENTERS o W BRI S T e T S R T
1.00 |CaP REL COSTS-BLDG & FIXT 0 1,231,282 a 3,733,391; 1.00
2.00 |CaP REL COSTS-MVBLE EQUIP 0 0 0 4,762,287 2.00
3.00 jtotal (sum of Tines 1-2) 0 1,231,282 0] 8,495,678 3.00

MCRIF32 - 2,15.1729.0



Health Finanrcial Systems

TERRE _HAUTE REGIONAL HOSPITAL

It Lieu of Form CMS-2552-10

ADJUSTMENTS TO EXPENSES

provider CcN: 150046 | reriod:
From (9/01/2Q10
To (8/31/2011

worksheet A-8

Date/Time Prepared:

2/13/2012 12:30 pm
s o Expense 'Classification on worksheet A
iTo/From which ‘the Amount 1s to be Adjusted| "
= . isasis/code (2) JiCostiCenter MR
1.00 |Investment income - buildings and fixturss 0,CAP REL COSTS-BLDG & FIXT 1.006{ 1.00
(chapter 2)
2.00 |Investment income - movable equipment 0:CAP REL COSTS-MVBLE EQUIP 2.001 2.00
(chapter 2)
3.00 |Investment income - other (chapter 2) [¢] 0.406f 3.00
4.00 (Trade, quantity, amd time discounts (chapter 0 0.00| 4.00
8)
5.00 |refunds and rebates of expenses (chapter 8} 0 0.00f 5.00
6.00 {Rental of provider space by suppliers 0 0.00f 6.00
(chapter 8)
7.00 Telephone services (pay stations excluded) 0 0.09] 7.00
(chapter 21)
8.00 |Television and radio service (chapter 21) 0 0.00{ 8.00
9.00 |Parking 1ot (chapter 21} 0 0.0} 9.00
10.00 {Provider-based physician adjustment A-8-2 -2,746,519 10.00
11.00 |sate of scrap, waste, etc. (chapter 23) 0 4.00) 11.00
12.00 |Related organization transactions (chapter A-8-1 8,778,037 12.00
10)
13.00 |[taundry and Tinen service 0 0.006f 13.00
14,00 |cafeteria-employees and guests 0 0.00f 14.00
15.00 {rRental of quarters to employee and others 0 0.00[| 15.00
16.00 ;sale of medical and surgical supplies to 0 0.00{ 16.00
other than patients
17.00 [sale of drugs to other than patients 0 0.00] 17.00
18.00 |sale of medical records and abstracts 0 0.00] 18.00
19.00 [Nursing school (twition, fees, books, etc.) 0 0.00{ 19.00
20,00 {vending machines 0 G.06} 20.00
21.00 [Income from imposition of interest, finance [0 0.06} 21.00
or penalty charges {chapter 21)
22.00 |Interest expense on Medicare overpayments 0, 0.00( 22.00
and borrowings to repay Medicare
overpayments
23.00 |adjustment for respiratory therapy costs in A-8-3 ORESPIRATORY THERAPY 65.00{ 23.00
excess of Timitation (chapter 14)
24,00 jAadjustment for physical therapy costs in A-8-3 O[PHYSICAL THERAPY 66.00] 24.00
excess of Tlimitation (chapter 14)
25.00 jutilization review - physicians® QUTILTIZATION REVIEW-SNF 114.00¢ 25.00
compensation (chapter 21) '
26.00 [Depreciation - buildings and fixtures OiCAP REL COSTS-BLDG & FIXT 1.00f 26.00
27.00 [pepreciation - movable equipment 0.CAP REL COSTS-MVEBLE EQUIP 2.001 27.00
28.00 |Non-physician Anesthetist Oj*** Cost Center Deleted ##** 19.00{ 28.00
29,00 [pPhysicians' assistant 0 0.00] 29.00
30.00 |adjustment for occupational therapy costs in A-8-3 Q0CCUPATIONAL THERAPY G7.00] 30.00
excess of Timitation (chapter 14)
31.00 jAdjustment for speech pathology costs in A-8-3 OISPEECH PATHOLOGY 68.00] 31.00
excess of limitation {(chapter 14)
32.00 |cai HIT Adjustment for Depreciation and g 0.00f 32.00
Interest
33.00 |X-RAY COPY B -105[RADIOLOGY-DIAGNOSTIC 54,00} 33.00
33.01 |CAFETERTIA B -393, 210/CAFETERTA, 11.00f 33.01
33.02 {OCCUPATIONAL HEALTH B -15/PHYSICAL THERAPY 66,.00| 33.02
33.03 JEDUCATION OTHER B -12,837|INSERVICE EDUCATION 18.00] 33.03
33.04 |MEDICAL RECORDS B ~3,525MEDICAL RECORDS & LIBRARY 16.00{ 33.04
33.05 [DONATIONS & GIFTS B ~GOADMINISTRATIVE & GENERAL 5.00{ 33.05
33.06 {BADGE DEDUCTIONS B ~340/ADMINISTRATIVE & GENERAL 5.00] 33.06
33.07 {COoMP. REHAB B -14,773|PHYSICAL THERAPY 66.00; 33.07
33.08 |OTHER B -25,820ADMINISTRATIVE & GENERAL 5.00] 33.08
33.09 |INTEREST INCOME B -37,037IADMINISTRATIVE & GENERAL 5.06| 33.09
33.10 JUNCLAIMEO PROPERTY B -3, 16GADMINISTRATIVE & GENERAL 5.00f 33.10
33,11 [PATIENT ACCOUNT INTEREST A -1, 748 ADMINISTRATIVE & GENERAL 5.00f 33.11
33.12 [PATIENT TELEPHONES A -6,639EMPLOYEE BENEFITS 4,00} 33.12
33.13 |{PATIENT TELEPHONES A ~34,933ADMINESTRATIVE & GENERAL 5.00] 33.13
33.14 |PATIENT Tv's A -61ICAP REL COSTS-MVBLE EQUIP 2.00] 33.14
33.15 [PATIENT TV'S A -39,749LAUNDRY & LINEN SERVICE 8.00) 33.15
33.16 |ADMIN TRAVEL A -919IADMINISTRATIVE & GENERAL 5.00} 33.16
33.17 [ADMIN MEALS A -3,008ADMINISTRATIVE & GENERAL 5.00| 33.17
33.18 |MISC. A -1,435ADULTS & PEDIATRICS 30.00] 33.18
33.19 |MIsC. A -2,194|EMPLOYEE BENEFITS 4.00] 33.19
33,20 |MIsC. A ~18,673ADMINISTRATIVE & GENERAL 5.00] 33.20
33.21 |OTHER A ~1,359/ADMINISTRATIVE & GENERAL 5.00{ 33.21

MCRIF32 - 2,15.129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Lie

u of Form (M5-2552-10

ADJUSTMENTS TO EXPENSES

pProvider CCN: 150046 |Period:
From (9/01/2010
To 08/31/2011

wWorksheet A-8

2/13/2012 12:

Date/Time Prepared:

30 _pm
SiiivhExpense /Classification:on Worksheet:a e
* | To/From which . the ‘Amount :is. To 'be ‘Adjusted| .
5 vBasis/Code 1(2) ' Cost Center = .- -
D DR : CEonn Q0 FEEE 2000 e 3,00 4.00
33.22 |NONPATEENT GIFTS A -26,303EMPLOYEE BENEFITS 4.00{ 33.22
33.23 [NONPATIENT GIFTS A -34,705ADMINISTRATIVE & GENERAL 5.00] 33.23
33.24 [NONPATIENT GIFTS A ~32G/ADULTS & PEDIATRICS 30.00{ 33.24
33.25 |NONPATIENT GIFTS A ~43NURSERY 43,00] 33.25
33.26 |NONPATIENT GIFTS A -571l0PERATING ROOM 50,00] 33.26
33.27 |NONPATIENT GIFTS A -43DELIVERY ROOM & LABOR ROOM 52.00] 33.27
33.28 |NONPATIENT GIFTS A —424iRADIOLOGY-DIAGNOSTIC 54.00] 33.28
33.29 [NONPATIENT GIFTS A -500RADIOLOSY-THERAPEUTIC 55.00{ 33.29
33.30 [NONPATIENT GIFTS A -123[EMERGENCY 91,00] 33.30
33.31 |NONPATIENT GIFTS A ~8440THER NONREIMBURSABLE COST 194.01] 33.31
%ENTERS
33.32 {PATEENT GIFTS A -1,2860PERATING ROOM 50.00f 33,32
33.33 |PATIENT GIFTS A -1, 904[RADTOLOGY-THERAPEUTIC 55.007 33.33
33.34 |PATIENT GIFTS A -1,472[PHYSICAL THERAPY 66.00] 33.34
33.35 [SPOUSE TRAVEL A -1,162ADMINISTRATIVE & GENERAL 5.00} 33.35
33.36 [ALCOHOL A -9, 258ADMINISTRATIVE & GENERAL 5.00] 33.36
33.37 [ALCOHOL A -147|SUBPROVIDER - IPF 40.00{ 33.37
33.38 (ALCOHOL A ~75/0THER NONREIMBURSABLE COST 194.01] 33.38
ENTERS
33.39  ENTERTAINMENT A -84.0CCUPATIONAL MEDICINE 194.00] 33.39
33.40 [COUNTRY CLUB DUES A -1,705ADMINISTRATIVE & GENERAL 5.00f 33.40
33.41 [ PHYSICIAN RECRUITMENT A -39, 113 ADMINESTRATIVE & GENERAL 5.00f 33.41
33.42 [PHYSICIAN RECRUITMENT A 234 0PERATING ROOM 50.00] 33.42
33.43 |PHYSICIAN RECRUITMENT A 55,0(:)0| DMINISTRATIVE & GENERAL 5.00f 33.43
33.44 [NONALLOWABLES A —15,328IADMINISTRATIVE & GENERAL 5.00] 33.44
33,45 |NONALLOWABLES A —96.0THER NONREIMBURSABLE COST 194.01) 33.45
CENTERS
33.46 |LOBBYING DUES A -1,24S}ADMINISTRATIVE & GENERAL 5.00{ 33.46
33.47 {LEGAL FEES A -13,064ADMINISTRATIVE & GENERAL 5.00{ 33.47
33.48 [BUILDING DEPRECIATION A 167,988 CAP REL COSTS-BLDG & FIXT 1.00] 33.48
33.49 [MME DEPRECIATION A -183,925/CAP REL COSTS-MVBLE EQUIP 2.00] 33.49
33.50 (CAPITALIZED SOFTWARE A -82,870[INTENSIVE CARE UNIT 31.00§ 33.50
33.51 (CAPITALIZED SOFTWARE A -46,647RADIOLOGY-THERAPEUTIC 55.001 33.51
33.52 |REHAB START-UP COST AMORTIZATION A 3,012[SUBPROVIDER - IRF 41.001 33.52
33.53 {WOUND CARE AMORTIZATION A 7, 477W0UND CARE 76.03§ 33.53
33.54 |SOFTWARE AMORTIZATION A 51,214*CAP REL COSTS-MVBLE EQUIP 2.00} 33.54
33.55 {CAPITALIZED SOFTWARE A 93,284 CAP REL COSTS-BLDG & FIXT 1.00§ 33.55
33.56 |LOBBYING DUES A ~10, 52HADMINISTRATIVE & GENERAL 5.00] 33.56
33.57 [MOB A ~341IADMINISTRATIVE & GENERAL 5.007 33.57
33.58 [MOR A ~90¥EMPLOYEE BENEFITS 4.007 33.58
33,59 [MINOR EQUIPMENT DEPRECIATION A 1'595EG\P REL COSTS-MVBLE EQUIP 2.00] 33.59
33,60 [USEFULL LIFE ADJUSTMENT A -44,340-*@1) REL COSTS-BLDG & FIXT 1.00] 33.60
33.61 [VENDING ADJUSTMENT A ~-8000PERATION OF PLANT 7.00] 33.61
33.62 |VENDING ADJUSTMENT A —2,349=;CAP REL COSTS-BLDG & FIXT 1.00§ 33.62
33.63 |PHYSICIAN RECORDS STORAGE A -28,699.0PERATION OF PLANT 7.00] 33.63
33.64 |CONSULTING A ~178,118ADMINISTRATIVE & GENERAL 5.00] 33.64
33.65 |ADVERTISING A ~3,128 EMPLOYEE BENEFITS 4,007 33.65
33.66 |CONTRIBUTIONS A ~-58,602,0THER NONREIMBURSABLE COST 194.01{ 33.66
(CENTERS
33.67 0 0.00] 33.67
33.68 0 0.00] 33.68
33.69 0 0.00] 33.69
33.70 0 0.00! 33.70
33.71 0 0.00; 33.71
33.72 0 0.00 33.72
33.73 0 0.00] 33.73
33.74 0 0,00 33.74
33.75 0 0.00] 33.75
33.76 0 0.00} 33.76
33.77 0 0.00} 33.77
33.78 0 0.006} 33.78
33.79 0 0.00} 33.79
33.80 0 0.00} 33.80
33.81 0 0.00} 33,81
33.82 4] 0.00] 33.82
33.83 0 0.00] 33.83
33.84 0 0.00] 33.84
33.85 0 0.00f 33.85
33. 86 0 0.00| 33.86

MCRIF32 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPIFAL In Lieu of Form CMS-2552-10

ADJUSTMENTS TO EXPENSES provider CCN: 150046 | Period: worksheet A-8
From 0%/01/2010
To  08/31/2011 | pate/Time Prepared:

2/13/2012 12:30 pm
et eoExpensesClassification on Worksheetiarof oot
~iTo/From whichithe Amount is to be Adjustedi .

. Basis/code ()| - Amountiiiif ‘Cost Center . - o] iLine #5000
1.00 2,00 T 3,00 R N B
33.87 Ly 06.00] 33.87
33.88 L4} 0.00; 33.88
331.89 0 0.00] 33.89
33,90 0 0.00} 33.90
33.91 0 0.00f 33.91
33.92 0 0.00} 33,92
33.93 0 0.00f 33.93
33.94 0 0.00} 33.94
33.95 0 0.00} 33.95
33.96 1] 0.00} 33.96
33.97 0 0.00} 33.97
33.98 Q 0.00f 33.98
33.99 0 0.00] 33.99
50,00 |TOTAL (sum of lines 1 thru 49) (Transfer to 5,019,473 50.00

worksheet A, column 6, Tine 200.)

MCRIF32 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form CM5-2552-10
ADJUSTMENTS TO EXPENSES provider CCN: 150046 | period: worksheet A-8
From 09/01/2010
To  08/31/2011{ Date/Tima Prepared:
2/13/2012 12:30 pm
kst A-7 Ref.|” R IR Rt ) B
1.00 [Investment income - buildings and fixtures 0 1.00
(chapter 2)
2.00 |Investment income - movable equipment 0 2.00
(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 0 6.00
{chapter 8)
7.00 {Telephone services {pay stations excluded) ¢ 7.00
(chapter 21)
8.00 |[Television and radio service (chapter 21) 1] 8.00
9.00 :parking lot (chapter 21} ) 9.00
10.00 ;provider-based physician adjustment 0 1¢.00
11.00 {sale of scrap, waste, etc, (chapter 23) 0] 11.00
12.00 {Related organization transactions (chapter 0, 12.00
10)
13.00 [Laundry and Tinen service 0 13.00
14.00 [cafeteria-employees and guests 0 14.00
15.00 [Rental of quarters to employee and others 0 15.00
16.00 [Sale of medical and surgical supplies to 0 16.00
other than patients
17.00 [sale of drugs to other than patients 0 17.00
18.00 |sale of medical records and abstracts 0 18.00
19.00 |Nursing school (tuition, fees, books, etc.} 0 19.00
20.00 |vending machines 0 20.00
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
overpayments
23.00 jAdjustment for respiratory therapy costs in 23.00
excess of limitation (chapter 14)
24.00 |Adjustment for physical therapy costs in 24.00
excess of Timitation {chapter 143
25.00 jutilization review - physicians’ 25,00
compensation (chapter 21)
26.00 iDepreciation - buildings and fixtures 0 26.00
27.00 (pepreciation - movable equipment 0 27.00
28.00 [Non-physician Anesthetist 28.00
29.00 fphysicians® assistant 0 29.00
30.00 (Adjustment for occupational therapy costs in 30.00
excess of limitation (chapter 14)
31.00 (Adjustment for speech pathology costs in 31.00
excess of limitation {chapter 14)
32.00 [cad HIT adjustment for Depreciation and 0 32.00
Interest
33.00 |X-RAY COPY 0 33,00
33.01 {CAFETERIA 0 EEN N
33.02 |OCCUPATIONAL HEALTH 0 33.02
33.03 |EDUCATION OTHER 0 33.03
33.04 [MEDICAL RECORDS 0 33.04
33.05 |DONATIONS & GIFTS 0 33.05
33.06 |BADGE DEDUCTIONS 0 33.06
33.07 |coMP. REHAB 0 33.07
33.08 |OTHER 0 33.08
33.09 |INRTEREST INCOME 0 33.09
33.10 JUNCLAIMED PROPERTY [ 33.10
33.11 |PATIENT ACCOUNT INTEREST 0 33.11
33.12 [PATIENT TELEPHONES 4] 33,12
33.13 |PATIENT TELEPHONES 1] 33.13
33.14 |PATIENT TV'S 9 33.14
33.15 |PATIENT TV'S 0 33,15
33.16 |ADMIN TRAVEL 0 33.16
33.17 |ADMIN MEALS 0] 33.17
33.18 [MISC. 0] 33.18
33.19 jMISC. 0 33.19
33.20 [MISC. i 33.20
33.21 [OTHER 0 33.21
33.22 [NONPATIENT GIFTS 0 33.22
33.23 |NONPATIENT GIFTS 0 33.23
33,24 {NONPATIENT GIFTS 0 33.24
33.25 |NONPATIENT GIFTS 0 33.25
33.26 |NONPATIENT GIFTS 0 33.26
33,27 |NDNPATIENT GIFTS 0 33.27

MCRIF32 - 2.15.129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Lieu of Form CMS-2552-10

ADJUSTMENTS TQO EXPENSES

Provider CCH: 150046

period:
From 09/01/2010
To 08/31/2011

worksheet A-8

bate/Time Prepared:

2/13/2012 12:30 pm

LT kst A-7 Ref,] RS TR IUE
33,28 |NONPATIENT GIFTS 1] 33.28
33,29 |NONPATIENT GIFTS 0 33.29
33,30 |NONPATIENT GIFTS 0 33.30
33.31 |NONPATIENT GIFTS 0 33.31
33.32 |PATIENT GIFTS 0 33.32
33.33 |PATIENT GIFTS 0 33.33
33.34 |PATIENT GIFTS 0 33.34
33.35 [SPOUSE TRAVEL [ 33.35
33.36 |ALCOHOL 0 33.36
33.37 |ALCOHOL 0 33.37
33.38 [ALCOHOL 0 33.38
33.39 [ENTERTAINMENT 0 33.39
33.40 |COUNTRY CLUB DUES 0 33.40
33.41 |PHYSICIAN RECRUITMENT 0 33.41
33.42 |PHYSICIAN RECRUITMENT 0 33.42
33.43 |PHYSICIAN RECRUITMENT 0 33.43
33.44 |NONALLOWABLES 0 33.44
33,45 |NONALLOWABLES 0] 33.45
33,46 |LOBBYING DUES 0] 33.46
33.47 |LEGAL FEES l 33.47
33.48 |BUILDING DEPRECIATION 9 33.48
33.49 |MME DEPRECIATION 9 33.49
33.50 |CAPITALIZED SOFTWARE 0 33.50
33.51 |CAPITALIZED SOFTWARE 0 33.51
33.52 |REHAB START-UP COST AMORTIZATION 0 33.52
33.53 [WOUND CARE AMORTIZATION 0 33.53
33.54 {SOFTWARE AMORTIZATION 9 33.54
33.55 |CAPITALIZED SOFTWARE g 33.55
33.56 [LOBBYING DUES 0 33.56
33.57 MO8 0 33.57
33.58 [MoB 0 33.58
33.59 |MINOR EQUIPMENT DEPRECIATION 9 33.59
33.60 |USEFULL LIFE ADJUSTMENT 9 33.60
33.61 |VENDING ADJUSTMENT 0 33.61
33.62 |VENDING ADJUSTMENT 9 33.62
33.63 |PHYSICIAN RECORDS STORAGE 0 33.63
33.64 |CONSULTING 0 33.64
33.65 |ADVERTISING 0 33.65
33.66 [CONTRIBUTIONS 0 33.66
33.67 0 33.67
33.68 0 33.68
33.69 0 33.69
33.70 0 33.70
33.71 0 33.71
33.72 0 33.72
33.73 0 33.73
33.74 0 33.74
33.75 0 33.75
33.76 0 33.76
33.77 0 33.77
33.78 0 33.78
33.79 0 33.79
33.80 ) 33.80
33.81 g 33.81
33.82 0 33.82
33.83 ) 33.83
33.84 0 33.84
33.85 0, 33.85
33.86 0 33.86
33.87 0 33.87
33.88 0 33.88
33.89 0 33.89
33.90 0 33.90
33.91 0 33.91
33.92 0 33.92
33.93 0 33.93
33.94 0 33.94
33.95 0 33.95
33.96 0 33.96
33.97 0 33.97
33.98 0 33.98
33.99 Q 33.99
50.00 |TOTAL (sum of Tines 1 thru 49) (Transfer to 50,00

worksheet A, columh 6, Tine 200.)

MCRIF3Z - 2.15,129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form cMs-2552-10
STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME Providaer CCN: 150046 Eeriug§/01/2010 worksheet A-8-1
rom
OFFICE COSTS To  08/31/2011] pate/Time Prepared:
2/13/2012 12:30 pm
il iiiinesNo -7 gost Center oo nfiii L Expense Ttems.iifooof
el TR ey T 1T M [ AT TR E 15 11 Rl
[A. “COSTS . INCURRED AND ADJUSTMENTS REQUIRED ‘AS ‘A RESULT OF TRANSACTIONS WITH RELATED :ORGANIZATIONS OR CLAIMED

1.00 4.00[EMPLOYEE BENEFITS [DMS 1.00
2.00 5. 00/ADMINISTRATIVE & GENERAL DMS 2.00
3.00 9. 00HOUSEKEEPING DMS 3.00
4.00 306.00A0ULTS & PEDIATRICS DMS 4.00
4.01 194 .000CCUPATIONAL MEDICINE DMS 4,01
4.02 194.010THER NONREIMBURSABLE COST [DMS 4,02

ENTERS
4,03 5.00ADMINISTRATIVE & GENERAL HPG 4.03
4.04 5.00ADMINISTRATIVE & GENERAL 1T&S 4,04
4.05 5. 00ADMINISTRATIVE & GENERAL HOME OFFICE MGT. FEE 4.05
4.06 5.00ADMINISTRATIVE & GENERAL OME OFFICE DIRECT COMP. 4.06
4.07 5.00ADMINISTRATIVE & GENERAL SHARED SERVICE CENTER 4,07
4.08 5.00ADMINISTRATIVE & GENERAL SHARED SERVICE CENTER BUDGET|} 4.08
4,09 5.00ﬁDMINISTRAJIVE & GENERAL SUPPLY CHAIN 4.09
4,10 5, 00ADMINISTRATIVE & GENERAL PAYROLL 4.10
4.11 S.QDADMINESTRATIVE & GENERAL [CAPITAL DIVISION IT&S 4.11
4,12 S.OOfDMINISTRATIVE & GENERAL HIM 4.12
4,13 S.OOﬁDMINISTRATIVE & GENERAL REVENUE INTEGRITY 4,13
4.14 S.GOfDMINISTRATIVE & GENERAL REDENTIALING 4,14
4.15 S.GDfDMINISTRATIVE & GENERAL BEHAVIORAL HEALTH 4.15
4.16 S.OOfDMINISTRATIVE & GENERAL ICALL CENTER 4.16
4.17 5.00ADMINISTRATIVE & GENERAL PHYSICEAN RECRULITING 4.17
4.18 5.00ABMINISTRATIVE & GENERAL LPRACTICE 4.18
4.19 5.00ADMINISTRATIVE & GENERAL GENERAL INSURANCE 4,19
4.20 5.00/ADMINISTRATIVE & GENERAL PHYSICIAN SALES 4,20
4.21 5.00ADMINISTRATIVE & GENERAL CAPITAL DIVISION ALLOCATION 4,21
4,22 194.01OTHER NONREIMBURSABLE COST CAPITAL DIVISION ALLOCATION 4,22

CENTERS
4,23 30.00ﬁDULTS & PEDIATRICS REGIONAL PARTNERS 4.23
4.24 50.00PPERATING ROOM REGICNAL PARTNERS 4.24
4,25 76.040PIC REGIONAL PARTNERS 4.25
4,26 S.OOIDMINISTRATIVE & GENERAL RAPIDES REGIONAL MEDICAL 4.26
4.27 5.00ﬁDMINISTRATIVE & GENERAL ITRISTAR DIVISION 4.27
4.28 73.00PRUGS CHARGED TO PATIENTS PORTSMOUTH REGIONAL HOSPITAL| 4.28
4.29 73.00DPRUGS CHARGED TO PATIENTS RESTON MEDICAL CENTER 4.29
4.30 5.00ADMINISTRATIVE & GENERAL INTERCOMPANY INTEREST 4,30
4.31 5.O0ADMINISTRATIVE & GENERAL HOME OFFICE INTEREST 4.31
4,32 l.OOFAP REL COSTS-BLDG & FIXT POB HOSPITAL SPACE 4,32
4,33 2.00CAP REL COSTS-MVBLE EQUIP POB HOSPITAL SPACE 4,33
4.34 5.00ADMINISTRATIVE & GENERAL POB HOSPITAL SPACE 4.34
4.35 7 .000PERATION OF PLANT POB HOSPITAL SPACE 4,35
4.36 9.00ﬁ0USEKEEPING POB HOSPITAL SPACE 4.36
4.37 71.00MEDICAL SUPPLIES CHARGED TO IALL ABOUT STAFFING 4.37

PATIENTS
4.38 70. 00JELECTROENCEPHALOGRAPHY IALL, ABOUT STAFFING 4.38
4.39 GG.OOFHYSICAL THERAPY IALL ABOUT STAFFING 4.39
4.40 13.00FURSING ADMINISTRATION IALL ABOUT STAFFING 4,40
4.41 4.00FMPLOYEE BENEFITS IALL ABOUT STAFFING 4.41
4,42 4.00FMPLOYEE BENEFITS RESTORATION PLAN EXPENSE 4,42
4.43 4, 00EMPLOYEE BENEFITS SELF INSURANCE POOLING 4.43

IAJUSTMENT

4.44 G. 00| 4.44
4.45 0.00 4.45
4,46 0.00 4,46
4,47 0.00 4.47
4,48 0.00 4.48
4,49 0.00] 4.49
4.50 0.00 4.50
4.51 0.00 4.51
4,52 0.00 4.52
4.53 0.00 4.53
4.54 0.00 4.54
4,55 0.00 4.55
4.56 0.00 4.56
4.57 0.00 4,57
4.58 0.00 4.58
4.59 0.00 4,59
4,60 0.00 4.60
4.61 0.00 4.61
4,62 0.00 4,62
4.G3 0.00 4,63
4. 64 0.00 4,64
4,65 0.00 4,65

MCRTIF32 - 2,15.129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Lieu of Form CM§5-2552-10

STATEMENT OF COSTS OF SERVICES FROM RELATED DRGANIZATIONS AND HOME provider CCN: 150046 | period: wWorksheet A-8-1
OFFICE COSTS From 99/01/2010
To 08/31/2011 | pate/Time Prepared:

2/13/2012_12

30 pm

“Line No.

-nCost Cepter i

B Expense Items

1.00

Taan

3.00

COWVWVWWLYLLWWWWLOoOoe 000000030000~ ™™=y

TOTALS (sum of lines 1-4).

6, tine 5 to worksheet A-8,

Transfer column
cotumn 2, Tine

pasAAAAABAASAARAAAAARDAARARRSSSSSSSAEASRTS

COVUVLOUVWUDWOLUWPYWWLOHOXPDODOWOMONOOO00O00™ SNSRI D D]
QU ~NNGS8WNEQOUONOIVILAWNREQWOUWESNOWVLEWNEQWOD~NG .

1z,
# The amounts on lines 1-4 (and subscripts as appropriate) are transferred in detail to Worksheet A, column &, lines as
appropriate. Positive amounts increase cost and negative amounts decrease cost. For related organ1zatlon or home office cost
which has not been posted to worksheet A, columns 1 and/or 2, the amount allowable should be indicated in co”lurnn 4 of t!-ns par‘t
S L R A '“-:ﬁ--“:asﬁ'."*-"jSmeoi'(l)fi AR Sl percentages of [ . . :
R : ':ownersh1p
-1.00 - 3. 00

[B. INTERRELATIONSHIP TO RELATED ORGAHIZATION(S) AND/OR HOME OFFICE. :

The secretary, by virtue of the autherity granted under section 1814(b){1) of the Social Security Act, requires that you furnish
the information requested under part B of this worksheet.

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

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 not acceptable for purposes

reimbursement under title XvIII.

If you do not provide all or any
of claiming

6.00 B 100. 00| 6.00
7.00 B 51.66] 7.00
8.00 B 100.00, 8.00
9.00 B 100,00, 9.00
10.00 B 100.00 10.00
10.01 B 100.00 10.01
10,02 B 100.00 10.02
10.03 B 100.00 10.03
10.04 B 100.00 10.04
10.05 B 100.00 10.05
10.06 0.00 10.06
10.07 0.00 10.07
10.08 0.00 10.08
10.09 0.00 10.09
10.10 0.00 10,10
100.00|G. other (financial or non-financial) 100.00
specify:

MCRIF32 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form CMs-2552-10

STATEMENT QF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME pProvider CCN: 150046 | Period: worksheet A-8-1
OFFICE COSTS From 09/01/2010 .
To  08/31/2011: pate/Time Prepared:
2/13/2012 12:30 pm
symbol- (1) - o oo U Name c | Percentage of| oo ]
oo A e e s e pship ] O
CRLie0 o o SR e e e g gy

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

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

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

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

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

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

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

oNmE

MCRIF32 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL in Lieu_of Form €MS-2552-10
STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME provider CCN: 150046 | Period: worksheet A-8-1
OFFICE COSTS From 09/01/2010 .

To  08/31/2011]Dpate/Time Prepared:

i 2/13/2012 12:30 pm
Vv cAmount of T AmoUntE | T NeE wkst. A-7 Ref.] . o :
w1 lowable ‘Costl - Tncluded ini | Adjustments | .o i
T R ks A (coli 4 minus}
o B D SOk o0+ IR KA L
A. COSTS INCURRED .AND ADJUSTMENTS REQUIRED AS A RESULT ‘OF TRANSACTIONS WITH RELATED ORGANIZATIONS OR CLAIMED &~ =
HOME QFFICE COSTS: T e I e A T

1.00 949 949 0 0 1.00
2.00 138 138 0 0 2,00
3.00 531 531 0 0 3.00
4,00 188 188 0 0 4.00
4,01 158 188 0 0 4.01
4.02 551 551 0 0 4.02
4.03 82,137 138,806 ~56,669 0 4.03
4.04 1,462,761 1,466,750 ~3,989 0 4.04
4.05 1,524,053 7,442,670 ~5,918,617 0 4.05
4.06 36,684 0 36,684 0 4.06
4.07 2,906,725 2,906,725 0 0 4.07
4.08 0 101, 361 -101,361 0 4,08
4.09 779,269 779,260 0 0 4.09
4.10 40,595 40,005 590 0 4.10
4.11 989,389 1,013,656 -24,267 0 4.11
4.12 1,056,292 1,056,292 0 0, 4.12
4.13 98,227 103,694 -5,467 0, 4.13
4.14 57,349 62,970 -5,621 0 4,14
4.15 23,863 23,863 0 0 4,15
4.16 ) 43,467 -43,467 0 4.16
4,17 3] 39,111 -39,111 0 4,17
4,18 L) 534,612 -534,612 0 4,18
4.19 ) 8,173 -8,173 0 4,19
4.20 a 154,850 -154,3850 0 4.20
4,21 73,768 136,742 -62,974 0 4.21
4,22 235,239 235,239 0 0 4,22
4.23 41,125 41,125 0 0 4,23
4.24 24,426 24,426 0 0 4.24
4.25 8,698 8,698 0 0 4.25
4.26 2,860 2,860 0 0] 4.26
4.27 1,408 1,408 0 1] 4,27
4.28 169 169 0 i) 4.28
4.29 61 61 0 0] 4.29
4.30 0 -15,235,4%7 15,235,417 0] 4.30
4.31 568,422 0 568,422 0] 4,31
4.32 58,681 0 58,681 9 4,32
4,33 135 0 135 9 4.33
4.34 27,532 0 27,532 0 4.34
4,35 30,257 0 30,257 0 4.35
4.36 9,330 0 9,330 0 4.36
4.37 5,828 5,790 38 i 4.37
4.38 15,379 15,278 101 0 4.38
4.39 22,344 22,197 147 0 4.39
4.40 13,046 12,960 86 0 4.40
4.41 14,092 14,000 92 0 4.41
4.42 0 -4,198 4,198 0 4.42
4.43 0 234,495 ~234,495 0 4.43
4.44 0 0 0 0 4.44
4.45 0 0 0 0 4.45
4.46 0 0 0 0 4.46
4.47 0 0 0 0 4.47
4.48 0 0 0 0 4.48
4.49 0 0 0 0l 4.49
4.50 0 0 0 0 4,50
4.51 0 0 0 ¢ 4.51
4.52 0 0 0 ¢ 4,52
4.53 0 0 0 ¢ 4,53
4.54 0 0 0 0 4,54
4.55 0 0 0 0 4.55
4.56 0 0 0 0, 4,56
4,57 0 0 0 0 4,57
4,58 0 0 0 O 4.58
4.59 0 0 0 0 4.59
4,60 Q 0 0 0 4.60
4.61 0 0 0 0 4.61
4.62 ¢ 0 0 O 4.62
4.63 0 0 0 ; 4,63
4.64 0 0 0 0 4.64
4.65 [ 0 0 O 4.65
4.66 0 0 0 0 4,66

MCRIF3Z - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form (MS5-2552-10

STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME Provider CCN: 150046 | Period: worksheet A-§-1
OFFICE COSTS From 09/01/2010 .

To 08/31/2011 | pate/Time Prepared:
2/13/2012 12:30 pm

oA Amount o Amoune ] i Net T ks T AT T Re
el lowable costyoIncluded iny -Adjustments. ;oo -
Sponin Lo ks CAL oo lumnl (ool 4 minus,| -

O L RN b co1 SRy E L Tl L
L 4,00 o 8000 e 6.00. | . 17.00 : L
4,67 0 0 0 0 4.67
4.68 g 0] 0 0 4.68
4.69 0 0 0 0 4.69
4.70 0 0 0 0 4,70
4.71 0 0 0 0 4.71
4,72 0 i; Q 0 4.72
4,73 [ ; 9 0 4.73
4.74 0 0 0 ¢ 4.74
4.75 0 0 0 0 4,75
4.76 [¢] 0 0 0 4.76
4.77 0 0 0 0 4.77
4.78 0 0 0 0 4.78
4,79 0 0 0 0 4.79
4,80 ) 4] 0 0 4.80
4,81 0 ) 0 0 4.81
4.82 0 0 0 0 4,82
4.83 0 0 0 0 4,83
4.84 0 0 0 ¥} 4,84
4.85 0 0 0 0 4,85
4,86 0 0 i 0 4,86
4.87 9 0 0 0 4,87
4.88 0 0 0 0 4.88
4.89 0 g 0 0 4.89
4.90 0 0 0 0 4.90
4,91 0 Q 0 0 4,91
4,92 0 0 0 v; 4,92
4,93 0 0 0 0 4.93
4.94 0 0 0 0 4,94
4.95 0] 0 0 0 4,95
4.96 ; 0 0 Q 4.96
4.97 0 0 [t 0 4.97
4,98 0 0 0 0 4,98
4.99 0 0 0] 0 4.99
5.00 |[TorvaLs (sum of Vines 1-4). Transfer column 10,212,730 1,434,693 8,778,037 5.00
6, line 5 to worksheet A-8, column 2, ¥ine
12.

* The amounts on 1ines 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 reltated crgan1zat1on or home office cost

wh1ch has not been posted o WOrksheet A. coiumns 1 and/or 2, the amount allowable should be indicated in column 4 of th35 part
L . . ) rRe]ated 0rgan12at1on(s) and/or Home . 0ff1ce BERDERRIREY e

ﬁ-Percentage of

: e ownership e
L - 4 00 R ji 5. 00 R 6 00
Ig INTERRELATIONSHIP TO RELATED ORGANIZATION(S) AND/OR HOME OFFICE' s R : ;

The Secretary, by virtue of the authority granted under section 1814(b)(1) of the Social Security Act, requires that you furnish

the information requested under Part B of this worksheet.

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

6.00 DMS 100, GODOCUMENT MGT. 6.00
7.00 HPG 51.66/PURCHASING 7.00
8.00 bex 100. 00{INSURANCE 8.00
9.00 RICHMOND DIVISI 100. OOwANAGEMENT 9.00
10.00 IALL ABOUT STAFF 100, OOPTAFFING 10.00
10.01 HCA 100.00HOSPITAL MGT. 10.01
10.02 POB 100. OqPROFESSIONAL BU 10.02
10.03 RAPIDS MEDICAL IO0.00ﬁOSPITAL 10.03
10.04 PORTSMOUTH 100. OO'HOSPITAL 10,04
10.05 RESTON 100.00HOSPITAL 10.05
10.06 0.00 10.06
10.07 0.00 10.07
10.08 0.00 10.08
10.09 0.00 10.09
10,10 0.00 10.10
100.00{c. other (financial or non-financial) 106.00
specify:

MCRIF3Z - 2.15.129.0



Health Fipancial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form CM5-2552-10

STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME Provider CCN: 150046 Periog§/01/2010 worksheet A-8-1
OFFICE COSTS rrom i
To  08/31/2011 | pate/Time Prepared:

i 2/13/2012 12:30 pm
‘Related Organizatign(s) and/qr Home -Office - S T

Name. -l percentage of| o Type-of (Business s
D > ownership. ] - R
4.00 S °5.00 e '6.00

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

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

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

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

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

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

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

MCRIF32 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form (M5-2552-10

PROVIDER BASED PHYSICIAN ADJIUSTMENT Provider CCN: 150046 {Period: worksheet A-8-2
From 09/01/2010 .
To 08/31/2011| pate/Time Prepared:

271372012 12:30 pm
kst A Line # - Cost Center/Physician. | -iuToral | Professienal - it
SR o Identifierss o Remuneration o Component . :
1.00 ~7.00 T
1.00 30.00ADULTS & PEDIATRICS 1.00
2.00 40.00[SUBPROVIDER - IPF 160,472 160,472 2.00
3.00 SU.OU'OPERATING ROOM 1,876,709 1,854,353 3.00
4,00 54,00 RADIOLOGY-DIAGNOSTIC 459,841 459,841 4.00
5.00 76. 0L ENDOSCOPY 108,500 0} 5.00
6.00 69, 00 ELECTROCARDIOLOGY 24,325 25 6.00
7.00 76.03WOUND CARE 33,000 0y 7.00
8.00 91. 00/EMERGENCY 36,000 15,000; 8.00
9.00 76.04l0PIC 8,698 0| 9.00
10.00 30.00ADULTS & PEDIATRICS 2,400 2,400} 10.00
11.00 194.00:0CCUPATIONAL MEDICINE 50,280 50,280} 11.00
12.00 5.00l DMINISTRATIVE & GENERAL 134,700 12,0001 12.00
200.00 FOTAL (Hnes 1.00 through 2,936,051 2,562,098]200.00

199.00)

MCRIF32 - 2.15.129.0Q



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Lieu of Form CM5-2552-10

PROVIDER BASED PHYSICIAN ADJUSTMENT

Provider CCN: 150046

Period:
From 09/01/2010

worksheet A-8-2

To 08/31/2011; Date/Time Prepared:
2/13/2012 12:30 pm
4 -Provider | “RCE Amount . 'dphysician/Provinadjusted RCE} 5 Percent of. | .
“‘component ) i osidider ‘Component] oLimit o unadjusted RCEL
LA LT S Hours SRt IRl 4 11 ) § R
5.00 6,005 TP Q0 e e 000 e g 00 e U
1.00 33,399 171,400 240 19,777 9891 1.00
2.00 0 142,500 0 [¥) 0 2.00
3.00 22,356 204,100 165 16,191 816| 3.00
4,00 0 231,100 ] &) 0] 4.00
5.00 108,500 171,400 269 22,167 1,108] 5.00
6.00 24,300 171,400 229 18,870 9441 6.00
7.00 33,000 171,400 220 18,129 906| 7.00
8.00 21,000 171,400 160 13,185 659| 8.00
9.00 8,698 171,400 240 19,777 989 9.00
10.00 0 171,400 0 0 0} 10.00
11.00 0 171,400 0 0 0{ 11.00
12.00 122,700 171,400 20 72,515 3,626{ 12.00
200.00 373,953 2,403 200,611, 10,031;200.00

MCRIF32 - 2.15.129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Liev of Form CMS-2552-10

PROVIDER BASED PHYSTCIAN ADJUSTMENT

provider CCN: 150046 | Period;

from 09/01/2010
To 08/31/2011

worksheet A-8-2

Date/Time Prepared:

2/13/2012 12;30 pm__
b o cost of. ] oprovider ilphysician Cost| . Provider o Adjusted RCE:] .
“-IMemberships :&]." Component 7 :lof Malpractice| . ‘Component’ Amit L
o f ~Continuing .| Share of ‘col, | : Insurance ::{share of col.}|" :
| education | roaz | TR 1g )
12.00 13,00 14,00 - 15, SR, 00 T
1.00 0 0 3] 0 19,7771 1.00
2.00 0 0 4] 0 0] 2.00
3.00 0 0 Q 0 16,191 3.00
4,00 0 0 0 0 0 4.00
5.00 1) 0 0 0 22,167} 5.00
6.00 0 0 0 0 18,870 6.00
7.00 0 0 0 0 18,129} 7.00
B.0Q 0, 0 0 0 13,185] B8.00
9.00 0 0 0 0 19,777 9.00
10.00 0 0 0 Q 0} 10.00
11.00 0 0 0 Q 0 11.00
12.00 0 0] 4] 4] 72,515] 12.00
200.00 0 0 0 0 200,6111200.00

MCRIF3Z -~ 2.15.129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Liew of Form CMS-2552-10

PROVIDER BASED PHYSICIAN ADJUSTMENT

pProvider CCN:

150046

period:
from 09/01/2010
To  08/31/2011

worksheet A-8

-2

pate/Time Prepared:

2/13/2012 12:30 pm
| Disallowange | -~ - -ooht

17001 18,00 y
1.00 13,622 21,349 1.00
2.00 g 160,472 2.00
3.00 6,165 1,860,518 3.00
4.00 ) 459,841 4,00
5.00 86,333 86,333 5.00
6.00 5,430 5,455 6.00
7.00 14,871 14,871 7.00
8.00 7,815 22,815 8.00
9.00 0 0, 9.00
10.00 0 2,400 10.00
11.00 0 50, 280 11.00
12.00 50,185 62,185 12.00
200.00 184,421 2,746,519 200.00

MCRIF32 - 2.15.129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Lie

t of Form CM5-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS provider ccn: 150046 | pPeriod: worksheet B
From 09/01/2010 | Part I
To 08/31/2011 | pate/Time Prepared:
2/13/2012 12 0 pm_
5 CAPITAL RELATED cosrs B
“i..-Cost Center-Description oot Net EXpenses BLDG & FIXT_ MVBLE EQUIP § LUEMPLOYEE Subtotéﬂ
S oo e --fO_I" Cost: { BEHEFITS S R
Allocation: AR
(from wkst A
col.” 7 e
o e i [ 1,00 200 ]
GENERAL SERVICE -COST "CENTERS LR e
1.00 [CAP REL COSTS-BLDG & FIXT 3,733,391 3,733,391 1.00
2.00 [CAP REL COSTS~MVBLE EQUIP 4,762,287 4,762,287 2.00
4.00 |[EMPLOYEE BENEFITS 6,625,759 42,400 54,085 6,722,244 4.00
5.00 |ADMINISTRATIVE & GENERAL 14,165,143 189,995 242,357 579,783 15,177,276 5.00
7.00 |OPERATION OF PLANT 3,042,921 921,913 1,175,987 128,875 5,269,696[ 7.00
8.00 |LAUNDRY & LINEM SERVICE 487,370 40,037 51,070 6,788 585,265} 8.00
9,00 |HOUSEXEEPING 1,218,686 14,405 18,374 162,477 1,413,942} 9.00
10.00 |DIETARY 1,063,824 65,397 83,420 70,710, 1,283,351} 10.00
11.00 |CAFETERTA 738,880 41,710 53,205 75,247 909,042} 11.00
13.00 |NURSING ADMINTSTRATION 694,517 11,193 14,278 114,250 834,238f 13.00
16.00 |MEDICAL RECORDS & LIBRARY 634,736 51,682 65,926 77,826, 830,170f 16,00
18.00 |INSERVICE EDUCATION 225,147 31,240 39,850 35 583 331 820 18.00
INPATIENT ROUTINE SERVICE COST CENTERS o R L v T
30.00 [ADULTS & PEDIATRICS 8,232,435 706,230 900, 862 i, 313 243 11 152 ?70 30.00
31.00 |INTENSIVE CARE UNIT 2,439,000 120,177 153,297 388,241 3,100,715] 31.00
40.00 {SUBPROVIDER - IPF 1,393,842 108,498 138,399 230,991 1,871,730] 40.00
41.00 {SUBPROVIDER - IRF 1,558,366 128,985 164,533 201,968 2,053,852| 41.00
43.00 |NURSERY 665,072 11,804 15,057 103,137 795,070] 43.00
44,00 {SKILLED NURSING FACILITY 0, 0 0 0 ol 44.00
45,00 |NURSING FACILITY 0 0 0 0 0] 45.00
46.00 [OTHER LONG TERM CARE 0 0] [4] 0 0] 46.00
ANCILLARY SERVICE COST CENTERS R T e
50.00 [OPERATING ROOM 4,030,552 285,185 363,780 590,883 5,270,406] 50.00
51.00 [RECOVERY ROOM 584,767 17,808 22,716 95,772 721,063] 51.00
52.00 [DELIVERY ROOM & LABOR ROOM 1,378,732 81,204 103,583 211,105 1,774,624] 52.00
53.00 [ANESTHESIOLOGY 0 0 0 [4] 0} 53,00
54.00 |RAOIOLOGY-DIAGNOSTIC 1,125,313 86,699 110,592 154,706 1,477,308] 54.00
54.01 |ULTRASOUND 223,824 4,590 5,850 31,036 265,306] 54.01
54.02 |MAMMOGRAPHY 312,982 16,903 21,562 37,283 388,730( 54.02
55,00 |RADIQLOGY-THERAPEUTIC 1,095,173 69,841 89,088 100,694 1,354,796| 55.00
56.00 |RADIOISOTOPE 789,381 8,389 10,702 32,950 841,422} 56.00
57.00 |CT scaN 553,508 18,113 23,105 45,734 640,460 57.00
58.00 |MAGNETIC RESONANCE IMAGING {MRI) 252,438 11,759 14,9929 24,052 303,248( 58.00
59.00 |CARDIAC CATHETERIZATION 1,013,778 25,926 33,071 120,026 1,192,801 59.00
60.00 |LABORATORY 2,710,635 60,513 77,190 251, 804 3,100,142| 60.00
60.01 |BLOOD LABORATORY 0 0 0 0 0] 60.01
61,00 [PBP CLINICAL LAB SERVICES-PRGM ONLY 0 0| 61.00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 958,278 3,618 4,615 0 966,511] 62.00
63.00 |BLOOD STORING, PROCESSING & TRANS. 0 0 0 0 0 63.00
64,00 | INTRAVENOUS THERAPY 0 0 0, ¢ 0f 64.00
65.00 |RESPIRATORY THERAPY 1,295,390 18,531 23,639 207 ,436) 1,544,996{ 65.00
G6.00 |PHYSICAL THERAPY 1,613,810 86,032 109, 741; 240,537 2,050,220{ 66.00
67.00 jOCCUPATIONAL THERAPY 0 ¢ 0] 0 0] 67.00
68.00 |SPEECH PATHOLOGY 0 0 0 0 0{ 68.00
69.00 |ELECTROCARDIOLOGY 875,962 24,784 31,614 98,547 1,030,907 69.00
70.00 [ELECTROENCEPHALOGRAPHY 105,982 12,324 15,721 11,119 145,146] 70.00
71.00 [MEDICAL SUPPLIES CHARGED TQ PATIENTS 5,626,497 96,004 122,462 44,024 5,888,987 71.00
72,00 |IMPL. DEV. CHARGED TO PATIENTS 5,168,309 0 ¢ 0 5,168,30%8] 72.00
73.00 |DRUGS CHARGED TO PATIENTS 10,199,675 30,358 38,725 298,607 10,567,365] 73.00
74.00 |RENAL DIALYSIS 551,407 5,337 6,807 102 563,653 74.00
75.00 |ASC (NON-DISTINCT PART) 0 0 0, 0 0] 75.00
76.00 |LITHOTRIPSY 63,051 0 0 0 63,051 76.00
76.01 |ENDOSCOPY 1,254,760 21,765 27,763 159,488 1,463,776} 76.01
76.02 0 0 0 0 0] 76.02
76.03 |WOUND CARE 488,708 19,538 24,922 8,679 541,847] 76.03
76.04 |opIC 528,512 43,248 55,166, 82,560 709,486] 76.04
OUTPATIENT SERVICE COST CENTERS : : B e o
88.00 |RURAL HEALTH CLINIC 0 0 0 0 0{ 88.00
89,00 | FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0 89.00
90.00 |CLINIC 0] 0, 0 0 0| 90.00
91.00 |EMERGENCY 2,052,761 116,243 148,278 317,303 2,634,585} 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 0O} 92.00
OTHER REIMBURSABLE COST CENTERS -~ S e S )
94.00 |HOME PROGRAM DIALYSIS 0 0 0 0 0| 94.00
95.00 |AMBULANCE SERVICES 0 0 0 0 0} 95.00
96.00 |DURABLE MEDICAL EQUIP-RENTED 0 0 i) 0 0| 96.00
97.00 |DURABLE MEDICAL EQUIP-SOLD 0 0 0 0 0] 97.00
98.00 JOTHER REIMBURSABLE COST CENTERS 0 0 0 0 0| 98.00

MCRIF3? - 2.15.129.0



Health

Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Ljeu of Form CM5-2552-10

COST ALLOCATION - GEMERAL SERVICE COSTS

Provider CCN:

150046 | Pe

riod:

worksheet B

from 09/01/2010 | Part I

To 08/31/2011 | pate/Time Prepared:

2/13/2012 12:30 pm

CAPITAL :RELATED COSTS :: 0 e

- Cost Center Description Net Expenses | BLDG & FIXT .| MVBLE EQUIP ‘| - -EMPLOYEE ~ subtotal: ;
eI SR - for Cost om0 T e BENEFETS DR
Aﬂocat'ion » : N e D R : B .
(from wkst A : ol R Y o
el ) TR I DR L % I

R Rt ! IR 11 ¢ 2.00 4,00 Sl AT
99.00 {CMHC v 0 0 0 0] 99.00
99.10 JCORF v 0 0 0 0] 99.10
106.00; I1&R SERVICES-NOT APPRVD PRGM 0 0 0 4] 0J160.00
101.00{HOME HEALTH AGENCY 0 b 0 ) 0{101.00

SPECTAL PURPOSE COST CENTERS e S R
105.00] KIDNEY ACQUISITION 0 0 0 0 0{105.00
106.00] HEART ACQUISITION 0 0 0 0 0{106.00
107.00] LIVER ACQUISITION 0 0 0 0 0{107.00
108.00] LUNG ACQUISITION 0 0 0 0 0{108.00
109.00] PANCREAS ACQUISITION 0 0 0 4] 0{109.00
110.00] INTESTINAL ACQUISITICON 0 0 0 0 0{110.00
111,00 ISLET ACQUISITION 0 0 0 0 0{111.00
113.00] INTEREST EXPENSE 0 1] 0 0 0{113.00
114.00]UTILIZATION REVIEW-SNF 0 0 0 0 0i114.00
115. 00} AMBULATORY SURGICAL CENTER (D.P.) 0 0 0 0 0i115.00
116.00; HOSPICE 0 0 0 0 0§116.00
118.00; SUBTOTALS (SUM OF LINES 1-117) 96,535,657 3,650,378 4,656,397 6,653,572 96,278,082i118.00
NONRETMBURSABLE COST CENTERS T e T s I R

190.00|GIFT, FLOWER, COFFEE SHOP & CANTEEN 66,885 6,863 8,754 5,679 88,181{190.00
191. 00| RESEARCH 0 0 ¢ 0 0i191.00
192.00| PHYSICIANS' PRIVATE OFFICES 0 ) 0 ¢ 0|192.00
193.00|NONPAID WORKERS ] 0 0 G 0|193.00
194 .00] OCCUPATIONAL MEDICINE 536,723 42,400 54,085 43,959 677,167|194.00
194,01} OTHER NONREIMBURSABLE COST CENTERS 475,653 33,750 43,051 19,034 571,4881194,01
200.00{Cross Foot Adjustments 0]200.00
201.00}Negative Cost Centers 0 ¢] 0 0[201.00
202.00] TOTAL (sum Tines 118-201) 97,614,918 3,733,331 4,762,287 6,722,244 97,614,918|202.00

MCRIF32 - 2.15.129.0



Health

Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Lieu of Form CM5-2552-10

COST ALLGCATICN - GENERAL SERVICE COS5TS

provider ccN: 150046

Pe

riod:

From 09/01/2010

worksheet B
pPart I

To  08/31/2011 | pate/Time Prepared:
2/13/2012 12:30 pm
Cost Center Description ADMINISTRATIVE] OPERATION OF LAUNDRY & | HOUSEKEEPING | = /OIETARY: -
S N LA, & GENERAL . CPEANT CCCGRLINEN SERVICE] ~© - 7o fvocnei] Lo Do
R R A S 8.00 - T 00 800 | 9007 | 5.10.00. ]
GENERAL. SERVICE COST CENTERS R Tl e R T T
1.00 |[CAP REL COSTS-BLDG & FIXT 1.00
2.00 |[CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |EMPLOYEE BENEFITS 4.00
5.00 |ADMINISTRATIVE & GENERAL 15,177,276 5.00
7.00 {OPERATION OF PLANT 970,183 6,239,879 7.00
8.00 [LAUNDRY & LINEN SERVICE 107,751 96,865 789,881 8.00
9.00 [HOUSEKEEPING 260, 315 34,851 0 1,709,108 9,00
10.00 [DIETARY 236,273 158,223 0 44,272 1,722,119] 10,00
11.00 [CAFETERIA 167,360 100,914 [ 28,236 0f 11.00
13.00 [NURSING ADMINISTRATION 153,588 27,082 [+ 7,578 0f 13.00
16.00 [MEDICAL RECORDS & LIBRARY 152,839 125,041 0 34,987 0} 16,00
18.00 [INSERVICE EDUCATION 61,090 75,583 0, 21,149 Of 18.00
INPATIENT ROUTINE SERVICE COST CENTERS L s e 1 T R
30.00 |ADULTS & PEDIATRICS 2,053,303 1,708,663 299,628 478,099 870,619} 30.00
31.00 |INTENSIVE CARE UNIT 570,860 290,759 52,459 81,357 43,678} 31.00
40,00 |SUBPROVIDER - IPF 344,597 262,501 23,588 73,450 198,291} 40.00
41.00 |SUBPROVIDER - IRF 378,126 312,069 51,618 87,319 159,345} 41.00
43,00 [NURSERY 146,377 28,559 0 7,991 0} 43.00
44,00 |SKILLED NURSING FACILITY 0 0 0] 0 0} 44,00
45,00 |NURSING FACILITY ) 0 0 0 0} 45.00
46.00 {OTHER LONG TERM CARE [4) 0 0, 0 0} 46.00
ANCILLARY SERVICE COST CENTERS o i : ) RIS HR R R
50.00 {OPERATING ROOM 970,313 689,983 67,584 193,062 0f 50,00
51.00 {RECQOVERY ROOM 132,752 43,085 0 12,055 0} 51.00
52.00 |DELIVERY ROOM & LABCR ROGM 326,719 196, 466 34,812 54,973 0} 52.00
53.00 |ANESTHESIOLOGY 0 0 0 0] 0} 53.00
54,00 | RADIOLOGY-DIAGNOSTIC 271,981 209,760 28,930 58,692 O} 54.00
54.01 [ULTRASOUND 48,844 11,106 0] 3,108 0} 54.01
54,02 {MAMMOGRAPHY 71,568 40, 896 0 11,443 Of 54.02
55.00 { RAOIOLOGY-THERAPEUTIC 249,426 168,974 0 47,280 0} 55.00
56.00 |RADIOISOTOPE 154,911 20,298 0 5,679 0| 56.00
57.00 [CT SCAN 117,913 43,823 0 12,262 0| 57.00
58.00 [MAGNETIC RESONANCE IMAGING (MRI) 55,830 28,450 0, 7,960 0l 58.00
59,00 [CARDIAC CATHETERIZATION 219,602 62,726 0 17,551 0} 59.00
60.00 |LABORATORY 570,755 146,406 0 40,965 0] 60.00
60.01 |BLOOD LABORATORY 0 0 0 0 0] 60.01
61.00 |PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 177,940 8,754 0 2,449 0] 62.00
63.00 |BLOOD STORING, PROCESSING & TRANS. ¢ 0 0 O 0] 63.00
64.00 | INTRAVENOUS THERAPY 0 0 0 0 G| 64.00
65.00 |RESPIRATORY THERAPY 284,443 44,835 0 12,545 0| 65.00
66.00 |PHYSICAL THERAPY 377,458 208,146 14,105 58,241 0] 66.00
67.00 |OCCUPATIONAL THERAPY 0 0 0 lv; 0] 67.00
68.00 [SPEECH PATHOLOGY 0 [y 0 0 0] 68.00
69,00 |ELECTROCARDIOLOGY 189,796 59,963 4,262 16,778 0] 69.00
70.00 |ELECTROENCEPHALOGRAPHY 26,722 29,817 0 §,343 0| 70.00
71.00 {MEDICAL SUPPLIES CHARGED TO PATIENTS 1,084,198 232,274 112,780 64,992 0] 71.00
72.00 {IMPL. DEV, CHARGED TO PATIENTS 951,517 0 [4) 0 0f 72.00
73.00 [DRUGS CHARGED TOQ PATIENTS 1,945,515 73,449 0 20,552 Q] 73.00
74.00 RENAL DIALYSIS 103,772 12,912 0 3,613 0 74.00
75.00 {ASC (NON-DISTINCT PART) ) v 0 0 0 75.00
76.00 |LITHOTRIPSY 11,608 a 0 0 0] 76.00
76.01 | ENDOSCDPY 269,490 52,659 0 14,734 0] 76.01
76.02 1] v 0 0 0| 76.02
76.03 [WOUND CARE 99,757 47,270 9,783 13,226, 0] 76.03
76.04 [OPIC 130,621 104,634 7,983 29,277 0} 76.04
OUTPATIENT SERVICE COST CENTERS R o : RRER
88.00 [RURAL HEALTH CLINIC 0 0 0 0 G| 88.00
89.00 |[FEDERALLY QUALIFIED HEALTH CENTER 0 0 1] 0 0| 89.00
90.00 [CLINIC 0 0 4] 0 0| 90.00
91.00 | EMERGENCY 485,043 281,240 82,349 78,693 0] 91.00
92.00 |OBSERVATION BEDS {NON-DISTINCY PART) 92.00
OTHER REIMBURSABLE COST CENTERS SR :
94,00 |HOME PROGRAM DIALYSIS 0 0 0 0 0] 94.00
95,00 |AMBULANCE SERVICES 0 0 0 0 0f 95.00
96.00 |DURABLE MEDICAL EQUIP-RENTED 0 0 0 0 0] 96.00
97.00 |DURABLE MEDICAL EQUIP-SOLD 0 0 0 0 0f 97.00
98.00Q |OTHER REIMBURSABLE COST CENTERS 0 0 0 0 0} 98.00
99.00 |CMHC 0 0 0 0 0} 99.00
99,10 |CORF 0 9 ¢} 0 0] 99.10
100.00] I&R SERVICES-NOFT APPRVD PRGM 0 0 ¢ 4] 0{100.00
101.00|HOME HEALTH AGENCY 0 0 0 4] 0|101.00

MCRIF3Z2 - 2.15.129.0



Healith

Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

n Liau of Form (MS-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

Provider CCN:

150046 | Period:
From 09/01/2010

To  08/31/2011

worksheet B
part I
pate/Time Prepared:

2/13/2012 12:30 pm
‘Cost . Center: Description @ . |ADMINISTRATIVE| OPERATION OF:] -~ LAUNDRY & .| HOUSEKEEPING | "+ DIETARY | Ao
R R SR E A iR GENERAL CIPLANT T LINEN SERVICE | 0w D mn ] PR e e
: ": o S 25,00 T, 00 8,00 L] g 00 SAQ00 ]
SPECIAL PURPOSE COST CENTERS e A T LT s T g R s T R e
105. 00| KIDNEY ACQUISITION 0 0 0 0 G[105.00
106. 00| HEART ACQUISITION 0 0 0 0 C[106.00
107 .00[LIVER ACQUISITION 0 0 0 0 0|107.00
108.00[LUNG ACQUISITION 0 0 0 0 0108.00
109. 00 PANCREAS ACQUISITION 0 0 0 0 01109.00
110.00[ INTESTINAL ACQUISITION 0 0 0 0 0|110.00
111.00( TSLET ACQUISITION 0 v 0 0 0|111.00
113, 00| INTEREST EXPENSE 0 0 0 0 0{113.00
114.00|UTILIZATION REVIEW-SNF 0 0 0 0 01114.00
115. 00| AMBULATORY SURGICAL CENTER (D.P.) 0 [ 0 0 0{115.00
116.00[HOSPICE 0 0 0 0 0{116.00
118.00{SUBTOTALS (SUM OF LINES 1-117) 14,931,156 6,039,036 789,881 1,652,911 1,271,933[118.00
NONREIMBURSABLE COST CENTERS S A R LT TR TR L

120.00(GIFT, FLOWER, COFFEE SHOP & CANTEEN 16,235 16,605 0 4,646 01190.00
191, 00 RESEARCH 0 0 0 0 0|191.00
192 .00 PHYSICIANS' PRIVATE OFFICES 0 0 0 0 0|192.00
193. 00| NONPALD WORKERS 0 0 0 0 01193.00
194. 00| OCCUPATIONAL MEDICINE 124,671 102,582 0 28,703 (194.00
194.01{ OTHER NONREIMBURSABLE COST CENTERS 105,214 81,656 0 22,848 450,186{194.01
200.00(Cross Foot Adjustments 200.00
201.00|Negative Cost Centers 0 0 0 0 0{201.00
202.00|ToTAL (sum tines 118-201} 15,177,276 6,239,879 789,881 1,709,108 1,722,119{202.00

MCRIF3Z2 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form €M5-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS provider CCN: 150046 { Period: worksheet B
From 09/01/2010 | Part I
To 08/31/2011 | pate/Time Prepared:

2/13/2012 12:30 pm
| OTHER SGENERAL| = o g
ESERE : o : : REEERRIRE TS e AR BT T S CSERVECE "]
“ i Cost:Center:Description . C o o] CAFETERIA | SVNURSING 70| o MEDICAL : ™7} INSERVICE :+| .- subtotal
- B R i S S L ADMINTS TRATION) RECORDS ‘& -f - EDUCATION | S0 wiims i
RRSERN: [ SRS U TRRARY iR SN o
R s 011000 213,007 4] 016,00 ) 18000 SR 4000
GENERAL SERVICE COST CENTERS e LA T G L AR R R e
1.00 |CAP REL COSTS-BLDG & FIXT 1.00
2.00 |CAP REL COSTS~MVBLE EQUIP 2.00
4.00 |EMPLOYEE BENEFITS 4,00
5.00 |ADMINISTRATIVE & GENERAL 5.00
7.00 |OPERATION OF PLANT 7.00
8.00 [LAUNDRY & LINEN SERVICE 8.00
9.00 |HOUSEKEEPING 9.00
10.00 [DIETARY 10.00
11.00 {CAFETERIA 1,205,552 11,00
13.00 {NURSING ADMINISTRATION 15,055 1,037,541 13,00
16.00 |MEDICAL RECORDS & LIBRARY 24,153 0 1,167,190 16.00
18.00  INSERVICE EDUCATION 7,276 7,471 0 504,389 18.00
INPATIENT ROUTINE SERVICE COST CENTERS B TR R R T P R T R e S
30.00 |ADULTS & PEDIATRICS 306,655 314,886 44,285 142,289 17,371,197} 30.00
31.00 [INTENSIVE CARE UNIT 73,274 75,240 15,952 45,884 4,350,178f 31,00
40.00 [SUBPROVIDER - IPF 56,220 57,728 18,542 14,308 2,921,555 40.00
41.00 [SUBPROVIDER - XRF 44,517 46,819 8,303 15,074 3,157,042( 41,00
43.00 [NURSERY 20,037 20,575 4,103 15, 460] 1,038,172| 43.00
44,00 [SKILLED NURSING FACILITY 0 0 ) 0, 01 44.00
45.00 [NURSING FACILITY 0 0 0 0 0 45.00
46.00 [OTHER LONG TERM CARE 0 0 0 0, Q] 46,00
IANCILLARY :SERVICE COST CENTERS R R N R R e .
50.00 |OPERATING ROOM 124,877 128,229 128,908 45,773 7,619,135] 50.00
51.00 {RECOVERY ROOM 15,344 15,756 18,679 5,025 963,759] 51.00
52.00 |DELIVERY ROOM & LABOR ROOM 40,872 41,969 13,611 24,847 2,508,893} 52.00
53.00 |ANESTHESIOLOGY 0 0 0 0 0 53.00
54.00 |RADICLOGY-DIAGNOSTIC 41,779 42,900 21,654 15,018 2,168,022} 54.00
54,01 |ULTRASOUND 5,530 5,678 5,491 5,908 350,971} 54.01
54,02 |MAMMOGRAPHY 8,404 8,630 4,052 8,834 542,557} 54.02
55.00 |RADIOLOGY-THERAPEUTIC 18,570 19,9497 20,475 11,706 1,891,224} 55.00
56.00 |RADIOISOTOPE 5,564 5,713 20,057 1,767 1,055,411} 56.00
57.00 [CT SCAN 14, 310 10,587 44,192 1,545 881,093f 57.00
58.00 [MAGNETIC RESONANCE IMAGING {(MRI) 4,584 [ 10,550 1,436 412,058] 58.00
59.00 {CARDIAC CATHETERIZATION 18,096 18,581 54,297 2,098 1,585,752] 59.00
60.00 | LABORATORY 67,789 [ 106,243 10,656 4,042,956] 60.00
60.01 {BLOOD LABORATORY 0 0 0 0 0 60.01
61.00 [PBP CLINICAL LAB SERVICES-PRGM ONLY 0] 61.00
62.00 [WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 13,717 0 1,169,371] 62.00
63.00 |BLOOD STORING, PROCESSING & TRANS. 0 0] 0 ¢ 0{ 63.00
64.00 | INTRAVENOUS THERAPY 0 0 0 0 0| 64.00
65.00 |RESPIRATORY THERAPY 42,609 0 29,709 15,571 1,974,708] 65.00
66.00 [PHYSICAL THERAPY 38,626 42,355 27,479 17,779 2,834,409 66.00
67,00 |OCCUPATIONAL THERAPY 0 0 0 0 0} 67.00
68.00 |SPEECH PATHOLOGY 0] 0 0 0 ¢| G8.00
69.00 |ELECTROCARDIOLOGY 23,045 24,101 24,660 939 1,374,451 69,00
70.00 |ELECTROENCEPHALOGRAPHY 2,338 O 1,858 442 214,666| 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 14,697 15,092 90, 400 110 7,503,530| 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENTS 0 0 33,918 0 6,153,744( 72.00
73.00 [DRUGS CHARGED TO PATIENTS 50,565 0 263,280 663 12,921,389 73.00
74.00 [RENAL DIALYSIS 73 75 9,587 0 693,685 74.00
75.00 |ASC {NON-DISTINCT PART) 0 0 0 0 g} 75.00
76.00 [LITHOTRIPSY 0 0 898 0 75,557] 76.00
76.01 |ENDOSCOPY 28,808 29,581 61,803 16,399 1,937,250| 76.01
76.02 0 0 0 0 0] 76.02
76.03 |WOUND CARE 1,566 13,161 4,643 0 731,253] 76.03
76.04 {GPIC 17,410 17,877 9,894 1,325 1,028,507 76.04
OUTPATIENT SERVICE COST CENTERS ' ' s R ' ' e
88.00 [RURAL HEALTH CLINIC 4] [4) 0 0, 0| §8.00
89.00 | FEDERALLY QUALIFIED HEALTH CENTER 0 4] 0 0 0{ 89.00
90.00 |[CLINIC 0 0 0 0 0{ 90.00
91,00 |[EMERGENCY 63,277 64,989 55,950 82,822 3,828,948{ 91.00
92,00 [OBSERVATION BEDS (NON-DISTINCT PART) 92.00
OTHER REIMBURSABLE COST CENTERS o N a s S C R
94.00 |HOME PROGRAM DIALYSIS 0 0 0 0 0! 94,00
95.00 |AMBULANCE SERVICES 0 0 0 0 0 95.00
96.00 |DURABLE MEDICAL EQUIP-RENTED [ 0 0 0 0| 96.00
97.00 |DURABLE MEDICAL EQUIP-SOLD 0 0 0 0 0] 97.00
98.00 |OTHER REIMBURSABLE COST CENTERS ¢ 0 0] 0 0} 98.00
99,00 |CMHC 0 0 0 0 Gf 99.00
99.10 [CORF 0 0 0 0 G| 99.10

MCRIF32 - 2.15.129.0



Health Financial Systems

TERRE HAUTE REGTIOMAL HOSPITAL

In Lieu of Form CM§5-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

provider CCN: 150046

period:
From 09/01/2010
To 08/31/2011

worksheat B
part I

pate/Time Prepared:

2/13/2012 12:

30 pm

OTHER 'GENERAL
o A R I FoprdEn nams e e SERVICE
“:Cost  Center.‘Description CAFETERIA ' . NURSING A MEDICAL 1 | INSERVICE: ]!
VLR T e T R __'ADMINISTRATION .-m—:co:ws & 7] - EDUCATION 3| ;

100.00) I&R SERVICES-NOT APPRVD PRGM 0 0] 0 0 0{100.00
101.00;HOME HEALTH AGENCY 0, 0] 0 0 0§101.00
SPECIAL PURPOSE COST CENTERS SRR :

105.00; KIDNEY ACQUISITION 0 0 0 0 0i105.00
106.00 HEART ACQUISITION [ 0 0 4] 0:106.00
107 .00} LIVER ACQUISITION 0, 0 0 4] 0107.00
108.00{ LUNG ACQUISITION 0, 0, 0 Q 0{108.00
109.00] PANCREAS ACQUISITION 0 0 0 0 01109.00
110.00; INTESTINAL ACQUISITION 0 0] 0 0 0)110.00
111.00, ISLET ACQUISITION 0 0 \] 0 0]111.00
113.00| INTEREST EXPENSE 0 0 0 0 0]113.00
114.00|UTILIZATION REVIEW-SNF 0 0, 0 0 0j114.00
115.00| AMBULATORY SURGICAL CENTER (D.P.) Q 0 0 0 0j115.00
116, 00| HOSPTICE 0 0 0 0 01116.00
118.00] SUBTOTALS (SUM OF LINES 1- 117) 1 191 920 1,027,990 1,167,190 504 279 95,301, 4431118.00

NONREIMBURSABLE COST CENTERS ° : T R T s N
190.00{GIFT, FLOWER, COFFEE SHOP & CANTEEN 2 051 0 0 G 127,728(190.00
191, 00} RESEARCH Q 0 0 0 01191.00
192, 00| PHYSICIANS' PRIVATE GFFICES 0 0 0 0 0]192.00
193.00|NONPAID WORKERS 0 0 0 0 0{193.00
194, 00| OCCUPATIONAL MEDICINE 9,301 9,551 0 110 952,085{194,00
194 . 0130THER NONREIMBURSABLE CDST CENTERS 2,270 0 0 0 1,233,662(194.01
200.00{Cross Foot Adjustments (4{200.00
201.00] Negative Cost Centers 0 0 0 0 {{201.00
202.00{TOoTAL (sum lines 118-201) 1,205,552 1,037,541 1,167,190 504,389 97,614,918|202.00

MCRIF32 - 2.15,129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Lieu of Form €Ms$-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

Provider CCN: 150046

rPeriod:
From 09/01/2010
To 08/31/2011

worksheet B
Part I

Date/Time Prepared:

2/13/2012 12:30 pm
“-Cost Center .Description Gy leIntern & I e Vel
ST ‘Residents Cost
L& pOsST i)
<] T stepdown ]
"] Adiustments 7
PRUEEER R IR S IR 1O T RS IRR

GENERAL ‘SERVICE ‘COST 'CENTERS P e
1.00 |cAP REL COSTS-BLDG & FIXT 1.00
2.00 |CAP REL COSTS-MVBLE EQUIP 2.00
4,00 |EMPLOYEE BENEFITS 4,00
5.00 [ADMINISTRATIVE & GENERAL 5.00
7.00 [OPERATION OF PLANT 7.00
8.00 |[LAUNDRY & LINEN SERVICE 8.00
9.00 |HOUSEKEEPING 9,00
10.00 |DIETARY 10.00
11.00 |CAFETERIA 11.00
13.00 NURSING ADMINISTRATION 13.00
16.00 |MEDICAL RECORDS & LIBRARY 16.00
18.00 JINSERVICE EDUCATION 18.00

INPATIENT ROUTINE SERVICE COST CENTERS I : A
30.00 [ADULTS & PEDIATRICS 0 17,371,197 30.00
31.00 {INTENSIVE CARE UNIT 0 4,350,178 31.00
40.00 {SUBPROVIDER - IPF 0 2,921,555 40.00
41,00 {SUBPROVIDER - IRF 0 3,157,042 41.00
43,00 [NURSERY 0 1,038,172 43.00
44,00 |SKILLED NURSING FACILITY 0 0 44,00
45.00 [NURSING FACILITY 4] 0 45.00
46.00 [OTHER LONG TERM CARE [4] 0 46.00

ANCILLARY SERVICE COST CENTERS S ST
50.00 |OPERATING ROOM 0 7,619,135 50.00
51.00 [RECOVERY ROOM 0 963,759 51.00
52.00 [DELIVERY ROGM & LAROR ROOM 0 2,508,893 52.00
53.00 |ANESTHESIOLOGY 0 0 53.00
54.00 |RADIOLOGY-DYAGNOSTIC 0 2,168,022 54.00
54.01 |ULTRASOUND 0 350,971 54.01
54,02 |MAMMOGRAPHY 0 542,557 54,02
55.00 |RADIQOLOGY-THERAPEUTIC 0 1,891,224 55.00
56.00 [RADIOISOTOPE 0 1,055,411 56,00
57.00 [CT scanN 0 881,093 57.00
58.00 [MAGNETIC RESONANCE IMAGING (MRI) 0 412,058 58,00
59.00 [CARDIAC CATHETERIZATION 0 1,585,752 59.00
60.00 JLABORATORY 0 4,042,956 60.00
60.01 |BLOOD LABORATORY 0 0 60.01
61.00 !PBP CLINICAL LAB SERVICES-PRGM ONLY 0 61.00
62.00 {WHOLE BLOOD & PACKED RED BLQOD CELLS 0 1,169,371, 62.00
63.00 [BLOOD STORING, PROCESSING & TRANS. ) ¢ 63.00
64.00 [ INTRAVENOUS THERAPY 0] 0 64,00
65.00 [RESPIRATORY THERAPY 0 1,974,708 65,00
66.00 [PHYSICAL THERAPY 0 2,834,409 66.00
67 .00 |OCCUPATIONAL THERAPY 0, 0 67.00
68.00 |SPEECH PATHOLOGY 0 0 68,00
69.00 | ELECTROCARDTIOLOGY o; 1,374,451 69.00
70.00 |ELECTROENCEPHALOGRAPHY 0] 214,666 70.00
71,00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 7,503,530 71.00
72,00 |IMPL. DEV, CHARGED TO PATIENTS Q 6,153,744 72,00
73.00 |DRUGS CHARGED TO PATIENTS 0 12,921,389 73.00
74.00 |RENAL DIALYSIS 0 693,685 74,00
75.00 [ASC (NON-DISTINCT PART) 0 0 75.00
76.00 |LITHOTRIPSY 0 75,557, 76.00
76.01 |ENDOSCOPY 0 1,937,250 76.01
76.02 0 0 76.02
76.03 |WOUND CARE 0 731,253 76.03
76.04 |oPIC 0 1,028,507 76.04

OUTPATIENT SERVICE COST CENTERS ) o
88.00 [RURAL HEALTH CLINIC 0 0 88.00
89.00 [FEDERALLY QUALXIFIED HEALTH CENTER 0 0 89.00
90.00 |CLINIC 0 0 90.00
91.00 |EMERGENCY 9 3,828,948 91.00
92.00 |OBSERVATION BEDS {NON-DISTINCT PART) [4) 92.00

OTHER REIMBURSABLE COST CENTERS ) : -
94.00 [HOME PROGRAM DIALYSIS 0 0 94.00
95.00 | AMBULANCE SERVICES 0 0 95.00
96.00 [DURABLE MEDICAL EQUIP-~RENTED 0 0 96.00
97.00 |DURABLE MEDICAL EQUIP-SOLD 0 0 97.00
98.00 |OTHER REIMBURSABLE COST CENTERS 0 0 98.00
99,00 |CMHC 0 0 99,00
99.10 |CORF G 0 99,10

MCRIF32 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form CMS5-2552-10

COST ALLOCATION ~ GENERAL SERVICE COSTS provider CCN: 150046 | period: worksheet B
From 09/01/2010 | Part I

To 08/31/2011 | pate/Time pPrepared:

2/13/2012 12:30 pm
.o lcost Center Description ceallTntern & of v Total s A i
LUl e e T iRes et s SCOS T T e
: & post | i
- Stapdown "1 :
Adjustments jf et s _
100.00| I&R SERVICES-NOT APPRVD PRGM 0 0 100.00
101. 00| HOME HEALTH AGENCY 0 0 101,00
SPECTAL PURPOSE COST CENTERS :
105. 00| KIDNEY ACQUISITION 0 0 105,00
106. 0C|HEART ACQUISITION 0 0 106.00
107.00j LIVER ACQUISITION 0 0 107.00
108.00; LUNG ACQUISITION 0 t] 108.00
109.00; PANCRFAS ACQUISITION 0 0 109.00
110.00; INTESTINAL ACQUISITION 0 0 110.00
1311, 00{ ISLET ACQUISITION 0 0 111,00
113.00} INTEREST EXPENSE 0 0 113.00
114 .00 UTILIZATION REVIEW-SNF 0 0 114.00
115.00; AMBULATORY SURGICAL CENYVER (D.P.) 0 0 115.00
116. 00; HOSPICE 1] 0 116.00
118.00; SUBTOTALS (SUM OF LINES 1-117) 1] 95,301,443 118.00
HONREYMBURSABLE COST CENTERS e i . R o - :

190.00|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 127,728 190.00
191.00|RESEARCH 0 0 191,00
192.00| PHYSICIANS® PRIVATE QFFICES 0 0, 192.00
193,00 NONPAID WORKERS 0 0 193.00
194, 00| OCCUPATIONAL MEDICINE 0 952,085 194,00
194,01 OTHER NONREIMBURSABLE COST CENYERS 0 1,233,662 194.01
200.00|Cross Foot Adjustments 0 0 200.00
201.00{Negative Cost Centers 0 0 201.00
202.00; ToTAl (sum Tines 118-201) 0 97,614,918 202.00

MCRIF32 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Liew of Form CMS-2552-10

ALLOCATION QF CAPITAL RELATED COSTS provider CCN: 150046 { Pertod; worksheet B
From 09/01/2010 | Part II
To 08/31/2011 | Date/Time Prepared:

2/13/2012 12:30 pm
“'CAPITAL ‘RELATED COSTS . .- TR RS B
. Cost Center Description. . illa| Directly BLOG & FIXT | MVBLE EQUIP.:} . Subtotal.: :| . EMPLOYEE:.
TR TN LR cooea) assigned. New R B Tt I ) LWEHTL) [ BENEFITS:
“ocapital:ls RER G
Related Costs R I
e o s B R L0000 200
GENERAL ‘SERVICE COST CENTERS T
1,00 |CAP REL COSTS-BLDG & FIXT 1.00
2.00 |[CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |{EMPLDYEE BENEFITS 180, 42,400 54,085 96,665 96,665f 4.00
5.00 |ADMINISTRAFTIVE & GENERAL 1,619,530 189,995 242,357 2,051,882 8,336f 5.00
7.00 |OPERATION OF PLANT 0 921,513 1,175,987 2,097,900 1,853} 7.00
B8.00 |LAUNDRY & LINEN SERVICE 0 40,037 51,9070 91,107 98 8.00
9,00 |{HOUSEKEEPING 0 14,405 18,374 32,779 2,336 9.00
10.00 |DIETARY G 65,397 83,420 148,817 1,017¢ 10.00
11,00 |CAFETERIA 0 41,710 53,205 94,915 1,082f 11.00
13.00 |NURSING ADMINISTRATION 167 11,193 14,278 25,638 1,643} 13.00
16.00 [MEDICAL RECORDS & LIBRARY 0 51,682 65,926 117,608 1,119f 16.00
18.00 |INSERVICE EDUCATION Q 31,240 39,850 71,099 512§ 18.00
INPATIENT ROUTINE SERVICE COST CENTERS DR Sl ] - o S
30.00 |ADULTS & PEDIATRICS 0 706,230 900, 862 1,607,092 18,895f 30.00
31.00 [INTENSIVE CARE UNIT 0 120,177 153,297 273,474 5,582| 31.00
40,00 |SUBPROVIDER - IPF 0 108,498 138,399 246,897 3,321} 40.00
41.00 |SUBPROVIDER - IRF 0 128,985 164,533 293,518 2,904} 41,00
43.00 |NURSERY 0 11,804 15,057 26,861 1,483} 43.00
44.00 |SKILLED NURSING FACILITY 0 0 0 0 0} 44.00
45.00 |NURSING FACILITY 0 0 i 0 | 45.00
46.00 JOTHER LONG TERM CARE 0 0 0 0 ¢ 46.00
IANCILLARY SERVICE COST CENTERS L R R A T
50.00 |OPERATING ROOM 0 285,185 363,780 648,965 8,4951 50.00
51.00 !RECOVERY ROOM 0 17,808 22,716 40,524 1,377] 51.00
52,00 {DELIVERY ROOM & LABOR ROOM 0 81,204 103,583 184,787 3,035 52.00
53.00 | ANESTHESIOLOGY 0 0 0 4] 01 53.00
54.00 [RADIQOLOGY-DIAGNOSTIC 0 86,699 110,592 197,291 2,224] 54,00
54.01 [ULTRASOUND 0 4,590 5,856 10,446 446] 54.01
54,02 [MAMMOGRAPHY 0 16,903 21,5862 38,465 536{ 54.02
55.00 [RADIOLOGY-THERAPEUTIC 0 69,841 89,088 158,929 1,448] 55.00
56.00 |RADICISOTOPE 0 8,389 10,702 19,091 474 56.00
57.00 [CT ScaN 0 18,113 23,105 41,218 658{ 57.00
58.00 |MAGNETIC RESONANCE IMAGING (MRI) 0 11,759 14,999 26,758 346{ 58.00
59.00 |CARDIAC CATHETERIZATICN 0 25,926 33,071 58,997, 1,726 59.00
60.00 |LABORATORY 0 60,513 77,190 137,703 3,620§ 60.00
60.01 [BLOOD LABCRATORY 0 Q 0 0 0] 60.01
61.00 [PBP CLINICAL LAB SERVICES~PRGM ONLY 0 61.00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 0 3,618 4,615 8,233 0] 62.00
63.00 [BLOOD STORING, PROCESSING & TRANS. 0 0 0 0 0{ 63.00
64.00 [INTRAVENOUS THERAPY 0 0 0 4 0] 64.00
65.00 |RESPIRATORY THERAPY 0 18,531 23,639 42,170 2,982{ 65.00
66.00 |PHYSICAL THERAPY 288 86,032 109,741 196, 061 3,458] 66.00
67.00 |CCCUPATIONAL THERAPY 0 0 0 0 01 67.00
68.00 {SPEECH PATHOLOGY 0 0 0 0 0] 68.00
69.00 |ELECTROCARDIOLOGY 0 24,784 31,614 56,398 1,417{ 69.00
70,00 {ELECTROENCEPHALOGRAPHY 197 12,324 15,721 28,242 160] 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 75 96,004 122,462 218,541 6337 71.00
72.00 {IMPL. DEV. CHARGED TO PATIENTS ¢ 0 0 0 0] 72.00
73.00 {DRUGS CHARGED TQ PATLIENTS 0 30,358 38,725 69,083 4,293] 73.00
74.00 |RENAL DIALYSIS 0 5,337 6,807 12,144 1] 74.00
75.00 |ASC (NON-DISTINCT PART) 0 0 1] ¢ al 75.00
76.00 LITHOTRIPSY 0 0 0 0 0} 76.00
76.01 | ENOOSCOPY 0 21,765 27,763 49,528 2,293} 76.01
76.02 0 0 0 ¢ 0! 76.02
76.03 [WOUND CARE 0 19,538 24,922 44,460 125} 76.03
76.04 [QPIC 0 43,248 55,166 98,414 1,187; 76.04
OUTPATIENT SERVICE COST CENTERS i S nEER T - Tt
88.00 [RURAL HEALTH CLINIC ¢ 0 0 0 O} 88.00
89.00 |FEDERALLY QUALIFIED HEALTH CENTER 0 L 0 0 0{ 89,00
90.00 |CLINIC 0] 0 0 0 0} 90.00
91,00 {EMERGENCY 0 116,243 148,278 264,521 4,562 91.00
92.00 |OBSERVATION BEDS {NON-DISTINCT PART) 0 92,00
OTHER REIMBURSABLE COST CENTERS j - o R o R
94.00 [HOME PROGRAM DIALYSIS 0 0 0 0 0{ 94.00
95.00 |AMBULANCE SERVICES 0 0 0 0 0] 95.00
96.00 |DURABLE MEDICAL EQUIP-RENTED 0 0 0 0 0] 96.00
97.00 |DURABLE MEDICAL EQUIP-SOLD 0 0 0 0 0| 97.00
98.00 JOTHER REIMBURSABLE COST CENTERS 0, 0 0 0 0t 98.00
99,00 ICMHC 0 0 0 0 0f 99.00

MCRIF3Z - 2.15.129.0



Health

Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Lieu of Form (M5-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

Provider CCN:

150046

Period;

worksheet B

From 09/01/2010{ part IX
To  08/31/2011 | pate/Time Prepared:
2/13/2012 12:30 pm
- CAPITAL :RELATED . COSTS “: | Piii : KAt
i icogt -Center. pescription Directly.’ ] ‘BLDG :& FIXT::|<MVBLE EQUIP: subtotal | - EMPLOYEE:
LT s s T T Assigned New | I a e s Sn ) e e B ENEFITS
o v capitali e
s related ‘Costs i
99.10 | CORF 0 0 0 0 0] 99.10
1060.00 I&R SERVICES-NOT APPRVD PRGM 0 0 0 0 01100. 00
101.00; HOME HEALTH AGENCY 0 0 0 0 0]101.00
SPECTAL PURPOSE COST CENTERS L T L R R B
105.00; KIDNEY ACQUISITIOM 0 0] 0 0 Q4105.00
106.00; HEART ACQUISITION 0 1) 0| 0 0{106.00
107 .00/ LIVER ACQUISITION 0 0 0 0 0{107.00
108.00| LUNG ACQUISITION 0 0 0] 0 0§108.00
109.00| PANCREAS ACQUISITION 0 0 0 0 01109.00
110.00] INTESTINAL ACQUISITION 0 O 0 0 0i110.00
1311.00jISLET ACQUISITION 0 0 0 G 0i111.00
113,900{ INTEREST EXPENSE 0 0 0 0 0i113.00
114, 00{UTILIZATION REVIEW-SNF 0 0 0] 0 0{114,00
115, 00| AMBULATORY SURGICAL CENTER (D.P.) 0 i} 0 0 0]1E5.00
116, 00| HOSPICE 0 0 ; 0 01116.00
118.00} SUBTOTALS (SUM OF LINES 1-117) 1,620,437, 3,650,378 4,656,397 9,827,212 95,677[118.00
NONREIMBURSABLE COST CENTERS R R R s
190.0Q0;GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 6,863 8,754 15,617 82190.00
191.00; RESEARCH 0 0 Q 0 191.00
192.00] PHYSICIANS' PRIVATE OFFICES 0 0 0 ) 0192.00
193.00; NONPAID WORKERS 0 0 0 0 193,00
194,00 OCCUPATIONAL MEDICINE 0, 42,400 54,085 96,485 632(194.00
194.01|OTHER NONREIMBURSABLE COST CENTERS 0 33,750 43,051 76,801 2741194.01
200.00|cross Foot Adjustments 0 200.00
201.00|Negative Cost Centers 0 Q 0 0[201.00
202.00|TOTAL (sum lines 118-201) 1,620,437 3,733,392 4,762,287 10,116,115 96,665|202.00

MCRIF32 - 2.15.129.0



Health

Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

in Lieu of Form €MS-2552-10

ALLOCATION OF CAPITAL RELATED COSTS Provider CcN: 150046 | Period: worksheet B
From 09/01/2010 [ Part II
To 08/31/2011 | pate/Time Prepared:
2/13/2012 12:30 pm
ST Cost Center ‘Description o - JADMINISTRATIVE| OPERATION OF.| - 'LAUNDRY: & | HOUSEKEEPING | i DIETARY: ] .07
o IR ‘& GENERAL : CUUPLANTS U] LINEN CSERVICE |70 in ] e e
o S S T5.00 o 7,000 800 e 00 ] a0 00 ]
GENERAL SERVICE COST CENTERS L : e R R
1.00 ;CAP REL COSTS-BLOG & FIXT 1.00
2.00 |[CAP REL COSTS-MVBLE EQUIP 2.00
4.00 [EMPLOYEE BENEFITS 4.00
5.00 [ADMINISTRATIVE & GENERAL 2,060,218 5.00
7.00 |[OPERATION OF PLANT 131,695 2,231,448 7.00
8.00 [LAUNDRY & LINEN SERVICE 14,626 34,640 140,471 8.00
9.00 |HOUSEKEEPING 35,336 12,463 0 82,914 9.00
10.00 |DIETARY 32,072 56,582 0 2,148 240,636( 10.00
11.00 |CAFETERTIA 22,718 36,088 0 1,370, 0| 11.00
13.00 |NURSING ADMINISTRATION 20,848 9,685 0 368 0| 13.00
16.00 |MEDICAL RECORDS & LIBRARY 20,747 44,716 0 1,697 0| 16.00
18.00 | INSERVICE EDUCATION 8,293 27,029 0 1,026 0| 18.00
INPATIENT ROUTINE SERVICE COST CENTERS ST S E B
30,00 |ADULTS & PEDIATRICS 278,738 611,038 53,284 23,194 121,653( 30.00
31.00 |INTENSIVE CARE UNIT 77,490 103,979 9,329 3,947 6,103 31.00
40.00 |SUBPROVIDER - IPF 46,776 93,873 4,195 3,563 27,708] 40.00
41.00 |SUBPROVIDER -, IRF 51,328 111,599 9,180 4,236 22,266] 41.00
43.00 |NURSERY 19,870 10,213 0 388 0| 43.00
44,00 |SKILLED NURSING FACILITY 0 0] 0 0, 0| 44.00
45.00 |NURSING FACILITY 0 0] 0 0 0| 45,00
46.00 |OTHER LONG TERM CARE [¢] 0 0 0 0] 46.00
IANCILLARY SERVICE COST CENTERS T CRRS R ST N
50.00 |OPERATING ROOM 131,713 246,745 12,019 9,366 0| 50.00
51.00 |RECOVERY ROOM 18,020 15,408 0 585 0| 51.00
52,00 |DELIVERY ROOM & LABOR ROOM 44,350 70,258 6,191 2,667 ¢} 52.00
53.00 |ANESTHESIOLOGY 0 0] 0 0 G} 53.00
54,00 [RADIOLOGY-DIAGNOSTIC 36,919 75,013 5,145 2,847 0| 54.00
54.01 |ULTRASQUND 6,630 3,972 9 151 0] 54.01
54,02 [MAMMOGRAPHY 9,715 14,625 0 555 0] 54,02
55.00 |RADIOLOGY-FHERAPEUTIC 33,858 60,427 0 2,294 G| 55.00
56.00 |RADIOISOTOPE 21,028 7,259 0 276 0} 56.00
57.00 |CT sCan 16,0086 15,672 0 595 ¢} 57.00
58.00 JMAGNETIC RESONANCE IMAGING (MRI) 7,578 10,174 0 336 0} 58.00
59.00 |CARDIAC CATHETERIZATION 29,809 22,431 0 851 G| 59.00
60.00 |LABORATORY 77,476 52,356 0 1,987 0| 60.00
60.01 ;BLOOD LABORATORY 0, 0, 0 0 0| 60.01
61.00 (PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 [WHOLE BLOOD & PACKED RED BLOOD CELLS 24,154 3,130 0 119 G| 62.00
63.00 {BLOOD STORING, PROCESSING & TRANS. ] 0 0 0 G} 63.00
64 .00 ; INTRAVENOUS THERAPY 0 0 0 0 0] 64.00
65.00 iRESPIRATORY THERAPY 38,611 16,034 4] 609 | 65.00
66.00 | PHYSICAL THERAPY 51,237 74,435 2,508 2,825 ] 66.00
67.00 jOCCUPATIONAL THERAPY 0 0 0 0 ¢l 67.00
68.00 |SPEECH PATHOLOGY 0 0 0 0 0} 68.00
69.00 [ELECTROCARDIOLOGY 25,763 21,443 758 814 | €9.00
70.00 [ELECTROENCEPHALOGRAPHY 3,627 10,663 0 405 Q| 70.00
71,00 [MEDICAL SUPPLIES CHARGED TO PATIENTS 147,172 83,064 20,057 3,153 0} 71.00
72.00 [IMPL. DEV, CHARGED TO PATIENTS 129,161 0 0 0 0| 72.00
73.00 [DRUGS CHARGED TO PATIENTS 264,089 26,266 0 997 0] 73.00
74.00 [REMNAL DIALYSIS 14,088 4,617 0 175 G| 74.00
75.00 [ASC (NON-DISTINCT PART) 0 0 0 0 0] 75.00
76.00 [LITHOTRIPSY 1,578 0 0 0 0] 76.00
76.01 [ENDOSCOPY 36,581 18,831 0 715 G| 76.01
76.02 0 0 0 0 G} 76.02
76.03 [WOUND CARE 13,541 16,904 1,740 642 0| 76.03
76.04 |oPiC 17,731 37,418 1,420 1,420 ¢l 76.04
OUTPATIENT SERVICE COST CENTERS : S e e : G
88.00 |RURAL HEALTH CLINIC 0 0 0 0 0| 88.00
89.00 |FEDERALLY QUALIFIED HEALTH CENTER 0 0; 0 0 (| 89.00
90.00 |CLINIC 0 0, 0 0 0} 90.00
91..00 | EMERGENCY 65, 841; 100,574 14,645 3,818 0! 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCF PART) 92.00
OTHER REIMBURSABLE COST CENTERS =~ : S -
94,00 |HOME PROGRAM DIALYSIS 0 0 0 0 0} 94.00
95.00 [AMBULANCE SERVICES 0 0 0 0 0 95.00
96.00 |DURARLE MEDICAL EQUIP-RENTED [ a 0 0 0 96.00
97 .00 [DURABLE MEDICAL EQUIP-SOLD 0 0 0 0 0{ 97.00
98.00 |OTHER REIMBURSABLE COST CENTERS 0, 0 0 0 0{ 98.00
99.00 |CMHC 0 0 0 0 0 99.00
99.10 |CORF 0 0 [ 0 0] 99.10
100, 00| I&R SERVICES~NOT APPRVD PRGM 0, 0 0 0 0{3100.00
101.00|HOME HEALTH AGENCY 0, 0 0 0 0]101.00

MCRIF32 - 2.15.129.0



Health

Financial Systems

TERRE HAUTE REGIONAL HOSPEITAL

In tieu of Foirm CM5-2552-190

ALLOCATION OF CAPITAL RELATED COSTS

pProvider CCN: 150046 [P

F

eriod:
rom 08/01/2010

worksheet B
part II

To  08/31/2011! pate/Time Prepared:
_ 2/13/2012 12:30 pm
T .Cost Center Description * TADMINISTRATIVE| OPERATION OF ' ' LAUNDRY.& .| HOUSEKEEPING | .. DIETARY ifoi%
. S e & GENERAL | " "UPLANT = F LINEN -SERVICE |- TR
B : T C5,00 0 g e00EE T 8.00 i 9,00 o
SPECYAL PURPOSE COST CENTERS S R :
105 .00/ KIDNEY ACQUISITION 0 0 0 a 0§105.00
106.00| HEART ACQUISITION 0 0 0 0 0§106.00
107.00{LIVER ACQUISITION 0 0 0 0 0§107.00
108.00| LUNG ACQUISITION 0 0 0 0 0i108.00
109.00] PANCREAS ACQUISITION 0 0 0 0 0§109.00
110.00} INTESTINAL ACQUISITION 0 0 0 0 0i110.00
111.90{ISLET ACQUISITION 0 0 0 0 04111.00
113.00|INTEREST EXPENSE 0 0 0 0 01113.00
114.00|UTILIZATION REVIEW-SNF 0 0 0 0 01114.00
115.00|AMBULATORY SURGICAL CENTER (D.P.) 0 0 0 0 04115.00
116. 00| HOSPICE G 0 0 0 0i116.00
118.00|SUBTOTALS (SuM OF LINES 1-117) 2,026, 809 2,159,624 140,471 80,189 177,7301118.00
NONREIMBURSABLE COST CENTERS T T s i R
190.00{GIF¥, FLOWER, COFFEE SHOP & CANTEEN 2,204 5,938 0 225 04190.00
161.00{ RESEARCH 0 0 Lt 0 0§191.00
192.00] PHYSICIANS® PRIVATE OFFICES 0 0 0 0, 0{192.00
193. 00 NONPAID WORKERS 0 0 0 v 0§193.00
194. 00l OCCUPATIONAL MEDICINE 16,923 36,685 0 1,392 0{194.00
194 .01 OFHER NONREIMBURSABLE COST CENTERS 14,282 29,201 0 1,108 62,906{194.01
200.00;Cross Foot Adjustments 200.00
201.00 Negative Cost Centers 0 0 0 0 0)201.00
202.00; TOTAL (sum Tines 118-201) 2,060,218 2,231,448 140,471 82,914 240,6361202.00

MCRIF32 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieuw of Form CMS-2552-10

ALLOCATION OF CAPITAL RELATED COSTS Provider CCN: 150046 | Period: worksheet B
From 09/01/2010 | Part II
To  08/31/2011 ] Date/Time Prepared:

2/13/2012 12:30 pm
| OTHER "GENERALY] ¢ SR
L R R S R SERVICE" R
. .Cost Center.Description (5 NMURSING 774 MET S INSERVICE: =] -Subtotal!
S L IADMINISTRATION! - ] UEDUCATION: ] siniin o
: .00 24.00-

GENERAL SERVICE COST CENTERS T oL
1.00 |CAP REL COSTS-BLDG & FIXT 1.00
2.00 |CAP REL COSTS-MVELE 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
10,00 |DIETARY 10.00
11.00 |CAFETERTA 156,173 11.00
13.00 |NURSING ADMINISTRATION 1,950 60,132 13.00
16.00 |MEDICAL RECCRDS & LIBRARY 3,128 0 189,016 16.00
18.00 |INSERVICE EDUCATION 943 433 ¢ 109,326 __118.00

INPATYENT -ROUTINE SERVICE COST CENTERS e T R R R T R R
30.00 |ADULTS & PEDIATRICS 38,725 18,250 7,176 30,841 2,809,886] 30.00
31.00 |INTENSIVE CARE UNIT 9,492 4,361 2,585 9,945 506,287] 31.00
40,00 |SUBPROVIDER - IPF 7,283 3,346 3,004 3,231 443,197( 40.00
41.00 |SUBPROVIDER -~ IRF 5,767 2,713 1,345 3,267 508,123] 41.00
43,00 NURSERY 2,596 1,192 665 3,351 66,619} 43.00
44,00 [SKILLED NURSING FACILITY 0 0 0 0 0} 44.00
45.00 [NURSING FACILITY 0 0 0 3] 0} 45.00
46.00 |OTHER LONG TERM CARE 0 0 0 4] 0 46.00

IANCILE ARY :SERVICE COST CENTERS - L T e e : R T
50.00 {OPERATING ROOM 16,177 7,432 20,888 9,621 1,111,721} 50.00
51.00 [RECOVERY ROOM 1,988 913 3,027 1,089 82,931} 51.00
52.00 |DELIVERY ROOM & LABOR ROOM 5,295 2,432 2,205 5,386 326,606f 52.00
53.00 |ANESTHESIOLOGY 0 0 0 0 0f 53.00
54,00 [RADIOLOGY-DIAGNOSTIC 5,412 2,480 3,509 3,255 334,101 54.00
54.01 [ULTRASOUND 716 329 890 1,281 24,861| 54.01
54,02 [MAMMOGRAPHY 1,089 500 656 1,915 68,056| 54.02
55.00 [RADIOLOGY-THERAPEUTIC 2,406 1,159 3,318 2,537 266,376] 55.00
56.00 {RADIOISOTOPE 721 331 3,250 383 52,813] 56.00
57.00 |{CT scaN 1,336 614 7,161 335 83,595] 57.00
58.00 |MAGNETIC RESONANCE IMAGING (MRI) 594 G 1,709 311, 47,856 58.00
59.00 {CARDIAC CATHETERIZATION 2,344 1,077 8,798 455 126,488] 59.00
60.00 }LABORATORY 8,782 0 17,215 2,310 301,449 60.00
60.01 {BLOOD LABORATORY 0 0 0 0, 0] 60.01
61.00 [PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 [WHOLE BLOCD & PACKED RED BLOOD CELLS 0 0 2,223 0 37,859} 62.00
63.00 [BLOOD STORING, PROCESSING & TRANS. 0 0 i} 0 0} 63.00
64,00 [INTRAVENOUS THERAPY 0 0 0 0, 0| 64.00
65,00 |RESPIRATCRY THERAPY 5,520 0 4,814 3,375 114,115( 65.00
66.00 [PHYSICAL THERAPY 5,004 2,455 4,453 3,854 346,290} 66.00
67.00 |OCCUPATIONAL THERAPY 0 0 0 0 0} 67.00
68.00 |SPEECH PATHOLOGY 0 0] ¢ 0 0| 68.00
69.00 |ELECTROCARDIOLOGY 2,985 1,397 3,990 203 115,174} 69.00
70.00 | ELECTROENCEPHALOGRAPHY 303 0 301 96 43,797( 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 1,904 875 14,648 24 490,071} 71.00
72.00 [IMPL. DEV. CHARGED TO PATIENTS 0 0 5,496 0 134,657( 72.00
73.00 [DRUGS CHARGED TO PATIENTS 6,550 0 42,551 144 413,973| 73.00
74.00 [RENAL DIALYSIS 9 4 1,553 0 32,589] 74.00
75.00 [ASC (NON-DISTINCT PART) 0 0 0 0 0| 75.00
76.00 {LITHOTRIPSY 0 0 145 0 1,721] 76.00
76.01 lENDOSCOPY 3,732 1,714 10,014 3,554 126,962| 76,01
76.02 0 0 0 0 0] 76,02
76.03 |WOUND CARE 203 763 752 Q 79,130 76.03
76.04 [oPIC 2,255 1,036 1,603 287 162,771 76.04

OUTPATIENT SEAVICE COST CENTERS B L EEEERU b B DR TR L i,
88.00 |RURAL HEALTH CLINIC 0 0 0 [4] 0| 88.00
89.00 |FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 G| 89.00
90,00 |CLINIC 0 0 0 0 0| 90.00
91.00 |EMERGENCY 8,197 3,766 9,066 17,952 492,942] 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 92.00

OTHER REIMBURSABLE COST CENTERS " o e e :
94.00 |HOME PROGRAM DIALYSIS 0 0 0 0 0] 94,00
95.00 |AMBULANCE SERVICES 0 0 0 0 0] 95.00
96.00 |DURABLE MEDICAL EQUIP-RENTED 0 0 0 0 0} 96.00
97.00 |DURABLE MEDICAL EQUIP-SOLD 4] ¢ 0 0 0i 97.00
98.00 |OTHER REIMBURSABLE COST CENTERS 0 0 0 0 0 98.00
99.00 |CMHC 0 0 0 0 ol 99.00
99.10 |CORF 0 0 4] 0 0} 99.10

MCRIF32 - 2.15.129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Lie

J of Form CM5-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

provider CCN: 150046

period:
From 09/01/2010
To 08/31/2011

worksheet B
Part II

pate/Time Prepared:

2/13/2012 12:30 pm
OTHER -GENERAL] ;- FRRERR .
- LR DR B RS EERER Ao sl S U SERVICES T o] I

| 'Cost-Center Description. i ‘CAFETERIA ~} -~ 'NURSING i 1 INSERVICE total -

B N R S E A RAFERELAES U ADMINISTRATION: ZEDUCATION . - Coo
o L 11.00 e300 et 18.00 | 24,00 :
100.00; I&R SERVICES-NOT APPRVD PRGM i 0 0 o[100.00
101.00;HOME HEALTH AGENCY g 4] 0 0]101.00

SPECTAL PURPOSE 'COST CENTERS e )

105.00 KIDNEY ACQUISITION 0 0 0 0]305.00
106. 00  HEART ACQUISITION 0 0 0 Gi106.00
107 . 00| LIVER ACQUISITION 0 Q 0 0{107.00
108.00|LUNG ACQUISITION 0 ) 0 Gi108.00
109 .00} PANCREAS ACQUISITION 0 & 0 0l109.00
110,00} INTESTINAL ACQUISITION 0 0 0 0]110.00
111,00} ISLET ACQUISITION 0 0 0 0f111.00
113,00} INTEREST EXPENSE 0 0 0 0{113.00
114, Q0| UTILIZATION REVIEW-SNF 0 0 0 0{114.00
115, 00| AMBULATORY SURGICAL CENTER (D.P.) 0 0 0 0{115.00
116.00{HOSPICE Q 0 8] 0{116.00
118.00[SUBTOTALS {SUM OF LINES 1-117) 154,407 59,578 109,302 9,753,016(118.00

NONREIMBURSABLE COST CENTERS = L SRR TR R
190.00|GIFT, FLOWER, COFFEE SHOP & CANTEEN 267 0 0 24,333[190.00
191.00{RESEARCH 0 0 0 0191.00
192 .00 PHYSICIANS' PRIVATE OFFICES 0 ¢ [ (192,00
193.00{ NONPAID WORKERS 0 0 0 01193.00
194.00i OCCUPATIONAL MEDICINE 1,205 554 24 153,900(194.00
194,01 OTHER NONREIMBURSABLE COST CENTERS 294 0 ; 184,866(194.01
200.00/Cross Foot Adjustments (]200.00
201.00;Negative Cost Centers 0, 0 0 0 04201.00
202,00; TOTAL (sum lines 118-201) 156,173 60,132 189,016 109, 326 10,116,115§202.00

MCRIF32 - 2,15.129.0



TERRE HAUTE REGIONAL HOSPITAL

In tieu of Form CMS-

2552-10

Health Financial Systems
ALLOCATION OF CAPITAL RELATED COSTS provider CCN: 150046 | Period: worksheet B
From 09/01/2010 | Part II
To 08/31/2011 | pate/Time Prepared:
2/13/2012 12:30 pm
Cost Center ‘Bescription = i e Intern &0 Total Y
L s e -Residents Cost| @i:
U Post A
- Stepdown (o
. Adjustments il S
R R O L o RS 00 - 26.00
GENERAL SERVICE COST CENTERS =~ - L
1.00 [CAP REL COSTS-BLDG & FIXT
2.00 |CAP REL COSTS-MVBLE EQUIP
4.00 |EMPLOYEE BENEFITS
5.00 |ADMINISTRATIVE & GENERAL
7.00 |OPERATION OF PLANT
8.00 [LAUNDRY & LINEN SERVICE
9.00 |HOUSEKEEPING
10.00 |DIETARY
11.00 {CAFETERIA
13.00 JNURSING ADMINISTRATION
16.00 {MEDICAL RECORDS & LIBRARY
18.00 | INSERVICE EDUCATION
INPATIENT ROUTINE SERAVICE COST CENTERS i miiimiasioimit o
30.00 JADULTS & PEDIATRICS Q 2,809,886 30.00
31.00 [INTENSIVE CARE UNIT 0 506,287 31.00
40.00 | SUBPROVIQER - IPF 0 443,197 40,00
41.00 |SUBPROVIDER - IRF 0 508,123 41,00
43,00 |NURSERY 0 66,619 43,00
44,00 |SKILLEQ NURSING FACILITY 4] 0 44,00
45,00 [NURSING FACILITY Q 0 45,00
46.00 [OTHER LONG TERM CARE Q 0] 46.00
ANCILLARY SERVICE COST CENTERS e
50.00 [OPERATING ROOM 0 1,111,721 50.00
51.00 |RECOVERY ROOM 0 82,931 51.00
52.00 [PELIVERY ROOM & LABOR ROOHM 0 326, 606 52.00
53.00 |ANESTHESIOLOGY 0 0 53.00
54.00 {RADIOLOGY-DIAGNOSTIC 0 334,101 54.00
54.01 {{/LTRASOUND ¥ 24,861 54.01
54.02 |MAMMOGRAPHY 8] 68,056 54.02
55.00 |RADIOQLOGY-THERAPEUTIC [§] 266,376 55.00
56.00 [RADIOISOTOPE a 52,813 56.00
57.00 {CT SCAN ¢ 83,595 57.00
58.00 |MAGNETIC RESONANCE IMAGING (MRI) [ 47,856 - 58.00
59.00 [CARDIAC CATHETERIZATION 0 126,488 59.00
60.00 | LABORATORY [t 301,449 60.00
60.01 [BLOOD LABORATORY 0 0, 60.01
61.00 [PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 [WHOLE BLOOD & PACKED RED BLOOD CELLS 0 37,859 62.00
63.00 |BLOOD STORING, PROCESSING & TRANS. 0 0 63.00
64.00 |INTRAVENOUS THERAPY 0 0 64,00
65.00 |RESPIRATORY THERAPY 0, 114,115 65.00
66.00 | PHYSICAL THERAPY 0 346,290 66,00
67 .00 |OCCUPATIONAL THERAPY 0 0 67.00
68,00 {SPEECH PATHOLOGY 0 0 68.00
69,00 | ELECTROCARDIOLOGY 0 115,174 69,00
70.00 | ELECTROENCEPHALOGRAPHY 0, 43,797 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 490,071 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENTS 0, 134,657 72,00
73.00 |DRUGS CHARGED TO PATIENTS 0] 413,973 73.00
74.00 |RENAL DIALYSIS 0] 32,589 74.00
75.00 {ASC {NON-DISTINCT PART) 0] 0 75.00
76.00 {LITHOTRIPSY 0 1,721 76.00
76.01 |ENDOSCOPY 0, 126,962 76.01
76.02 1 0 76.02
76.03 {WOUND CARE 0 79,130 76.03
76.04 lopP1C 0 162,771 76.04
QUTPATIENT SERVICE COST CENTERS L
88.00 [RURAL HEALTH CLINIC 0 0 88.00
89.00 |FEDERALLY QUALIFIED HEALTH CENTER 0 0 89.00
90.00 |CLINIC 0 0 90.00
91.00 |EMERGENCY 0 492,942 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 0 92,00
OTHER REIMBURSABLE COST CENTERS S R
94.00 |HOME PROGRAM DIALYSIS 0 0 94.00
95.00 |AMBULANCE SERVICES 0 Q 95.00
96.00 |{DURABLE MEDICAL EQUIP-RENTED 0 0 96.00
97.00 |DURABLE MEOICAL EQUIP-SOLD 0 0 97.00
98.00 |OTHER REIMBURSABLE COST CENTERS 0 0 98.00
99,00 {CMHC 0 0 99.00
99,10 |CORF 0 0 99,10

MCRIF32 - 2.15.129.0



Health

Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In tiey of Form (MS5-2552-10

ALLOCATION OF CAPITAL RELATED COST5

provider CCN: 150046

worksheet B
Part IT
pate/Time Prepared:

Period:
From 09/01/2010
To 08/31/2011

] 2/13/2012 12:30 pm
- .Cost Center Pescription. . i 2| oIntern & SRER 1751 RS S KRR A L
N Ll Residents-Cost| /il

& Pest

Stepdown,

Adjustments
R - : 25.00 i 26.00 N R
100.00[ T&R SERVICES-NOT APPRVD PRGM 0 0 100.00
101,00 HOME HEALTH AGENCY 0, 0 101.00

SPECIAL PURPOSE COST CENTERS R :
105. 00 KIDNEY ACQUISITION 0 0 105.00
106.00] HEART ACQUISITION 0 0 106.00
107 .00 LIVER ACQUISITION 0 0 107.00
108.00; LUNG ACQUISITION 0 0 108.00
109.00/ PANCREAS ACQUISITION 0 0 109.00
110.00; INTESTINAL ACQUISITION 0 0 1106.00
111, 00| ISLET ACQUISITION [4] 0 111.00
113.00/ INTEREST EXPENSE 0 0 113.00
114,00/ UTILIZATION REVIEW-SNF 0 0 114.00
115,00/ AMBULATORY SURGICAL CENTER (D.P.} [4) 0 115.00
116.09|HOSPICE 0 0 116.00
118.00| SUBTOFALS (SUM OF LINES 1-117) 0 9,753,016 118.00
NONREIMBURSABLE COST CENTERS B [

190.00{GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 24,333 190.00
191. Q0| RESEARCH 0 0 191.00
192 . 00| PHYSICIANS' PRIVATE QFFICES 0 0 192.00
193 . 00| NONPAID WORKERS 0 0 193.00
194 .00} OCCUPATIONAL MEDICINE 0 153,900 194,00
194 .01} OTHER NOMREIMBURSABLE COST CENTERS 0 184,866 194.01
200.00{Cross Foot Adjustments 0 0 200.00
201.00{Negative Cost Centers 0 0 201.00
202.00[ToTAaL (sum Tlines 118-201) 4] 10,116,115 202.00

MCRIF32

~ 2.15.129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Lieu of Form (MS-2552-10

COST ALLOCATICN ~ STATISTICAL BASIS provider CCN: 150046 | Period: worksheet B-1
From 09/01/2010
To 08/31/2011i pate/Time Prepared:
2/13/2012 12330 pm
| CAPTTAL "RELATED | COSTS T AT
~-Cost Center Description ] “BLDG - & FIXT: | - MVBLEEQUIP. | - EMPLOYEE . ’[ReconciliationADMINISTRATIVE| -

SO S : | (SQUARE :FEET) | (SQUARE FEET) | * BENEFITS. | o i) U & GENERAL

B B L B L - (GROSS - SE3 (ACCUM. . COST)

RRRTSLAN! TR SALARTES) h| e il e n s i

: R R R0 2,00 s 400 ] e A 500

GENERAL SERVICE COST ‘CENTERS ~ e R R s L e
1.00 [CAP REL COSTS-BLDG & FIXT 330,197 1,00
2,00 |[CAP REL COSTS-MVBLE EQUIP 330,197 2.00
4.00 |EMPLOYEE BENEFITS 3,750 3,750 35,532,289 4.00
5.00 |[ADMINISTRATIVE & GENERAL 16,804 16, 804 3,064,605 -15,177,276, 82,437,642] 5,00
7.00 {OPERATION OF PLANT 81,538 81,538 681,203 0 5,269,696{ 7.00
8.00 |[LAUNDRY & LINEN SERVICE 3,541; 3,541 35,882 0 585,265] B8.00
9.00 |HOUSEKEEPING 1,274 1,274 858,816 0 1,413,942] 9.00
10,00 [DIETARY 5,784 5,784 373,756 0 1,283,351; 10.00
11.00 [CAFETERIA 3,689 3,689 387,740 0 909,042 11.00
13.00 |NURSING ADMINISTRATION 990, 990 603,900 0 834,238] 13.00
16.00 |MEDICAL RECORDS & LIBRARY 4,571 4,571 411,373 i 830,170% 16.00
18.00 {INSERVICE EDUCATION 2,763 2,763 188,085 ] 331,820} 18.00

INPATIENT ROUTINE SERVICE COST CENTERS R T T s
30.00 [ADULTS & PEDIATRICS 62,462 62,462 6,941,530 [i] 11,152,7701 30.00
31,00 [ INTENSIVE CARE UNIT 10,629 10,629 2,052,154 0 3,100,715} 31.00
40.00 |SUBPROVIDER - IPF 9,596 9,596 1,220,964 0 1,871,730 40.00
41.00 [SUBPROVIDER - IRF 11,408 11,408 1,067,559 ) 2,053,852; 41.00
43.00 [NURSERY 1,044 1,044 545,161 0 795,070% 43,00
44,00 [SKILLED NURSING FACILITY 0 0 0 0 0 44.00
45,00 [NURSING FACILITY 0 0 0 0 0] 45.00
46.00 [OTHER LONG TERM CARE 0 1] 0 0 0| 46.00

IANCILEARY SERVICE COST CENTERS B - ELA L T e T
50.00 |OPERATING ROOM 25,223 25,223 3,123,304 0 5,270,406} 50.00
51.00 [RECOVERY ROOM 1,575 1,575 506,230 0 721,063} 51.00
52.00 |DELIVERY ROOM & LABCR ROOM 7,182 7,182 1,115,851 0 1,774,624} 52.00
53.00 {ANESTHESIOLOGY 0 0 Q 0 of 53.00
54.00 {RADIOLOGY-DIAGNOSTIC 7,668 7,668 817,742 0 1,477,308| 54.00
54.01 [ULTRASCUND 406 406 164,050 0 265,306| 54.01
54.02 |MAMMOGRAPHY 1,495 1,495 197,067 0 388,730f 54.02
55.00 |RADICLOGY-THERAPEUTIC 6,177 6,177 532,247 0 1,354,796 55.00
56.00 {|RADTOTSOTOPE 742 742 174,165 0] 841,422] 56.00
57.00 |CT SCAN 1,602 1,602 241,738 0] 640,460] 57.00
58.00 |MAGNETTC RESONANCE IMAGTING (MRI) 1,040 1,040 127,132 0 303,248] 58.00
59.00 [CARDIAC CATHETERIZATION 2,293 2,293 634,433 0 1,192,801 59.00
60.00 |LABORATORY 5,352 5,352 1,330,981 0 3,100,142 60.00
60.01 [BLOOD LABORATORY 0 0 0 0 0f 60.01
61.00 [PBP CLINICAL LAB SERVICES-PRGM ONLY 0, 61.00
62.00 {WHOLE BLOOD & PACKED RED BLOOD CELLS 320 320 0 Y 966,511} 62.00
63.00 [BLOCD STORING, PROCESSING & TRANS. 0 0 0 0, 0} 63.00
64.00 ; INTRAVENGUS THERAPY 0 0 0 0 0} 64.00
65.00 RESPIRATORY THERAPY 1,639 1,639 1,096,461 0, 1,544,996} 65.00
66.00 [ PHYSICAL THERAPY 7,609 7,609 1,271,423 i} 2,050,220} 66,00
67 .00 [OCCUPATIONAL THERAPY 0l 0 0 0] 0 67.00
68.00 [SPEECH PATHOLOGY 0] 0 0 0] 0} 68.00
69,00 [ELECTROCARDICLOGY 2,192 2,192 520,897 0 1,030,907] 69.00
70.00 |ELECTROENCEPHALOGRAPHY 1,080 1,090 58,772 0 145,146} 70.00
71.00 |MEDICAL SUPPLIES CHARGED TOQ PATIENTS 8,491 8,491 232,706 O 5,888,987 71.00
72.00 {IMPL. DEVY. CHARGED TO PATIENTS ; 0 0 0 5,168,309] 72.00
73.00 [DRUGS CHARGED TO PATIENTS 2,685 2,685 1,578,368 i 10,567,365 73.00
74,00 |RENAL DIALYSIS 472 472 538 0 563,653] 74.00
75.00 [ASC (MON-DISTINCT PART) 1] 0 ¢ 0 0] 75.00
76.00 |LITHOTRIPSY 1] 0] 0 0, 63,051 76.00
76.01 |ENDOSCOPY 1,925 1,925 843,017 0 1,463,776 76.01
76.02 0 0 ¢ iy 0| 76.02
76.03 |WOUND CARE 1,728 1,728 45, 876 0 541,847] 76.03
76.04 |OPIC 3,825 3,825 436,396 ) 709,486] 76.04

OUTPATIENT SERVICE COST CENTERS Lo o ’ e
88.00 [RURAL HEALTH CLINIC 0, 0, 0 0 0} 88.00
89.00 [FEDERALLY QUALIFIED HEALTH CENTER li; b 0 0 G| 89.00
90.00 |CLINIC 0 0 0 0 0| 90.00
91.00 |EMERGENCY 10,281 10,281 1,677,191 0 2,634,585] 91.00
92.00 |OBSERVATION BEDS {NON-DISTINCT PART) 92,00

OTHER REIMBURSABLE COST CENTERS R ot :
94.00 |HOME PROGRAM DIALYSIS 0 0 0 0 0} 94.00
95.00 JAMBULANCE SERVICES 0 0 0 [3) 0} 95.00
96.00 |DURABLE MEDICAL EQUIP-RENTED 0 0 0 ) 0] 96.00
97.00 [DURABLE MEDICAL EQUIP-SOLD 0 0 0 0 0| 97.00
98.00 {OTHER REIMBURSABLE COST CENTERS 0 0 0 0 0| 98.00
99,00 [CMHC 0 3] 3] 4] a] 99.00

MCRIF32 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form CM5-2552-10
COST ALLOCATION - STATISTICAL BASIS provider CCM: 150046 |pPeriod: worksheet B-1

From 09/01/2010
To 08/31/2011| pate/Time Prepared:
2/13/2012 12:30 pm

CAPITAL RELATEDCOSTS
. ‘Cost Center Description. . ' i | BLOG & FIXT: MVBLE EQUIP | - EMPLOYEE '::[ReconciliationADMINISTRATIVE| ..
Co P e e ©. | (SQUARE 'FEET) | (SQUARE FEET) | ~ BENEFITS. |.. . . .00 o0& GENERAL: | %
TUEE L GROSS T T (ACCUMLT COSTY |
KE R BT e e ;
99.10 [CORF 0 0 0 9 0| 99.10
100.00{T&R SERVICES-NOT APPRVD PRGM 0 0 0 ] 01100.00
101, Q0[HOME HEALTH AGENCY 0 0 0 [1] 0101.00
SPECIAL PURPOSE COST CENTERS e -
105 . 00| KIDNEY ACQUISITION 0 0 0 [i] 0]105.00
106. 00| HEART ACQUISITION 0 0 0 9 01106.00
107 . 00| LIVER ACQUISITION 0 0 0 9 0107.00
108 . 00| LUNG ACQUISITION 0 0 0 0 0]108.00
109, 00| PANCREAS ACQUISITION 0 0] 0 4] 01109.00
110, Q0| INTESTINAL ACQUISITION 0 0] 0 0 0|110.00
111.00|ISLET ACQUISITION 0 0 0 0 Q111,00
113, 00| INTEREST EXPENSE 0 0 0 0 {1113,00
114, 00[UTILTIZATION REVIEW-SNF 0 0 0 0 0{114.00
115. 00| AMBULATORY SURGICAL CENTER (D.P.) 0 g 0 0 {]115.00
116.00|HOSPICE 0 0 0 4] 0116.00
118.00[SUBTOTALS (SUM OF LINES 1-117} 322,855 322,855 35,169,307, -15,177,276 81,100,806/118.00
NONREIMBURSABLE COST CENTERS : ] e e R : R
190.00;GEFT, FLOWER, COFFEE SHOP & CANTEEN 607 607 30,016 0 88,181/190.00
191.00; RESEARCH 0 0 [ 0 0{191.00
192,00 PHYSICIANS' PRIVATE OFFICES 0 0 0 0 0192.00
193. 00} NONPAID WORKERS 0 0 0 0 {{193.00
194, 00} OCCUPATIONAL MEDICINE 3,750 3,750 232,356 ) 677,167{194.00
194 .01 OTHER NONREIMBURSABLE COST CENTERS 2,985 2,985 100, 610 0 571,488{194.01
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) 3,733,391 4,762,287 6,722,244 15,177,276[202.00
203.00/unit cost multiplier (wkst. B, Part I) 11.306556) 14.422563 0.189187 0.184106{203.00
204.00|Cost to be allocated (per wkst. B, Part II} 96, 665 2,0060,2181204.00
205.00junit cost multiplier (wkst. B, Part II) 0.002720 0.024991[205.00

MCRIF32 - 2.15.129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

in Lieu of Form ¢MS-2532-10

COST ALLOCATION - STATISTICAL BASIS provider CCN: 150046 | Period: worksheet B-1
From 09/01/2010
To  08/31/2011| pate/Time Prepared:
2/13/2032 12:30 pm
. -Cost.Center .Description . i | OPERATION OF | LAUNDRY &: | HOUSEKEEPING DIETARY. 0 CAFETERIAZ™ 00
s T S UPLANT - ] LINEN . SERVICE | (SQUARE ; FEET) [(MEALS |SERVED)| ' ((MANHOURS) -
T e e SAUTLO0 29,00 B b iy
GENERAL SERVICE COSTCENTERS '~ S RN T T R
1.00 |[CAP REL COSTS-BLDG & FIXT 1.00
2,00 |CAP REL COSTS~MVELE EQUIP 2.00
4.00 |EMPLOYEE BENEFITS 4.00
5.00 |ADMINISTRATIVE & GENERAL 5.00
7.00 |OPERATION OF PLANT 228,105 7.00
8.00 |[LAUNDRY & LINEM SERVICE 3,541 13,169 8.00
9.00 |HOUSEKEEPING 1,274 [4] 223,290 2.00
10.00 [DIETARY 5,784 0 5,784 133,937 16.00
11.00 |CAFETERIA 3,689 0 3,689 0 1,108,980] 11.00
13.00 |NURSING ADMINISTRATION 990 0 930 0 13,849{ 13.00
16.00 [MEDICAL RECORDS & LIBRARY 4,571 0 4,571 0 22,218{ 16.00
18.00 |INSERVICE EDUCATION 2,763 0 2,763 0 6,693] 18.00
TNPATIENT ROUTINE SERVICE COST CENTERS L A S I
30.00 |ADULTS & PEDIATRICS 62,462 4,992 62,462 67,712 282,081] 30.00
31.00 [INTENSIVE CARE UNIT 10,629 874 10,629 3,397 67,404 31.00
40.00 {SUBPROVIDER - IPF 9,596 393 9,596 15,422 51,716] 40.00
41,00 |SUBPROVIDER - IRF 11,408 860 11,408 12,393 40,951 41.00
43,00 [NURSERY 1,044 0 1,044 0 18,4321 43.00
44 .00 [SKILLED NURSING FACILITY 0 0 0 0 0 44.00
45.00 [NURSING FACILITY 0 0 0 0 0 45.00
46.00 |OTHER LONG TERM CARE 0 0 Q 0 Q0f 46.00
IANCILEARY SERVECE COST_ CENTERS SR e EE L
50.00 |OPERATING ROOM 25,223 1,126 25,223 0 114,874] 50.00
51.00 |RECOVERY ROOM 1,575 0 1,575 0 14,115] 51.00
52.00 |DELIVERY ROOM & LABOR ROOM 7,182 580 7,182 0 37,598] 52.00
53,00 |ANESTHESIOLOGY 0 0 0 0 0] 53.00
54,00 [RADIOLOGY-DIAGNOSTIC 7,668 482 7,668 0 38,432 54.00
54,01 |ULTRASCUND 406 0 406 0 5,087{ 54.01
54,02 |MAMMOGRAPHY 1,495 0 1,495 0 7,731 54,02
55,00 |RADIOLOGY-THERAPEUTIC 6,177 [ 6,177 Q 17,082) 55.00
56.00 {RADIOISOTOPE 742 0 742 [y) 5,118} 56.00
57.00 [CT SCAN 1,602 0 1,602 0 9,484} 57.00
58.00 |MAGNETIC RESONANCE TMAGING (MRI) 1,040 ¢ 1,040 ) 4,217} 58.00
5%.00 [CARDIAC CATHETERIZATION 2,293 0 2,293 0 16,646] 59.00
60.00 |LABORATORY 5,352 0 5,352 0 62,359] 60.00
60.01 [BLOOD [LABORATORY 0 0 0 0 0| 60.01
61.00 |PRP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 (WHOLE BLOOD & PACKED RED BLODD CELLS 320 0 320 0 0| 62.00
63.00 [BLCOD STORING, PROCESSING & TRANS. Q 0 0 0 G| 63.00
64.00 |INTRAVENOUS THERAPY 0 0] G 0 0] 64.00
65.00 |RESPIRATORY THERAPY 1,639 0 1,639 0 39,196 65.00
66.00 ;PHYSICAL THERAPY 7,609 235 7,609 0 35,532| 66.00
67.00 [OCCUPATIONAL THERAPY 0 0 [t} 0 0| 67.00
68.00 [SPEECH PATHOLOGY 0 0 &) 0 0] 68.00
69,00 [ELECTROCARDIOLOGY 2,192 71 2,192 0 21,199} 69.00
70.00 [ELECTROENCEPHALOGRAPHY 1,090 0 1,090 0 2,151} 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 8,491 1,879 8,491 0 13,520] 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0 0} 72.00
73.00 |DRUGS CHARGED TO PATIENTS 2,685 0 2,685 0 46,514] 73.00
74.00 |RENAL DIALYSIS 472 0 472 0 67| 74,00
75.00 [ASC (NON-DISTINCT PART) 0 0 0 0 0} 75.00
76,00 |LITHOTRIPSY O 0 0 0 0] 76.00
76,01 |ENDOSCOPY 1,925 0 1,925 0 2G,500] 76.01
76.02 a 0] 0 0 0] 76.02
76.03 |WOUND CARE 1,728 163 1,728 0 1,441) 76.03
76.04 [oPIC 3,825 133 3,825 0 16,015] 76.04
OUTPATIENT SERVICE COST CENTERS i : ]
88.00 |RURAL HEALTH CLINIC 0 0 0 o 0| 88.00
89.00 | FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0 89.00
90.00 |CLINIC 0 0 0 0 0] 90.00
91.00 |EMERGENCY 10,281 1,372 10,281 a 58,208] 91.00
92.00 |OBSERVATION BEDS {NON-DISTINCT PART) 92.00
OTHER REIMBURSABLE COST CENTERS =~ : -
94.00 |HOME PROGRAM DIALYSIS 0 0] 0 0 0f 94.00
95.00 |AMBULANCE SERVICES 0 0 0 0 0] 95.00
96.00 |DURABLE MEDICAL EQUIP-RENTED 0 0 0 0 0{ 96.00
97.00 |DURABLE MEDICAL EQUIP-SOLD 0 0 0 0 0f 97.00
98.00 |OTHER REIMBURSABLE COST CENTERS 1] 0 0 0 G} 98.00
99,00 |CMHC 0 0 1) 0 0} 99.00
99.10 [CORF 0 0 0] 0 0} 99.10
100.00|I&R SERVICES-NOT APPRVD PRGM 0 0 0] 0 0{100.00

MCRIF32 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form CMS-2552-10

COST ALLOCATION - STATISTICAL BASIS provider CcN: 150046 | Period: worksheet B-1

From 09/01/2010
To 08/31/2011| pate/Time Prepared:
2/13/2012 12:30 pm

. 'Cost ‘Center Description OPERATEON ‘OF '} :LAUNDRY..& | HOUSEKEEPING:| - 'DIETARY 7| - CAFETERIA ::f wnoiin

S ORI AT CUUE U PRANT S LINEN CSERVICE | (SQUARE FEET).[(MEALS :SERVED)| *{MANHOURS)::

] €SQUARE SFEET) | +'(POUNDS OF 5 o0 fo i o e i i o

o e AUNDRYY ] Sl RS I _
101.00;HOME HEALTH AGENCY Y 0 0 0 0}101.00

SPECTAL PURPOSE COST CENTERS e o S : S
105. 00 KIDNEY ACQUISITION 0 0 0 0 01105.00
106,00} HEART ACQUISITION 0 0 0 0 0106.00
107 .Q0; LIVER ACQUISITION 0 0 0 0 0}107.00
108.00; LUNG ACQUISITION 0 0 0 0 0}1108.00
109.00; PANCREAS ACQUISITION 0 0 [+ 0 0[109.00
110,00, INTESTINAL ACQUISITION 0 0 0 0 01110.00
111. 00| ISLET ACQUISITION 0 0 0 0 01111.00
113.00| INTEREST EXPENSE 0 0 0 0 0]113.00
114,00 UTILIZATION REVIEW-SNF 0 4] 0 0 0[114.00
115.00| AMBULATORY SURGICAL CENTER (D.P.) 0 0 0 0 0[115.00
116.00|HOSPICE 0 0 0) 0 0[116.00
118.00|SUBTOTALS (SUM OF LINES 1-117) 220,763 13,160 215,948] 98,924 1,006,440]i18.00

NONREIMBURSABLE COST CENTERS el R - SO
190.00/|GIFY, FLOWER, COFFEE SHOP & CANTEEN 607 0 607 0 1,896{190.00
191,900} RESEARCH 0 0 0 0 01191,00
192, 00} PHYSICIANS' PRIVATE OFFICES 0 0 0 [t 0{192.00
193, 00] NONPAID WORKERS 0 0 0] 0 01193.00
194. 00 OCCUPATIONAL MEDICINE 3,750 0 3,750 0 8,556(194.00
194.01{OTHER NDMREIMBURSABLE COST CENTERS 2,985 0 2,985 35,013 2,088]194.01
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) 6,239,879 789, 881 1,709,108 1,722,119 1,205,552(202.00
203.00iunit cost multiplier (wkst. B, Part I) 27.355293 60.021353 7.654208 12.857679 1.087082203.00
204,00/ Cost to be allocated (per wkst. B, Part II) 2,231,448 140,471 82,914 240,636 156,173(204.00
205.00;unit cost multiplier (wkst. B, Part II) 9.782548 10.674088 0.371329 1.796636 0.140826[205.00

MCRIF32 - 2,15.129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

in Lieu of Form (MS-2552-10

COST ALLOCATION - STATISTICAL BASIS

Provider CCN:

150046 | period:

From §9/01/2010
To  08/31/20i1 ! pate/Time Prepared:

worksheet B-1

12/13/2012 12:30 pm
| OTHER 'GENERAL Gr
! Cn T R S SERVICE
“U'Cost ‘Center-bDescription T UMEDICAL 1o INSERVICE -
SRS o :  RECORDS S EDUCATION: ] 0
LIBRAR (TIME SPENT).| "~ '
CUGROSS. | s e e
CCHARGES) -]
GENERAL SERVICE COST CENTERS
1.00 |CAP REL COSTS-BLDG & FIXT 1.00
2,00 |CAP REL COSTS-MVBLE EQUIP 2.00
4,00 |[EMPLOYEE BENEFITS 4.00
5.00 |ADMINISTRATIVE & GENERAL 5.00
7.00 |OPERATION OF PLANT 7.00
8.00 |[LAUNDRY & LINEN SERVICE 8.00
9.00 {HOUSEKEEPING 9.00
10,00 |DIETARY 10.00
11,00 {CAFETERIA 11.00
13.00 |NURSING ADMINISTRATION 929,481 13.00
16.00 {MEDICAL RECORDS & LIBRARY 0] 456,801,417 16.00
18.00 ! INSERVICE EDUCATION 6,693 0 9,135 18.00
INPATIENT ROUTINE SERVICE 'COST CENTERS T e R R
30.00 | ADULTS & PEDIATRICS 282,091 17,332,660 2,577 30.00
31.00 | INTENSIVE CARE UNIT 67,404 6,243,549 831 31.00
40.00 [SUBPROVIDER - IPF 51,716 7,256,990 270 40.00
41.00 | SUBPROVIDER - IRF 41,943 3,249,732 273 41.00
43.00 [HURSERY 18,432 1,605,991 280 43.00
44.00 [SKILLED NURSING FACILITY 0 0 y; 44,00
45.00 [NURSING FACILITY 0 [ a 45.00
46.00 [OTHER LONG TERM CARE 0 Q y; 46.00
ANCILEARY SERVICE COST CENTERS R R SRR
50.00 |OPERATING ROOM 114,874 50,453,347 829 50.00
51.00 |RECOVERY ROOM 14,115 7,310,805 91 51.00
52,00 |DELIVERY ROOM & LABOR ROOM 37,598 5,327,220 450 52,00
53.00 [ANESTHESIOLOGY 0 0 0 53.00
54,00 | RADIOLOGY-DIAGNOSTIC 38,432 8,474,959 272 54,00
54,01 |ULTRASQUND 5,087 2,149,006 107 54,01
54,02 |MAMMOGRAPHY 7,731 1,585,730 160 54,02
55.00 | RADIOLOGY-THERAPEUTIC 17,914 8,013,671 212 55.00
56.00 [RADIOISOTOPE 5,118 7,850,237 32 56.00
57.00 [CT scan 9,484 17,296,323 28 57.00
58.00 |MAGNETIC RESONANCE IMAGING (MRI) 0 4,129,180 26 58.00
59.00 [CARDIAC CATHETERIZATION 16,646 21,251,150 38 59.00
60.00 {LABORATORY 0 41,582,386 193 60.00
60.01 |BLOOD LABORATORY 0 0 0 60.01
61.00 |PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 {WHOLE BLCGOD & PACKED RED BLOOD CELLS 0 5,368,495 0 62.00
63.00 [BLOOD STORING, PROCESSING & TRANS. 0 o 0 63.00
64.00 | INTRAVENOUS THERAPY 0 g 0 64.00
65.00 [RESPIRATORY THERAPY 0 11,627,639 282 65.00
66.00 [PHYSICAL THERAPY 37,944 10,754,833 322 66.00
67.00 [OCCUPATIONAL THERAPY 0 g 0 67.00
68.00 [SPEECH PATHOLOGY 0 0 0 68.00
69.00 |ELECTROCARDIOLOGY 21,591 9,651,749 i7 69.00
70.00 |ELECTROENCEPHALOGRAPHY 0 727,030, 8 70.00
71,00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 13,520 35,381,539 2 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENTS 0 13,275,018 0 72.00
73.00 |DRUGS CHARGED TO PATIENTS 0 103,021,828 12 73.00
74.00 |RENAL DIALYSIS 67 3,752,180 0 74.00
75.00 |ASC (NON-DISTINCT PART) 0 0] 0 75.00
76.00 |LITHOTRIPSY 0 351,314 0 76.00
76.01 | ENDOSCOPY 26,500 24,188,932 297 76.01
76.02 0 0 0 76.02
76.03 |WOUND CARE 11,790 1,817,071 0 76.03
76.04 |oPIC 16,015 3,872,471 24 76.04
OUTPATIENT SERVICE COST CENTERS : : R
88.00 [RURAL HEALTH CLINIC 0 0 0 83.00
89.00 | FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 89.00
90.00 |CLINIC 0 0 0 90.00
91,00 |EMERGENCY 58,220 21,898,382 1,500 91.00
92.00 |OBSERVATION BEDS {NON-DISTINCT PART) 92.00
OTHER REIMBURSABLE COST CENTERS .-~ G T
94.00 |HOME PROGRAM DIALYSIS 0 0 0 94,00
95.00 JAMBULANCE SERVICES 0 0 0 95.00
96.00 |DURABLE MEDICAL EQUIP-RENTED 0 0 0 96.00
97.00 !DURABLE MEDICAL EQUIP-SOLD 0 0 0 97.00
98.00 {OTHER REIMBURSABLE COST CENTERS 0 0 0 98.00

MCRIF32 - 2.15.129.0



In Lieu of Form CM5-2552-10

Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL
COST ALLOCATIOM - STATISTICAL BASIS Provider CCN: 150046 | Period: worksheet B-1
From 09/01/201C
To  (8/31/2011 | Date/Time Prepared:
2/13/2012 12:30 pm
OTHER 'GENERAL{ . S
i : R RN o SERVICE i "
_~’Cost Center Description. <15 NURSTNG “INSERVICE ).
B e 0 IADMINISTRATION| - EDYCATION .
B RURREE o -(TIME 'SPENT):
| (DIRECT HURS. | 7 TR
i CHRS, ) R
: 13.00 -0 - 18.00 q A
99.00 [CMHC 0 0 99,00
99.10 [CORF 0 0 99.10
100.00{ I&R SERVICES-NOT APPRVD PRGM 0 0 100.00
101.00 HOME HEALTH AGENCY 0 [t 101.00
SPECIAL PURPOSE COST CENTERS IR : i =
105.00| KIDNEY ACQUISITION ] 0 0 105.00
106.00|HEART ACQUISITION 9 9 0 106.00
107.00| LIVER ACQUISITION 4] Q 0] 107.00
108.00| LUNG ACQUISITION 0 0 0 108.00
109. 00| PANCREAS ACQUISITION 0 0 0 109.00
110.08) INTESTINAL ACQUISITION 0 0 0] 110.00
111.00] ISLET ACQUISITION 0 0 li; 111.00
113.00|INTEREST EXPENSE 0 0 0 113.00
114, 00{UTILIZATION REVIEW-SNF 0 0 0 114.00
115. 00| AMBULATORY SURGICAL CENTER (D.P.) 0 0 0 115.00
116.00|HOSPICE 0 0 0 116.00
118.00; SUBTOTALS (SUM OF LINES 1-117) 920,825 456,801,417 9,133 118.00
NONREIMBURSABLE COST CENTERS - S o B L
190.00;GLFT, FLOWER, COFFEE SHOP & CANTEEN 0| 0 0 190.00
191.60; RESEARCH 0 0 0 191.900
192,00 PHYSICIANS' PRIVATE OFFICES 0 0 0 192.00
193.00[NONPAID WORKERS 0 0 0 193.00
194,00/ OCCUPATIONAL MEDICINE 8,556 ) 2 194.00
194.,01{OTHER NONREIMBURSABLE COST CENTERS 0] 0 0 194,01
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} 1,037,541 1,167,190 504,389 202.00
203.00junit cost multiplier (wkst. B, Part I) 1.116258 0.002555 55.214997 203.00
204.00{Cost to be allocated (per wkst. B, Part II) 60,132 182,016 109,326 204.00
205.00unit cost multiplier (wkst. B, Part II) 0.064694 0.000414 11.967816 205.00

MCRIF3Z2 - 2.15.129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Lie

u of Form CMS-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES provider CCN: 150046 | Period: worksheet ¢
From 09/01/2010 | Part T
To 08/31/2011| Date/Time Preparead:
2/13/2012 12:30 pm
Title XVIIX Hospital PPS
ST T : e : ] T SCOSLS e e _
. Cost Center Description - ... ... “Total :Cost . iTherapy-Limit| Total Costs, CIRCE T Tota] 'Costs, |
R i R R {Cfrom wkst =Bt i oAdi. Sl pisallowance f o
JoPart Iiicol il L _ R BE
=k ':'26)'1 : RN L o _':T;:-' i N R
- B T I R AL MR 100 T 00 73,00 - 400 - 5.00 0]
ENPATIENT ‘ROUTINE SERVICE 'COST CENTERS R e T L R S R
30.00 [ADULTS & PEDIATRICS 17,371,197 17,371,197 13,622 17,384,818 30.00
31.00 |INTENSIVE CARE UNIT 4,350,178 4,350,178 0 4,350,178] 31.00
40.00 [SUBPROVIDER - IPF 2,921,555 2,921,555 0 2,921,555 40.00
41,00 [SUBPROVIDER - IRF 3,157,042 3,157,042 ¢ 3,157,042} 41.00
43.00 |NURSERY 1,038,172 1,038,172 0 1,038,172} 43.00
44,00 |SKILLED NURSING FACILITY 4] 0 0 G| 44.00
45.00 |NURSING FACILITY 0 0 0 G| 45.00
46.00 |OTHER EONG TERM CARE 0 0 0 0] 46.00
IANCILLARY SERVICE COST CENTERS S IR R D
50.00 {OPERATING ROOM 7,619,135 7,619,135 6,165 7,625,300( 50.00
51.00 [RECOVERY ROOM 963,759, 963,759, ) 963,759} 51,00
52.00 |DELIVERY ROOM & LABOR ROOM 2,508,893 2,508,883 G 2,508,893} 52.00
53.00 |ANESTHESIOLOGY 0 0 0 0| 53.00
54.00 | RADIOLOGY-DIAGNOSTIC 2,168,022 2,168,022 0 2,168,022| 54.00
54,01 jULTRASOUND 350,971 350,971 0 350,971| 54.01
54.02 |MAMMOGRAPHY 542,557 542,557 0 542,557| 54.02
55.00 |RADIOLOGY-THERAPEUTIC 1,891,224 1,891,224 0 1,891,224 55.00
5G.00 [RADIOISOTOPE 1,055,411 1,055,411 0 1,055,411 56.00
57.00 |CT scaN 881,093 881,093 0 881,093{ 57.00
58.00 [MAGNETIC RESONANCE IMAGING {(MRI) 412,058 412,058 0 412,058 58.00
59,00 |CARDIAC CATHETERIZATION 1,585,752 1,585,752 0 1,585,752 59.00
60.00 |LABORATORY 4,042,956 4,042,956 0 4,042,956 60.00
60.01 {BLOOD LABORATORY O 0 0 0| 60.01
61.00 |PBP CLINICAL LAB SERVICES-PRGM ONLY 0 0 0 0 61.00
62.00 [WHOLE BLOOD & PACKED RED BLOOD CELLS 1,169,371 1,169,371 ) 1,169,371} 62.00
63.00 |BLOOD STORING, PROCESSING & TRANS. 0 0 0 0} 63.00
64,00 |INTRAVENOUS THERAPY 0 0 4] G} 64.00
65.00 |RESPIRATORY THERAPY 1,974,708 0 1,974,708 0 1,974,708 65.00
66.00 |PHYSICAL THERAPY 2,834,409 0 2,834,409 0 2,834,409 66.00
67.00 {OCCUPATIONAL THERAPY 0 0 0 0 0| 67.00
68.00 [SPEECH PATHOLOGY 0 0 0 0 O} 68.00
69,00 |ELECTROCARDIOLOGY 1,374,451 1,374,451 5,430 1,379,881) 69.00
70.00 [ELECTROENCEPHALOGRAPHY 214,666 214,666 0 214,666{ 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 7,503,530 7,503,530 0 7,503,530{ 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENTS 6,153,744 6,153,744 0 6,153,744 72.00
73.00 |DRUGS CHARGED TO PATIENTS 12,921,389 12,921,389 0 12,921,389] 73.00
74.00 |RENAL DIALYSIS 693,685 693,685 0 693,685] 74.00
75.00 |ASC (NON-DISTINCT PART) 0 0 0 0] 75.00
76.00 |LITHOTRIPSY 75,557 75,557 0 75,557] 76.00
76.01 | ENDOSCOPY 1,937,250 1,937,250 86,333 2,023,583 76.01
76.02 0 0 0 0f 76.02
76.03 [WOUND CARE 731,253 731,253 14,871 746,124 76.03
76.04 {OPIC 1,028,507 1,028,507 0 1,028,507 76.04
OUTPATIENT SERVICE COST CENTERS ] ) R AR
88.00 |RURAL HEALTH CLINIC 0 0 0, O] 88.00
89.00 |FEDERALLY QUALIFIED HEALTH CENTER 0 0 g | 89.00
90.00 |CLINEC 0 0 i) ¢| 90.00
91.00 |EMERGENCY 3,828,948 3,828,948 7,815 3,836,763( 91.00
92.00 |OBSERVATION BEDS {NON-DISTINCT PART) 1,999,521 1,999,521 1,999,521} 92.00
OTHER REIMBURSABLE COST CENTERS ~°~~ ° T e AR P R
94.00 {HOME PROGRAM DIALYSIS 0 0 0 G| 94.00
95.00 JAMBULANCE SERVICES 0 0 0 G| 95.00
9G6.00 ;DURABLE MEDICAL EQUIP-RENTED 0] 0 0 G| 96.00
97.00 {DURABLE MEDICAL EQUIP-SOLD 0 0 0 0} 97.00
98.00 |OTHER REIMBURSABLE COST CENTERS 0 0] 0 0| 98.00
99,00 [CMHC 0 0 0] 99.00
99,10 |CORF 0 0 0] 99.10
100,00| I&R SERVICES-NOT APPRVD PRGM 0 0 01100.00
101.00|HOME HEALTH AGENCY 0 0 0[101.00
SPECIAL PURPOSE COST CENTERS ] Y
105.00]KIDNEY ACQUISITION 0 0 0|105.00
106. 00 HEART ACQUISITION 0 0 0{106.00
107 .00 LIVER ACQUISITION 4] 0 0]107.00
108.00|LUNG ACQUISITION 0 0 04{108.00
109.00| PANCREAS ACQUISITION 0 0 0§109.00
110.00; INTESTINAL ACQUISITION 0 0 0§110.00
111.00/ ISLET ACQUISITICN 0 0 0i111.00
113.00; INTEREST EXPENSE 113.00
114.00;UTILIZATION REVIEW-SNF 114.00

MCRIF3? - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form CM$-2552-10
COMPUTATION OF RATIO OF COSTS TQO CHARGES Provider CCN: 150046 | Period: worksheet C

From 09/01/2010 | Part I

To 08/31/2011 | pate/Time Prepared:
2/13/2012 12:30 pm

Title XVIIL Hospital PPS
. S e R S SO A LT ICos S SR
/i :Cost ‘Center 'Description . - T t] iTotal Cost::|Therapy Limit| Total Cos SnRCE i Tetalicosts G
e I lcerom wkst. &, fre i Ea AMERL RS
Part I, col.f ook
CLNIREY : : :

) ) N R LU0 2 000 3,00 0 e EEEE B
115.00; AMBULATORY SURGICAL CENTER (D.P.) 0 0 0[115.00
116.00; HOSPICE 4 0 0{116.00
200.00; subtotal (see instructions) 97,300,964 0 97,300,964 134,236 97,435,200{200.00
201.00;Less Cbservation Beds 1,999,521 1,999,521 1,999,521)201.900
202.00,Total (see instructions) 95,301,443 4] 95,301,443 134,236 95,435,679{202.00

MCRIF3Z - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieuy of Form cM5-2552-10
COMPUTATION OF RATIO OF COSTS TO CHARGES Provider CCN: 150046 | Period: worksheet C

From 09/01/2010 | Part I

To 08/31/2011 | pate/Time Prepared:
2/13/2012 12:30 pm

Title XVIII Hospital
[:Cost Center :Description T {7 Inpatient: il outpatient. jTotal "{col. G|Cost or Other}
SRR SR e R T REy BVl o5 =) IR0 B IS 1 [ B B i
SR SR : 6.00 8,00 - SO0 210,00
INPATIENT ROUTINE SERVICE COST CENTERS ) : S s ot P o
30.00 [ADULTS & PEDIATRICS 14,459,041 14,459,041 30.00
31.00 [INTENSIVE CARE UNIT 6,243,549 6,243,549 31.00
40.00 |SUBPROVIDER - IPF 7,256,990 7,256,990 40,00
41,00 |SUBPROVIDER - IRF 3,249,732 3,249,732 41,00
43.00 |NURSERY 1,605,991 1,605,991 43,00
44.00 |SKILLED NURSING FACILITY 0 0 44,00
45,00 |NURSTNG FACILITY 0 0 45,00
46.00 {OTHER LONG TERM CARE 0 0 . " 46.00
IANCILLARY SERVICE COST -CENTERS R R R R : R
50.00 |OPERATING ROOM 20,155,125 30,298,222 50,453,347 0.151013 0.0006007 50.00
51.00 {RECOVERY ROOM 2,232,759 5,078,046 7,310,805 0.131827 £.000000] 51.00
52.00 |DELIVERY ROOM & LABOR ROOM 5,198,668 128,552 5,327,220 0.470957 0.000000] 52.00
53.00 |ANESTHESIOLOGY 0 0 v 0.000000 0.000000] 53.00
54.00 |RADIOLOGY-DIAGNOSTIC 2,777,297 5,697,662 8,474,959 0.255815 £.000000] 54.00
54,01 {ULTRASOUND 574,935 1,574,071 2,149, 0006] 0.163318 ©.000000] 54.01
54.02 |MAMMOGRAPHY 14,191 1,571,539 1,585,730 0.342150 0.000000] 54.02
55.00 |RADIOLOGY-THERAPEUTIC 339,883 7,673,788 8,013,671 0.236000 0.000000; 55.00
56.00 [RADIOISOTOPE 731,645 7,118,592 7,850,237 0.134443 0.000000; 56.00
57.00 [CT scanN 6,229,462 11,066, 861 17,296,323 0.050941 0.080000] 57.00
58.00 [MAGNETIC RESONANCE IMAGING (MRI) 1,213,216 2,915,964 4,129,180 0.099792 0.000000; 58.00
59.00 {CARDIAC CATHETERIZATION 8,923,749 12,327,401 21,251,150 0,074620 0.000000| 59.00
60.00 {LABORATORY 21,793,512 19,788,874 41,582,386 0.097228 0.000000{ 60.00
60.01 |BLCOD LABORATORY 0 0 0 0.006000, 0.000000} 60.01
61.00 [PBP CLINICAL LAB SERVICES-PRGM ONLY 0 0 0 0.0006000 0.000000} 61.00
62.00 {WHOLE BLOOD & PACKED RED BLOOD CELLS 4,468,011 900, 484 5,368,495 0,217821 0.000000; 62.00
63.00 [BLOOD STORING, PROCESSING & TRANS. 0 0 4] 0.000000 0,000000} 63.00
64.00 [INTRAVENOUS THERAPY 0 0 ] 0.000000 0.000000! 64.00
65.00 |RESPIRATORY THERAPY 11,048,369 579,270 11,627,639 0.169829, 0.000006f 65.00
66.00 | PHYSICAL THERAPY 7,708,849 3,045,984 10,754,833 0.263547 0.00000G( 66.00
67.00 |OCCUPATIONAL THERAPY 0 0 0 0.000000 0.000000( 67.00
68.00 |SPEECH PATHOLOGY 0 0 0 9.000060 0.000006] 68.00
69.00 | ELECTROCARDIOLOGY 5,043,046 4,608,703 9,651,749 0.142404 0.000000| 69.00
70.00 | ELECTROENCEPHALOGRAPHY 323,845 403,185 727,030 0.295264 0.0000006| 70.00
71.00 [MEDICAL SUPPLIES CHARGED TO PATIENTS 18,413,673 16,967,866 35,381,539 0.212075 0.000000( 71.00
72.00 [IMPL. DEV. CHARGED TO PATIENTS 6,133,050 7,141,968 13,275,018 0.463558 ¢.000000| 72.00
73.00 |DRUGS CHARGED TO PATIENTS 63,103,343 39,918,485} 103,021,828 0.125424 0.000000} 73.00
74.00 |RENAL DIALYSIS 3,723,307 28,873 3,752,180 0.184875 0.000000| 74.00
75.00 {ASC (NON-DISTINCT PART) 0 0 0 0.000000 0.000000| 75.00
7G.00 {LITHOTRIPSY 6,301 345,013 351,314 0.215070 0.000000| 76.00
76.01 {ENDOSCOPY 1,799,976 22,388,956 24,188,932 0.080088 0.000000( 76.01
76.02 0 0 0 0.000000 0.000000{ 76.02
76.03 |WOUND CARE 38,759 1,778,312 1,817,071 0.402435 0.000000] 76.03
76.04 [0oPIC 99,358 3,773,113 3,872,471 0.265595 {.00G0000| 76.04
OUTPATIENT SERVICE COST CENTERS T e e T - A r
88.00 ;RURAL HEALTH CLINIC 0 0 0 88.00
89.00 | FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 89.00
90.00 |CLINIC 0 0 ¢ 0.000000 0.000000] 90.00
91.00 | EMERGENCY 5,445,866 16,452,516 21,898,382 0.174851 0.0000060{ 91.00
92.00 [OBSERVATION BEDS {NOM-DISTINCT PART) 709,220 2,164,399 2,873,619 0.695820 (.000000| 92.00
OTHER REIMBURSABLE COST CENTERS A L o e ST
94.00 |HOME PROGRAM DIALYSIS 0 0 0 0.000000 0.000000] 94.00
95.00 |AMBULANCE SERVICES 4] ¢ 0 0.000000 0.000000| 95.00
96.00 |DURABLE MEOICAL EQUIP-RENTED 0 0 0 0.000000 0.000000}| 96.00
97 .00 |DURABLE MEDICAL EQUIP-SOLD 0 t] 0 0.000000 0.000000} 97.00
98.00 |OTHER REIMBURSABLE COST CENTERS 0 0 3 0.000000 0.000000{ 98.00
99.00 |CMHC 4] 0 0 99.00
99.10 [CORF 4] 0 0 99.10
100.00] I&R SERVICES-NOT APPRVD PRGM 0 0, 0 100.00
101,00 HOME HEALTH AGENCY 0 [y 0 101.00
SPECYAL PURPOSE COST CENTERS s
105. 00| KIDNEY ACQUISITION 0 0 0 105.00
106. G0 HEART ACQUISITION [ 0 0 106.00
107 .00/ LIVER ACQUISITION 0 0 0 107.00
108.00; LUNG ACQUISTITION 0 0 0 108.00
109.00; PANCREAS ACQUISITICN 0 0 0 109.00
110.00/ INTESTINAL ACQUISITION 0 0 0 116.00
111.00; ISLET ACQUISITION 0 0 0 111.00
113.00| INTEREST EXPENSE 113.00
114.00|UTILIZATION REVIEW-SNF 114.00
115.00|AMBULATORY SURGICAL CENTER (D.P.) 0] 0 0 115.00

MCRIF32 - 2,15.129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Ltieu of Form CMS-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES

Provider CCN: 150046

Period:
From 09/01/2010
To 08/31/2011

worksheet C

Part I

Date/Time Prepared:
2/13/2012 12:30 pm

Title XVIIE Hospital PPS
: B - charges .- o R T B e et B
Cost Center.D Inpatient .| -Outpatient  |Total (col. 6|Cost or Other| " - TEFRA
L . N IO Tas LR ] IR S +'o) Y5 S JOE o miu ient.:
LR s . L : GG Ratie
x e .00 T 7,00 8.0 RN Ee,00 s n 1000 S
116, 00; HOSPICE & 0 0 116.00
200,00{Subtotal (see instructions) 231,064,718 225,736,699 456,801,417, 200.00
201.00|Less Observation Beds 201.00
202.00;Total (see instructions) 231,064,718 225,736,699 456,801,417 202.00

MCRIF32 - 2.15,129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Lie

; of Form CMS5-2552-10

COMPUTATION OF RATIO OF COSTS TOQ CHARGES

provider CCN: 150046

period;
From 09/01/2010
To 08/31/2011

worksheet C

part I

bate/Time Prepared:
2/13/2012 12:30 pm

Title XVIEL Hospital PPS
S0 Cost sCenter Description “}PPS Inpatient IR T T EERTRSRIRDRDE P )
o T e . “Ratio s

TR e e e - - : 100

INPATIENT ROUTINE SERVICE COST CENTERS LI
30.00 !ADULTS & PEDIATRICS 30.00
31.00 [INTENSIVE CARE UNIT 31.00
40.00 {SUBPROVIDER - IPF 40.00
41.00 [SUBPROVIDER - IRF 41.00
43,00 [NURSERY 43.00
44.00 |SKILLED NURSING FACILITY 44,00
45.00 |NURSING FACILITY 45.00
46.00 |OTHER LONG TERM CARE 46.00

IANCTILLARY ‘SERVICE COST CENTERS e
50.00 [OPERATING ROOM 0.151136 50,00
51.00 [RECOVERY RGOM 0.131827 51,00
52.00 [DELIVERY ROOM & LABOR ROOM 0.470957 52,00
53.00 [ANESTHESIOLOGY 0, 000000 53.00
54,00 |RADIOLOGY-DIAGNOSTIC 0.255815 54.00
54,01 {ULTRASOUND 0.163318 54,01
54,02 |[MAMMOGRAPHY 0.342150, 54.02
55.00 |RADIOLOGY-THERAPEUTIC 0.236000, 55.00
56.00 |RADIOLISOTOPE 0.134443 56.00
57.00 |CT SCAN 0.050941 57.00
58.00 [MAGNETIC RESONANCE IMAGING (MRI) 0.099792 58.00
59.00 [CARDIAC CATHETERIZATION 0.074620 59.00
60.00 |LABORATORY 0.097228 60.00
60.01 {BLOOD LABORATORY 0.000000 60.01
61.00 {PBP CLINXCAL LABR SERVICES-PRGM ONLY 0.000000 61.00
62.00 IWHOLE BLOOD & PACKED RED BLOOD CELLS 0.217821 62.00
63.00 {BLOOD STORING, PROCESSING & TRANS. 0.000000)] 63.00
64.00 [INTRAVENOUS THERAPY 0.000000] 64.00
65.00 [RESPIRATORY THERAPY 0.169829 65.00
66.00 [PHYSICAL THERAPY 0.263547 66.00
67.00 [OCCUPATIONAL THERAPY 0.000000, 67.00
68.00 {SPEECH PATHOLOGY 0.000000 68.00
69.00 |ELECTROCARDIOLOGY 0.142967 69.00
70.00 | ELECTROENCEPHALOGRAPHY 0.295264 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0.212075 71.00
72,00 [IMPL. DEV, CHARGED TO PATIENTS 0.463558 72.00
73.00 |DRUGS CHARGED TOQ PATIENTS (0.125424 73.00
74.00 |RENAL DIALYSIS 0.184875 74.00
75.00 [ASC {NON-DISTINCT PART) 0.000000 75.00
76.00 [LITHOTRIPSY 0.215079 76.00
76.01 (ENDOSCOPY 0.083657 76.01
76.02 0. 000000 76.02
76.03 |WOUND CARE 0.410619 76.03
76.04 {oPIC 0,265595 76.04

CUTPATIENT SERVICE COST CENTERS R
88.00 jRURAL HEALTH CLINIC 88.00
89.00 }FEDERALLY QUALIFIED HEALTH CENTER 89,00
90.00 i CLINIC 0.000000 9¢.00
91.00 | EMERGENCY 0.175208 91.00
92.00 [OBSERVATION BEDS (NON-DISTINCT PART) 0.695820 92.00

OTHER REIMBURSABLE COST CENTERS e
94,00 |HOME PROGRAM DIALYSIS 0.000000 94.00
95.00 |AMBULANCE SERVICES 0.000000 95,00
96.00 |DURABLE MEDICAL EQUIP-RENTED 0.000000 96.00
97.00 |DURABLE MEDICAL EQUIP-SOLD 0.000000 97.00
98.00 |OTHER REIMBURSABLE COST CENTERS 0.000000 98.00
99.00 |CMHC 99,00
99.10 |CORF 99,10
100.00] I&R SERVICES-NOT APPRVD PRGM 100. 00
101.00{HOME HEALTH AGENCY 101,00

SPECIAL PURPOSE COST CENTERS
105.00| KIDNEY ACQUISITION 105,00
106, GOJHEART ACQUISITION 106.00
107 . G0} LIVER ACQUISITION 107.00
108.00] LUNG ACQUISITION 108.00
109.00; PANCREAS ACQUISITION 109,00
110.00; INTESTINAL ACQUISITION 110,00
111.90 ISLET ACQUISITION 111.00
113.00| INTEREST EXPENSE 113.00
114 . 00|UTILIZATION REVIEW-SNF 114.00
115, 90| AMBULATORY SURGICAL CENTER (D.P.) 115.00
116. 00 HOSPICE 116.00
200,00 subtotal (see instructions) 200,00

MCRIF32 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form ¢M5-2552-10
COMPUTATION OF RATIO QOF COSTS TO CHARGES Provider CCM: 150046 | Period: worksheet C
From 09/01/2010 | Part I

To 08/31/2011

Date/Time Prepared:
2/13/2012 12:30 pm

7 Cost Center:Description - o)

-{pps :Inpatient

Ratio =

11,00 -

Title XVIIT

_Hospital

PPS

201.00[Less Observation.seds
202.00{Total (see instructions)

202.00

MCREIF3Z - 2.15.129.0



Health fFinancial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form CMS-2552-10
COMPUTATION OF RATIO OF COSTS TO CHARGES provider CCN: 150046 | Period: worksheet C

From 09/01/2010 ( Part I

To 08/31/2011 | bate/Time Prepared:
2/13/2012 12:30 pm

Title XIX Hospital
: ST e o o e R T s e ) S e Costs ~inaiin
- 'Cost Center. Description : J7 7] Total [Cost i Therapy Limit| Total Costs | i RCE:
P = S R (from Wkst. B,| & Adj. o) R ‘Disallowance
Part I, col. | - 0nf NE
' R 3 A Q0 02,00, +3.00" S E
INPATIENT ROUTINE SERVICE COST CENTERS : SRR B S
30.00 [ADULTS & PEDIATRICS 17,371,197 17,371,197 0 G| 30.00
31.00 |INTENSIVE CARE UNIT 4,350,178 4,350,178, 0 0 31.00
40.00 [SUBPROVIDER - IPF 2,921,555 2,921,555 0 0| 40.00
41.00 |SUBPROVIDER -~ IRF 3,157,042 3,157,042 0 0| 41,00
43,00 |NURSERY 1,038,172 1,038,172 0 Q| 43,00
44 .00 |SKILLED NURSING FACILITY 0 0 0 0] 44,00
45.00 |NURSING FACILITY 0 0 0 0{ 45.00
46.00 |OTHER LONG TERM CARE _ 0 . 9 0 0 46.00
IANCILLARY ‘SERVICE ICOST CENTERS T T e T e D e e e e TR L T L P T S
50.00 {OPERATING ROOM 7,619,135 7,619,135 0 0] 50.00
51,00 |RECOVERY RODM 963,759 963,759 0 0{ 51.00
52.00 [DELIVERY ROOM & LABOR ROOM 2,508,893 2,508,893 0 0f 52.00
53.00 |ANESTHESIOLOGY 0 0 0 0} 53.00
54,00 [RADIOLOGY-DIAGNOSTIC 2,168,022 2,168,022 1] 0} 54.00
54.01 |ULTRASOUND 350,971 350,971 1) 0f 54.01
54.02 {MAMMOGRAPHY 542,557 542,557 i) 0f 54.02
55.00 [RADIOLOGY-THERAPEUTIC 1,891,224 1,891,224 ) 0f 55.00
56.00 | RADIOISOTOPE 1,055,411 1,055,411 0, 0| 56.00
57.00 [CT SCaN 881,093 881,093 Q 0| 57.00
58.00 [MAGNETIC RESONANCE IMAGING (MRI) 412,058 412,058 0 0 58.00
59.00 [CARDIAC CATHETERIZATION 1,585,752 1,585,752 0 0} 59.00
60,00 | LABORATORY 4,042,956 4,042,956 0 0] 60.00
60.01 |BLOOD LABORATORY 0 0 0 0| 60.01
61.00 {PBP CLINICAL LAB SERVICES-PRGM ONLY 0, 0 0 0| 61.00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 1,169,371 1,169,371 0 0] 62.00
63.00 [BLOOD S5TQRING, PROCESSING & TRANS, 0 0 0 0 63.00
64.00 |INTRAVENOUS THERAPY 0, 0 0 01 64.00
65.00 |RESPIRATORY THERAPY 1,974,708 [ 1,974,708 0 0 65.00
66.00 {PHYSICAL THERAPY 2,834,409 0 2,834,409 0 0] 66.00
67.00 JOCCUPATIONAL THERAPY 0 0 0 0 0} 67.00
68.00 |SPEECH PATHOLOGY 0 0 0] 0 0| 68,00
69.00 }ELECTROCARDIOLOGY 1,374,451 1,374,451 0 0| 69,00
70.00 | ELECTROENCEPHALOGRAPHY 214,666 214,666 0 0} 70,00
71.00 |MEDICAL SUPPLIES CHARGED TOQ PATIENTS 7,503,539 7,503,530 0 0 71.00
72.00 [IMPL. DEV. CHARGED TG PATIENTS 6,153,744 6,153,744 ¢ 0f 72.00
73.00 [DRUGS CHARGED TG PATIENTS 12,921,389 12,921,389 0 Q1 73.00
74.00 [RENAL DIALYSIS 693,685 693,685 0 0 74.00
75.00 [ASC (NON-DISTINCT PART) 0 0 0 0 75.00
76.00 |LITHOTRIPSY 75,557 75,557 0, 0] 76.00
76.01 | ENDOSCOPY 1,937,250 1,937,250 0 0] 76.01
76.02 ¥} 0 0] 0] 76.02
76.03 |WOUND CARE 731,253 731,253 0] 0} 76.03
76.04 |OPIC 1,028,507 1,028,507 0 0 76.04
88.00 |RURAL HEALTH CLINIC 0 0 0 0| 88.00
89.00 |FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0} 89.00
90.00 |CELINIC 0 4] 0 0} 90.00
91.00 |EMERGENCY 3,828,948 3,828,948 0 0} 91.00
92.00 |OBSERVATION BEDS {NON-DISTINCT PART) 1,999,521 1,999,521 0} 92.00
OTHER REIMBURSABLE COST CENTERS ] - :
94.00 {HOME PROGRAM DIALYSIS 0, 0 0 G} 94,00
95.00 [AMBULANCE SERVICES O] 0 0 0} 95.00
96,00 [DURABLE MEDICAL EQUIP-RENTED 0] 0 0 0} 96.00
97.00 [DURABLE MEDICAL EQUIP-50LD 0 0 0 G} 97.00
98.00 |OTHER REIMBURSABLE COST CENTERS 0 0 0 0] 98.00
99.00 |CMHC 0 ¢ G| 99.00
99,10 |CORF 0 0 0| 99.10
100.09{I&R SERVICES-NDT APPRVD PRGM 0 0 0[100.00
101,00 HOME HEALTH AGENCY 0 0 01101.00
SPECTIAL PURPOSE COST CENTERS . s
105,00 KIDNEY ACQUISITION 4] 0 0105.00
106. 00} HEART ACQUISITION 0 0 0{106.00
107 .00} LIVER ACQUISITION 9 0 0{107.00
108. 00| LUNG ACQUISITION 0 0 0|108.00
109.00| PANCREAS ACQUISITION 0 0 0169.90
110.00| INTESTINAL ACQUISITION 0 0 0/110.00
111.00|ISLET ACQUISITION 0 0 3(111.00
113.00| INTEREST EXPENSE 113.00
114.0QUTILIZATION REVIEW-SNF 114.00

MCRIF32 - 2.15.128.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Lieu of Form €MS-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES

provider CCN: 150046

Period;
From 09/01/2010
To 08/31/2011

worksheet C

Part I

pate/Time Prepared:
2/13/2012 32:30 pm

Title XIX Hospital cost
S ey : : TS S L . oSS LR E R ]

‘... Cost -Center Description . . “Total ‘Cost.::| Therapy Limit} Total ‘Costs CRCE i aliCosts ' vl
B T AT L H(From wkst. =B, oo adi : - pisallowance SRR I

Part T, col i o L EINER

e sl L . S

: i R x 1.00 o 2.00 3.00 : 5.00 ot

115.00] AMBULATORY SURGICAL CENTER (D.P.) 0 0 0
116. 00| HOSPICE 0 0 0[116.00
200. 00| subtotal (see instructions) 97,300,964 [4] 97,300,964 Q 01200.00
201.00|Less Observation Beds 1,999,521 1,999,521 0201.00
202.00Total (see instructions) 95,301,443 0 95,301,443 0 0[202.00

MCRIF32 - 2.15.129.0



Health Fipancial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form CMS-2552-10
COMPUTATION OF RATIO OF COSTS TO CHARGES pProvider CcN: 150046 |Period: worksheet C

From 09/01/2010; Part I

To 08/31/2011 } pate/Time Prepared:
2/13/2012 12:30 pm

Title XIX Hospital
Sl : S R schapges oo e ] e
“Ccost .Center :Description ‘Dutpatient ;| Total {(col. 6| Costior Qther| ' TEFR
S T o IR Choaieoli 7y o i Ratio 0 Inpatient fo
EREPE BRI RN CoTIEEL e g
INPATIENT ROUTINE SERVICE COST CENTERS R R R S R R
30.00 [ADULTS & PEDIATRICS 14,459,041 14,459,041 30.00
31.00 |INTENSIVE CARE UNIT 6,243,549 6,243,549 31.00
40,00 |SUBPROVIDER - IPF 7,256,990 7,256,990 40.00
41.00 jSUBPROVIDER - IRF 3,249,732 3,249,732 41.00
43.00 {NURSERY 1,605,991 1,605,991 43.00
44,00 [SKILLED NURSING FACILITY o; 0 44.00
45.00 [NURSING FACILITY 0 0 45.00
46.00 [OTHER LONG TERM CARE 0 0 46.00
ANCILLARY SERVICE COST CENTERS o ST R B e s e e
50.00 |OPERATING ROOM 20,155,125 30,298,222 50,453,347 0.151013 0.000000| 50.00
51.00 |RECOVERY ROOM 2,232,759 5,078,046 7,310,805 0.131827 0.000000( 51.00
52.00 {DELIVERY ROOM & LABOR ROOM 5,198,668 128,552 5,327,220 0.470957 0.000000[ 52.00
53.00 |ANESTHESIOLOGY 0 g 0 0.000000 0.000000| 53.00
54.00 |RADIOLOGY-DIAGNOSTIC 2,777,297 5,697,662 8,474,959 0.255815 0.000000| 54,00
54,01 |ULTRASOUND 574,935 1,574,071 2,149,006 0.163318 0.000000] 54.01
54.02 [MAMMOGRAPHY 14,191 1,571,539 1,585,730 0.342150 0.000000] 54.02
55.00 |RADIOLOGY-THERAPEUTIC 339,883 7,673,788 8,013,671 0. 236000, 0.000000{ 55.00
56.00 |RADIOISOTOPE 731,645 7,118,592 7,850,237 0.134443 0.000000] 56.00
57.00 |CT SCAN 6,229,462 11,066,861 17,296,323 0.050941 0.000000| 57.00
58.00 |MAGNETIC RESONANCE IMAGING {MRI) 1,213,216 2,915,964 4,129,180 0.099792 0.000000| 58.00
59.00 | CARDIAC CATHETERIZATION 8,923,749 12,327,401 21,251,150 0.074620 0.000000{ 59,00
60.00 [ LABORATORY 21,793,512 19,788,874 41,582,386 0.097228 0.000000] 60.00
60.01 [8LOOD LABORATORY 0 0 0 0.000000 0.000000| 60.01
61.00 [PBP CLINICAL LAB SERVICES-PRGM ONLY 0 0 0 0.000000 0.000000| 61.00
62.00 (WHOLE BLOOD & PACKED RED BLOOD CELLS 4,468,011 900,484 5,368,495 0.217821 0.000000| 62.00
63.00 [BLOOD STORING, PROCESSING & TRANS. 0l hi; 0 (.000000, 0.000000} 63.00
64,00 |INTRAVENOUS THERAPY 0 0 0 0.0060000] 0.000000| 64.00
65.00 |[RESPIRATORY THERAPY 11,048,369 579,270, 11,627,639 0.169829 0.000000] 65.00
66.00 |PHYSICAL THERAPY 7,708,849 3,045,984 10,754,833 0.263547 0.000000| 66.00
67.00 |OCCUPATIONAL THERAPY 0 0 0 0. 000000, 0.000000} 67.00
68.00 [SPEECH PATHOLOGY 0 0 0 0. 000060, 0.000000( 68.00
69.00 |ELECTROCARDIOLOGY 5,043,046 4,608,703 9,651,749 0.142404 0.000000{ 69.00
70.00 |ELECTROENCEPHALOGRAPHY 323,845 403,185 727,030 0.295264 0.0000001 70.00
71.00 [MEDICAL SUPPLIES CHARGED TD PATIENTS 18,413,673 16,967,866 35,381,539 0.212075 06.000000{ 71.00
72.00 [IMPL. DEV. CHARGED TO PATIENTS 6,133,050 7,141,968 13,275,018 0,463558 0.000000{ 72.00
73.00 [DRUGS CHARGED TO PATIENTS 63,103,343 39,918,485 103,021,828 0.125424 0.000000¢ 73.00
74.00 [RENAL DIALYSIS 3,723,307 28,873 3,752,180 0.184875 0.000000; 74.00
75.00 {ASC (NDN-DISTINCT PART)} 0 0 0] 0.400000 0.000000; 75.00
76.00 |LITHOTRIPSY 6,301 345,013 351,314 0.215070 0.000000] 76.00
76.01 [ENDOSCOPY 1,799,976 22,388,956 24,188,932 0.080088 0.000000f 76.01
76.02 0 0 1) 0.000000 0.000000} 76.02
76.03 |WOUND CARE 38,759 1,778,312 1,817,071 0.402435 0.000000} 76.03
76.04 joPIC 99,358 3,773,113 3,872,471 0.265595 0.000000} 76.04
QUTPATIENT SERVICE COST CENTERS R A : e S e R
88.00 |RURAL HEALTH CLINIC 0 0 0 0.000000 (.900000( 88.00
89.00 |FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0.000000 0.400000( 89.00
90,00 |CLINIC 0 0 0 0.000000 0.000000( 90.00
91,00 |EMERGENCY 5,445,866 16,452,516 21,898,382 0.174851 0.9000006| 91.00
92.00 [OBSERVATION BEDS {NON-DISTINCT PART) 709,220 2,164,399 2,873,619 0.695820 (.000006| 92.00
OTHER REIMBURSABLE COST -.CENTERS AR B R R B T I T P i AT n
94.00 [HOME PROGRAM DIALYSIS 0 G 0 0.0000600 0.000000( 94.00
95.00 [AMBULANCE SERVICES 0 0 0 0.000000 {.000006| 95.00
96.00 |DURABLE MEDICAL EQUIP-RENTED 0 0 0 ¢.000000 (.000006| 96.00
97 .00 |DURABLE MEDICAL EQUIP-SOLD 0 0 Q {.000000 0.000000( 97.00
98.00 JOTHER REIMBURSABLE COST CENTERS 0 g 0 0.000000 0.000006| 98.00
99.00 ICMHC 0 0 0 99.00
99.10 | CORF 0 0, 0 99.10
100.00] T&R SERVICES-NOT APPRVD PRGM 0 0 0 100.00
101.00; HOME HEALTH AGENCY 0 0 0 101.00
SPECTAL PURPOSE COST CENTERS - K
105,00 KIONEY ACQUISITION 0 0 0 105.00
106.00; HEART ACQUISITION 0 0 [¢] 106,00
107 . 00| LIVER ACQUISITION 0 0 0 107.00
108.00|LUNG ACQUISITION 0 0 0 108.00
109.00| PANCREAS ACQUISITION 0 0 0 109.00
110,09 INTESTINAL ACQUISITION 0 0 3] 110.00
113 .00{ISLET ACQUISITION 0 0 0 111.00
113.00| INTEREST EXPENSE 113.00
114, 00jUTILIZATION REVIEW-SNF 114.00
115, 00{AMBULATORY SURGICAL CENTER (D.P,) 0 0 0] 115.00

MCRIF32 - 2,15.129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In tie

1 of Form CM5-2552-10

COMPUTATIGN OF RATIG OF COSTS TO CHARGES

provider CCN:

150046

period:
From (9/01/2010
To 08/31/2011

worksheet C
part I

pate/Time Prepared:
2/13/2012 12:30 pm

Title XIX Hospital Cost
e - e gharges R e e T R
LhhCost Center bescription “Inpatient . | -Outpatient’ H{Total:(col. 6]Cost or-Other| .= TEFRA i
AT e R e T wrcol Ui Ratien i) iInpatient

B S 00 7.00 : 8.00 9.00 10.00 .
116.00; HOSPICE 0 0 g 116.00
200.00  subtotal (see instructions) 231,064,718 225,736,699 456,801,417 200.00
201.00jLess Cbservation Beds 201.00
202.00|Total (see instructions) 231,064,718 225,736,699 456,801,417 202.00

MCRIF3Z2 -~ 2.15.129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

in Lieu of Form CmMs-2552-10

COMPUTATICN OF RATIO OF COS5TS TO CHARGES

Provider CCN: 150046

pPeriod: worksheet C

From 09/01/2010

Part I

To  08/31/2011: pate/Time Prepared:
271372012 12:30 pm

Title XIX Hospital Cost
:Cost .Center Description -|PPS Inpatient S CEREEE N B
R FEEA U T PR B _Ratio -
L ) . 11.00 -

INPATIENT ROUTINE SERVICE COST CENTERS o
30.00 |ADULTS & PEDIATRICS 30,00
31.00 |INTENSIVE CARE UNIT 31.00
40.00 [SUBPROVIDER - IPF 40.00
41.00 [SUBPROVIDER - IRF 41.00
43.00 {NURSERY 43.00
44,00 |SKILLED NURSING FACILITY 44,00
45,00 [NURSIKG FACILITY 45.00
46.00 {OVHER LONG TERM CARE 46.00

ANCILEARY SERVICE COST CENTERS ~ U
50.00 [OPERATING ROOM 0.000600] 50.00
51.00 |RECOVERY ROOM 0.0080000, 51.00
52.00 |DELIVERY ROOM & LABOR ROOM 3.000000 52.00
53.00 |ANESTHESIOLOGY 0.000000 53.00
54,00 |RADICLOGY-DIAGNOSTIC 0.000000 54.00
54.01 [ULTRASOURD 0.000000 54.01
54.02 |MANMOGRAPHY 0.000009, 54.02
55.00 |RADIOLOGY-THERAPEUTIC 0.000000 55.00
56.00 |RADIOISOTOPE 0.000000 56.00
57.00 [CT SCAN 0.000000) 57.00
58,00 |MAGNETIC RESONANCE IMAGING (MRI) 0. 000000 58.00
59.00 {CARDIAC CATHETERIZATICN 0,000000 59.00
60.00 ;LABORATCRY 0.000000 60,00
60.01 {BLOOD LABORATCRY 0.000000, 60.01
61.00 {PBP CLINICAL LAB SERVICES-PRGM ONLY 0.060000 61.00
62.00 [WHOLE BLOOD & PACKED RED BLOOD CELLS 0.000000 62,00
63.00 [BLOOD STORING, PROCESSING & TRANS. 0.000000 63.00
64.00 [ INTRAVENOUS THERAPY 0.000000 64.00
65.00 [RESPIRATORY THERAPY 0.000000 65.00
66.00 |PHYSICAL THERAPY 0.000000 66.00
67.00 |OCCUPATIONAL THERAPY 0.000000 67.00
GB.00 |SPEECH PATHOLOGY 0.000000 68.00
69,00 | ELECTROCARDTIOLOGY 0. 000000 69.00
70.00 |ELECTROENCEPHALOGRAPHY 0.400000 70.00
71.00 [MEDICAL SUPPLIES CHARGED TO PATIENTS 0.000000)] 71.00
72,00 |IMPL, DEV. CHARGED TO PATIENTS 0.000060 72.00
73.00 [DRUGS CHARGED TO PATIENTS 0.000000 73.00
74.00 |RENAL DIALYSIS 0.000000, 74,00
75.00 [ASC (NON-DISTINCT PART) 0.000000 75.00
76.00 |LITHOTRIPSY 0.000600] 76.00
76.01 [ENDOSCOPY 0.0000600] 76.01
76.02 . 000000 76.02
76.03 |WOUND CARE 0¢.000000 76.03
76.04 [QPIC 0.000000, 76.04

QUTPATIENT SERVICE COST CENTERS )
88,00 {|RURAL HEALTH CLINIC 0.000600 88.00
89.00 |FEDERALLY QUALIFIED HEALTH CENTER 0.000000 89.00
90.00 [CLINIC 0.000000 90.00
91.00 | EMERGENCY 0.000000 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 0.000009, 92.00

OTHER REIMBURSABLE COST CENTERS L
94,00 [HOME PROGRAM DIALYSIS .000000 94.00
95.00 [AMBULANCE SERVICES 0.000000 95.00
96,00 |DURABLE MEDICAL EQUIP-RENTED 0.000000 96.00
97.00 |DURABLE MEDICAL EQUIP-50LD 0.600000 97.00
98.00 |OTHER REIMBURSABLE COST CENTERS 0.000000 98.00
99,00 |CMHC 99.00
99,10 |CORF 99.10
100.00| I&R SERVICES-NOT APPRVD PRGM 100.00
101.00|HOME HEALTH AGENCY 101.00

SPECTAL PURPOSE COST CENTERS
105.00|KIDNEY ACQUISITION 105.00
106 .00 HEART ACQUISITION 106.00
107 .00|LIVER ACQUISITION 107.00
108.00|LUNG ACQUISITION 108.00
109.00| PANCREAS ACQUISITION 109.00
110.00| INTESTINAL ACQUISITION 110.00
111.00| ISLET ACQUISITION 111.00
113.00| INTEREST EXPENSE 113.00
114.00|UTILIZATION REVIEW-SNF 114,00
115.00; AMBULATORY SURGICAL CENTER {D.P.) 115.00
116,00} HOSPICE 116.00
200.00|subtotal (see instructions) 200.00

MCRIF32 - 2.15.129.0



Health Fimancial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Lieu of Form €MS-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES

pProvider CcCN: 150046

period:
From 09/01/2010
TO 08/31/2011

Worksheet C
Part I

pate/Time Prepared:
2/13/2032 12:30 pm

_Title XIX _

:CoSt ‘Center :Description . :

201.00]Less Observation Beds

LAipPS Inpatient

Ratio -

1,00 ).

Hospita?

__ Cost

202.00[Total (see instructions)

201.00

202.00

MCRIF32 - 2.15.12%.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form CMS-2552-10
APPORTIONMENT OF INPATIENT ROUTINE SERVICE CAPITAL COSTS provider CCN: 150046 | Period: worksheet D

From 09/01/2010| Part I

To  08/31/2011 | pate/Time Prepared:
2/13/2012 12:30 pm

Title XVIIE Hospital PPS
.- Cost .Center -Description K il capital - swing Bed ced: | Total ‘Patient|Per. Piemi(ca}.
R R SR o A - Re'lated COSt . Adj_ust_ment-ij Bl N : __.3_,.(:0 4
Vo(From WRSTL UBE T R
soppart Ir,:col.
2B :
B S e T a = e 1.00 C2.00
INPATIENT ROUTINE SERVICE COST CENTERS e : i R L T R : S
30.00 |ADULTS & PEDIATRICS 2,809, 886 [i; 2,809, 886 22,484 124,971 30.00
31.00 |INTENSIVE CARE UNIT 506,287 506,287 3,239 156.31} 31,00
40.00 {SUBPROVIDER - IPF 443,197 O 443,197 4,174 106.18f 40.00
41.00 |SUBPROVIDER - IRF 508,123 0 508,123 3,579 141.97( 41.00
43,00 {NURSERY 66,619 66,619 1,610 41,38( 43.00
44,00 |SKILLED NURSING FACILITY 0 0 0 0.00| 44.00
45,00 [NURSING FACILITY 0 0 0 0.00| 45.00
200.00; Total (lines 30-199) 4,334,112 4,334,112 35,086 200.00

MCRIF32 - 2.15.129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Lieu of Form CMS-2552-10

APPORTIONMENT OF INPATIENT RQUTINE SERVICE CAPITAL COSTS provider CCN: 150046 | Period: worksheet D
From 09/01/2010¢ part I
To 08/31/2011 [ bate/Time Prepared:
2/13/2012 12:30 pm
Title XVIFT Hospital PPS
. . -Cost Center Description S oInpatient - Inpatientti iy S S
RO TR Program days | . Program:i
1o hoa o) capitaliCost
_ e oieell s iR co ]
: SRR 6,00 ERATEIY ALt IR
INPATIENT ROUTINE SERVICE COST CENTERS CEU AT R
30.00 |ADULTS & PEDIATRICS 11,973 1,496,266 30.00
31,00 [INTENSIVE CARE UNIT 2,112 330,127 31.00
40.00 [SUBPROVIDER - IPF 1,923 204,184 40.00
41.00 [SUBPROVIDER - IRF 3,058 434,144 41.00
43.00 [NURSERY 0 [y 43.00
44.00 |SKILLED NURSING FACILITY 0 i; 44,00
45.00 [NURSING FACILITY 0 v; 45.00
200.00 Total {1ines 30-199) 19,066 2,464,721 200.00

MCRIF32 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form CMS5-2552-10
APPORTIONMENT QF INPATIENT AMCILLARY SERVICE CAPITAL COSTS provider CCN: 150046 |Period: worksheet D
From 09/01/2010 | Part 1I

To 08/31/2011

Date/Time Prepared:
2/13/2012 12:30 pm

Title XVIIT Hospital PPS

LwiCost Center: Description ] i capital: [ Total charges{Ratio of.Cost| - Inpatient: | Capital ‘Costs

S : . | Related .Cost [(From wkst. €,} "to Charges ;| - ~Program - -} ‘{column 3 x.

CFrom.wkst, B,| part ‘I, col.{(cel: 1t ol | . Charges .} -icoluminid).

“rPart I, ‘col. BT IRRRRIEE P R S

B L LIt PR D 1,00 i .00 CRI00 205000

IANCILLARY ‘SERVICE COST ‘CENTERS =~ T T R R M D
50.00 |OPERATING ROOM 1,111,721 50,453,347 0.022035 10,539,240 232,232} 50.00
51.00 |RECOVERY ROOM 82,931 7,310,805 0.011344 1,113,304 12,629 51.00
52.00 {DELIVERY ROOM & LABOR ROOM 326,606 5,327,220 0.061309 10, 606 650] 52.00
53.00 [ANESTHESIOLOGY 0 0 0.000000 0 G} 53.00
54.00 [RADIOLOGY-DIAGNOSTIC 334,101 8,474,959 0.039422 1,645,086 64,853| 54.00
54.01 [ULTRASOUND 24,861 2,149,006 0.011569, 334,737 3,873f 54,01
54,02 |MAMMOGRAPHY 68,056 1,585,730 0.042918 2,879 124} 54,02
55.00 [RADIOLOGY-THERAPEUTIC 266,376 8,013,671 0.033240 218,054 7,248] 55,00
56.00 |RADIOISOTOPE 52,813 7,850,237 0.006728 469,178 3,157} 56.00
57.00 |cT sCaN 83,595 17,296,323 0.004833 3,615,484 17,474) 57,00
58.00 {MAGNETEIC RESCNANCE IMAGING {MRI) 47,856 4,129,180 0.011590 626,151 7,257] 58,00
59,00 |CARDIAC CATHETERIZATION 126,488 21,251,150 0.005952 5,125,514 30,507] 59.00
60.00 |LABORATORY 301,449 41,582, 386! 0.007249 11,714,712 84,920| 60.00
60,01 |BLOOD LABORATORY 1) 0, 0.000000 0 0} 60.01
61,00 {PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 37,859 5,368,495 0.007052 3,193,092 22,518} 62.00
63.00 |{BLOOD STORING, PROCESSING & TRANS. [4) 0 0.000000 0 0} 63.00
64.00 | INTRAVENOUS THERAPY 0 0 0.000000 0 0| 64.00
65.00 |RESPIRATORY THERAPY 114,115 11,627,639 0.009814 7,242,815 71,081} 65.00
66.00 |PHYSICAL THERAPY 346,290 10,754,833 0,032199 1,445,589 46,547] 66.00
67.00 |OCCUPATIONAL THERAPY 0 0 0. 000000 0 0| 67.00
68.00 |SPEECH PATHOLOGY 0 0 0,000000 0 0} 68.00
69.00 | ELECTROCARDIOLOGY 115,174 9,651,749 0,011933 3,196,134 38,139] 69.00
70.00 |ELECTROENCEPHALOGRAPHY 43,797 727,030 0.060241 184,368 11,107{ 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 450,071 35,381,539 0,013851 10,270,800 142,261| 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENTS 134,657, 13,275,018 0.010144 3,895,904 39,5201 72.00
73.00 |DRUGS CHARGED TO PATIENTS 413,873 103,021,828 0.004018 35,227,115 141,543 73.00
74.00 [RENAL DIALYSIS 32,589 3,752,180 0,008685 2,576,583 22,378 74.00
75.00 [ASC (NDN-DISTINCT PART) 0 0 0., 000000 0 0 75.00
76.00 [LITHOTRIPSY 1,721 351,314 0.004899 0 0] 76.00
76.01 |ENDOSCOPY 126,962 24,188,932 0.005249 1,215,568 6,381] 76.01
76.02 0 0 0.000000 0 0] 76.02
76.03 |WOUND CARE 79,130 1,817,071 0.043548 36,739 1,6001 76.03
76.04 jopIC 162,771 3,872,471 0.042033 32,659 1,373] 76.04

CUTPATIENT SERVICE COST CENTERS ) ) o T S e
88.00 [RURAL HEALTH CLINIC 0 0 0.000000; 0 0] 88.00
89.00 |FEDERALLY QUALIFIED HEALTH CENTER 0 0 0.000000; 0 0] 89.00
90,00 [CLINIC 0 0 0. 000000, 0 01 90.00
91.00 |EMERGENCY 492,942 21,898,382 0.022510 2,651,282 59,680 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 323,181 2,873,619 0.112465 333,354 37,491 92.00

OTHER REIMBURSABLE COST CENTERS T T e L I R S T D IR
94,00 |HOME PROGRAM DIALYSIS 0 0 0.000000 0 0f 94,00
95.00 |AMBULANCE SERVICES 95.00
96.00 |DURABLE MEDICAL EQUIP-RENTED 0 0 0.000000 0 0] 96.00
97.00 |DURABLE MEDICAL EQUIP-SOLD 0 0 0.000000 0 0} 97.00
98.00 |OTHER REIMBURSABLE COST CENTERS g 0 0.000000 0 0{ 98.00
200.00|Total (Tines 50-199) 5,742,085 423,986,114 106,916,947 1,106,543{200.00

MCRIF32 - 2,15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In tieu of Form CMS5-2552-10
APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS Provider CCN: 150046 | Period: worksheet D

From 09/01/2010 | Part III

To  08/31/2011| bate/Time Prepared:
2/13/2012 12:30 pm

Title XVIII Hospital

" Cost Center bescription ..’ - Nursing.School]ATlied Health|. “Alliother ] :'Swing-Bed ;| TotaliCosis.

ol : SRR i S i icest e Ll Medical ot CAdjustment ) (sum of cols.

EREE Education: Cost] -Aamount:(see’:| 1 through 3,:

R S S “iinstructions).|minus "col. 43

. : P R : 1000 Lo N 2.00___ B IR 3.00 B ': 4.00 TR 000

INPATIENT ROUTINE ‘SERVICE COST CENTERS S S R R
30.00 [ADULTS & PEDIATRICS 9 0 fi; Q 0] 30.00
31.00 {INTENSIVE CARE UNET 4} 0, 0] 0] 31.00
40.00 | SUBPROVIDER - IPF Y 0, 0 9 0] 40,00
41.00 | SUBPROVIDER - IRF 9 0 0 0 0| 41.00
43.00 |NURSERY 0 0 0] 0 43.00
44.00 [ SKYLLED NURSING FACILITY 0 0 0 0] 44.00
45.00 [NURSING FACILITY 0 0 y; 0{ 45.00
200.00;Total (lines 30-199) 0 0 li; 0[200.00

MCRIF32 - 2,15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form ¢MS-2552-10
APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS Provider CCN: 150046 | Period: worksheet D

From (Q9/01/2010 | part IrY

To 08/31/2011 | pate/Time Prepared:
271372012 12:30 pm

XVITI Hospital PPS

- -Cost Center Description - o lTotalipatient per pi L Inpatient o |oc Inpatient | CipSATAd}
R A SRR ] s pays R Y 1 Program. Days | Program. - [Nursing:Sch
R R : Todnladiio ) pass=Through :
“lcost (col. 7% -
: e R R LN ST e 6,00 CFO0Q e R ' 8.00 -
INPATIENT ROUTINE SERVICE COST CENTERS R R A i ST
30.00 |ADULTS & PEDIATRICS 22,484 ¢.00 11,973 0 0} 30.00
31.00 |INTENSIVE CARE UNIT 3,239 0.00 2,112 0 0} 31.00
40.00 |SUBPROVIDER - IPF 4,174 0.00 1,923 0 0} 40.00
41,00 |SUBPROVIDER - IRF 3,579 0.09 3,058 0 0} 41.00
43,00 {NURSERY 1,610 0.00 0 0 Of 43.00
44,00 |SKILLED NURSING FACILITY 0 0.90 0 0 0l 44.00
45.00 [NURSING FACILITY 0 0.00 0 0 0} 45.00
200.00{ Total (1ines 30-1959} 35,086 19,066, 0 0}200.80

MCRIF32 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form CM5-2552-10
APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS pProvider CCN: 150046 |Period: worksheet
From 09/01/201G | Part IIT
To 08/31/2011 | pate/Time Prepared:
2/13/2012 12:30 pm
i Title XVIIE Hospital PPS
.t Cost Center Description . - PSACAd ] PSA A L AT L S i
B I P Allied Health|other ‘Medical
(i Cost - |Education Cost
213000

INPATIENT ROUTINE SERVICE COST CENTERS'

i IZﬂQG"':

ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
SUBPROVIDER - IPF
SUBPROVIDER ~ IRF
NURSERY

SKILLED NURSING FACILITY
NURSING FACILITY

Totat (lines 30-199)

DO O O

CO0OOODDOO

30.00
31.00
40.00
41,00
43,00
44,00
45,00
200.00

MCRIF32

- 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL in Lieu of Form CM5-2552-10
APPORTIONMENT OF INPATXENT/QUTPATIENT ANCILLARY SERVICE OTHER PASS provider CCN: 150046 | Period: worksheet D
THROUGH COSTS From 09/01/2010; part IV
To 08/31/2011} pate/Time Prepared:
2/13/2012 12:30 pm
Title XVIIT Hospital PPS
LULCeST ‘Center Description “{Non :Physician Nursing ‘SchoolfAllied Health|-=All:0Other ' | 'TotaliCost |-
S T T e D anesthedst | e LT edical ] (sum of col 1
g : [Education Cost} through col.
S gy
LI ) B W 3.00 SO0 e s e R IO T
IANCYLLARY SERVICE COST CENTERS s : R I R
50,00 |OPERATING ROOM 0 0 0 0 0 50.00
51.00 |RECOVERY ROOM 0 0 0 0 0} 51.00
52.00 |DELIVERY ROOM & LABOR ROOM 0 0 0] 0 0} 52.00
53.00 |ANESTHESTIOLOGY 0 0 0, 0 0} 53.00
54.00 |RADIOLOGY-DIAGNOSTIC 0 0 0] 0 0f 54.00
54.01 [ULTRASOUND 4] 0 0 0 0] 54.01
54.02 |MAMMOGRAPHY 0 0 0 0 0} 54.02
55.00 |RADIOLOGY-THERAPEUTIC 0 0 0 0 0 55.00
56.00 |RADIOISOTOPE 0 0 0 1] 0{ 56.00
57.00 JCT SCAN 0 0 0 0] 0} 57,00
58.00 |MAGNETIC RESONANCE IMAGING (MRI) 0 0 0 0 ¢ 58.00
59.00 {CARDIAC CATHETERIZATION 0 0 0 0 0] 59.00
60.00 | LABORATORY 0 0 0 0 G} 60,00
60,01 [BLOOD LABORATORY 0 0 0 0 0} 60,01
61.00 [PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62,00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 0f 62.00
63.00 |BLOOD STORING, PROCESSING & TRANS. 0 0 0 0 0f 63.00
64.00 |INTRAVENOUS THERAPY 0 0 0 0 0} 64.00
65.00 |RESPIRATORY THERAPY 0 0 0] 0 G| 65.00
66.00 |PHYSICAL THERAPY 0 9 1] 0 G} 66.00
67.00 |OCCUPATIONAL THERAPY 0 0 0 0 Of 67.00
68.00 [SPEECH PATHOLOGY 0 0 0 0 0f 68.00
69.00 |ELECTROCARDIOLOGY 0 0 0 ¢ 0| 69.00
70.00 |ELECTROENCEPHALOGRAPHY 0 0 0 0 0| 70.00
71.00 JMEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 0 0f 71.00
72.00 [IMPL. DEV, CHARGED TO PATIENTS ¢ 0 [4) 0 ¢} 72.00
73.00 |[DRUGS CHARGED TO PATIENTS 0 0 0 i; G| 73.00
74.00 |RENAL DIALYSIS 0 0 0 0 0] 74.00
75.00 |ASC (NON-DISTINCT PART) 0 0, 0 a 0f 75.00
76.00 [LITHOTRIPSY ; 0, 0 0 0] 76.00
76.01 |ENDOSCOPY 0 0 0 0 0] 76.01
76.02 0 0 0 0 0§ 76.02
76.03 |WOUND CARE 0 0 0] 0 0i 76.03
76.04 {OPIC Q 0 0 0 Q] 76.04
QUTPATIENT SERVICE COST CENTERS : e SRR S
88.00 {RURAL HEALTH CLINIC 0 0 0 0 G} 88.00
89.00 [ FEDERALLY QUALTIFIED HEALTH CENTER 0 0 0 0 0} 89.00
90.00 [CLINIC o 0 0 [ 0} 90.00
91.00 | EMERGENCY 0 ¢ 0 0 0| 91.00
92.00 [OBSERVATION BEDS {NON-DISTINCT PART) 0 0 0 0 0] 92.00
OTHER REIMBURSABLE COST CENTERS : L B i
94,00 |HOME PROGRAM DIALYSIS 0 0 0 0] 0! 94.00
95.00 |AMBULANCE SERVICES 95.00
96.00 |DURABLE MEDICAL EQUIP-RENTED 0, O 0 0 ¢| 96.00
97.00 [DURABLE MEDICAL EQUIP-SOLD 0 0] 0 0 0] 97.00
98.00 [OTHER REIMBURSABLE COST CENTERS 0 0 0 0 0} 98.00
200.00{Total (Tines 50-199) 0 0 0 0 0[200.00

MCRIF3I2 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form (M5-2552-10
APPORTIONMENT OF INPATIENT/QUTPATIENT ANCILLARY SERVICE OTHER PASS provider CCN: 150046 | period: worksheet D
THROUGH COSTS From 09/01/2010 | Part 1V
To 08/31/2011{ pate/Time Prepared:
2/13/2012 32:30 pm
Title XVIII Hospital PPS
- o.Cost Center-Dascription - ' Total - }Total:Charges JRatiovof Cost| outpatient.’| ‘Ippatient
T T outpatient. -[(from Wkst. 'C,| “to.Charges. :[Ratio of Cost| . Program:. .
=] Cost {sum_ of. | Part I, col.;|(col.: :l to charges |- iCharges™
col, 2,73 and| - R ACee1. 6 wicel] (o
; 6,00 i 9.00 210,00
IANCILLARY SERVICE COST CENTERS R R A R D T T R
50.00 |OPERATING ROOM 0 50,453,347 0.000000 (.000000 10,539,240f 50.00
51.00 |RECOVERY ROOM 0 7,310,805 0.900600 0.000000, 1,113,304: 51.00
52.00 {DELIVERY ROOM & LABOR ROOM 0 5,327,220 0.9006000 0.000000 10,606 52.00
53.00 |ANESTHESIOLOGY 0 0 0.900000 0.900000 0 53.00
54.00 |RADIOLOGY-DIAGNOSTIC [4) 8,474,959 0.000000 0.900000 1,645,086( 54.00
54,01 {ULTRASOUND 0 2,149,006 0. 000000 0.000000 334,737} 54.01
54,02 [MAMMOGRAPHY 0 1,585,730 0. 000009 0. 900000, 2,879¢ 54.02
55.00 [RADIOLOGY-THERAPEUTIC 0 8,013,671 0.000000, 0. 000000 218,054} 55,00
56.00 |RADICISOTOPE 0 7,850,237 0, 000000 0.000000] 469,178} 56.00
57.00 |CT scaN 0 17,296,323 0., 000000, 0. 000000, 3,615,484} 57.00
58.00 {MAGNETIC RESONANCE IMAGING (MRT) 0 4,129,180 0.000000 0.000000 626,151} 58.00
59.00 [CARDIAC CATHETERIZATION 0 21,251,150 0.000000, 0.000000] 5,125,514} 59,00
60.00  LABORATORY 0 41,582,386 0.000000 0.000000 11,714,712 60,00
60.01 [BLOOD LABORATORY 0 0 9.000000 0.000000 0} 60,01
61.00 [PBP CLINICAL LAB SERVICES-PRGM ONLY 61,00
62.00 [WHOLE BLOOD & PACKED RED BLOOD CELLS 0 5,368,495 0.000000 0.000000 3,193,092{ 62.00
63.00 [8LOOD STORING, PROCESSING & TRANS. 0 0 0.000000 0.000000 0} 63,00
64.00 [INTRAVENOUS THERAPY 0 0 0.000000 0.000000, 0} 64,00
65.00 |RESPIRATORY THERAPY 0 11,627,639 0.000000 0.000000, 7,242,815} 65.00
66.00 |PHYSICAL THERAPY 0 10,754,833 0. 000000, 0.000000, 1,445,589] 66.00
67.00 |OCCUPATIONAL THERAPY 0 0 0.000000 0.000000 6| 67.00
68.00 |SPEECH PATHOLOGY ) 0 0.000000 0.000000 0] 68.00
69.00 | ELECTROCARDIOLOGY ij 9,651,749 0.000000 0.000000 3,196,134| 69.00
70.00 | ELECTROENCEPHALOGRAPHY 0 727,030 0.000000 0.000009 184,368{ 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 35,381,539 0.000000 0.000000 10,270,800 71,00
72.00 [IMPL. DEV. CHARGED TO PATIENTS 0, 13,275,018 0. 000000 0.000000 3,895,904 72.00
73.00 [DRUGS CHARGED TO PATIENTS 0 103,021,828 G. 000000 0.000000 35,227,115} 73,00
74,00 [RENAL DIALYSIS Q 3,752,180 0.000000 0.000000 2,576,583 74.00
75.00 [ASC (NON-DISTINCT PART) 0 0 0.000000] 0.000000 0| 75.00
76.00 |LITHOTRIPSY 0 351,314 0. 000000, 0. 000000 0} 76.00
76.01 |ENDOSCOPY 0 24,188,932 0.000000 0,000000 1,215,568] 76.01
76.02 0 0 0.000000 0,000000 G| 76.02
76.03 |WOUND CARE 0 1,817,071 0.000000 0.000000 36,739f 76.03
76.04 {oPiC 1] 3,872,471 0.000000 0.000000 32,659} 76.04
QUTPATIENT SERVICE COST CENTERS T T A T R e L e L e L
88.00 ;RURAL HEALTH CLINIC 0 0 0.000000 0.000000 0| §8.00
89.00 | FEDERALLY QUALIFIED HEALTH CENTER 0 0 {.000000 0.000000 0} 89.00
90.00 [CLINIC 0 0 {.000000 0.000000 01 90.00
91.00 |EMERGENCY 0 21,898,382 0.000000 0.000000, 2,651,282{ 91.00
92.00 |OBSERVATION BEDS (NON~DISTINCT PART) 0 2,873,619 0.000600 0.000000 333,354] 92.00
OTHER REIMBURSABLE COST CENTERS ST R T AT T R T W
94,00 |HOME PROGRAM DIALYSIS 0 [4] 0. 000000 (. 000000 0f{ 94.00
95.00 |AMBULANCE SERVICES 95.00
96.00 |DURABLE MEDICAL EQUIP-RENTED 0 0 0. 000000 0.000000 0{ 96.00
97.00 |DURABLE MEDICAL EQUIP-SOLD 0 0 0.000000 0.000000 0{ 97.00
98.00 |OTHER REIMBURSABLE COST CENTERS 0 0 0. 000009, 0.000000 0{ 98.00
200.00|Total (lines 50-199) 0| 423,986,114 106,916,9471200.00

MCRIF32 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form CM5-2552-10
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS provider CCN: 150046 | Period: worksheet D
THROUGH COSTS From 09/01/2010 | Part 1v
To 08/31/2011 | Date/Time Prepared:
2/13/2012 12:30 pm
Title XVIIE Hospital
- igostocenter-Desciription o Inpatient: | Outpatient outpatient | PSA Ad] iNon:] 700
R S coprogramci:l S Program. o Program | - -Physician:
] Pass-Through: “| Pass-Through ‘Anesthetist:
" {costs. {col. 8| R Costs {col,: 9}, " Cos!
X col, U 10Y T : )
) S S L1000 12,00 :
ANCILLARY SERVICE COST CENTERS e ST S -
50.00 |OPERATING ROOM 0 8,322,396 1] 0] 0} 50.00
51.00 |RECOVERY ROOM 0 1,303,784 0 0 0f 51.00
52,00 |DELEIVERY ROOM & LABOR ROOM ¢ 260 0 0] 0{ 52.00
53,00 |ANESTHESIOLOGY ¢ 0 0 0] 0| 53.00
54,00 |RADIOLOGY-DIAGNOSTIC 0 1,312,923 0 0] 0| 54.00
54,01 |ULTRASOUND ¢] 393,747 i 0 0| 54.01
54,02 |MAMMOGRAPHY 0 477,273 0 0 0} 54.02
55.00 |RADIOLOGY~THERAPEUTIC 0 3,864,551 0 0] 0] 55.00
56.00 |RADIOISOTOPE 0 2,963,138 0 0 0] 56.00
57.00 [CT scan 0 3,304,642 0 0] g} 57.00
58.00 [MAGNETIC RESOMANCE IMAGING (MRI) 0 706, 846 0 0] 0| 58.00
59,00 {CARDIAC CATHETERIZATION 0 6,913,399 0 0 ¢ 59.00
G0.00 |LABORATORY 0 1,391,964 0 0 0} 60.00
60.01 {BLGOD LABORATORY 0 0 0 0 0| 60.01
61.00 ;PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 0, 522,300 0 0 0| 62.00
63.00 {BLOOD STORING, PROCESSING & TRANS. 0 0 0 0 0| 63.00
64.00 [ INTRAVENOUS THERAPY 0 0 0 0 0| 64,00
65.00 [RESPIRATORY THERAPY 0 142,809 0 0 0] 65.00
66.00 [PHYSICAL THERAPY 0 0 0 0 0] 66.00
67.00 |OCCUPATIONAL THERAPY 0 0 0 0 0] 67.00
68.00 [SPEECH PATHOLOGY 0 0 0 0 0] 68.00
69.00 | ELECTROCARDIOLOGY 0 1,584,312 0 0 0] 69.00
70.00 |ELECTROENCEPHALOGRAPHY 0 54,659 0 Q 0] 70.00
71.00 {MEDICAL SUPPLIES CHARGED TO PATIENTS 0 6,506,982 0 Q 0] 71.00
72.00 {IMPL. DEV. CHARGED TO PATIENTS 4] 3,521,900 0 0 0] 72.00
73.00 [DRUGS CHARGED TO PATIENTS 4] 16,713,940 0 0 0] 73.00
74,00 |RENAL DIALYSIS 9 23,127 1] 0 0] 74.00
75.00 |ASC (NON-DISTINCT PART) 0 0 g 9 0] 75.00
76.00 [LITHOTRIPSY 0 109, 865 0 Q 0} 76,00
76.01 {ENDOSCOPY 0 9,265,820 0 0 0j 76.01
76.02 0 0 0 0 0] 76.02
76.03 [WOUND CARE 0 792,288 0 0 0: 76.03
76.04 [OPIC &) 2,053,873 0 0 0! 76.04
CUTPATIENT SERVICE COST CENTERS : . : R
88.00 {RURAL HEALTH CLINIC ¥} 0 0 0 0} 88.00
89.00 }FEDERALLY QUALEIFIED HEALTH CENTER [¢] 0 0 0 0} 89.00
90.00 | CLINIC 0 0 0 [ 01 90.00
91.00 | EMERGENCY ¢ 2,994,350 0 0 0i 91,00
92.00 |OBSERVATION BEDS {NON-DISTINCT PART) [¢] 550,349 0 0 0| 92.00
OTHER REIMBURSABLE COST CENTERS e i R S
94.00 [HOME PROGRAM DIALYSIS 0 0 0 0 0f 94.00
95.00 [AMBUEANCE SERVICES 95.00
96.00 [DURABLE MEDICAL EQUIP-RENTED 0 0 0 0 0} 96.00
97.00 [DURABLE MEDICAL EQUIP-SOLD 0 0 0 0 0} 97.00
98.00 [OTHER REIMBURSABLE COST CENTERS 0 0 0 0 0} 98.00
200.00; Total (lines 50-199) 0 75,791,498 1] ¢} 0(200.00

MCRIF32 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In tieuw of Form CMs-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS provider CCN: 150046 | Period: worksheet D

THROUGH COSTS From 09/01/2010 ] Part 1v

To  08/31/2011 ! pDate/Time Prepared:

2/13/2012 12:30 pm
PPS

Title XVIIT
Cost Center pescription [ =5 i+ 0 ] 2IPSATAG L PSA A AT o
. _ e e s A ) ed. Health | other Medicaldf i
iEducation Cost
B 24'00 SO

 ospital _

ANCILLARY SERVICE COST CENTERS

50.00 |OPERATING ROOM 0 0 50.00
51.00 |RECOVERY ROOM G 0 51.00
52.00 [DELIVERY ROOM & LABOR ROOM 0 0 52,00
53.00 |ANESTHESIOLOGY 0 0 53.00
54.00 |RADIOLOGY-DIAGNOSTIC 0 0 54.00
54.01 |ULTRASOUND 0 0 54.01
54.02 {MAMMOGRAPHY g 0 54.02
55.00 |RADIOLOGY-THERAPEUTIC Q] 4] 55.00
56,00 [RADIOISOTOPE 0 0 56.00
57.00 {CT SCAN 0 Q 57.00
58.00 [MAGNETIC RESOMANCE IMAGING (MRI) 1] 4] 58.00
59.00 | CARDIAC CATHETERIZATION li; 0 59.00
G0.00 [LABORATORY 0 0 60.00
60,01 |BLOOD LABORATORY 0 0 60.01

61.00 [PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00

62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 0 4] 62.00
63.00 |BLOOD STORING, PROCESSING & TRANS. 0 0 63.00
64.00 |INTRAVENOUS THERAPY 0 0 64.00
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 |
69,00 |ELECTROCARDIOLOGY 0 0 69.00
70,00 |ELECTROENCEPHALOGRAPHY 0 0 70.00
71,00 |MEDICAL SUPPLIES CHARGED TGO PATIENTS 0 0 71.00
72.00 |IMPL. DEV, CHARGED TO PATIENTS 0 0 72,00
73.00 |DRUGS CHARGED TO PATIENTS 0 0 73.00
74.00 |RENAL DIALYSIS 0 0 74.00
75.00 [ASC (NON-DISTINCT PART) 0 0 75.00
76.00 [LITHOTRIPSY g 0 76.00
76.01 [ENDOSCOPY 0 0 76.01
76.02 0 0 76.02
76.03 [WOUND CARE 0 0 76.03
76.04 [OPIC 9 0 76.04
CUTPATIENT SERVICE COST CENTERS o
88.00 |RURAL HEALTH CLINIC 0 0 88.00
89,00 ! FEDERALLY QUALIFIED HEALTH CENTER 0 0 89.00
90,00 |CLINIC ¢ 0 90.00
91.00 [EMERGENCY ¢] 0 91.00
92.00 [OBSERVATION BEDS {NON-DISTINCT PART) 0 Y] 92.00
OTHER REIMBURSABLE COST 'CENTERS ° e
94,00 |HOME PROGRAM DIALYSIS 0 0, 94,00

95.00 |AMBULANCE SERVICES 95.00

96.00 |DURABLE MEDICAL EQUIP-RENTED 0 0 96,00
97.00 |PURABLE MEDICAL EQUIP-SOLD 0 0 97.00
98.00 |OTHER REIMBURSABLE COST CENTERS 0 0 98.00
200.00{Total (lines 50-199) 0 0 200.00

MCRIF32 - 2.15.129.0



Health Financial Systems TERRE_HAUTE REGIONAL HOSPITAL In Liey of Form CM5-2552-10
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST Provider CCN: 150046 | Period: worksheet D
From 09/01/2010} Part v
To 08/31/2011| pate/Time Prepared:
2/13/2012 12:30 pm
Title XVIIE Hospital PPS
e e i S e e T - _Charges
2l Cost Center Description iCost to ChargelPPs Reimbursed] ' :
T I S ‘Ratio From :|services (see me
worksheet ‘C, |instructions} | serv
Part I,.col. 9] -
RS L instructions) | instructions)
: AR Do 1,00 - 2,000 7] 3000 ] A0

JANCIE LARY SERVICE COST CENTERS B e I S
50.00 |OPERATING ROOM 0.151013 8,322,396 0 0 50.00
51.00 [RECOVERY ROOM 0.131827 1,303,784 0 0 51.00
52.00 [DELIVERY ROOM & LABOR ROOM 0.470957 260 0 0 52.00
53.00 [ANESTHESICOLOGY 0.000000 0 0 0 53.00
54,00 | RADIOLOGY-DIAGNOSTIC 0.255815 1,312,923 0 1] 54.00
54,01 [ULTRASOUND 0.163318 393,747 0l 9 54.01
54,02 [MAMMOGRAPHY 0.342150 477,273 0 0 54,02
55.00 |{RADIOLOGY-THERAPEUTIC 0.236000 3,864,551 0 0 55.00
56.00 |RADIOISOTOPE 0.134443 2,963,138 0 0 56,00
57.00 |CT SCAN 0.050941 3,304,642 li; 0 57.00
58.00 |MAGNETTIC RESONANCE TMAGING (MRI) 0.099792 706,846 i 0 58.00
59.00 | CARDIAC CATHETERIZATION 0.074620, 6,913,399 1] 0 59.00
60.00 |LABDRATORY 0.097228 1,391,964 0 0 60.00
60.01 [BLOOD LABORATORY 0.000000 0 i} ¢ 60.01
61.00 1PBP CLINICAL LAB SERVICES-PRGM ONLY G.000000 0 0 61.00
62.00 !WHOLE BLOOD & PACKED RED BLOOD CELLS 0.217821 522,300 0 0 62.00
63.00 [BLOOD STORING, PROCESSING & TRANS. 0.000000 0 0 0 63,00
64,00 INTRAVENOUS THERAPY 0.000000 0 0 0] 64,00
65.00 [RESPIRATORY THERAPY 0.169829 142,809 0 0 65,00
66.00 |PHYSICAL THERAPY (.263547 0 0 0 66.00
67.00 |OCCUPATIONAL THERAPY {.000000, 0 0 0 67.00
68.00 |SPEECH PATHOLOGY 0.000000 0 0 0 68.00
69.00 |ELECTROCARDIOLOGY 0.142404 1,584,312 0 ) 69,00
70.00 |ELECTROENCEPHALOGRAPHY 0.295264 54,659 0 0] 70,00
71.00 [MEDICAL SUPPLIES CHARGED TQ PATIENTS 0.212075 6,506,982 il h; 71.00
72.00 [IMPL, DEV, CHARGED TQ PATIENTS 0.463558 3,521,900 [4) 0 72.00
73.00 [DRUGS CHARGED TQ PATLENYS 0.125424 16,713,940 67,283 0 73.00
74.00 [RENAL DIALYSIS 0.,184875 23,127 0 0 74.00
75.00 [ASC (NON-DISTINCT PART) 0.000000, 0 ) 0 75.00
76.00 [LITHOTRIPSY 0,215070 109, 865 0 0 76.00
76.01 |ENDOSCOPY 0.080088 9,265,820 0 0 76.01
76.02 0.000000 0 0 0 76.02
76.03 {WOUND CARE 0.402435 792,289 0 0 76.03
76.04 {orIC 0.265595 2,053,873 0 0 76.04

OUTPATIENT SERVICE COST CENTERS P A S R
88.00 JRURAL HEALTH CLINIC 0.000000 88.00
89.00 }FEDERALLY QUALTIFIED HEALTH CENTER 0.000000 £89.00
90.00 |CLINIC 0.008000 0 0 0 90.00
91.00 [EMERGENCY 0.174851 2,994,350 0 [4] 91.00
92,00 |[OBSERVATION BEDS (NON-DISTINCT PART) 0.695820, 550,349 0 0 92.00

OTHER REIMBURSABLE COST CENTERS R L -
94,00 |HOME PROGRAM DIALYSIS 0.000000 0 94.00
95.00 {AMBULANCE SERVICES 0.000000 0] 95.00
956.00 |{DURABLE MEDICAL EQUIP-RENTED 0.000000 0 h) 0 96.00
97.00 |DURABLE MEDICAL EQUIP-SOLD 0.000000 0 0 0 97.00
98.00 [OTHER REIMBURSABLE COST CENTERS 0.0006000 0 0 0 98.00
200.00|subtotal (see instructions) 75,791,498 G7,283 0 200.00
201.00|vess PBP Clinic Lab. Services—-Program oOnly 0 0 201.00

Charges
202.00|Net charges (1ine 200 +/- Tine 201) 75,791,498 67,283 0 202.00

MCRIF3Z - 2.15.129.0



Health Financial Systems TERRE HAHTE REGIONAL HOSPITAL In Lieu of Form ¢M5-2552-10
APPORTIONMENT OF MEDICAL, OTHER MEALTH SERVICES AND VACCINE COST provider CCN: 150046 | period: worksheet D

From 089/01/2010 | Part v

To  08/31/201l | pate/Time Prepared:
2/13/2012 12:30 pm

Title XvITI Hospital _PPS
. N L DR T geg g T e e ; i
Cost Center Description: ‘PPS Services ’Cost services|Cost Services]
S T s (see ] tsubject Tar ot Subject Yol -
| instructions) [Ded. & Coins.dped. ‘& Coins.
) Sp(see T (see
instructions) {instructions).
: : j '- 5000 L MB.0D F00
[ANCILLARY SERVICE COST CENTERS SR e S B B s L R L
50,00 |OPERATING ROOM 1,256,790 0 0] 50.00
51,00 |RECOVERY ROOM 171,874 0 0 51,00
52,00 |DELIVERY ROOM & LABOR ROOM 122 0 0 52,00
53.00 |ANESTHESIOLOGY 0 0 0 53,00
54.00 |RADIOLOGY-DIAGNOSTIC 335,865 0 0 54,00
54.01 [ULTRASOUND 64,306 0] 0 54,01
54.02 [MAMMOGRAPHY 163,299 0 0 54.02
55.00 |RADIOLOGY-THERAPEUTIC 912,034 0 0 55.00
56.00 |[RADIOISOTOPE 398,373 0 0 56.00
57.00 [CT scaN 168,342 0 0 57.00
58.00 [MAGNETIC RESONANCE IMAGING (MRI) 70,538 0 0 58.00
59.00 |CARDIAC CATHETERIZATION 515,878 ) 0 59.00
60.00 JLABORATORY 135,338 0 0 60.00
60.01 |BLOOD LABORATORY ¢ 0 0 60.01
61.00 |PBP CLINICAL LAB SERVICES-PRGM ONLY 0 61.00
62.00 |[WHOLE BLOOD & PACKED RED BLOOD CELLS 113,768 0 0 62.00
63.00 |BLOOD STORING, PROCESSING & TRANS. 0 0 0 63.00
64,00 | INTRAVENOUS THERAPY 0 0 0 64.00
65.00 | RESPIRATORY THERAPY 24,253 0 0 65.00
66.00 [ PHYSICAL THERAPY 0 0 0 66.00
67.00 [OCCUPATIONAL THERAPY 0 9 0 67.00
68.00 [SPEECH PATHOLOGY 0 0 0 68.00
69.00 | ELECTROCARDIOLOGY 225,612 0 0 69.00
70.00 | ELECTROENCEPHALOGRAPHY 16,139 0 0 70.00
71,00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 1,379,968 0 0 71.00
72.00 [IMPL. DEV. CHARGED TO PATIENTS 1,632,605 0 0 72.00
73.00 |DRUGS CHARGED TO PATIENTS 2,096,329 8,439 0 73.00
74.00 {RENAL DIALYSIS 4,276 0 0 74,00
75.00 |ASC (NON-DISTINCT PART) 0 0 0 75.00
76.00 [LITHOTRIPSY 23,629 0 0 76.00
76.01 [ENDOSCOPY 742,081 0 0 76.01
76.02 0 o] 4] 76.02
76.03 {WOUND CARE 318,845 t] 0 76.03
76.04 [oPIC 545,498 0 0 76.04
CUTPATIENT SERVICE COST CENTERS ) : G § e T
B88.00 [RURAL HEALTH CLINIC 0 0 0 88.00
89.00 [FEDERALLY QUALIFIER HEALTH CENTER 0 0 0 89.00
90.00 |CLINIC 0 ij 0] 90.00
91.00 |EMERGENCY 523,565 0] 0 91.00
92,00 |OBSERVATION BEDS (NON-DISTINCT PART) 382,944 0 0 92.00
OTHER REIMBURSABLE COST CENTERS - -
94,00 |HOME PROGRAM DIALYSIS 0 0 94.00
95.00 |AMBULANCE SERVICES 0 95.00
96.00 |DURABLE MEDICAL EGQUIP-RENTED 0 0 0 96.00
97.00 |DURABLE MEDICAL EQUIP-S0LD 0 0 0 97.00
98,00 |OTHER REIMBURSABLE COST CENTERS 0 0, 0 98.00
200,00{subtotal (see instructions) 12,222,271 8,439 0 200.00
201.900{Less PBP Clinic tab. Services-Program Onily 0 201.00
Ccharges
202.00|Net Charges (1ine 200 +/- line 201) 12,222,271 8,439 Iy} 202.00

MCRIF32 - 2.15.129.0



Hea'lth Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form CM5-2552-10
APPORTIONMENT OF INPATIENT ANCILLARY SERVICE CAPITAL COSTS Provider CCN: 150046 | Period: worksheet D
From 09/01/2010 | Part 1I

Component CCN: 155046 | T

o 08/31/2011

pate/Time Prepared:
2/13/2012 12:30 pm

Title XvIII subprovider - PPS
IPE i
... Cost Center Description. il Ccapital; i Total: Charges |Ratio of:Cost| ~Inpatient::jCapital Costsy
Ll S [0 related Costii(fromiwkst. <, ito Charges. | . Program - “{cotumn 3 X ]
S CFrom wkst. B, Part “T,vicol.-j(coll ALz ool - Charges o golumn 4) iy
{part: 11, ‘col. By s Y R e
L e e G100 s 2,00 300 4,00 5.00 ]

IANCILLARY SERVICE COST _CENTERS T R R e L S ]
50.00 |OPERATING ROOM 1,111,721 50,453, 347 .022035 0 0} 50.00
51.00 [RECOVERY ROOM 82,931 7,310,805 0.011344 0 0} 51.00
52.00 [DELIVERY ROOM & LABOR ROOM 326,606 5,327,220 0.061309 0 0} 52.00
53.00 |ANESTHESIOLOGY 0 0 0.000000 0 0f 53.00
54.00 |RADIOLOGY-DIAGNOSTIC 334,101 8,474,959 0.039422 22,373 882} 54.00
54,01 |ULTRASQUND 24,861 2,149,000 0.011569 4,061 471 54.01
54.02 [MAMMOGRAPHY 68,056, 1,585,730 0.042918 0 0] 54.02
55.00 {RADIOLOGY-THERAPEUTIC 266,376 8,013,671 0.033240 0 0] 55.00
56.00 |RADIOISOTOPE 52,813 7,850,237 0.006728 2,593 17| 56.00
57.00 {CT SCAN 83,595 17,296,323 0.004833 27,811 134] 57.00
58.00 [MAGNETIC RESONANCE IMAGING (MRI} 47,856 4,129,180 (.011590, 2,778 32] 58.00
59.00 [CARDIAC CATHETERIZATION 126,488 21,251,159 0.005952 0 0] 59,00
60.00 [L.ABORATORY 301,449 41,582,386 0.007249 544,170 3,945] 60.00
60.01 |BLOOD LABORATORY ] 0 0. 000000 0 0] 60.01
61.00 |PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 37,859 5,368,495 0.007052 0 0f 62.00
63.00 |BLOOD STORING, PROCESSING & TRANS. 0 0 0.000000 0 01 63.00
64.00 [ INTRAVENOUS THERAPY 0 0 0.000000 0 0} 64.00
65.00 |RESPIRATORY THERAPY 114,115 11,627,639 0,009814 18,123 178} 65.00
66.00 |PHYSICAL THERAPY 346,290 10,754,833 0,032199 10,984 354] 66.00
67 .00 |OCCUPATIONAL THERAPY 0 Q 9,000000 0 0| 67.00
68.00 |SPEECH PATHOLOGY 0 0 0.0600000 0 0| 68.00
69.00 |ELECTROCAROIOLOGY 115,174 9,651,749 0.011933 14,461 173| 69.00
70.00 |ELECTROENCEPHALOGRAPHY 43,797 727,030 0.060241 5,562 335} 70.00
71.00 {MEDICAL SUPPLIES CHARGED TO PATIENTS 490,071 35,381,539 0.013851 10,570 146f 71.00
72.00 JIMPL. DEV. CHARGED TO PATIENTS 134,657 13,275,018 0.010144 0 G| 72.00
73.00 {DRUGS CHARGED TO PATIENTS 413,973 103,021,828 0.004018 664,399 2,670 73.00
74.00 JRENAL DIALYSIS 32,589 3,752,180 0.008685 ; G| 74.00
75.00 ;ASC (NON-DISTINCT PART} 0 0 0.000000 0 0 75.00
76.00 {LITHOTRIPSY 1,721 351,314 0.004899 0 ¢ 76.00
76.01 | ENDOSCOPY 126,962 24,188,932 0.005249 4,039 21] 76.01
76.02 0 0 0.000000 0 0] 76.02
76.03 [WOUND CARE 79,130 1,817,071 0.043548 0 0] 76.03
76,04 [gPIC 162,771 3,872,471 0.042033 0 Qf 76.04

QUTPATIENT SERVICE COST CENTERS D R e B
88.00 |RURAL HEALTH CLINIC ) ; 0.000000 0 Q] 88.00
89.00 |FEDERALLY QUALIFIED HEALTH CENTER 0 0 0.000000 0 91 89,00
90.00 |CLINIC 0 0 0.000000 0 0§ 90.00
91.00 | EMERGENCY 492,942 21,898,382 0.022510 298,910 6,728] 91.00
92.00 |OBSERVATION BEDS {NON-DISTINCT PART) 323,181 2,873,619 0.112465 0 01 92.00

OTHER ‘REIMBURSABLE COST CENTERS R
94.00 |HOME PROGRAM DIALYSIS 0 0 0.000000 0 0 94,00
95.00 |AMBULANCE SERVICES 95.00
96.00 |DURABLE MEDICAL EQUIP-RENTED 0 0 0.000000] 0 0} 96.00
97.00 |DURABLE MEDICAL EQUIP-SOLD 0 0 (.000000 0 i 97.00
98.00 |OTHER REIMBURSABLE COST CENTERS 0 0 0.000000 0 0f 98.00
200.00{ Total (lines 50-199) 5,742,085 423,986,114 1,630,834 15,662{200.00

MCRIF3Z - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form ¢MS-2552-10
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider ccN: 150046 | Period: worksheet D

THROUGH COSTS From 09/01/2010 | Part IV

Component CCN:155046To  08/31/2011 | pate/Time Prepared:
2/13/2012 12:30 pm

Title XvIII Subprovider - PPS
IPF

Cost Center Description v Non -Physician Nursing 'School|Allied Health] ALl other. | “Total:Cost 1] i

SRR o1 SRR I S Jeducation Cost] through col.:

IANCILLARY SERVICE COST CENTERS R R L PR e N

50.00 |[OPERATING ROOM 0 0 0 0 0| 50.00
51.00 |RECOVERY RQOOM 0 i 0 0 0| 51.00
52.00 [DELIVERY ROOM & LABOR ROOM 0 0 0 0 0| 52.00
53.00 [ANESTHESIOLOGY 0 0] 0 0 (1 53.00
54,00 |RADIOLOGY-DIAGNOSTIC ) 0 0 0 0] 54.00
54.01 [ULTRASOUND 9 0 0 0 0] 54.01
54.02 |MAMMOGRAPHY 9 0 0 0 0] 54.02
55.00 {RADIOLOGY-THERAPEUTIC 0 0 0 0 0] 55.00
56.00 |RADIOISOTOPE 0 0 0 0 01 56.00
57.00 [CT SCAN 0 0 0 0 0] 57.00
58.00 [MAGNETIC RESONANCE IMAGING (MRI) 0 0 0 h; 0] 58.00
59,00 [CARDIAC CATHETERIZATION 0 0 4] 0] 0} 59.00
60.00 i LABORATORY 0 0 ) ; 0j 60.00
60.01 {BLCOD LABORATORY 0 0 0 0 0| 60.01
61.00 [PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 [WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 0} 62.00
63.00 [BLOOD STORING, PROCESSING & TRANS. 0 4] 0 0 0} 63.00
64.00 [INTRAVENOUS THERAPY t ) 0 0 0} 64.00
65.00 {RESPIRATORY THERAPY 0 0 0 0 Of 65.00
66.00 |PHYSICAL THERAPY 0 0 0 0 0| 66.00
67.00 |OCCUPATIONAL THERAPY ) 0 0 4] 0] 67.00
68.00 |SPEECH PATHOLOGY hi; 0 0 9 0| 68.00
69.00 |ELECTROCARDIOLOGY 0 0 0 1] 0{ 69.00
70.00 [ELECTROENCEPHALOGRAPHY 0 0 0 0 Q] 70.00
71.00 |[MEDICAL SUPPLIES CHARGED TO PATIENTS h; 0 0 0 0} 71.00
72.00 [IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0 0] 72.00
73.00 {DRUGS CHARGED TO PATIENTS 0 0 0 0 0| 73.00
74.00 |RENAL DIALYSIS 0 0 0] 0 0} 74.00
75.00 {ASC (NON-DISTINCT PART) 0 0 0] 0 0] 75.00
76.00 [LITHOTRIPSY 0 0 1] 0 01 76.00
76.01 [ENDOSCOPY 0 0] 0] ¢ 0f 76.01
76,02 9 0 0 0 0] 76.02
76.03 [WOUND CARE Q hi; 0 [0 0| 76.03
76.04 {oPIC 1] 0 0 0 0] 76,04

OUTPATIENT SERVICE COST CENTERS i R e o -
88.00 |RURAL HEALTH CLINIC 0 0 0 [ 01 88.00
89.00 |FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0| 89.00
90.00 {CLINIC 0 0 0] 0 0| 90.00
91.00 |EMERGENCY 0 0 0 0 0| 91.00
92.00 [OBSERVATION BEDS (NON-DISTINCT PART) 0 0 g 0 0} 92.00

OTHER REIMBURSABLE ‘COST-CENTERS . *° R P S j :
94.00 [HOME PROGRAM DIALYSIS 0 0 Q 0, 0] 94.00
95.00 [AMBULANCE SERVICES 95,00
96.00 |DURABLE MEDICAL EQUIP-RENTED 0 0 0 0 G| 96,00
97.00 |DURABLE MEDICAL EQUIP-SOLD 0 0 0 0 G| 97.00
98.00 |OTHER REIMBURSABLE COST CENTERS 0 0 0 0 G| 98.00
200,00 Total (lines 50-199) ¥ 0 4] 0 0(200.00

MCRIF32 - 2,15.129.0



Health

Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Lieu of Form €M5-2552-190

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS pProvider CCN: 150046 |pPeriod: worksheet D
THROUGH COSTS From 09/01/2010 Part Iv
Component CCN: 155046 (Yo  08/31/2011 | Date/Time Prepared:
2/13/2032 12:30 pm
Title XVIII Subprovider - PPS
IPF
" llCost Center Description e - Total vl Total:Charges | Ratio of Cost i Outpatient. Inpatient.
Tenn i TR " “ioutpatient:;[(fromwkst. C,| “to:charges :|Ratio:of Cost] “iProgram
) cost Csum. of fPart I, coli(coli 5.+ col.| [ to Charges ]\ Chargés
b eolln2503 and 3} : 6260
SN i i s L
ST T T T s T T T T o0 N s .00 =
IANCTELARY SERVICE COST CENTERS T R R R o
50.00 |OPERATING RGOM L] 50,453,347 0.000000, 0. 000060 0| 50.00
51,00 |RECOVERY ROOM 2} 7,310,805 0.000000 0.0000060, 0{ 51.00
52.00 |DELIVERY ROOM & LABOR ROOM 0 5,327,220 0.000000 0.000000 0] 52.00
53.00 |ANESTHESIOLOGY 0 0 0.,000000] 0.000000; 0§ 53.00
54.00 | RADEOLOGY-DIAGNOSTIC 0 8,474,959 0.000000] 0.000000; 22,373 54.00
54,01 JULTRASOUND 0 2,149,006 0.000000] 0.000000 4,061} 54.01
54,02 [MAMMOGRAPHY 0 1,585,730 0.000000] 0.000000 0} 54.02
55.00 | RADIOLOGY-THERAPEUTIC 0 8,013,671 0.000000] 0.000000 0} 55.00
56.00 [RADIOISOTOPE 0 7,850,237 0.000000] {.000000 2,593{ 56.00
57.00 [CT scan 0 17,296,323 {.000000 (.000000 27,811] 57.00
58.00 |MAGNETXIC RESONANCE IMAGING (MRI) 0] 4,129,180 0.000000 0.000000 2,778} 58.00
59.00 |CARDIAC CATHETERIZATION O 21,251,150 0. 000000 0.000000 0} 59.00
60.00 |LABORATORY 0 41,582,386 0.000000Q 0,000000 544,170t 60.00
60.01 |BLOOD LABORATORY 0 0 0.000000 0.000000 0} 60,01
61.00 {PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 |WHOLE BLCOD & PACKED RED BLODD CELLS 0 5,368,495 9.000000 0.000000 0f 62,00
63.00 |BLOCD STORING, PROCESSING & TRANS. 0 0 0.000000 0.000000 0] 63.00
64.00 [INTRAVENOUS THERAPY 0 ¢ 0.000000) 0. 000000 0] 64,00
65.00 {RESPIRATORY THERAPY 0 11,627,639 0. 000000 0.000000 18,123 65.00
66.00 | PHYSICAL THERAPY 0 10,754,833 0.000000 0. 000000, 10,984] 66.00
67.00 J0CCUPATIONAL THERAPY 0 0 0.000000 0.000000 0} 67.00
68.00 {SPEECH PATHDLOGY 0 0 0.000000 0.000000 0| 68.00
69.00 | ELECTROCARDIOLCGY 0 9,651,749 0.000000, 0.000000 14,461} 69.00
70.00 | ELECTROENCEPHALOGRAPHY 0 727,030 0.000000 0.000000 5,562| 70.00
71.00 [MEDICAL SUPPLIES CHARGED TQ PATIENTS 0 35,381,539 6.000000, 0.000000; 10,570} 71.00
72.00 |IMPL. DEV, CHARGED TO PATIENTS 0 13,275,018 0.000000 0.000000 0} 72,00
73.00 [DRUGS CHARGED TO PATIENTS 0| 103,021,828 0.000000 0.900000 664,399 73.00
74.00 |RENAL DIALYSIS 0 3,752,180 ¢.9000000 0.000000 0{ 74.00
75.00 |ASC (NON-DISTINCT PART) 0 0 (.000000 (.000000 0] 75.00
76.00 |LITHOTRIPSY 0 351,314 0.000009 G, 000000 0i 76.00
76.01 |ENDOSCOPY 0 24,188,932 0.000000 0. 000000 4,039{ 76.01
76.02 0 0 0.000000 0.000000 0} 76.02
76.03 |WOUND CARE 0 1,817,071 0.000000 9.000000 0} 76.03
76.04 10PIC 0 3,872,471 9.0000090 9.000000 Gl 76.04
CUTPATIENT SERVICE COST CENTERS R T R TR :
88.00 [RURAL HEALTH CLINIC 0 a 0.000000 9.000000 0| 88.00
89.00 |FEDERALLY QUALIFIED HEALTH CENTER 0 0 0.000000 0.000000 0| 89.00
90.00 |CLINIC 0 0 0.000000 0.000000 0{ 90.00
91,00 |EMERGENCY 0 21,898,382 0.000000 0.000000 298,910] 91.00
92,00 |OBSERVATION BEDS (NON-DISTINCT PART) 0 2,873,619 0.000000 0.000000 01 92.00
OTHER REIMBURSABLE COST CENTERS TR T L T L e R s L T R T B L P e T
94,00 |HOME PROGRAM DIALYSIS 0 0 0.000800 G.000000 0] 94.00
95.00 |AMBULANCE SERVICES 95.00
96.00 |DURABLE MEDICAL EQUIP-RENTED 0 0 0.000000)] 0.000000 0 96.00
97.00 |DURABLE MEDICAL EQUIP~SOLD 0 0 0.000000 0.000000] 0| 97.00
98.00 JOTHER REIMBURSABLE COST CENTERS 0 0 0.000000 0.000000 0| 93.00
200.00)Total (lines 50-199) 0] 423,986,114 1,630,834(200.00

MCRIF32 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL in Liew of Form CM5-2552-10
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS provider CCN: 150046 | Period: worksheet D

THROUGH COSTS From 09/01/2010 | Part IV

Component CCN:155046|To  08/31/201l1| Date/Time Prepared:
2/13/2012 12:30 pm

Title XVIIIL subprovider - PPS
- ~Cost Center Description. CInpatient’ | -outpatient::| -outpatient | PSATAd}iNon| CUPSA Ado
B RN AU D SProgram | ci-program program-.--| [ ‘Physician. :|Nursing :Schoolj -
.| pass-Through | >Charges. ] Pass~-Through:| -Anesthetist '} i " :
J1costs (ol 8| i costs Mool 9| L nicesE
X col gy e X col, 12y SRR
- ) - o100 12,00 ") 13,0000 1,00 -
ANCILLARY SERVICE COST CENTERS o : L R e i G
50.00 [OPERATING ROOM 0 0 0 0] 01 50.00
51.00 {RECOVERY ROOM ¢! G 0 i} 0{ 51.00
52.00 {DELIVERY ROOM & LABOR ROOM 0 ¢ 0 ; 0] 52.00
53.00 [ANESTHESIOLOGY [ 0 0 0 0] 53.00
54,00 {RADIOLOGY-DIAGNOSTIC 0 0 0 0 0] 54.00
54.01 |ULTRASOUND 0 0 0 0 0] 54.01
54.02 |MAMMOGRAPHY 0 iy 0 0 0] 54.02
55.00 |RADIOLOGY-THERAPEUTIC 0 0 0 0 01 55.00
56.00 [RADIOISOTOPE 0 0] 0 0 0} 56.00
§7.00 [CT SCAN 0 0 0 0 0} 57.00
58.00 |MAGNETIC RESOMANCE IMAGING (MRI) 0 0 0 0 Q; 58,00
59.00 [CARDIAC CATHETERIZATION 0 0 0 0 0} 59.00
60.00 |LABORATORY 0 0, 0 0 0} 60.00
60.01 |BLOOD LABORATORY 0 0 [¢] 0 0} 60.01
61,00 |PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 0} 62.00
63.00 {BLOOD STORING, PROCESSING & TRANS. g 0 0 0 0} 63.00
64.00 | INTRAVENOUS THERAPY 0 0 0 0 0l 64.00
65.00 [RESPERATORY THERAPY h; 0 0 0 0f 65.00
66.00 [PHYSICAL THERAPY 0 0 0 0 0] 66.00
67.00 |OCCUPATIONAL THERAPY 0 0 0 0 06| 67.00
68.00 [SPEECH PATHOLOGY 0 0 0 0 G| 68.00
69.00 ;| ELECTROCARDIOLOGY 0 0 0 [4] G| 69.00
70.00 | ELECTROENCEPHALOGRAPHY 0 0 0 Q Q| 70.00
71.00 [MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 [4) 0| 71.00
72.00 [IMPL. DEV. CHARGED TQO PATIENTS 0 0 0 1) Q| 72.00
73.00 |DRUGS CHARGED TO PATIENTS 0 828 0 0 0| 73.00
74.00 [RENAL DIALYSIS 0 0 0 0 ol 74.00
75.00 [ASC (NON-DISTINCT PART) 0 0 0, 0 o{ 75.00
76.00 [LITHOTRIPSY 4] [ 0 0 0| 76.00
76.01 |ENDOSCOPY 0 0 0 0 0] 76.01
76,02 0 0 0 0 6] 76.02
76.03 |WOUND CARE 0 0 0 0 0] 76.03
76.04 |OPIC 0 Q 0 0 0] 76.04
QUTPATIENT SERVICE COST CENTERS = - : o
88.00 |RURAL HEALTH CLINIC 0 0 0 0 0| 88.00
89.00 |FEDERALLY QUALIFIED HEALTH CENTER 0 [t 0 0 0| 89.00
90,00 |CLINIC 0 ¢ 0 0 0] 90.00
91.00 |EMERGENCY 0 388 0 ¢ 0] 91.00
92.00 [OBSERVATION BEDS (NON-DISTINCT PART) 0 0 0 [¢] Qf 92.00
OTHER REIMBURSABLE COST CENTERS S
94.00 |HOME PROGRAM DIALYSIS 0 0 0 0 0} 94.00
95.00 [AMBULANCE SERVICES 95.00
96.00 [DURABLE MEDICAL EQUIP-RENTED 0 ¢ 0 0 0| 96.00
97.00 |DURABLE MEDICAL EQUIP-S0LD 0 0 0 0 0| 8r.00
98.00 [OTHER REIMBURSABLE COST CENTERS 0 0 0 0 0| 98.00
200.00|Total (lines 50-199) 0 1,218 0 ¥ 0|200.00

MCRIF32 - 2,15.129.0



Health

Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

in tiew of Form (MS5-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 150046
THROUGH CO5TS

Component CCN: 155046

period:
From 09/01/2010
To  08/31/2011

worksheet D

Part Iv

bate/Time Prepared:
2/13/2012 12:30 pm

Title XVIIT

subprovider -
IPF

PPS

o iCost Center-Description

ol PSACAd] AT

{Education:Costj::’;

other:Medical

ANCILLARY ‘SERVICE COST CENTERS

24,000

OPERATING ROOM
RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM
ANESTHESIOLOGY
RADIOLOGY-DIAGNOSTIC

ULTRASOUND

MAMMOGRAPHY

RADIOLOGY-THERAPEUTIC
RADIOISOTOPE

CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LARORATORY

BLOOD LABORATORY

PBP CLINICAL LAB SERVICES-PRGM ONLY
WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TRANS.
INTRAVENOUS THERAPY

RESPIRATORY THERAPY

PHYSICAL THERAPY

OCCUPATIONAL THERAPY

SPEECH PATHOLOGY
ELECTROCARDICLOGY
ELECTROENCEPHALOGRAPHY

MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV., CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS

RENAL DIALYSIS

ASC (NON-DISTINCT PART)
LITHOTRIPSY

ENDOSCOPY

WOUND CARE
oPIC

Cooooooooos oo

o000 00000O0OOoDOO0

COOQCOoOoOOOOOOO !

GUTPATIENT SERVICE COST CENTERS

RURAL HEALTH CLINIC

FEDERALLY QUALIFIED HEALTH CENTER
CLINIC

EMERGENCY

OTHER REIMBURSABLE COST CENTERS

OBSERVATION BEDS {NON-DISTINCT PART)

Pi=N=oR = -E =P N R R R =R R R R R RN~ RN =R =R =R =R =)

HOME PROGRAM DBIALYSIS
AMBULANCE SERVICES

DURABLE MEDICAL EQUIP-RENTED
DURABLE MEDICAL EQUIP-S0LD
OTHER REIMBURSABLE COST CENTERS

Total (lines 50-199)

[=]

cooo o |lococoel

DoOo

MCRIF32 - 2.15.129.0



Health Finmancial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form CM5-2552-10
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST Provider CcN: 150046 jPeriod: worksheet D

From 03/01/2010 | Part V

Compenent CCN:15S046 (To  08/31/2011 | bate/Time Prepared:
2/13/2012 12:30 pm

Title XVIII Subprovider - PPS
] IPF
‘olvicost Center:Descripti -|cost ‘to ChargelPPs ‘Reimbursed] ' iiCost i Ui Cost
: RIS R ol Ratio From: | services (see| ‘Rei Reimbursed:
=I'wWorksheet:C, {instructions) | :ser 575 ‘Services Not
part I, coli8| s i subiect T | subject To
- T ={Ded. & Coins.|Ded. ‘& Coins.
o al (see .- So(seeli
R e o tinstructions) finstractions) |
R T TS A, R0 ) 2000 3,000 T 4.00
IANCILLARY .SERVICE COST CENTERS T T T T e
50.00 |OPERATING ROOM 0.151013 i} ) 0 50.00
51.00 |RECCVERY ROOM 0.131827 0 0 ¥ 51.00
52,00 {DELIVERY ROOM & LABOR ROOM 0.470957 0 o v 52.00
53.00 |ANESTHESIOLOGY 0. 000000, 0 0 0 53.00
54,00 |RADIOLOGY-DIAGNOSTIC 0.255815 4] 0 0 54,00
54.01 JULTRASOUND 0.163318 0 0 0 54,01
54,02 [MAMMOGRAPRY 0.342150 0 0 ) 54,02
55.00 |RADIOLOGY~THERAPEUTIC 0.236000 0 0 0 55.00
56.00 |RADIOISOTOPE 0.134443 0 0 0 56.00
57.00 |CT sCaN 0.050941 0 0 0 57.00
58.00 [MAGNETIC RESONANCE IMAGING (MRT) 0.099792 0 0 0 58,00
59.00 |CARDIAC CATHETERIZATION 0.074620, 0] 0 0 59.00
60.00 |LABORATORY 0.097228 i) 0 0 60.00
60.01 |BLOOD LABORATORY 0.000000 0 0 0 60.01
61.00 |PBP CLINICAL LAB SERVICES-PRGM ONLY 0. 000000 0, 0 61.00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 0.217821 0 0, 0 62.00
63.00 [BLOOD STORING, PROCESSING & TRANS. 0.000000 0 0 0 63.00
64.00 {INTRAVENOUS THERAPY 0.000000, 0 0 0 64.00
65.00 ;RESPIRATDRY THERAPY 0.169829 0 0 0 65.00
66.00 | PHYSICAL THERAPY 0.263547 0 0 0 66.00
67.00 [OCCUPATIONAL THERAPY 0.000000 0 0 0 67.00
68.00 |SPEECH PATHDLOGY 0.000000 0 0 0] 68.00
69,00 |ELECTROCARDIOLOGY 0.142404 0 0 0 69.00
70.00 |ELECTROENCEPHALOGRAPHY 0.295264 0, 0 0 70.00
71.00 |MEDICAL SUPPLIES CHARGEDR TO PATIENTS 0.212075 0] 0 0 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENTS 0.463558 0 0 0 72,00
73.00 |DRUGS CHARGED TO PATIENTS 0.125424 828 1,012 0 73.00
74.00 |RENAL DIALYSIS 0.184875 0 0 0 74,00
75.00 [ASC (NON-DISTINCT PART) 0. 000009 0 0 0 75.00
76.00 |LITHOTRIPSY 0.215070 0 0, 0 76.00
76.01 |{ENDOSCOPY 0.080088 4] 0 0 76.01
76.02 0.000000 0 0 ¢ 76.02
76.03 {WOUND CARE 0.402435 0 0 0 76.03
76.04 jOPIC 0.265595 Q 3] 0] 76.04
OUTPATIENT SERVICE COST CENTERS RN T o R R R
88,00 [RURAL HEALTH CLINIC 0.000000 88.00
89.00 |FEDERALLY QUALIFIED HEALTH CENTER 0.000000, 89.00
90.00 |CLINIC 0.000000; 0 0 0 90.00
91,00 | EMERGENCY 0.174851 388 0 0 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 0.695820 i0) 0 0 82.00
OTHER REIMBURSABLE COST CENTERS Rk : = e :
34,00 |HOME PROGRAM DIALYSIS 4.000000 0 94,00
95.00 |AMBULANCE SERVICES 3.000009 0 95.00
96.00 [ DURABLE MEDICAL, EQUIP-RENTED 0.000000 0 0 G 96.00
97.00 [DURABLE MEDICAL EQUIP-SOLD 0.000000 9 0 [ 97.00
98.00 [OTHER REIMBURSABLE COST CENTERS 0.000000 ) 0 0 98.00
200.00|subtotal (see instructions) 1,216 1,012 0 200.00
201.00|Less PeP Clinic Lab. Services-program only 0 0 201.00
Charges
202.00{Net Charges (Tine 200 +/- 1ine 201) 1,216 1,012 0, 202.00

MCRIF3Z2 - 2.15.129.0



Health Financial Systems TERRE HAUFE REGIONAL HOSPITAL In Lieu of Form CM5-2552-10
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST provider CCN: 150046 | Period: worksheet D
From 09/01/2010 ] part v
Component CCN:155046 [To  08/31/2011 | pate/Time Prepared:
2/13/2012 12:30 pm
Title XVIII subprovider - PPS
IPF
- .. -Cost Center. Description . ' PPs Services {Cost Services|cost. services]
S T “i(see. ] subject ‘To 'l iNot [subject To
instructions).jbed: & Coins.;Ded. & Coins.| -
: : IR R €11 IR I RTR €11 JE S
- rrlinstructions) linstructions)
RSN R 5.00. - : 6.00 RIS
ANCILLARY ‘SERVICE COST CENTERS AR R e N S
50.00 [OPERATING ROOM 0 Q Q 50.00
51.00 [RECOVERY ROOM 0 0 ) 51.00
52,00 {DELIVERY ROOM & LABOR ROOM 0 0 i) 52.00
53.00 |ANESTHESIOLOGY Q) 0 0 53,00
54.00 |RADIOLOGY-DIAGNOSTIC Q 0 0 54.00
54.01 |ULTRASOUND 1) 0 0 54.01
54.02 |MAMMOGRAPHY 0 0 0 54.02
55.00 [RADIOLOGY-THERAPEUTIC 0 0 0 55.00
56.00 |RADIOXSOTOPE 0 0 0 56.00
57.00 |CT SCAN 0 0 0 §7.00
58,00 |MAGNETIC RESQNANCE IMAGING (MRI)} 0 0 0 58.00
59,00 {CARDIAC CATHETERIZATION 1] 0 0] 59.00
60.00 |LABORATORY 0] 0 0 60.00
60.01 [BLOOD LABORATORY 0 0 0 60.01
61.00 |PBP CLINICAL [AB SERVICES-PRGM ONLY 0 61.00
62.00 [WHOLE BLQOD & PACKED RED BLOOD CELLS 0 0 0 62.00
63,00 [BLOOD STQRING, PROCESSING & TRANS. 0 0 0 63.00
64,00 | INTRAVENQUS THERAPY 0 4] 0 64.00
65,00 {RESPIRATORY THERAPY 0 0 i 65.00
66.00 |PHYSICAL THERAPY 0 0 0 66.00
67.00 JOCCUPATIONAL THERAPY 0 ¢ [ 67.00
68.00 [SPEECH PATHOLOGY 0 0 0 68.00
69.00 |ELECTROCARDIOLOGY 0 0 ¢ 69.00
70.00 |ELECTROENCEPHALOGRAPHY 0 0 [ 70.00
71,00 {MEDICAL SUPPLIES CHARGED TQ PATIENTS 0 i) 0 71.00
72.00 [TMPL. DEV. CHARGED TO PATIENTS 4] 0] 0 72.00
73.00 [DRUGS CHARGED TO PATIENTS 104 127 0, 73.00
74.00 |RENAL DIALYSIS 0 0] 0 74.00
75.00 |ASC (NON-DISTINCT PART) 0 0 0 75.00
76.00 |LITHOTRIPSY 0 0 0 76.00
76.01 |ENDOSCOPY 0 0 0 76.01
76.02 0 0 9 76.02
76.03 |WOUND CARE 0 0 9 76.03
76.04 |0PIC 0 0 1] 76.04
OUTPATIENT SERVICE COST CENTERS L AT L et
88.00 {RURAL HEALTH CLINIC 0 0 0 88.00
89,00 {FEDERALLY QUALIFTED HEALTH CENTER 0 [ 0 89.00
90.00 {CLINIC 0 0 ¢ 90.00
91.00 | EMERGENCY 68| ¢ 0 91.00
92.00 [OBSERVATION BEDS {NON-DISTINCT PART) 0 0 0 92.00
OTHER REIMBURSABLE COST CENTERS L e ]
94.00 [HOME PROGRAM DIALYSIS 0 0 94.00
95.00 |AMBULANCE SERVICES 0] 95.00
96.00 [DURABLE MEDICAL EQUIP-RENTED i 0 o 96.00
97.00 |DURABLE MEDICAL EQUIP-50LD 0 0, 0, 97.00
98.00 |OTHER REIMBURSABLE CQST CENTERS 0 0 0 98.00
200.00|subtotal (see instructions) 172 127 0 200.00
201.00{Less PP Clinic Lab. Services-Program Only 0 201.00
Charges
202.00|Net charges (line 200 +/- line 201) 172 127 0 202.00

MCRIF32 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In tieu of Form CM5-2552-10
APPORTIONMENT OF INPATIENT ANCILLARY SERVICE CAPITAL COSTS pProvider CCN: 150046 {Period: worksheet D

From 09/01/2010 ; Part II

Component CCN: 157046 :To  08/31/2011 | Date/Time Prepared:
2/13/2012 12:30 pm

Title XVIII Subprovider - PPS
IRF
..t )Cost Center. Description - Capital. -] Total ChargesiRatio of Cost| " Inpatienti:.fCapital. Costs.
T T R o Related Cost {{from wkst. C,| to Charges -| " Program .| (column 3:X .
C(From wkst.iB,| Part:I;col. {(col. 1 +.col.} “charges crcolumn 4).05
ChPart IT, el gy i vy | .

R L0020 3,00

IANCILLARY ‘SERVICE COST CENTERS R : R e LT S e T
50.00 |OPERATING ROOM 1,111,723 50,453,347 0.022035 31,113 686| 50.00
51.00 |RECOVERY ROOM 82,931 7,310,805 0.011344 5,369 61{ 51.00
52.00 |DELIVERY ROOM & LABOR ROOM 326, 609 5,327,220 0.061309 0] 0 52.00
53.00 |ANESTHESIOLOGY 0 0 0.000000 hi; 0! 53.00
54.00 |RADIOLOGY-DIAGNOSTIC 334,101 8,474,959 0.039422 121,576 4,793} 54.00
54.01 {ULTRASOUND 24,861 2,149,006 0.011569 5,376 62t 54.01
54.02 IMAMMOGRAPHY 68,056 1,585,730 0.042918 6,523 2801 54.02
55.00 | RADIOLCGY-THERAPEUTIC 266G, 376 8,013,671 0.033240 3,746 125] 55.00
56.00 [RADIOISOTOPE 52,813 7,850,237 0.006728 5,991 401 56.00
57.00 [CT ScaN 83,595 17,296,323 (.004833 87,127 421} 57.00
58,00 {MAGNETIC RESONANCE IMAGING (MRI) 47,856 4,129,180 0.011590 28,948 336| 58.00
59.00 |CARDIAC CATHETERIZATION 126,488 21,251,150 0.005952 2,616 16f 59.00
60.00 | LABORATORY 301,448 41,582,386 0.007249 682,506 4,947( 60,00
60.01 |BLOOD LABORATORY 0 4] 0.000000 0 0} 60,01
61.00 [PBP CLINICAL LAB SERVICES-PRGM ONLY 61,00
62,00 {WHOLE BLOOD & PACKED REQ BLOOD CELLS 37,859 5,368,495 0.007052 97,987 691 62.00
63.00 (BLOOD STORING, PROCESSING & TRANS. 0 0 0.000000 0 9! 63.00
64.00 | INTRAVENOUS THERAPY 0 0 0.000000 0 0] 64.00
65.00 [RESPIRATORY THERAPY 114,115 11,627,639 0.009814 108,429 1,064} 65.00
66.00 [PHYSICAL THERAPY 346, 290, 10,754,833 0.032199 4,853,771 156,287} 66.00
67.00 |OCCUPATIONAL THERAPY 0 i 0.000000 0 G} 67.00
68.00 |SPEECH PATHOLOGY 0 0, 0.000000 0 0 68.00
69.00 | ELECTROCARDIOLOGY 115,174 9,651,749 0.011933 38,215 456 69.00
70.00 | ELECTROENCEPHALOGRAPHY 43,797 727,030 0.060241 5,391 325] 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 490,071 35,381,539 0.013851 430,505 5,963} 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENTS 134,657 13,275,018 0.010144 0 0] 72.00
73.00 |DRUGS CHARGED TO PATIENTS 413,973 103,021,828 0.004018 2,186,225 8,784] 73.00
74.00 |RENAL DIALYSIS 32,589 3,752,180 0.008685 272,501 2,367 74,00
75.00 {ASC (NON-DISTINCT PART) ¢ ¢ 0.000000 g 0] 75.00
76.00 |LITHDTRIPSY 1,721 351,314 0.004899 v 0; 76.00
76,01 ; ENDOSCOPY 126,962 24,188,932 0.005249 44,047 231} 76.01
76.02 0, 0 0.000000 0 0} 76.02
76.03 [WOUND CARE 79,130 1,817,071 0.043548 0 0} 76.03
76.04 [oPIC 162,771 3,872,471 0.042033 1] 0] 76.04

OUTPATIENT SERVICE COST CENTERS R T R i
88.00 |RURAL HEALTH CLINIC 0 g 0.,000000 0 0} 88.00
89.00 |FEDERALLY QUALIFIED HEALTH CENTER 0 0 0.000000 0 0] 89.00
90.00 |CLINIC 0 0 0.000000 0 0} 90.00
91.00 |EMERGENCY 492,942 21,898,382 0.02251¢ 2,222 SG| 91.00
92.00 [OBSERVATION BEDS (NON-DISTINCT PART) 323,181 2,873,619 0.112465 0] 0] 92.00

OTHER REIMBURSABLE COST CENTERS R AR o SRR S
94.00 1HOME PROGRAM DIALYSIS 0 0 0.000000 i 0 94.00
95.00 [AMBULANCE SERVICES 95.00
96.00 [DURABLE MEDICAL EQUIP-RENTED 0 0 0.000600 0 0 96.00
97.00 [DURABLE MEDICAL EQUIP-SOLD 0 0] 0.000000 0 0} 97.00
98.00 {OTHER REIMBURSABLE COST CENTERS 0 0 0.000000 0 0| 98.00
200.00{Total (tines 50-199) 5,742,085 423,986,114 9,020,184 187,985[200.00

MCRIF32 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In tieu of Form CMS-2552-10
APPORTIONMENY OF INPATIENT/OUTPATIENT ANCILLARY SERVICE DTHER PASS Provider CCN: 150046 | Period: worksheet D

THROUGH COSTS From 09/01/2010 [ Part Iv

Component CCN:15T046{To  08/31/2011 | bate/Time Prepared:
2/13/2012 12:30 pm

Title XVIII Ssubprovider - PPS
IRF
U Cost Center Pescription .. o7 Inon Physician NursingischoollAllied ‘Healthj. ALl Other:: .
T e Anesthetist crhnhannlop e e Madical i
: an _ EducationCost

IANCILLARY 'SERVICE COST CENTERS - T T L T T
50.00 |OPERATING ROOM 0 [4) 0 0 0{ 50.00
51.00 |RECOVERY RCOM 0 4] 0 0 0{ 51.00
52.00 |DELIVERY ROOM & LAEOR ROOM 0 0 0 0 0{ 52.00
53.00 |ANESTHESIOLOGY 0 0 0 0 0{ 53.00
54.00 |RADIOLOGY-DIAGNOSTIC 0] 0 0 0 0 54.00
54.01 |ULTRASOUND 0] 0 0 0 0} 54.01
54.02 [MAMMOGRAPHY 0 0 0 0 0) 54.02
55.00 {RADIOLOGY-THERAPEUTIC 0 0 0 0 0: 55.00
56.00 {RADIOISOTOPE b0 0 0 0 0} 56.00
57.00 {CT scan O 0 0 0 0: 57.00
58.00 'MAGNETIC RESONANCE IMAGING (MRI) 0 0 0 0 0j 58.00
59.00 |CARDIAC CATHETERIZATION 0 0 [4] 0 0f 59.00
60.00 [LABORATORY ; 0 9 0 0} 60.00
60,01 {BLOOD LABORATORY 0 Q 4] 0 0} 60,01
61,00 | PBP CLINICAL LAB SERVICES-PRGM DNLY 61,00
62.00 |WHOLE BLGOD & PACKED RED BLOOOD CELLS 0 0 4] 0 0} 62.00
©63.00 [BLOOD STORING, PROCESSING & TRANS, 0 [ 0 0 0} 63.00
64.00 [INTRAVENOUS THERAPY 0 ¢ 0 0 0} 64.00
65.00 |RESPIRATORY THERAPY 0 ¢ 0 0 0} 65.00
66.00 [PHYSICAL THERAPY 0 0 0 0 0] 66.00
67.00 |OCCUPATIONAL THERAPY 0 0 0 0 0| 67.00
68.00 |SPEECH PATHOLOGY 0 0 0 0 0] 68.00
69,00 | ELECTROCARDIOLOGY 0 0 €] 0 0] 69.00
70,00 |ELECTROENCEPHALOGRAPHY 0 0 €] 0 a{ 70.00
71.00 [MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0] 0 0 0| 71.00
72.00 [IMPL. DEV. CHARGED TQ PATIENTS 0 0 0 0 0| 72.00
73.00 {DRUGS CHARGED TQ PATIENTS 0 0 0 0 0f 73.00
74,00 {RENAL DIALYSIS [ 0 ¢ [ 0| 74.00
75.00 [ASC (NON-DISTINCT PART) [+ 0 0 1] 0] 75.00
76.00 {LITHOTRIPSY 0 0 0 G 0{ 76.00
76.01 | ENDOSCOPY 0 0 0 0 0} 76.01
76.02 0 0 0, 0] 0] 76.02
76.03 [WOUND CARE 0 0 0 1] 0] 76.03
76.04 |oPIC 0 Q 0 0 0} 76.04

QUTPATIENT SERVICE COST CENTERS s . K
88.00 |RURAL HEALTH CLINIC 0 0 0 0] 0] 88.00
89.00 |FEDERALLY QUALIFIED HEALTH CENTER 0 0 0] 1] 0] 89.00
90,00 |CLINIC i) 0 0 0 01 90.00
91,00 |EMERGENCY 0 0 0, L 0} 91.00
92,00 |0BSERVATION BEDS (NON-DISTINCT PART) 0 [4] 0 0 0{ 92.00

OTHER REIMBURSABLE COST CENTERS R G
94,00 |HOME PROGRAM DIALYSIS 0] 0 0 O 0f 94,00
95.00 JAMBULANCE SERVICES 95.00
96.00 {DURABLE MEDICAL EQUIP-RENTED i 0 0 0 G| 96.00
97.00 |DURABLE MEOICAL EQUIP-SOLD 0 0 0 0 G| 97.00
98.00 |OTHER REYMBURSABLE COST CENTERS 0 0 0 0 0| 98.00
200.00{Total (lines 50-199) hh; 0 0 0 0|200.00

MCRIF32 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form C(MS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS provider CcN: 150046 | Period: worksheet D
THROUGH COSTS From 09/01/2010 | Part IV
component CCN:15TQ46 [Te  08/31/2011 | pate/Time Prepared:
2/13/2012 12:30 pm
Title XVIII Subprovider - PPS
IRF
‘Cost Center:Descri =i Total frotal charges|Ratio of Cost] ‘outpatient §.
e 4 outpatient . |(from Wkst.C,| [to:Charges :|Ratio of Cost] -
"Ll costi(sum of | Part I,.col,:{(col. 5. % col:] [to Charges:
el a2, 3 and 0 8) Iy Ceel 6. 2 col,
T L AP gy T
e : : 6.00 7.00 .00 ] e 00
ANCILLARY -SERVICE COST CENTERS =~ et R T T T
50.00 |OPERATING ROOM 0 50,453,347 0.000000, 0.000000
5$1.00 |RECOVERY ROOM 0 7,310,805 0.00000¢ 0.000000,
52.00 |DELIVERY ROOM & LABOR ROOM 0 5,327,220 0. 0600000 0.000000,
53.00 |ANESTHESIOLOGY 0 0 0.000000, 0.000000,
54.00 |RADIOLOGY-DIAGNOSTIC 0 8,474,859 0.000000 {.,000000 121,576| 54.00
54.01 |ULTRASOUND 0 2,149,006 0.000000] 0.000000 5,376 54.01
54,02 |MAMMOGRAPHY 0 1,585,730 0. 000000 0.000000 6,523 54.02
55,00 |RADIOLOGY-THERAPEUTIC 0 8,013,671 0.000000 0.000000 3,746} 55.00
56.00 |RADIOISOTOPE 0 7,850,237 0.000000 0.000000 5,991} 56.00
57.00 |CT scan 0 17,296,323 0. 000000 0.000000 87,127} 57.00
58.00 |MAGNETEC RESONANCE IMAGING (MRI) 0 4,129,180 0, 000000 0.000000 28,948} 58.00
59,00 |CARDIAC CATHETERIZATION 4] 21,251,150 0.000000 0.000000 2,616f 59.00
60,00 |LABORATORY 0 41,582,386 0. 000000 0.000000 682,506] 60.00
60.01 [BLOGD LABORATORY 0 0 0.000000 0.000000 0| 60.01
61.00 |[PBP CLINICAL LAB SERVICES-PRGM ONLY 61,00
62.00 [WHOLE BLOOD & PACKED RED BLOOD CELLS 0 5,368,495 0.000000 0.000000 97,987 62.00
63.00 [BLOGD STORING, PROCESSING & TRANS. 0 0 0.000000 0.000000 0! 63.00
64,00 | INTRAVENOUS THERAPY 0 0 0.000000 0.000000 0! 64.00
65.00 |RESPIRATORY THERAPY 0 11,627,639 0.000000 0.000000 108,4291 65.00
66.00Q [PHYSICAL THERAPY 0 10,754,833 0.000000 0.000000, 4,853,771} 66,00
67.00 |OCCUPATIONAL THERAPY 0 0 0. 000000 0.000000 0} 67,00
68.00 [SPEECH PATHOLOGY 0 0 0.000000 0.000009 0] 68.00
69.00 |ELECTROCARDIOLOGY 0 9,651, 749 0.000000 0.000000 38,215; 69.00
70.00 |ELECTROENCEPHALOGRAPHY 0 727,030 0.000000 0.000000 5,391 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 35,381,539 0.000000 0. 000000 430,505 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENTS 0 13,275,018 0.000000 0.000000 0] 72.00
73.00 |DRUGS CHARGED TO PATIENTS 0 103,021,828 0.000000 3.000000 2,186,225 73.00
74,00 |RENAL DIALYSIS 0 3,752,180 0.000000 0.000000 272,501] 74.00
75.00 [ASC (NON-DISTINCT PART) 0 0 0.000000 0.000000 0] 75.00
76.00 [LITHOTRIPSY 0 351,314 0.000000 0.400000 0] 76.00
76.01 |ENDOSCOPY 0 24,188,932 0.000000 0.000000 44,0471 76.01
76.02 0 0 0.000000 G.000000 0] 76.02
76.03 [WOUND CARE 0 1,817,671 0.000000, 0.000000 0] 76.03
76.04 [oPIC 1] 3,872,471 0.000000 0.000000 0] 76.04
OUTPATIENT SERVICE COST CENTERS R R T o L
88.00 {RURAL HEALTH CLINIC 0 0 0. 000000 0.000000 0] 88.00
89.00 |FEDERALLY QUALIFIED HEALTH CENTER 0 0 0.000000 0.0600000 0 89.00
90.00 ;CLINIC 0 0 0.000000 0.600000 01 80.00
91.00 | EMERGENCY 0 21,898,382 0.000000 0.000000 2,222{ 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 0 2,873,619 0.000000, 0.400g00 0] 92.00
OTHER REIMBURSABLE COST CENTERS = - - R R ST ]
94,00 [HOME PROGRAM DIALYSIS 0 0 (. 000000 0.000000 0| 94.00
95.00 [AMBULANCE SERVICES 95.00
96.00 [DURABLE MEDICAL EQUIP-RENTED 0 0 0.000000 0.000000 G| 96.00
97.00 |DURABLE MEDICAL EQUIP-SOLD 0 0 0.000000 0.000000 G| 97.00
98.00 |OTHER REIMBURSABLE COST CENTERS 0 0 0.000000 0.000000 G| 98.00
200.00;Total (1ines 50-199) 4] 423,986,134 9,020,184[200.00

MCRIF32 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form (Ms$-2552-10
APPORTIONMENT OF INPATEENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS provider CCN: 150046 | Period: Worksheet D

THROUGH COSTS From 09/01/2010 | Part IV

Component CCN:15T046 |To  08/31/2011| pate/Time Prepared:
2/13/2012 12:30 pm

Title XVIII subprovider - PPS
IRF
“Cost Center. Description i o JInpatient:i| -outpatient:’ PSA Ad] iNon: b PSA A S
S | oPregram o CProgram oo o Program Physician .. Nursing School
-i| Pass—Through’ Charges -~ Pass-Throig i S
o lcosts(coti 8 Sriessers U cosgs (o]l 9 :
. XCD].J_G) SRR R Sy CO].12) ; S

R b '- 1,00 ] 00 ) 13,00 0 | L2R2E00

IANCILLARY SERVICE COST CENTERS R e e e R e ey
50.00 |OPERATING ROOM ¢ 0 0 0 0] 50.00
$1.00 |RECOVERY ROOM 0 0 0 0 0f 51.00
$2.00 |DELIVERY ROOM & LABOR ROOM 0 0 0 0] 0 52.00
53.00 |ANESTHESIOLOGY ¢ 0 0 i; 0f 53.00
54.00 |RADIOLOGY-DIAGNOSTIC 0 0 0 0 0{ 54.00
54.01 [ULTRASQUND 0 0 0 0 0] 54.01
54.02 [MAMMOGRAPHY 0 0 0 o 01 54.02
55,00 |RADIOLOGY-THERAPEUTIC 0 0 0 0 0f 55.00
56,00 |RADIOISOTOPE 0 0 0 0 0{ 56.00
57.00 [CT sCAN 0 0 0 0 0f 57.00
58.00 {MAGNETIC RESONANCE IMAGING (MRI) 0 0 0 0, 0] 58.00
59,00 |CARDIAC CATHETERIZATION 0 [ 0 i 0] 59.00
60,00 |LABORATORY 0 0 0 0, 0] 60.00
60,01 |BLOOD LABORATORY ¢ 0 0 0 01 60.01
61,00 {PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 [WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 [4) 0 0| 62.00
63.00 [BLOOD STORING, PROCESSING & TRANS. 0 0 0 0 0} 63.00
64.00 [INTRAVENOUS THERAPY 0 0 0 0 0 64.00
65.00 |RESPIRATORY THERAPY 0 0 0 0 0 65.00
66,00 |PHYSICAL THERAPY 0] 0 0 0 0] 66.00
67.00 |QCCUPATIONAL THERAPY 0 t] 4] 0 0 67.00
68.00 |SPEECH PATHOLOGY 0 0 4] 0 0| 68.00
69.00 |ELECTROCARDIOLOGY 0 0] 4] 0 0| 69.00
70.00 [ELECTROENCEPHALOGRAPHY 0 0 0 Q 0 70.00
71.00 [MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 [4) 0 0f 71.00
72.00 [IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0 0f 72.00
73.00 |DRUGS CHARGED TO PATIENTS 0 875 0 0 0} 73.00
74.00 |RENAL DIALYSIS 0 0 0 0 0] 74.00
75.00 |ASC (NON-DISTINCT PART) 0 0] 0 0 0 75.00
76.00 JLITHOTRIPSY 0 li; 0 0 0| 76.00
76.01 |ENDOSCOPY 0 0 0 0 0| 76.01
76.02 0 0 0 0 0| 76.02
76.03 {WOUND CARE 0 0 0 0 0] 76.03
76.04 {OPIC 0 0 0 0 Q| 76.04

CUTPATIENY SERVICE COST CENTERS : S B o o
88.00 {RURAL HEALTH CLINIC 0 0 0 0 0] 88.00
89.00 }FEDERALLY QUALIFIED HEALTH CENTER 0 O 0 0 0| 89.00
80.00 iCLINIC 0 0 [ 0 0 90.00
01.00 !EMERGENCY 0 0 0 0 4| 91.00
92.00 {OBSERVATION BEDS {NON-DISTINCT PART) 0 0 ¢} 0 0] 92.00

OTHER REIMBURSABLE COST CENTERS - R S e s
94 .00 |HOME PROGRAM DIALYSIS 0 0 0 Q 0| 94.00
95.00 | AMBULANCE SERVICES 95.00
96.00 |DURABLE MEDICAL EQUIP-RENTED 0 0 0 0 ¢ 96.00
97 .00 [DURABLE MEDICAL EQUIP-SOLD 0 Q 0 1] 0| 97.00
98.00 |OTHER REIMBURSABLE COST CENTERS 0 0, 0 1] 0| 98.00
200.00{Total (Tines 50-199) 0 875 0 0 {{200.00

MCRIF3?2 - 2,15.129.0



Health

Financial Systems

TERRE HAUTE REGI

CONAL HOSPITAL

Ih tieu of Form CMs-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH CO5TS

provider ccn: 150046
Component CCN: 157046

worksheet D

Part Iv

pate/Time Prepared:
2/13/2012 12:30 pm

period:
Erom 09/01/2019
To 08/31/2011

50.00
51.00
52.00
53.00
54.00
54.01
54.02
55.00
56.00
57.00
58.00
59.00
60.00
60.01
61,00
62,00
63.00
64.00
65.00
66.00
67.00
68.00
69.00
70.00
71.00
72.00
73.00
74.00
75.00
76.00
76.01
76.02
76.03
76.04

88.00
89.00
90.00
91.00
92.00

94,00
95.00
96.00
97.00
98.00
200.00

Title XVIII subprovider - PPS
IRF
’Cost Center Description::. " ) PSACGAdT . PsAAd] AL R DA P
R L T o |atlied Health fother Medicall:
sl i education tCost)
s S CERAL00 ]
IANCILEARY SERVICE COST CENTERS R i
OPERATING ROOM 0, 0 50.00
RECOVERY ROOM 0, 0 51.00
DELIVERY ROOM & LABOR ROOM 0 ] 52.00
ANESTHESIOLOGY ; 0 53.00
RADIOLOGY-DIAGNOSTIC 0 0 54,00
ULTRASOUND 0, [4) 54.01
MAMMOGRAPHY 0 0 54.02
RADTOLOGY-THERAPEUTIC 0 Q 55.00
RADIQLSOTOPE 0 0 56.00
CT SCAN 0 0 57.00
MAGNETIC RESONANCE IMAGING (MRI) o 0 58.00
CARDIAC CATHETERIZATION 0 0 59.00
LABORATORY O 0 60.00
BLOOD LABORATORY 0 0 60.01
PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 62.00
BLOOD STORING, PROCESSING & TRANS, 0 0 63.00
INTRAVENOUS THERAPY 0 0 64.00
RESPIRATORY THERAPY 0 0 65.00
PHYSICAL THERAPY [¥] 0 66.00
OCCUPATIONAL THERAPY 0 oy 67.00
SPEECH PATHOLOGY 0 0 68.00
ELECTROCARDIOLOGY 0 0 69,00
ELECTROENCEPHALOGRAPHY 0 0 70.00
MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0, 71.00
IMPL. DEY. CHARGED TO PATIENTS 0 0] 72.00
DRUGS CHARGED TO PATIENTS 0 0] 73.00
RENAL DIALYSIS 0 0 74.00
ASC (NON-QISTINCT PART) 0 1] 75.00
LITHOTRIPSY 0 0] 76.00
ENDOSCOPY 0 0 76.01
0 0 76.02
WOUND CARE [ 1] 76.03
OPIC 0 0 76.04
QUTPATIENT SERVICE CQST CENTERS v B

RURAL HEALTH CLINIC ) 1) 88.00
FEDERALLY QUALXYFIED HEALTH CENTER 0 t] 89,00
CLINIC 0 0 90.00
EMERGENCY 0 ¢ 91,00
OBSERVATION REDS (NON-DISTINCT PARE} [4) 0 92,00

OTHER REIMBURSABLE COST CENTERS S
HOME PROGRAM DIALYSIS 4] 0 94,00
AMBULANCE SERVICES 95,00
DURABLE MEDICAL EQUIP-RENTED ) 0 96.00
DURABLE MEDICAL EQUIP-50LD 4] 0 97.00
OTHER REIMBURSABLE COST CENTERS 0 0 98.00
Total (lines 50-199) 0 0 200.00

MCRIF32 - 2,15.129.0



Health Financial Systems TERRE HAUTE REGYONAL HOSPITAL In Lieu of Form (M5-2552-10
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST Provider CCN: 150046 | Period: Worksheet D
From 09/01/2010{ Part v
Component CCN: 157046 |To  08/31/2011 | Date/Time Prepared:
2/13/2012 12:30 pm
Title XVIlL subprovider - PPS
IRF
S o BT DR e R e chapges e T
©. Cost Center-Description il ftest te ‘ChargePPs: Reimbursed] = icost. i L Cest vy
LRI ERe e Ratio Erom -}Services ‘(seei ' Reimbursed ":[ Reimbursed '
2o worksheet €, pinstructions) § ;Services’ (| Services:Not: ..
dofpart-, col. 9] oo fisubject To ] Subject oty o
S ‘jped. & Coins.jDed. & Coins. | -
L coini(seens i i(see
H RS i fpgeructions) | instructions)
ST S 4,00 .- 2000 A n 30000 ] 0 g, 00 0
IANCILLARY SERVICE COST CENTERS R R O R e R
50.00 [OPERATING ROOM 0,151013 i) 0 0, 50.00
51,00 iRECOVERY ROOM 0.131827 0 0 0 51.00
52.00 |DELIVERY ROOM & LABOR ROOM 0.4709857 [ 0 0 52.00
53.00 [ANESTHESIOLOGY 0.000000] 0 0 0 53,00
54,00 |RADIOLOGY-DIAGNOSTIC 0.255815 0 0 0 54,00
54.01 [ULTRASOUND 0.163318 0] 0 0 54,01
54,02 |MAMMOGRAPHY 0.342150 0 0] 0 54,02
55.00 |RADIOLOGY-THERAPEUTIC 0.236000 0 ) i) 55.00
56.00 |RADIOISOTOPE 0.134443 g 0 0 56.00
57.00 |CT SCAN 0.050941, 0 0 0 57.00
58.00 |MAGNETIC RESONANCE IMAGING (MRI) 0.9099792 0 0 0 58.00
59.00 |CARDIAC CATHETERIZATION 0.074620 0 0 0 59.00
60.00 { LABORATORY 0.097228 0 0 0 60.00
60.01 [BLOOD LABORATORY 0.000000 4] 0 0 60.01
61.00 (PBP CLINICAL LAB SERVICES-PRGM OMLY 0.000000 0 0 61.00
62.00 {WHOLE BLOOD & PACKED RED BLOOD CELLS 0.217821; 0 0 0 62.00
63.00 |BLOOD STORING, PROCESSING & TRANS. 0.000000 0 0 0 63,00
64.00 |INTRAVENOQUS THERAPY 0.000000] 0 0 0 64.00
65.00 |RESPIRATORY THERAPY 0.169829 0 0 0 65.00
66.00 |PHYSICAL THERAPY 0.263547 0 0 0 66,00
67.00 |OCCUPATIONAL THERAPY 0.000000 0 0 0 67.00
68.00 {SPEECH PATHOLOGY 0. 000000 0 v; 0 68.00
69.00 | ELECTROCARDIOLOGY 0.142404 ; 0 0 69.00
70.00 | ELECTROENCEPHALQGRAPHY 0.295264 0 0 0 70.00
71.00 [MEDICAL SUPPLTES CHARGED TO PATIENTS 0.212075 0 0 0 71.00
72,00 [IMPL. DEV. CHARGED TO PATIENTS 0.463558 0 0 0 72.00
73.00 |DRUGS CHARGED TO PATTIENTS 0.125424 875 1,159 t] 73.00
74,00 |RENAL DIALYSIS 0.184875 0 0 0, 74.00
75.00 |ASC (WON-DISTINCT PART) 0.000000 0 0 i} 75.00
76.00 {LITHOTRIPSY 0.215070, 0 0 v 76.00
76.01 |ENDOSCOPY .080088 ¢ [ 0 76.01
76.02 0.000000 0 0 0 76.02
76.03 [WOUND CARE 0.402435 0 0 0 76.03
76.04 |oPiC 0.265595 0 0 0 76,04
OUTPATIENT SERVICE COST CENTERS e R - e
88.00 |RURAL HEALTH CLINIC 0.400000 88.00
89.00 { FEDERALLY QUALTFIED HEALTH CENTER 0.900000 89.00
90.00 [CLINIC 0.9000000 0 0 ¢ 90.00
91,00 |EMERGENCY 0.174851 0 0 0 91.00
92,00 |OBSERVATION BEDS {(NON-DISTINCT PART) 0.695820 0 4] 0 92.00
OTHER REXMBURSABLE COST ‘'CENTERS AR o '
94.00 [HOME PROGRAM DIALYSIS 0. 000000, 0 94.00
95.00 [AMBULANCE SERVICES 0.000000] 0 95.00
96.00 |DURABLE MEDTCAL EQUIP-RENTED 0.9000000, 0 0 0 96.00
97.00 |DURABLE MEDICAL EQUIP-S0LD 0.000000 0 G 0 97.00
98.00 {OTHER REIMBURSABLE CQST CENTERS 0.000000 0 ¢ 0 98.00
200.00; subtotal {see instructions) 875 1,159 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) 875 1,159 0 202.00

MCRTF32 - 2.,15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form CM5-2552~10
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST Provider CCN: 150046 | Period: worksheet D

From 09/01/2010 | Part V_

Component CCH:15T046{To  08/31/2011 | pate/Time Prepared:
2/13/2012 12:30 pm

Title XVIII subprovider - PPS
IRF
S e e i <. n.Costs L ATITRRI IR PE b
‘CostCenter Description .. . ... ]'PPs Services |Cost Services|cCost Services| . o)
ST I T P T ] T (s e ject:To: iNot Subject To .
4instructions) 3 & Coi
ERERRTRETRN IR C-1-T- T (see
Jacio st instructions) [instructions)

JANCILLARY SERVICE COST CENTERS R e S T
50.00 |OPERATING ROOM ¢ 0 0 50.00
51.00 |RECOVERY ROOM 0 0 0 51.00
52.00 |DELIVERY ROOM & LABOR ROOM 0 0 0 52.00
53.00 |ANESTHESIOQLOGY 0 0 0 53.00
54,00 |RADIOLDGY-DIAGNOSTIC 0 0 0 54.00
54.01 |ULTRASOUND 0 0 0 54.01
54,02 [MAMMOGRAPHY 0 0 0 54,02
55.00 [RADIOLOGY-THERAPEUTIC 0 [t Q 55.00
56.00 |RADIOISOTOPE 0 0 0 5§6.00
57.00 |CT scan 0 8] 0 57.00
58.00 |MAGNETIC RESONANCE IMAGING (MRI) 0 0 0 58.00
59.00 {CARDIAC CATHETERIZATION 0 0 0 59.00
60.00 {LABORATORY 0 0 0 60.00
60.01 {BLCOD LABDRATORY 0 0 0 60.01
61,00 {PEP CLINICAL LAB SERVICES~PRGM ONLY 0 61.00
62.00 {WHOLE BLCOD & PACKED RED BLOOD CELLS 0] 0 0 62,00
63.00 [BLOOD STORING, PROCESSING & TRANS. 0, 0 0 63.00
64.00 | INTRAVENQUS THERAPY 0 0 0 64.00
65.00 ;RESPIRATORY THERAPY 0 ) 0 65.00
66.00 | PHYSICAL THERAPY 0 0 0 66.00
67.00 {OCCUPATIONAL THERAPY 0 0] 0 67.00
68.00 |SPEECH PATHOLOGY 0 0 [4] 68.00
69.00 | ELECTROCARDTIOLOGY 0 0, 0 69.00
70,00 | ELECTROENCEPHALOGRAPHY 0 0] Q 70.00
71,00 [MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0] 0 71.00
72.00 |IMPL. DEV. CHARGED TQ PATIENTS 0 0] 0 72.00
73.00 |DRUGS CHARGED TO PATIENTS 110 145 0 73.00
74.00 |RENAL DIALYSIS 0 0, ] 74.00
75.00 |ASC (NON-DISTINCT PART)} 0 0, 0 75.00
76.00 |LITHOTRIPSY 0 0 0 76.00
76,01 {ENDOSCOPY 0 0, 0 76.01
76.02 0 0 0 76.02
76.03 |WOUND CARE 0 Q 0 76.03
76.04 {oPIC 0 0 0 76.04

OUTPATIENT SERVICE COST CENTERS : e cE
88.00 [RURAL HEALTH CLINIC 0 0] 4] 88.00
89.00 [FEDERALLY QUALIFIED HEALTH CENTER 0 0] 0 89.00
90,00 [CLINIC 4} 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 o i
94,00 |HOME PROGRAM DIALYSIS 0 1] 94,00
95.00 [AMBULANCE SERVICES 0] 95.00
96.00 |DURABLE MEDICAL EQUIP-RENTED 0 0 [1] 96.00
97.00 |DURABLE MEDICAL EQUIP-SOLD 0 0 Q 97.00
98.00 [OTHER REIMBURSABLE COST CENTERS 0 0 0 98.00
200.00{subtotal (see instructions) 110 145 0 200.00
201,00/ Less PBP Clinic Lab. Services-Program Only 0 201.00

Charges
202.00|Net Charges (Fine 200 +/- Tine 201} 110 145 0 202.00

MCRIF32 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form €Ms-2552-10
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST Provider CCN: 150046 | Period: worksheet D
From 09/01/2010 | part v
To 08/31/2011 | pate/Time Prepared:
2/13/2012 12:30 pm
Title XIX Hospital Cost
S S R IR TR St B seriovicharges! RN L. (A ERTI
L1 Cost-Center Description ‘Cost. to ChargelPPs Reimbursed . iCost’ LISt
LT “Ratio .From . jServices.'(see} ‘Reimbursed.:} “Reimbursed ‘|
worksheet 'C, ‘finstructions) :Services ' .i services:Not~
part-1,.col, -9 o ;. Subject-To i " Subject ‘To "
i ped, & Coins. ibed. & Coins.|: =
{nini(see i clsee i
R soho i dnstructions) instructions) .
e R 1500 2,00 13,00 PR T
ANCILLARY 'SERVICE ‘COST CENTERS - S K T T T T T R e
50.00 [OPERATING ROOM (0.151013 6,061,804 fi; 0 50.00
51.00 [RECOVERY ROOM 0.131827 1,126,533 0 0 51.00
52,00 |DELIVERY ROOM & LABOR ROOM 0.470957 58,901 0 0 52.00
53.00 |ANESTHESIOLOGY 0.0800000 0 0 0 53.00
54,00 |RADIOLOGY-DIAGNOSTIC 0.255815 1,414,191 0 0 54,00
54.01 {ULTRASOUND 0.163318 396,173 0 4] 54,01
54,02 |MAMMOGRAFPHY 0.342150 111,904 0 0 54,02
55.00 {RADIOLOGY-THERAPEUTIC 0.236000 550,171 0 0 55.00
56,00 |RADIGISOTOPE 0.134443 782,042 0 0 56.00
57.00 [CT SCAN 0.050941 1,814,393 0 0 57.00
58.00 [MAGNETIC RESONANCE IMAGING (MRI) 0.099792 404,813 0 0 58.00
59.00 |CARDIAC CATHETERIZATION 0.074620 1,092,865 0 0 59.00
60.00 {LABORATORY 0.097228 4,179,279 0 0 60.00
60.01 |BLOOD LABORATORY 0.000000 0 0 0 60.01
61.00 i PBP CLINICAL LAB SERVICES-PRGM ONLY 0.000000 0 0 61.00
62.00 [WHOLE BLOOD & PACKED RED BLOOD CELLS 0.217821 113,126 0 0 62.00
63.00 [BLOOD STORING, PROCESSING & TRANS. G.000000 0 0 0 63.00
64.00 |INTRAVENOUS THERAPY 0.000000 0 4] 0 64.00
65.00 |RESPIRATORY THERAPY 0.169829 252,490 0 0 65.00
66.00 |PHYSICAL THERAPY 0.263547 346,436 Q 0 66.00
67.00 |OCCUPATIONAL THERAPY 0.000000] 0 0 0, 67.00
68.00 |SPEECH PATHOLOGY 0. 000000 0 0 0 68.00
69.00 |ELECTROCARDIOLOGY 0.142404 745,380 0 0 69.00
70.00 | ELECTROENCEPHALOGRAPHY 0.295264 230,715 0 0 70.00
71,00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0.212075 2,462,403 0 0, 71.00
72.00 [IMPL. DEV. CHARGED TO PATIENTS 0.463558 1,116,736 0 O 72.00
73.00 |DRUGS CHARGED TO PATIENTS 0.125424 6,844,753 ¢ 0, 73.00
74.00 |RENAL DIALYSIS 0.184875 2,941 0 [ 74.00
75.00 [ASC (NON-DISTINCT PART) 0.900000 0 0 0 75.00
76.00 [LITHOTRIPSY 0,215070 39,905 0 0 76.00
76.01 |ENDOSCOPY 0.980088 1,699,557 0 0 76.01
76.02 0.000000 0 0] 0 76.02
76.03 {WOUND CARE 0.402435 352,172 0 0 76.03
76.04 |orPIC 0.265595 547,314 0 0 76.04
OUTPATIENT SERVICE COST CENTERS L T : i R
B88.00 [RURAL HEALTH CLINIC 0.000009 88.00
89,00 | FEDERALLY QUALIFIED HEALTH CENTER 0.000009 89.00
90.00 [CLINIC 0.000000 0 0 il 90,00
91,00 |EMERGENCY 0.174851 4,846,437 0 0 91,00
92 .00 |OBSERVATION BEDS (NON-DISTINCT PART) 0.695820 542,771 0, 0 92.00
OTHER REIMBURSABLE COST CENTERS e ' o S
94.00 |HOME PROGRAM DIALYSIS 0.000000 v; 94,00
95,00 |AMBULANCE SERVICES 0.000000 0 0 95.00
96,00 |DURABLE MEDICAL EQUIP~RENTED Q. 000000 0 0, 0 96.00
97.00 [DURABLE MEDICAL EQUIP-SOLD 0.¢00000 0 0 0 97.00
98,00 [OTHER REIMBURSABLE COST CENTERS 0.400000 0 0 0 98.00
200,00} subtotal (see instructions) 38,136,205 0 0 200.00
201.00{Less PBP Clinic Lab. Services-Program Dniy 0 0 201.00
Charges
202 _00|Net Charges (Iine 200 +/- line 201) 38,136,205 0 (&) 202.00

MCRIF32 -~ 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form CM5-2552-10

APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST Provider CCN: 150046 | Period: worksheet D
From 09/01/2010 | Part v
To 08/31/2011 | pate/Time Prepared:
2/13/2012 12:30 pm
Title XiX Hospital Cost
T T A ‘Costs i T ST
LCost Center Description | - PPS.'Services ;| Cost Services [Cost Services
Gul R R Cabin(seetniinliisubject To i Mot Subject To
‘linstructions) |Ded. & Coins, |bed. & Coins,
Slonrb e (see Go(seR
S instructions) [instructionsy |
Dl o R R T500 6.00 700
JANCILLARY SERVICE COST CENTERS ST RN
50.00 |OPERATING ROOM 915,411 ¢ 0 50.00
51.00 |RECOVERY ROOM 148,507 0 0 51.00
52.00 [DELIVERY ROOM & LABOR RODM 27,740 0 0 52.00
53.00 |ANESTHESIOLOGY 0 0 0 53.00
54.00 {RADIOLOGY-DIAGNDSTIC 361,771 0 0 54.00
54.01 |ULTRASQUND 64,702 0 0 54,01
54,02 |MAMMOGRAPHY 38,288 1] 0 54,02
55.00 |RADIOLOGY-THERAPEUTIC 129, 840 0 0 55.00
56.00 |RADIOTSOTOPE 105,140 0 0 56.00
57.00 |CT SCaN 92,427 0 0 57.00
58.00 |MAGNETIC RESONANCE IMAGING (MRI) 40,397 0 0 58.00
59.00 |CARDIAC CATHETERIZATION 81, 550] 0 0 59.00
60,00 |LABORATORY 406,343 0] 0] 60.00
60.01 (BLOOD LABQRATORY 0 0 0 60.02
61.00 |PBP CLINICAL LAB SERVICES-PRGM ONLY hi; 61.00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 24,641 0 0 62.00
63.00 [ELOOD STDRING, PROCESSING & TRANS. Q 0 0 63.00
64.00 {INTRAVENDUS THERAPY Q 0 0 64.00
65.00 |RESPIRATORY THERAPY 42,880 0 0 65.00
66.00 {PHYSICAL THERAPY 91,302 0 0 66.00
67.00 |OCCUPATIONAL THERAPY 0 0 0 67.00
68.00 |SPEECH PATHOLOGY 0 0 0 68.00
69.00 |ELECTROCARDIQLOGY 106,145 0 0 69.00
70.00 | ELECTROENCEPHALQGRAPHY 68,122 0 0 70.00
71.00 |MEDICAL SUPPLIES CHARGED TQ PATIENTS 522,214 0 0 71.00
72.00 |IMPL. DEV. CHARGED TQO PATIENTS 517,672 g 0 72.00
73.00 |DRUGS CHARGED TQ PATIENTS 858,496 0 0 73,00
74.00 [RENAL DIALYSIS 544 0 0 74.00
75.00 [ASC (NON-DISTINCT PART) 0 0 0 75.00
76.00 |LITHOTRIPSY 8,582 ¢ 0 76,00
76.01 |EnpOSCOPY 136,114 G 0 76.01
76.02 0 0 0 76.02
76.03 [WOUND CARE 141,726 0 0 76.03
76.04 (oPXC 145,364 0 0 76.04
QUTPATIENT SERVICE COST CENTERS T e
88.00 JRURAL HEALTH CLINIC 0 0 0 88.00
89.00 |FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 89.00
90.00 [CLINIC 0 0 0 90.00
91.00 [EMERGENCY 847,404 0] ¥ 91,00
92.00 [OBSERVATION BEDS (NON-DISTINCT PART) 377,671 0 0 92.00
OTHER REIMBURSABLE COST CENTERS Co
94.00 |HOME PROGRAM DIALYSIS 0 0 94,00
95,00 |AMBULANCE SERVICES 0 95.00
96,00 |DURABLE MEDICAL EQUIP-RENTED Q ; 0 96.00
97.00 |DURABLE MEDICAL EQUIP-SOLD 0 Q 0 97.00
98,00 |OTHER REIMBURSABLE COST CENTERS 0 0 0 98,00
200.00|subtotal (see instructions) 5,385,582 0 0] 200.00
201.00|Less PBP Clinic Lab. Services-program Only 0 201.00
Charges
202 ,00{Net Charges (Yine 200 +/- Tine 201) 5,385,582 0 0, 202.00

MCRIF32 - 2,15.129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Lieu of Form (M5-2552-10

COMPUTATION OF INPATIENT OPERATING COST provider CCN: 150046 | Period: worksheet D-1
From 09/01/2010
To 08/31/2011 | bate/Time Prepared:
2/13/2012 12:30 pm
__ Title XvIII Hospital PPS
Cost Center Descr1pt10n [ RN S
4,00

[T I VE B N

10.
11.
i2,
13.
14,
16.
17.
18.
19.
20,

21.
22.

23.

38.
35.
40.
41.

a0
00
00
00

00
00
00
00

00
00

00

1]
00
00
00

PART I = ALL PROVIDER COMPONENTS

INPATIENT DAYS

Inpatient days (inciuding private room days and swing- bed days, exc'ludmg newbot‘n)

Inpatient days (incliuding private room days, excluding swing-bed and newborn days) 22,484
private room days (excluding swing-bed and observation bed days) 0
semi-private room days (excluding swing-bed and observation bed days) 22,484
Total swing-bed SNF type inpatient days (including private room days) through December 31 of the cost 0
reporting period

Total swing-bed SNF type inpatient days (including private room days) after December 31 of the cost 0
reporting period (if calendar year, enter O on this Tine)}

Total swing-bed NF type inpatient days (including private room days) through pecember 31 of the cost 4]
reporting period

Total swing-bed NF type inpatient days (including private room days) after December 31 of the cost 0
reporting period (if calendar year, enter 0 on this line)

Total inpatient days including private room days appiicable to the Program (excluding swing-bed and 11,972
newborn days)

swing-bed SNF type inpatient days applicable to title XvIII only (including private room days) 0
through pecember 31 of the cost reporting period (see instructions)

swing-bed SNF type inpatient days applicable to title XvIII only (incTuding private room days) after 0
pecember 31 of the cost reporting period (if calendar year, enter 0 on this line)

Swing-bed NF type inpatient days applicable to titles v or XIX only (including private room days) 0
through December 31 of the cost reporting period

swing-bed NF type inpatient days applicable to titles v or XiX only (including private room days) 0
after December 31 of the cost reporting period (if calendar year, enter 0 on this Tine)

Medically necessary private room days applicable to the Program (exctuding swing-bed days) 1]
Total nursery days (title ¥ or XIX only) 0
Nursery days (title v or XIX only) 0
SWING BED ADJUSTMENT : Lo 5 S B S

Medicare rate feor swing-bed SNF sarvices app11cab1e to services through aecember 31 of the cost 0.00
reporting period

Medicare rate for swing-bed SNF services applicable to services after December 31 of the cost 0.00
reporting period

Medicaid rate for swing-bed NF services applicable to services through pecember 31 of the cost 0.00
reporting period

Medicaid rate for swing-bed NF services applicable to services after becember 31 of the cost 0.00
reporting period

Total general inpatient routine service cost (see instructions) 17,384,819
swing-bed cost applicable to SNF type services through December 31 of the cost reporting period (line 0
5 x 1ine 17)

swing-bed cost applicable to SNF type services after becember 31 of the cost reporting period (tine 6 0
X Tine 18)

swing-bed cost applicable to NF type services through December 31 of the cost reporting period (1ine Y]
7 x Tine 19)

swing-bed cost applicable to NF type services after December 31 of the cost reporting period (line 8 0
x Tline 20)

Total swing-bed cost (see instructions) 0
General inpatient routine service ¢ost net of sw1ng bed cost (11ne 21 mihus 11ne 263 17,384,819
PRIVATE ROOM DIFFERENTIAL ADJUSTMENT T D
General inpatient routine service charges (exc?ud1ng sw1ng bed charges) 20,702,590
private room charges (excluding swing-bed charges) 0
semi-private room charges (excluding swing-bed charges) 20,702,590
General inpatient routine service cost/charge ratio (line 27 =+ line 28) (,839741
Average private room per diem charge (line 29 = Tine 3) 0.00
Average semi-private room per diem charge (Tine 30 = Tine 4) 920.77
Average per diem private room charge differential (line 32 minus line 33)(see instructions) 0.00
Average per diem private room cost differential (line 34 x Tine 31) 0.00
Private room cost differential adjustment (line 3 x line 35) ]
General inpatient routine service cost net of swing-bed cost and private room cost differential (line 17,384,819
27 minus line 36)

PART II - HOSPITAL AND SUBPROVIDERS OHLY

PROGRAM INPATIENT OPERATING COST BEFORE PASS THROUGH COST ADJUSTMENTS ° o
Adjusted general inpatient routine service cost per diem (see instructions) 773.21
pProgram general inpatient routine service cost (line 9 x line 38) 9,257,643
Medically necessary private room cost applicable to the Program (line 14 x line 35} 0
Total Program general inpatient routine service cost (line 39 + Tine 40) 9,257,643

38.00
39,00
40.00
41.00

MCRIF32 - 2.15.129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Lieu of Form ¢MS-2552-10

COMPUTATION OF INPATIENT OPERATING COST

150046 | Period

Provider CCN: :
From 09/01/2010

worksheet D-1

To 08/31/2011| pate/Time Prepared:
2/13/2Q012 12:30 pm
T‘it'le XVIIZ Hospital PPS
-, Cost ‘Center.Description: o Total Toralss Average Per P_r__ogr_.am Days ;| -Progran Cost:
EIE I L : Inpatient_.(qstInpauent Daysmem {col: EaEh "'-(co] :3.% “cold
. it col. 2) | a :
L RSN : L 00 SU200 R 3,007 R IR Lt e
42.00 [NURSERY (title v & XIX only) 0 0 G. 00 0 G} 42.00
Intensive care Type Inpatient Hospital Umits -~~~ i S : e
43,00 [INTENSIVE CARE UNIT 4,350,178 3,239 1, 343 06 2,112 2,836,543] 43,00
44,00 [CORONARY CARE UNIT 44,00
45.00 |BURN INTENSIVE CARE UNIT 45.00
46.00 {SURGICAL INTENSIVE CARE UNIT 46.00
47. 00 OTHER SPECIAL CARE (SPECIFY) 47.00
. Cost Center. Descmptwn ;. : _ Loy R
48.00 {Program inpatient ancﬂ'Iar‘y service cost (wkst p-3, co't 3, Tine 200) 16,622,456( 48.00
49,00 |Total Program inpatient costs_ {sum of 'h nes 41 through 48) (see 1n5truct1 ons) 23 716 642 49,00
PASS THROUGH COST ‘ADJUSTMENTS ~ : ) R T
50.00 |Pass through costs applicable to Program 1npat1ent routine services (from wkst D, sum of Parts I and 1, 826 393 50.00
III)
51,00 |pass through costs applicable to Program inpatient ancillary services (from wkst. o, sum of Parts II 1,106,543] 51.00
and 1v)
52.00 {Total Program excludable cost (sum of Tines 50 and 51) 2,932,936} 52,00
53.00 |Total Program inpatient operating cost excluding capital related, non-physician anesthetist, and 25,783,706} 53.00
medical education costs (line 49 zmnus line 52)
[TARGET AMOUNT "AND LIMIT COMPUTATION L
54.00 lprogram discharges 0 54,00
55.00 iTarget amount per discharge 0.00} 55.00
56.00 iTarget amount (1ine 54 x line 55) 0] 56.00
57.00 ipifference between adjusted <inpatient operating cost and target amount (Iine 56 minus Tine 53) 0{ 57.00
58.00 {Bonus payment (see instructions) 0] 58.00
$9.00 {Lesser of lines 53/54 or 55 from the cost reporting period ending 1996, updated and compounded by the 0.00] 59.00
market basket
60.00 |Lesser of lines 53/54 or 55 from prior year cost report, updated by the market basket 0.00( 60.00
61.00 [If Tine 53/54 is less than the lower of lines 55, 59 or 60 enter the Tesser of 50% of the amount by ¢} 61.00
which operating costs (line 53) are less than expected costs (lines 54 x 60}, or 1% of the target
amount (line 56), otherwise enter zero (see instructions)
62.00 |Relief payment (see instructions) ¢l 62.00
63.00 |Allowable Inpatient cost plus incentive payment (see 1nstructwns) 0| 63.00
PROGRAM INPATIENT ROUTINE SWING BED COST - w ) ) o "
64.00 iMedicare swing-bed SNF inpatient routine costs through December 31 of the cost reporting period (See 0] 64.00
instructions}{title XVIII only)
65.00 |Medicare swing-bed SNF inpatient routine costs after December 31 of the cost reporting period (see 0] 65.00
instructions) (title XVIIL only)
66.00 |Total Medicare swing-bed SNF inpatient routine costs (1ine 64 plus Tine 65)(title XvIII only). For 0] 66.00
CAH (see mstruct‘lons)
67.00 |{Title v or xIX swing-bed NF inpatient routine costs through December 31 of the cost reporting period G| 67.00
(line 12 x line 19)
68.00 {Title v or XIX swing-bed NF inpatient routine costs after pecember 31 of the cost reporting period G| 68,00
(Tine 13 x Tine 20)
69.00 |Total title V or XIX swing-bed NF mpat}ent routine costs ('hne 67 + line 683 0} 69.00
PART IIT - SKILLED NURSING FACILITY, OTHER NURSING FACILITY, AND ICF/MR ONLY - - ]
70.00 |skilled nursing facility/other nursing facﬂ'lty/ICF/MR routine service cost (line 3?) 70.00
71.00 |Aadjusted general inpatient routine service cost per diem (Iine 70 = line 2) 71.00
72.00 |program routine service cost (¥ine 9 x Tine 71) 72.00
73.00 |Medically necessary private room cost appHcab'Ie to program (1ine 14 x Tine 35) 73.00
74.00 [Total program general inpatient routine service costs (line 72 + Tine 73} 74.00
75.00 |capital-related cost allocated to inpatient routine service costs (from worksheet B, Part II, column 75.00
26, Tine 45)
76.00 |per diem capital-related costs (line 75 + line 2 76.00
77.00 {Program capita!«rehted 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 limitation (line 78 minus Tline 79) 80.00
81.00 |Inpatient routine service cost per diem Timitation 81.00
82.00 {inpatient routine service cost ¥imitation (Iine 9 x line 81) 82.00
83.00 |Reasonable inpatient routine service costs (see instructions) 83.00
84.00 |program inpatient ancillary services (see instructions) 84.00
85.00 |utilization review - physician compensation (see instructions) 85.00
86.00 |Total Program inpatient operating costs (sum of lines 83 through 85) 86.00
PART IV - COMPUTATION OF OBSERVATION BED PASS THROUGH COST o N
87.00 [total observation bed days (see instructions) 2,586 87.00
88.00 |Adjusted general inpatient routine cost per diem (line 27 + line 2) 773.21| 88.00
89,00 |observation bed cost (1ine 87 x line 88) {see instructions) 1,999,521} 89.00

MCRIF32 - 2,15.129.90



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Lieu of Form (M$-2552-10

COMPUTATION CF INPATIENT OPERATING COST

pProvider Ccn: 150046

F

period:

rom 09/01/2010

worksheet p-1

To 08/31/2011 | pate/Time Prepared:
2/13/2012 12:30 pm
Htle XVIIE Hospital PPS
Lo iCost Center Pescription Lo Roytine [Cost f column 1o it Totall s Observation .00
i e e T T Lood{Cfrom Tine 27X column -2 - Observation. | - ‘Bed Pass >
S e e e Hed Cost o (Froml Through Cost
Sl 1ine 89) eoly 3 X coTd
L L [ Sy instructions) | oo
: L S T L0 200 R 3.00 C4000 0 ] S8 00 ]
COMPUTATION OF OBSERVATION BED PASS ‘THROUGH COST “hiii /i wiiili i d i i i ni i I e B b e vl
90.00 [capital-related cost 2,809,886 17,384,819 0.161629 1,999,521 323,181} 90.00
91.00 |Nursing School cost 0 17,384,819 0.000000 1,999,521 0f 91.00
92.00 |Allied health cost 0 17,384,819 0.400000 1,999,521 g 92.00
93.00 |A1T other Medical Education 0 17,384,819 0.000000 1,999,521 G| 93.00

MCRIF3Z2 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form (MS-2552-10
COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 150046 | Period: worksheet D-1

From 09/01/2010 .
Component CCN: 155046 |To  08/31/2011| Date/Time Prepared:
2/13/2012 12:30 pm

Title XVIIL subprovider - PPS
IPF _
Cost Center ﬁescrlptwn R pATI L T
: S L 00
PART I -ALL PROVIDER COHPONENTS_f_'.' . [RR AL
INPATIENT DAYS o s ) o T SRR : S S
1.00 ;Inpatient days (1nc1uchng private room days and swmg bed days. exc‘ludmg newborn) 4,174} 1.00
2.00 [rnpatient days (including private room days, excluding swing-bed and newborn days) 4,174} 2.00
3.00 |private room days (excluding swing-bed and observation bed days) ¢} 3.00
4.00 |semi-private room days (excluding swing-bed and observation bed days) 4,174} 4.00
5.00 [Total swing-bed SNF type inpatient days (including private room days) through December 31 of the cost 0] 5.00
reporting period
6.00 |[Total swing-bed SNF type inpatient days (inctuding private room days) after pecember 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 ¢ 7.00
reporting period
8.00 |Total swing-bed NF type inpatient days (including private room days) after pecember 31 of the cost ¢} 8.00
reporting period (if calendar year, enter O on this Tine)
9.00 |Total inpatient days incltuding private room days applicable to the program (excluding swing-bed and 1,923 9.00
newborn days)
10.00 |swing-bed SNF type inpatient days applicable to title xvIII only (including private room days) ¢! 10.00
through bDecember 31 of the cost reporting period (see instructions)
11.00 |swing-bed SNF type inpatient days applicable to title xvIII only (including private room days) after 0| 11.00
pecember 31 of the cost reporting period (if calendar year, enter 0 on this 1ine)
12.00 |swing-bed NF type inpatient days applicable to titles Vv or XIX only (including private room days} G| 12.00
through December 31 of the cost reporting period
13.00 {swing-bed NF type inpatient days applicable to titles v or XIX only (including private room days) ¢| 13.00
after December 31 of the cost reporting period (if calendar year, enter 0 on this line)
14.00 iMedically necessary private room days applicable to the Program (excluding swing-bed days) 0] 14.00
15.00 {Total nursery days (title V or XIX only) (¢ 15.00
16.00 [Nursery days (title V or XIX on?y) 0} 16.00
SWING BED ADIUSTMENT - : — - - - T =
17.00 [Medicare rate for swing-bed SNF services apphcable to services through pecember 31 of the cost 0.00] 17.00
reporting period
18.00 |Medicare rate for swing-bed SNF services applicable to services after pecember 31 of the cost 0.00] 18.00
reporting period
19.00 |Medicaid rate for swing-bed NF services applicable to services through pecember 31 of the cost 0.00| 19.00
reporting period
20.00 |Medicaid rate for swing-bed NF services applicable to services after December 31 of the cost 0.00] 20.00
reporting period
21.00 |Total general inpatient routine service cost {see instructions) 2,921,555{ 21.00
22.00 |swing-bed cost applicable to SNF type services through December 31 of the cost reporting period (Fine 0{ 22,00
5 x line 17)
23.00 |swing-bed cost applicable to SNF type services after becember 31 of the cost reporting period (line 6 0] 23.00
x 1ine 18)
24,00 sw‘in%;—bed cost applicable to NF type services through pecember 31 of the cost reporting period (line 0] 24,00
7 x line 19)
25.00 |swing-bed cost applicable to NF type services after December 31 of the cost reporting period (line 8 0] 25.00
®x Hine 20)

26.00 |Total swing-bed cost (see instructions) 0| 26.00
27.00 |General inpatient routine service cost net of smng bed cost ('Ime 21 mmus 11ne 26) 2,921,558] 27.00
PRIVATE ROOM DIFFERENTIAL ADJUSTMENT : o S L
28.00 ]General inpatient routine service charges (exc1udang swing- bed charges) 7.256,990] 28.00
29.00 iprivate room charges (excluding swing-bed charges) 0] 29.00
30.00 ;semi-private room charges (excluding swing-bed charges) 7,256,990} 30.00
31.00 [General inpatient routine service cost/charge ratio (line 27 + line 28) 0.402585] 31.00
32.00 fAverage private room per diem charge (line 29 + 1ine 3) 0.00; 32.00
33.00 [Average semi-private room per diem charge (Tine 30 = Tine 4) 1,738.62] 33.00
34.00 |average per diem private room charge differential (¥ine 32 minus line 33)(see instructions) 0.00{ 34.00
35.00 [Average per diem private room cost differential (iine 34 x line 31) 0.00] 35.00
36.00 [Private room cost differential adjustment (}ine 3 x 1ine 35) 0] 36.00
37.00 |General inpatient routine service cost net of swing-bed cost and private room cost differential (line 2,921,555 37.00

27 minus_line 36)

PART II ~ HOSPITAL AND SUBPROVIDERS ONLY -

PROGRAM INPATIENT OPERATING COST BEFORE PASS THROUGH COST ADJUSTMENTS ) L
38.00 |Adjusted general inpatient routine service cost per diem (see instructions) $99.94] 38.00
39.00 |Program general inpatient routine service cost (line 9 x line 38) 1,345,985] 39.00
40.00 |Medically necessary private room cost applicable to the Program (line 14 x Tine 35) 0] 40.00
41.00 [Total Program general inpatient routine service cost (line 39 + Tine 40) 1,345,985] 41.00

MCRIF3Z2 - 2.15.129.0



Health Financial Systems

TERRE HAUTE REGIGNAL HOSPITAL

In Lieu of Form (M5-2552-10

COMPUTATION OF INPATIENT OPERATING COST provider CCN: 150046 | Period: worksheet D-1
From 09/01/2010
Component CCN:155046 [To  08/31/2011 { bate/Time Prepared:
2/13/2012 12:30 pm
Title XvIII Subprovider - PPS
IPF
Y Cost. Center. Description : : Tota‘l_ ciTotal i) iAverage Per 1. Program:pays 1 Program Cost i i
LR R R o Inpatzent COS'L'I_ auent._aysmem (col, 1'4 e Heol 3 % coli]
: : i co‘l 2) e RN 9 IS B _
42.00 |NURSERY (title Vv & XIX only) 0 0 0.00 0 0] 42.00
Intensive Care Type Inpatient Hospital Unfts 7o inin i S
43.00 |INTENSIVE CARE UNIT 0 0 0.00 0 0] 43.00
44,00 |CORONARY CARE UNIT 44.00
45.00 {BURN INTENSIVE CARE UNIT 45.00
46.00 { SURGICAL INTEMSIVE CARE UNIT 46.00
47,00 [OTHER SPECIAL CARE (SPECIFY) 47.00
~77 L Cost Center Pescription - L wE
48.00 [Program 1npat1ent ancillary service cost (wkst D- 3 co1 3 Tine 200} 209,303] 48.00
49.00 [rotal Program inpatient costs (sum of 'I'mes 41 through 48) (see 1nstructwns) 1,555,288] 49.00
PASS THROUGH COST ADJUSTMENTS : GEe '
50.00 |Pass through costs applicable to Program mpatwm: routine services {from wkst. D, sum of Parts I and 204,184] 50.00
III)
51.00 |Pass through costs applicable to Program inpatient ancillary services (from wkst. D, sum of Parts II 15,6621 51,00
and 1Iv)
52.00 [rotal Program excludable cost (sum of lines 50 and 51D 219,846} 52.00
53.00 [rotal program inpatient operating cost excluding capital related, non-physician anesthetist, and 1,335,442 53.00
medical education costs (line 49 minus line 52)
TARGET AMOUNT AND LIMIT COMPUTATION -
54.00 {Program discharges 0 54.00
55.00 {Target amount per discharge 0.00§ 55.00
56.00 |Target amount (Tine 54 x line 55) 0| 56.00
57.00 |Difference between adjusted inpatient operating cost and target amount (Tine 56 minus line 53) 0} 57.00
58.00 {Bonus payment (see instructions) 0f 58.00
59.00 |Lesser of lines 53/54 or 55 from the cost reporting period ending 1996, updated and compounded by the 0.00} 59.00
market basket
60,00 |Lesser of lines 53/54 or 55 from prior year cost report, updated by the market basket 0.00} 60.00
61,00 {1If Tine 53/54 is less than the Tower of Tines 55, 59 or 60 enter the lesser of 50% of the amount by 0} 61.00
which operating costs (line 53) are less than expected costs (lines 54 x 60), or 1% of the target
amount {Jline 56), otherwise enter zero {see instructions)
62.00 iRelief payment {see instructions) 0f 62.00
63.00 [Allowable Inpatient cost plus incentive payment (see 1nstruct1ons) 0} 63.00
PROGRAM INPATIENT -ROUTINE SWING BED COST ) o v e ) R
64.00 [Medicare swing-bed SNF inpatient routine costs through December 31 of the cost reportlng per1od (See 0f 64.00
instructions)(title XVIII only)

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

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

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

68.00 |Title v or XIX swing-bed NF tnpatient routine costs after December 31 of the cost reporting period 0f 68.00
{Tine 13 x Tine 200

63.00 |Total title v or XIX swing-bed NF inpatient routine costs (Tine 67 + line 68) 0 69.00
PART IIY - SKYLLED NURSING FACILITY, OTHER NURSING FACILETY, AND ICF/MR ONLY P

70.00 |skiTled 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 line 71) 72.00

73.00 |Medically necessary private room cost applicable to Program (1ine 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 B, Part II, column 75.00
26, line 45)

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

77.00 |program capital-related costs {line 9 x line 76) 77.00

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

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

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

81.00 |Inpatient routine service cost per diem limitation 81.00

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

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

84.00 |Program 1'npatient ancillary services (see instructions) 84.00

85.00 jutilization review - physician compensation (see instructions} 85.00

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

87.00 [Total observation bed days (see instructions) 0} 87.00

88.00 [Adjusted general inpatient routine cost per diem (line 27 :+ line 2) 0.00f 88.00

89.00 [0Obsarvation hed cost (line 87 x line 88) (see instructions) 0| 89.00

MCRIF32 - 2.15,129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Lieu of Form CM5-2552-10

COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 150046 |Period: worksheet p-1
From 09/01/2010
Component CCN:155046 |To  08/31/2011 | pate/Time Prepared:
2/13/2012 12:30 pm
Title XVIII Subprovider - pPPS
IPF .
“Cost Center Description .. 707 ] TitCostiii] Routine Cost:| tcolumn 1 Tetal | observation!
SRR TR : SR : RN ; ~scolumn 2. biobservation f o :

woline 89)

leed .cost (from Thi

T1.60

COMPUTATION OF :OBSERVATION BED PASS THROUGH COST -:iiiiiitin 3 R EE L R e
90.00 [Capital-related cost 443,197 2,921,555 0.151699 Q 0 90.00
91.00 (Nursing School cost 0 2,921,555 0.000000 0 0 91.00
92.00 jAllied health cost 0 2,921,555 0.000000 0 0| 92.00
93.00 {A11 other Medical Education 0 2,921,555 0.000000 0 0| 93.00

MCRIF32 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form CM$-2552-10
COMPUTATION OF INPATIENT OPERATING COST provider cCN: 150046 | Period: worksheet D-1
From (9/01/2010
Component CCN:15T046 [To  08/31/2011} pate/Time Prepared:
2/13/2012 12:30 pm
Title XVIIT subprovider - PPS

IRF

cost Center Descmptwn _;'

SR W

PART I - ‘ALL PROVIDER COMPONENTS :
INPATIENT DAYS e SRS o ) S ST : N

1.00 |Inpatient days (including private room days and swing- bed days excluding newborn) 3,579| 1.00

2.00 |Inpatient days (inciuding private room days, excluding swing-bed and newborn days) 3,579 2.00

3.00 [private room days (excluding swing-bed and observation bed days) o 3.00

4.00 |semi-private room days (excluding swing-bed and observation bed days) 3,579 4.00

5.00 [votal swing-bed SNF type inpatient days (inctuding private room days) through pecember 31 of the cost o[ s5.00
reporting period

6.00 [Total swing-bed S¥F type inpatient days (including private room days) after December 31 of the cost o[ 6.00
reporting period (if calendar year, enter 0 on this Tineg)

7.00 [Total swing-bed NF type inpatient days (including private room days) through December 31 of the cost o 7.00
reporting period

8.00 |Total swing-bed NF type inpatient days (including private room days) after December 3% of the cost 0| 8.00
reporting period (if calendar year, enter 0 on this Tine)

9,00 |Total inpatient days including private room days applicable to the Program (excluding swing-bed and 3,058] 9.00
newborn days)

10.00 |swing-bed SNF type inpatient days applicable to title XvIII only (including private room days) 0| 10,00
through December 31 of the cost reporting period (see instructions)

11.00 {swing-bed SNF type inpatient days applicable to title XVIIT only (including private room days) after 0{ 11.00
pDecember 31 of the cost reporting period {if calendar year, enter 0 on this Tine)

12.00 {swing-bed NF type inpatient days applicable to titles v or XIX oniy (including private room days) 0] 12.00
through December 31 of the cost reporting period

13.00 |swing-bed NF type inpatient days applicable to titles v or xIX only (incTuding private room days) 0| 13.00
after becember 31 of the cost reporting period (if calendar year, enter O on this Tine)

14.00 [Medically necessary private room days applicable to the Program (excluding swing-bed days) 0| 14.00

15.00 [Total nursery days (title v or XIX only) 0} 15.00

16.00 |Nursery days {title V or XIX ohly) 6] 16.00
SWING BED ADJUSTMENT . s T T T T T T T _

17.00 |Medicare rate for swing-bed SNF services app'h cable to services through December 31 of the cost .00 17.00
reporting period

18.00 |Medicare rate for swing-bed SNF services applicable to services after December 31 of the cost 0.00| 18,00
reporting period

19.00 |Medicaid rate for swing-bed NF services applicable to services through becember 31 of the cost 0.00} 19,00
reporting period

20.00 |Medicaid rate for swing-bed NF services applicable to services after pDecember 31 of the cost 0.00| 20,00
reporting period

21.00 |Total general inpatient routine service cost {see instructions) 3,157,042} 21.00

22.00 |swing-bed cost applicable to SNF type services through pecember 31 of the cost reporting period (line 0} 22.00
5 % 1ine 17)

23.00 |swing-bed cost applicable to SNF type services after December 31 of the cost reporting period (line & 0} 23.00
x Tine 18}

24,00 |swing-bed cost applicable to NF type services through December 31 of the cost reporting period (1ine 0] 24,00
7 x line 19)

25.00 |swing-bed cost applicable to NF type services after December 31 of the cost reporting period (line 8 0| 25.00
X Tine 20)

26.00 (Trotal swing-bed cost (see instructions) 0| 26.00
27.00 |General inpatient routine service cost net of swmg bed cost (11ne 21 m1nu5 'I-me 26) 3,157,042| 27.00
PRIVATE ROOM DIFFERENTIAL ADJUSTMENT ° ' ' R R R it
28,00 |General inpatient routine service charges (exc'[udmg swing- bed char‘ges) 3,249,732| 28.00
29.00 |Private room charges (excliuding swing-bed charges} 0| 29.00
30.00 {semi-private rceom charges (excluding swing-bed charges)} 3,249,732¢ 30.00
31.00 |General inpatient routine service cost/charge ratio (line 27 + Tine 28) 0.971478] 31.00
32.00 [Average private room per diem charge (1ine 29 =+ Tine 3) 0.00}| 32.00
33.00 {Average semi-private room per diem charge (line 30 + Tine 4) 908.00| 33.00
34.00 ;Average per diem private room charge differential (line 32 minus line 33)(see instructions) 0.00| 34.00
35.00 [Average per diem private room cost differential (1ine 34 x Tine 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 3,157,042} 37.00

27 minus Tine 363

PART IL - HOSPITAL AND -SUBPROVIDERS ONLY ~

PROGRAM INPATIENT OPERATING COST BEFQRE PASS THRCUGH COST ADJUSTMENTS S IR
38.00 |adjusted general inpatient routine service cost per diem (see instructions) 882.1¢] 38.00
39.00 |pProgram general inpatient routine service cost (line 9 x line 38) 2,697,462| 39.00
40.00 [Medically necessary private room cost applicable to the Program (line 14 x Tine 35) 0} 40.00
41,00 |Total Program general jnpatient routine service cost (line 39 + 1ine 40) 2,697,462| 41,00

MCRIF32 - 2.15.129.0



Health Financial Systems

YERRE HAUTE REGIONAL HOSPITAL

In Lieu of Form CM5-2552-10

COMPUTATION OF INPATIENT QPERATING COST

150046 | Perio

pProvider CCN:
Erom 09/01/2010

Worksheet D-1

IRF

component CCN:15T046 |[To  08/31/2011 | Date/Time Prepared:
2/13/2012 12:30 pm
Title XVIII subprovider - PPS

T i Cost .Center: Description i~ . s Total Total:: Average Per:: | Program Days i} Program Cost.
. o L Inpat_ie_nt'costInpanen Daysaie_m {col. Ll o ConnriiiCenl s 3% ol
R I S oty LAY :
42.00 [NURSERY (title v & XIX only) 0] 0 0.60 0] 42.00
Intensive Care Type Inpatient Hospital Units R T e i Cenriehe s T B
43.00 |INTENSIVE CARE UNIT 8] 0 0.00 0 0] 43.00
44,00 |CORONARY CARE UNIT 44,00
45.00 [{BURN INTENSIVE CARE UNIT 45,00
46.00 |SURGICAL INTENSIVE CARE UNIT 46,00
47.00 |OTHER SPECIAL CARE (SPECIFY) 47.00
L Ces Center - Descmptmn o :
48.00 {Program 1npat1ent ancillary service cost (wkst D- 3, co't 3 Tine 200) 1,861,158} 48.00
49,00 {Total Program inpatient costs (sum of ]'mes 41 thrcugh 48) (see mstructmns) 4,558,620 49.00
PASS THROQUGH COST ADJUSTMENTS : : e
50.00 |Pass through costs applicable to Pr‘ogr'am 1npat1ent routine services (from wkst D, sum of Parts I and 434,144( 50.00
ITI)
51.00 |Pass through costs applicable to Program inpatient ancillary services (from wkst. D, sum of Parts II 187,985| 51.00
and IV)

52.00 |Total Program excludable cost (sum of 1ines 50 and 51) 622,129} 52.00
53,00 |Total Program inpatient operating cost excluding capital related, non-physician anesthetist, and 3,936,491 53.00
medical education costs {Yine 4% minus iine 52) _
TARGET AMOUNT AND LIMIT COMPUTATION ~ '° ] s
54.00 |pProgram discharges 0{ 54.00
55.00 |[Target amount per discharge 0.00] 55.00
56.00 |[Target amount (1ine 54 x Tine 55) 0] 56.00
57.00 |pifference between adjusted inpatient operating cost and target amount (Tine 56 minus line 53) 0] 57.00
58.00 {Bonus payment (see instructions) 0] 58.00
59.00 |Lesser of Tines 53/54 or 55 from the cost reporting period ending 1996, updated and compounded by the 0.00{ 59.00

market basket
60.00 |[Lesser of 1ines 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 Tess than the lower of lines 55, 59 or 60 enter the Tesser of 50% of the amount by 01 61.00
which operating costs (line 53) are less than expected costs (lines 54 x 60), or 1% of the target
amount (line 56), otherwise enter zero (see instructions)
62.00 |Relief payment (see instructions) Q| 62.00
63.00 [Allowable Inpatient cost plus incentive payment (see mstructwns) G} 63.00
PROGRAM INPATIENT ROUTINE SWING BED COST i ) - -
64.00 |Medicare swing-bed SNF inpatient routine costs through pecember 31 of the cost reporting pemod {See G| 64.00
instructions) (title XVIII only)

65.00 [Medicare swing-bed SNF inpatient routine costs after pecember 31 of the cost reporting period (See G} 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 0] 66.00
CAH (see instructions)

67.00 |Title v or XIX swing-bed NF inpatient routine costs through pecember 31 of the cost reporting period Qi 67.00
(line 12 x 1ine 19)

68.00 |{Title V or XIX swing-bed NF inpatient routine costs after December 31 of the cost reporting period 01 68.00
(Tine 13 x Tine 20)

69.00 {Total title V or XIX swing-bed NF inpatient routine costs {line 67 + line 68) 01 69.00
PART III - SKILLED NURSING FACILITY, OTHER NURSING FACILITY, AND ICF/MR ONLY :

70.00 {skilled nursing facility/other nursing facility/ICF/MR routine service cost (line 37) 70,00

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

72.00 {Program routine service cost (line 9 x Iine 71) 72.00

73.00 {Medically necessary private room cost applicable to pProgram (line 14 x Tine 35) 73.00

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

75.00 jcapital-related cost atlocated to inpatient routine service costs (from wWorksheet B, Part II, column 75.00
26, Tine 45)

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

77.00 |Program capita'l—re'lated costs {Tine 9 x line 76) 77.00

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

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

80.00 |Total Program routine service costs for comparison to the cost 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 1imitation (Tine 9 x line 81) 82.00

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

84.00 (Program 1‘npat1'ent ancillary services (see instructions) 84.00

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

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

87.00 {Total observation bed days (see instructions) G| 87.00

88.00 {Adjusted general inpatient routine cost per diem (1ine 27 + Tine 2) 0.00| 88.00

89,00 |Observation hed cost (line 87 x Tine 88) (see instructions) 0 89.00

MCRIF32 - 2.15.129.0



Health Financial Systems

TERRE HAUTE REGIQONAL HOSPITAL

In Lieu of Form CMS-2552-10

COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 150046 | Period: worksheet p-1
From 09/01/2010
Component CCN: 157046 [To  08/31/2011 1| Date/Time Prepared:
2/13/2012 12:30 pm
Title XVIII Subprovider - PPS
ChivieliCostCenter Description o oo ‘j:Routine:Cost i iiTetal ri ] ‘Observation:
ST e e (from:; 3 ‘Observation: | :Bed . Pass:v-f-
:Cost-(from Through’Cost
‘1tne 89) ' l(col. 3:x <ol
i iy (see

o instructions)

3100

R R e L R Ll L 1,00 2.00:- 4.00 5.00
COMPUTATION OF OBSERVATION BED PASS THROUGH COST PR R R T SRR ol
90.00 {Capital-related cost 508,123 3,157,042 0.160949 0] 0} 90,00
91.00 |Nursing School cost 0 3,157,042 0.000000 0 0 91.00
92,00 |Atlied health cost [ 3,157,042 0.000000 0 0t 92.00
93.00 |AY1 other Medical Education 0 3,157,042 0,000000 0 0} 93.00

MCRIF32 - 2.15.129.Q



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form CMs-2552-10
COMPUTATION OF INPATIENT OPERATING COST provider ccn: 150046 {Period: worksheet D-1
From 99/01/2010 .
To  08/31/2011 | pate/Time Prepared:
2/13/2012 12:30 pm
Title XIX Huspita] Cost

- :Cost center. Descr1pt1on s

Vb N

10

11,
12.
13.
14.
15.
i6.
17.
18.
19.
20.

21.
22.

23.
24,

25.

38.
39.
40.
41.

.00
.00
.00

0o

.00
.00
.00

.00

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

00
oo

00
00
0o

00
00
00
00

PART T -~ ALL PROVIDER COMPONENTS .
INPATIENT DAYS s =

Inpatient days (1nc10d1ng prxvate room days and swing- bed days, exc?ud1ng newborn) 22,484
Inpatient days (including private room days, excluding swing-bed and newborn days) 22,484
private room days (excluding swing-bed and observation bed days) 0
semi-private room days (excluding swing-bed and observation bed days) 22,484
Total swing-bed SNE type inpatient days (including private room days) through becember 31 of the cost 0
reporting period

Total swing-bed SNF type inpatient days (including private room days) after pDecember 31 of the cost 0
reporting period (if calendar year, enter 0 on this line)

Total swing-bed NE type inpatient days (including private room days) through pecember 31 of the cost 4]
reporting period

Total swing-bed N type inpatient days (including private room days) after pecember 31 of the cost 4]
reporting period (if calendar year, enter 0 on this Tine)

Total fnpatient days including private room days applicable to the Program (excluding swing-bed and 2,454
newborn days)

swing-bed SNF type inpatient days applicable to title xviII only (including private room days) 4]
through Decemher 31 of the cost reporting period (see instructions)

swing-hed SNF type inpatient days applicable to titlte xvIII only (incliuding private room days) after Q
pecember 31 of the cost reporting period (if calendar year, enter O on this 1ine)

swing-hed NF type inpatient days applicable to rvitles v or XIX only (including private room days) 0
through pecember 31 of the cost reporting period

swing-hed NF type inpatient days applicable to titles v or XIX only {including private room days) Q
after December 31 of the cost reporting period (if calendar year, enter D on this 1ine)

Medically necessary private room days applicable to the Program (excluding swing-bed days) 0
Total nursery days (title v or XIX only) 1,610
Kursery days (title V or XIX on1y) 4]
SWING BED ADJUSTMENT : SR o o L L
Medicare rate for swing- bed SNF services applicable to services through December 31 of the cost 0.00
reporting period

Medicare rate for swing-bed SNF services applicable to services after pecember 31 of the cost 0.00
reporting period

Medicaid rate for swing-bed NF services applicable to services through pecember 31 of the cost 0.900
reporting period

Medicaid rate for swing-bed NF services applicable to services after pecember 31 of the cost 0.00
reporting period

Total general inpatient routine service cost (see instructions) 17,371,197
Sswing-bed cost applicable to SNF type services through becember 31 of the cost reporting period (line 4]
5 x ¥ine 17)

swing-bed cost applicable to SNF type services after pecember 31 of the cost reporting period (line 6 0
x line 18)

swing-bed cost applicable to NF type services through December 31 of the cost reporting period (line 0
7 x line 19)

swing-bed cost appiicable to NF type services after December 31 of the cost reporting period (line 8 0
x line 20)

Total swing-bed cost (see instructions) ¢
General inpatient routime service cost net of sw1ng bed cost (11ne 21 minus T1ne 26) 17, 371 197
PRIVATE ROOM DIFFERENTIAL ADJUSTMENT - . S

General inpatient routine service charges (exc1ud1ng swing- bed charges) 20,702,590
Private room charges {(excluding swing-bed charges) ¢
semi-private room charges {(excluding swing-bed charges) 20,702,590
General inpatient routine service cost/charge ratio (1ine 27 + line 28) 0.839083
Average private room per diem charge (line 29 + Iine 3) 0.00
Average semi-private room per diem charge (1ine 30 + 1ine 4) 920.77
Average per diem private room charge differential (1ine 32 minus Tine 33)(see instructions} 0.00
Average per diem private room cost differential (line 34 x line 31) 0.00
Private room cost differential adjustment (1ine 3 x Tine 35) 0
General inpatient routine service cost net of swing-bed cost and private room cost differential (line 17,371,197
27 minus Tine 36)

PART II ~ HOSPITAL ‘AND SUBPROVIDERS ONLY - ¢ )

PROGRAM INPATIENT OPERATING COST BEFORE PASS THROUGH COST ADJUSTMENTS Thmie
Adjusted general inpatient routine service cost per diem (see instructions) 772.60
Program general inpatient routine service cost (Jine 9 x line 38) 1,895,960
Medically necessary private room cost applicable to the program (line 14 x line 33) 0
Total Program general inpatient routine service cost (line 39 + line 40) 1,895,960

1.00
2.00
3.00
4.00
5.00
6.00
7.00
§.00
9,00
10.00
i1.00
12,00
13.00
14.00
i5.00
i6.00
17.00
18.00
19.00
20.00

21.00
22.00

23.00
24.00
25.00

26.00
27.00

28.00
29.00
30.00
31.00
32.00
33.00
34.00
35.00
36.00
37.00

38.00
39.00
40.00
41.00

MCRIF32 - 2.15.129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Lieu of Form ¢MS$-2552-10

COMPUTATION OF INPATIENT OPERATING COST

Provider CCN: 150046 {Period:
From 09/01/2010

worksheet D-1

To 08/31/20il| pate/Time Prepared:
2/13/2012 12:30 pm
‘ﬁﬂe XIX Hospital Cost
L1 Cost Center Description N “Total: Average per: P_rogram Days | Program:Cost
e -Inpat'lent cost Diem ‘(col.’ 1 E (co'l 3x co].
; Yol 2) RS ) 4)
42.00 [NURSERY {title V & XIX only) 1 033 172 1,619 644.83 0 0] 42.00
Intensive Care Type Inpatient Hospital Units >0 B L T e e e T R e R
43,00 [INTENSIVE CARE UNEIT 4 350 178 3,239 1,343.06 h 0] 43.00
44,00 [CORONARY CARE UNIT 44.00
45,00 [BURN INTENSIVE CARE UNIT 45.00
46,00 [SURGICAL INTENSIVE CARE UNIT 46,00
47.00 [OTHER SPECIAL CARE (SPECIFY) 47.00
. Cost Center Bescri ptlon B SRR T
48.00 Program 1npat1ent ancillary service cost (wkst D-3, co'[ 3, line 200} 5,198,305 48.00
49.00 [Total Program inpatient costs (sum of 'hnes 41 through 48) (see mstructwns) 7,094,265{ 49.00
PASS THROUGH COST ADJUSTMENTS L o : o
50.00 [Pass through costs applicable to program inpatient routine services (from wkst D, sum of Parts I and 0| 50.00
IT1)
51.00 {prass through costs applicable to Program inpatient ancillary services (from wWkst. D, sum of Parts II 0| 51.00
and IV)
52.00 [Total pProgram excludable cost (sum of lines 50 and 51) o[ 52.00
53.00 |Total program inpatient operating cost excluding capital related, non-physician anesthetist, and o[ 53.00
medical education costs (line 49 minus 'i1ne 52) i
TARGET AMOUNT ‘AND "EIMIT COMPUTATION ) :
54.00 {Program discharges 0| 54.00
55.00 {Target amount per discharge 0.00! 55.00
56.00 [Target amount {line 54 x line 55) 0} 56.00
57.00 Ipifference between adjusted inpatient operating cost and target amount {line 56 minus 1ine 53) 01 57.00
58.00 |Bonus payment (see instructions) 0i 58.00
59.00 iLasser of Tines 53/54 or 55 from the cost reparting period ending 199G, updated and compounded by the 0.00] 59.00
market basket
60.00 [Lesser of Tines 53/54 or 55 from prior year cost report, updated by the market basket 0.00} 60.00
61,00 [Xf Tine 53/54 15 less than the lower of lines 55, 59 or 60 enter the lesser of 50% of the amount by G| 61.00
which operating costs (line 53) are Tless than expected costs (lines 54 x 60), or 1% of the target
amount (Tine 56), otherwise enter zero (see instructions)
62.00 [Relief payment (see instructions) Of 62.00
63.00 [allowable Inpatient cost plus incentive payment (see 1nstruct1ons} Gf 63.00
PROGRAM INPATIENT ROUTINE SWING BED COST AR : ) -
64.00 |Medicare swing-bed SNF inpatient routine costs through December 31 of the cost reporting period (See G} 64.00
instructions) {title XvIII only)
65.00 |Medicare swing-bed SNF inpatient routine costs after pacember 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 Tline G65)(title XVIIT only). For 0| 66.00
CAH (see instructions)
67.00 |Title V or XIX swing-bed NF inpatient routine costs through December 31 of the cost reporting period 0| 67.00
(line 12 x Tine 139)
68.00 |Title V or XIX swing-bed NF inpatient routine costs after December 31 of the cost reporting period 0] 68.00
(1ine 13 x Tine 20)
69.00 {Total title Vv or XIX swing-bed NF inpatient routine costs (line 67 + Tine 68) 0| 69.00
PART IIT - SKILLED NURSING FACILITY, OTHER NURSING FACILITY, AND ICF/MR ONLY
70.00 |skilled nursing facility/other nursing facility/ICF/MR routine service cost (line 37) 70.00
71.00 |Adjusted general inpatient routine service cost per diem (line 70 + Tine 2) 71.00
72.00 |Program routine service cost (line 9 x Tine 71} 72.00
73.00 |Medically necessary private room cost applicable to Program (line 14 x line 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 B, pPart IXI, column 75.00
26, line 45)
76.00 (per diem capital-related costs (line 75 + line 2} 76.00
77.00 iProgram capital-related costs {line 9 x line 76} 77.00
78.00 {Inpatient routine service cost (line 74 minus line 77) 78.00
79.00 [Aggregate charges to beneficiaries for excess costs (from provider records) 79.00
80.00 {Total Program routine service costs for comparison to the cost Timitation (line 78 minus Tine 79) 80.00
81.00 [Inpatient routine service cost per diem limitation 81.00
82.00 [Inpatient routine service cost limitation (line 9 x 1ine 81) 82.00
83,00 [Reasonable inpatient routine service costs (see instructions) 83.00
84.00 [program tnpatient ancillary services (see instructions) 84,00
85.00 |utilization review - physician compensation (see instructions) 85.00
86.00 |Total Program inpatient operating costs (sum of lines 83 through 85) 86.00
PART IV - COMPUTATION OF OBSERVATION BED PASS THROUGH COST e
87.00 |Total observation bed days (see instructions) 2,586| 87.00
88.00 |adjusted general inpatient routine cost per diem (line 27 + Tine 2) 772.60] 88.00
89.00 |observation bed cost (1ine 87 x 1ine 88) (see instructions) 1,997,944 89.00

MCRIF32 - 2.15.129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Lieu of Form CM5-2552-10

COMPUTATION OF INPATIENT OPERATING COST provider CCn: 150046 | Period: worksheet D-1
From 09/01/2010
To  08/31/2011 | Date/Time Prepared:
2/13/2012 12:30 pm
Title XIX Hospital Cost

‘Cost Center- Description’ - Cost | Routine Cost-] “'column 1% {0 motali> " ] -Observation

e costiovRad scosti(From Through Cost:

' “feiTin o [Ce01 3 X coly

clEid) (see

S S L S ] BE fon3i00 420000 R0 R

COMPUTATION CF OBSERVATION BED PASS THROUGH COST R ST L R : S
90.00 |capital-related cost 0 0 0.000000, 0 0] 90.00
91.00 |Nursing school cost 0 0 0.000000) 0 0] 91.00
92.00 |ATlied health cost 0 0 0.000000] 0 0! 92.00
93.00 |A11 other Medical Education 0 0 0.0980000)] 0 0} 93.00

MCRIF32 - 2.15.129.0



Health Financial systems TERRE HAUTE REGIONAL HOSPETAL in Lieu of Form CMS-2552-10
COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 150046 | Period: worksheet D-1

From 09/01/2010 R
component CCM:155046 [To  08/31/2011{Date/Time Prepared:
2/13/2012 12:30 pm

Title XiX subprovider - Cost
IPF

COSt Center DESC!"TPt]OI‘I

PART X '~ ALL PROVIDER COMPONENTS

INPATIENT DAYS ~ R ; : o Sy

1.00 {Inpatient days (including pr"lvate room days and swing- bed days, exc}udmg newborn) 4,174 1.00

2.00 JrInpatient days (including private room days, excluding swing-bed and newborn days) 4,174} 2.00

3.00 iPrivate room days (excliuding swing-bed and observation bed days) ¢ 3.00

4.00 isemi-private room days (excluding swing-bed and observation bed days) 4,174| 4,00

5.00 |[Total swing-bed SNF type inpatient days (including private room days) through pecember 31 of the cost 0| 5.00
reporting period

6.00 (Total swing-bed SNF type inpatient days (including private room days) after December 31 of the cost 0| 6.00
reporting period (if calendar year, enter 0 on this 1ine)

7.00 [Fotal swing-bed NF type inpatient days (including private room days) through December 31 of the cost ol 7.00
reporting period

8.00 |{Total swing-bed NF type inpatient days (including private room days) after December 31 of the cost 0| 8.00
reporting period (if calendar year, enter 0 on this 1ine)

9.00 |Total inpatient days including private room days appiicable to the Program (excluding swing-bed and ¢ 9.00
newborn days)

10.00 |swing-bed SNF type inpatient days applicabie to title XVIII only (including private room days) 01 10.00
through December 31 of the cost reporting period (see instructions)

11.00 |swing-bed SNF type inpatient days applicable to title XviiI only (including private room days) after 0] 11.00
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) ¢ 12.00
through December 31 of the cost reporting period

13.00 |swing-bed NF type inpatient days applicable to titles v or XIX only (including private room days) 0§ 13.00
after December 31 of the cost reporting period (if calendar year, enter 0 on this Tine)

14.00 |Medically necessary private room days applicable to the Program {excluding swing-bed days) 0§ 14.00

15.00 [Total nursery days (title v or XIX only) 1,610{ 15,00

16,00 |Nursery days (title v or XIX only) 0] 16.00
SWING BED ADJUSTMENT - — - — - Ak R EY ST e

17.00 {Medicare rate for swing-bed SNF services app'hcal:ﬂe to services through December 31 of the cost 0.001 17.00
reporting period

18.00 |Medicare rate for swing-bed SNF services applicable to services after December 31 of the cost 0.00! 18.00
reporting period

19.00 Medicaid rate for swing-bed NF services applicable to services through pecember 31 of the cost 0.00| 19.00
reporting period

20.00 jmedicaid rate for swing-bed NF services applicable to services after December 31 of the cost 0.00f 20.00
reporting period

21.00 [Total general inpatient routine service cost (see instructions) 2,921,555} 21.00

22.00 [swing-bed cost applicable to SNF type services through December 31 of the cost reporting period (line 0 22.00
5 x line 17)

23.00 [swing-bed cost applicable to SNF type services after December 31 of the cost reporting period (line & 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 0] 24.00
7 x Tline 19)

25.00 |swing-bed cost applicable to NF type services after becember 31 of the cost reporting period (line 8 G| 25.00
X ¥ine 20)

26.00 [Total swing-bed cost (see instructions) G[ 26.00
27.00 |General inpatient routine service cost net of smng bed cost (hne 21 mmus 'Ime 26) 2,921,555} 27.00
PRIVATE ROOM DYFFERENTIAL ADJUSTMENT R LT
28.00 [General inpatient routine service charges (exc‘ludmg swing- bed charges) 7,256,990} 28.00
29.00 |Private room charges (excluding swing-bed charges) G} 29.00
30.00 |Semi-private room charges (excluding swing-bed charges) 7,256,990} 30.00
31.00 {General inpatient routine service cost/charge ratio (}ine 27 + line 28) 0.402585f 31.00
32.00 |Average private room per diem charge (line 29 + line 3) 0.00} 32.00
33.00 javerage semi-private room per diem charge (line 30 =+ line 4) 1,738.62] 33.00
34.00 |Average per diem private room charge differential (1ine 32 minus line 33)(see qinstructions) 0.00] 34.00
35.00 {Average per diem private room cost differential (line 34 x line 31) 0.00] 35.00
36.00 (Private room cost differential adjustment (line 3 x Tine 35) G| 36.00
37.00 iGeneral inpatient routine service cost net of swing-bed cost and private room cost differential (line 2,921,555( 37.00

27 minus line 36)

PART II - HOSPITAL AND SUBPROVIDERS ONLY - : )

PROGRAM INPATIENT OPERATING COST BEFORE PASS THROUGH 'COST "ADJUSTMENTS : : :
38.00 jAdjusted general inpatient routine service cost per diem {see mstructwns) 699,94 38.00
39.00 [pProgram general inpatient routine service cost (line 9 x Tine 38) G[ 39.00
40.00 [Medically necessary private room cost applicable to the Program (line 14 x line 35) 0| 40.00
41.00 frotal Program general inpatient routine service cost (line 39 + Tine 40) 0| 41.00

MCRIF3Z - 2.15.129.0



Health Financial Systems

TERRE HAUTE REGTONAL HOSPITAL in Lie

u of Form ¢M5-2552-10

COMPUTATION OF INPATIENT OPERATING COST

period:
From 09/01/2010

provider CCN: 150046

worksheet D-1

IPE

Component CCN:155046 (To  08/31/2011 | pate/Time Prepared:
2/13/2012 12:30 pm
Title XIX subprovider - Cost

Total - ‘Average Per'
Inpataent Days piem (col.’

;. Cost Center Description Progr‘am'Day_s

Program Cost:
Cco]. ER'E co'l

: co'l 2) BN PR A L) ;
S e : " 2.00 ¢ ‘3.00 4,004 5,00 0
42,00 [NURSERY (title V & XIX only) 0 0.00] [1) 0} 42.00
Intensive Care Type Inpatient Hospital Units -~% "™ L DT o
43,00 |INTENSIVE CARE UNIT 0] 0 0.00 0 o[ 43.00
44,00 |CORONARY CARE UNIT 44,00
45.00 |BURN INTENSIVE CARE UNIT 45.00
46.00 |SURGICAL INTENSIVE CARE UNIT 46.00
47.00 OTHER SPECIAL CARE (SPECIFY) 47 [¢li]
D ni€ost  Center Descmptmn : g [ R RERR RS I
48.00 Program 1npat1ent ancilliary service cost (wkst. D-3, co'l 3, Tine 200) 0} 48.00
49.00 |Total Program inpatient costs (sum of Tines 41 through 48)(see mstr‘uctwns) 9: 49,00
PASS THROUGH COST ADJUSTMENTS : ) R
50.00 [pPass through costs applicable to Program inpatient routine services (from wkst. D, sum of parts I and 01 50.00
I1I)
51.00 |pass through costs applicable to Program inpatient ancillary services (from wkst. D, sum of Parts II 0} 51.00
and 1IV)
52.00 |Total Program excludable cost (sum of lines 50 and 51) 0 52.00
53.00 |Total program inpatient operating cost excluding capital related, non-physician anesthetist, and 0} 53.00
medical education_costs (3ine 49 mipus line 52)
TARGET AMOUNT AND LIMIT COMPUTATION v o
54,00 {Program discharges 0! 54.00
55.00 |Target amount per discharge 0.00§ 55.00
56.00 |Target amount (line 54 x Tine 55) 0] 56.00
57.00 |pifference between adjusted inpatient operating cost and target amount (line 56 minus line 53) 01 57.00
58.00 |Bonus payment (see instructions) 0] 58.00
59.00 |tesser of lines 53/54 or 55 from the cost reporting period ending 1996, updated and compounded by the 0.00{ 59.00
market basket
60.00 |Lesser of 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 55, 59 or 60 enter the lesser 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 56), otherwise enter zero (see instructions)
62.00 |rRelief payment (see instructions) 0] 62.00
63.00 jAaliowable Inpatient cost plus incentive payment (see 1nstruct10n5) 0] 63.00
PROGRAM INPATIENT ROUTIMNE SWING BED COST : o ) L
64,00 |madicare swing-bed SNF inpatient routine costs through December‘ 31 of the cost report1ng pemod (See 0] 64.00
instructions) (title XvIII only)

65.00 [Medicare swing-bed SNF inpatient routine costs after December 31 of the cost reporting period (See G| 85.00
instructions) (title XvIII only)

66.00 |Total Medicare swing-bed SNE inpatient routine costs (line 64 plus 1ine 65) (title XvIIX only). For 0| 66.00
CAH (see instructions)

67.00 |Title v or XIX swing-bed NF inpatient routine costs through December 31 of the cost reporting pericd ¢l 67.00
{Tine 12 x T1ine 19)

68,00 |Title V or XIX swing-bed NF inpatient routine costs after December 31 of the cost reporting period 0| 63.00
{1ine 13 x 1ine 20)

69.00 |Total title V or XIX swing-bed NF inpatient routine costs (line 67 + line 68 (] 89.00
PART III - SKILLED NURSING FACILITY, OTHER NURSING FACILITY, AND ICF/MR ONLY

70.00 iskilled nursing facility/other nursing facility/ICF/MR routine service cost (line 37) 7¢.00

71.00 jAdjusted general inpatient routine service cost per diem (Tine 70 + Tline 2) 71.00

72.00 iProgram routine service cost (line 9 x line 71) 72.00

73.00 iMedically necessary private room cost applicable to Program (line 14 x line 35) 73.00

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

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

76.00 [rer diem capital-related costs (line 75 = line 2) 76.00

77.00 [Program capital-related costs (line 9 x line 76) 77.00

78.00 [Inpatient routine service cost (tine 74 minus line 77) 78.00

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

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

81.00 |Inpatient routine service cost per diem limitation 81.00

82.00 |{Inpatient routine service cost Timitation (1ine 9 x Vine 81) 82.00

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

84.00 |Program inpatient ancillary services (see instructions) 84.00

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

86.00 [Total program inpatient operating costs (sum of Tines 83 through §5) 86.00
PART IV - COMPUTATION OF OBSERVATION BED PASS THROUGH COST o

87.00 [Total observation bed days (see instructions) G| 87.00

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

89.00 |observation bed cost (line 87 x line 88) (see instructions) G| 89.00

MCRIF32 - 2.15.129.0



Health Financial Systems

TERRE HAUTE REGTONAL HOSPITAL

In Lieu of Form CM5-2552-10

COMPUTATION OF INPATIENT OPERATING COST

provider CcN: 150046
Component CCN: 155046

period:
From 09/01/2010
To 08/31/2011

worksheet D-1

Date/Time Prepared:
2/33/2012 12:30 pm

Title XIX

Ssubprovider -
IPF

Cost

T cost Centel"DESCl"lpt'l{m

umn 1%
column_2

Total .
Cbservation:

“ised  Cost(From

Hne 89)

Through Cost
(colii3.X col:

e L _ dy(seen il

R B REEs L irlinstructions)

: . SO A N L0 B 3000 4,00 T 500

COMPUTATION OF OBSERVATION BED: PASS THROUGH COST ~~ i B B R e R AR
90.00 jcapital-related cost ¢ 0 0.000000 0 G} 90,00
91.00 [Nursing School cost 0] 0 0.000¢00 0 0| 91.00
92.00 [AlTied health cost 0 0 0.000000 0 01 92.00
93.00 (A1} other Medical Education 0 0 0.900000 0 0{ 93.00

MCRIF32 - 2.15.129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL Iin iie

i of Form CM5-2552-10

COMPUTATION OF INPATIENT OPERATING COST

Provider CCN: 150046
Component CCN: 157046

Per
From 09/01/2010
To 08/31/2011

worksheet D-1

Date/Time Prepared:
2/13/2012 12:30 pm

Title XIX subprovider -

cost

IRF

: c05t Center Descmptmn

PART I - ALL PROVIDER COMPONENTS" S :
INPATIENT DAYS - — e . RS

1.00 [1Inpatient days ('mc'lud‘tng private room days and smng-abed days, excluding ne’wborn) 3,579 1.00

2.00 |Inpatient days (including private room days, excluding swing-bed and newborn days) 3,579F 2.00

3.00 |Private room days (excluding swing-bed and observation bed days) - 0p 3.00

4.00 |Semi-private room days (excluding swing-bed and observation bed days) 3,579f 4.00

5.00 |Total swing-bed SNF type inpatient days (including private room days) through December 31 of the cost 0 5.00
reporting period

6.00 |[Total swing-bed SNF type inpatient days (inciuding private room days) after December 31 of the cost 0f 6.00
reporting period (if calendar year, enter 0 on this Tine}

7.00 |[Total swing-bed NF type inpatient days (inciuding private room days) through December 31 of the cost 0| 7.00
reporting period

8.00 |[Total swing-bed NF type inpatient days (including private room days) after pecember 31 of the cost 8.00
reporting period (if calendar year, enter 0 on this Tine)

9.00 {Total inpatient days including private room days appiicable to the Program (excluding swing-bed and 1391 9.00
newborn days)

10.00 |swing-bed SNF type tinpatient days appTicable to title XVIIT only (including private room days) 0] 10.00
through December 31 of the cost reporting period (see instructions)

11.00 |swing-bed SNF type inpatient days applicable to title XVIII only (including private room days) after 0} 11.00
December 31 of the cost reporting period (if calendar year, enter 0 on this line)

12.00 (swing-bed NF type inpatient days applicable to titles v or XIX only (including private room days) 0} 12.00
through pecember 31 of the cost reporting period

13.00 |swing-bed NF type inpatient days appiicable to titles v or XIX only (including private room days) Gl 13.00
after December 31 of the cost reporting period (if calendar year, enter 0 on this Tined

14.00 |{Medically necessary private room days appiicable to the Program (excluding swing-bed days) 0| 14,00

15.00 {Total nursery days (title V or XIX only) 1,610( 15.00

16,00 [Nursery days (title V or XIx on!y) 0} 16.00
SWING BED ADJUSTMENT ' S : S : v : R

17.00 |Medicare rate for swing- bed SNF services app'l'lcab'le to services through pecember 31 of the cost 0.00( 17.00
reporting period

18.00 {Medicare rate for swing-bed SNF services applicable to services after pecember 31 of the cost 0.00{ 18.00
reporting period

19.00 iMedicaid rate for swing-bed NF services applicable to services through December 31 of the cost 0.00] 19.00
reporting period

20.00 [Medicaid rate for swing-bed NF services applicable to services after December 31 of the cost 0.00] 20.00
reporting period

21.00 [Total general inpatient routine service cost (see instructions) 3,157,042] 21.00

22.00 [swing-bed cost applicable to SNF type services through December 31 of the cost reporting period (line 0} 22.00
5 X Tine 17)

23.00 [swing-bed cost applicable to SNF type services after December 31 of the cost reporting period (line 6 0} 23.00
X line 18)

24,00 |Swing-bed cost applicable to NF type services through December 31 of the cost reporting period (line 0O} 24.00
7 x line 19)

25.00 |Sswing-bed cost applicable to NF type services after December 31 of the cost reporting period (line 8 G 25.00
x Hine 20)

26.00 jTotal swing-bed cost (see instructions) 0] 26.00

27.00 |General inpatient routine service cost net of swmg -bed cost (11ne 21 rmnus 'hne 26) 3 15? 042 27.00
PRIVATE ROOM DIFFERENTIAL ADJUSTMENT :

28.00 [General inpatient routine service charges (exc'lud'mg swing- bed charges) 3,249,?32 28.00

29.00 |private room charges (excluding swing-bed charges) 0 29.00

30.00 [Semi-private room charges (excluding swing-bed charges) 3,249,732] 30.00

31.00 {General inpatient routine service cost/charge ratio (1ine 27 = line 28) 0.971478] 31.00

32,00 !Average private room per diem charge (line 29 + line 3) 0.00] 32.00

33.00 !Average semi-private room per diem charge (line 30 = Tline 4) 908.00¢ 33,00

34.00 lAverage per diem private room charge differential (¥ine 32 minus Tine 33)(see instructions} 0.00{ 34.00

35.00 [Average per diem private room cost differentiat (line 34 x Tine 31) 0.00] 35.00

36.00 [Private room cost differential adjustment (line 3 x line 35) 0| 36.00

37.00 |General inpatient routine service cost net of swing-bed cost and private room cost differential (line 3,157,042| 37.00
27 m’nus Yine 36)
PART II ~ HOSPITAL AND SUBPROVIDERS ONLY e L
PROGRAM INPATIENT OPERATING COST ‘BEFGRE PASS THROUGH COST ADJUSTMENTS - miiionil’

38.00 |Adjusted general inpatient routine service cost per diem (see instructions) 882,10} 38.00

39.00 [Program general inpatient routine service cost (1ine 9 x Tine 38) 122,612f 39,00

40.00 |Medically necessary private room cost applicable to the Program (line 14 x Tine 35) (f 40,00

41.00 |Total Program general inpatient routine service cost (line 39 + Tine 40} 122,612 41,00

MCRIF32 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form CM$-2552-10
COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 150046 | Period: worksheet D-1

From 09/01/2010 .
Component CCN:15T046 {To  08/31/2011| bate/Time Prepared:
2/13/2012 12:30 pm

Title XIX subprovider - Cost
_ IRF
Cost Center pescription .o U oiliioTetalviofii Toral. ] ‘AveragePer.. | Program Days: | Program Cost
B A SRt e Inpa’nent costIr_a_pa_tien_t_DaysDwm {col. 1. T BRI (co't 3:x:col.
Tt e : : o '.co1 2) B B AT 4) o
42.00 [NURSERY {title v & XTX only) _ 0 0 0.00 0 Of 42.00
Intensive Care Type Inpatient Hospital Units - : R e R e R i
43.00 [ENTENSIVE CARE UNIT 0 0 0.0 ¥} 0O} 43.00
44,00 [CORONARY CARE UNIT 44,00
45,00 [BURN INTENSIVE CARE UNIT 45.00
46.00 [SURGICAL INTENSIVE CARE UNIT 46.00
47.00 OTHER SPECTAL CARE (SPECIFY) | 47.00
.iCost Center aescrlptmn L R e | B A
48.00 Program 1npat1ent ancﬂiary service cost (wkst D- 3, coi 3, Tine 200} Gl 48.00
49,00 {Total Program inpatient costs (sum of 'I1nes 41 through 48)(see 1nstruct1ons) 122,612| 49.00
PASS THROUGH COST 'ADJUSTMENTS ' ' : R SRR
50.00 {pPass through costs applicable to Program 1npat1ent routine services (from wkst D, sum of parts I and 0| 50.00
III1)
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) 0} 52.00
53.00 [Total Program inpatient operating cost excltuding capital related, non-physician anesthetist, and 0| 53.00
medical education costs (line 49 minus hne 52)
I TARGET AMOUNT AND LIMIT COMPUTATION - - : : -
54.00 {Program discharges G 54.00
55.00 {Target amount per discharge 0.00} 55.00
56.00 [Target amount {1ine 54 x Tine 55) 0f 56.00
57.00 |pifference between adjusted fnpatient operating cost and target amount (Tine 56 minus 1ine 53) 0} 57.00
$8.00 [Bonus payment (see instructions) 0| 58.00
59.00 |Lesser of lines 53/54 or 55 from the cost reporting period ending 1996, updated and compounded by the 0.00| 59.00
market basket
60.00 {Lesser of Tines 53/54 or 55 from prior year cost report, updated by the market basket 0.00} 60.00
61.00 |1f Tine 53/54 is less than the tower of lines 55, 59 or 60 enter the lesser of 50% of the amount by 0] 61.00
which operating costs (line 53) are less than expected costs (lines 54 x 60), or 1¥ of the target
amount {1ine 536), otherwise enter zero (see instructions)
62.00 {Relief payment (see instructions) 0f 62.00
63.00 fAllowable Inpatient cost plus incentive payment (see 1nstr‘uct1ons) 0] 63.00
PROGRAM TNPATIENT ROUTINE SWING BED COST N F
64.00 |Medicare swing-bed SNF inpatient routine costs through December 31 of the cost reportmg per1od (sae 0{ 64.00
instructions) (title XVITII only)}

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

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

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

68.00 {Title V or XIX swing-bed NF inpatient routine costs after pecember 31 of the cost reporting period 0| 68.00
(tine 13 x 1ine 20)

69.00 |Total title vV or XIX swing-bed NF inpatient routine costs (line 67 + line 68) 0| 69.00
PART III - SKILLED NURSING FACILITY, OTHER NURSING FACILITY, AND ICF/MR ONLY:: . :ii-ioi SR

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

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

72.00 {program routine service cost (1ine 9 x line 71) 72.00

73.00 |[Medically necessary private room cost applicable to Program (line 14 x line 35} 73.00

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

75.00 |capitat-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 (iine 75 + line 2) 76.00

77.00 |program capital-related costs (line 9 x 1ine 76) 77.00

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

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

80.00 |Total Program routine service costs for comparison to the cost Timitation (1ine 78 minus Tline 79) 80.00

81.00 |Inpatient routine service cost per diem limitation 81.00

82.00 |Inpatient routine service cost limitation (Iine 9 x 1tine 81) 8§2.00

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

84.00 |Program inpatient ancillary services (see instructions) 84.00

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

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

87.00 [Total observation bed days {see instructions) 0{ 87.00

88.00 jAdjusted general inpatient routine cost per diem (Fine 27 = line 2} 0.60{ 88.00

89.00 fobservation bed cost (line 87 x line 88) (see instructions) 0] 89.00

MCRIF32 - 2,15.129.0



Health Financial Systems

TERRE HAUTE REGICNAL HOSPITAL

In Lieu of Form CMs-2552-10

COMPUTATION OF INPATIENT OPERATING COST provider CCN: 150046 | Period: worksheet D-1
From 09/01/2010
Component CCM:15T046|To  08/31/2011 | pate/Time Prepared:
271372012 12:30 pm
Title XIX subprovider - cost
IRE
- Cost Center -Description “7] Routine Cost | column .1 siTotal: - ]:observation ¢
T T e (from line 27)] - colum bservation /|'"‘Bed Pass .
(e . “sed ‘Cost. (from| Through cost-| . -
1ine 89). - (co) . 3% ol ]

17000

COMPUTATION OF OBSERVATION ‘BED PASS THROUGH COST ~* - i il R R L i
90,00 |Capital-related cost Q 0 0.000000 0 0| 90,00
91.00 |Nursing schoo? cost 0 0 0.000000 0 0] 91.00
92.00 |AtTied health cost 0 0 0.000000 0 0] 92.00
93.00 |ATT other Medical Education [¥) 0 0.000000, 0 0] 93.00

MCRIF32 - 2,15.129.0



Health Financial Systems TERRE HAUTE REGIONAEL HOSPITAL In Lieu of Form (M5-2552-10
INPATIENT ANCILLARY SERVICE COST APPORTIONMENT Provider CCN: 150046 | Period: worksheet D-3
From (9/01/2010

To 08/31/2011| pate/Time Prepared:
2/13/2012 12:30 pm

Title XVIIT Hospital ] PPS

Cost Center Description. - .- Julratio of iCost| rInpatient’ | " Inpatient

- o S ».} “To-Charges | S jerogram Costs.

f ieoileod, 2 1ax col,

INPATIENT ROUTINE SERVICE COST CENTERS : R . AT ey G
30.00 |ADULTS & PEDIATRICS 8,385,706 30.00
31.00 |INTENSIVE CARE UNIT 4,065,592 31,00
40,00 |SUBPROVIDER - IPF 0 40.00
41,00 |SUBPROVIDER - IRF 0 41.00
43,00 [NURSERY _ _ _ _ 43,00

IANCILLARY 'SERVICE COST CENTERS o : R e e s G
50.00 [OPERATING ROOM 0.151136 10,539,240 1,592,859] 50.00
51.00 {RECOVERY ROOM 0.131827 1,113,304 146,764| 51.00
52.00 {DELIVERY ROOM & LABOR RGOM 0.470957 10,606 4,995} 52.00
53.00 |ANESTHESIOLOGY 0.000000 4] 0| 53.00
54.00 [RADIQLOGY-DIAGNOSTIC 0.255815 1,645,086 420,838| 54.00
54.01 [ULTRASOUND 0.163318 334,737 54,669| 54.01
54.02 {MAMMOGRAPHY 0.342150 2,879 985 54.02
55.00 i RADIOLOGY-THERAPEUTIC 0.236000] 218,054 51,461} 55.00
56.00 [RADIOISOTOPE 0.134443 469,178 63,078 56.00
57.00 [CT sCAN 0.050941 3,615,484 184,176] 57.00
58.00 [MAGNETIC RESONANCE IMAGING (MRI) 0.098792 626,151 62,485] 58.00
59.00 [CARDIAC CATHETERIZATION 0.074620 5,125,514 382,466{ 59.00
60.00 [LABORATORY 0.097228 11,714,712 1,138,998] 60.00
60.01 |BLOOD tABORATORY 0.000000 0 0] 60.01
61.00¢ |PBP CLINICAL LAB SERVICES-PRGM ONLY ¢.000000, 0 0} 61.00
62.00 |WHOLE BLOOD & PACKED RED BLGOD CELLS 0.217821 3,193,092 695,522] 62.00
63.00 |BLOOD STORING, PROCESSING & TRANS. 0.900000 [ 0| 63.00
64.00 |INTRAVENOUS THERAPY 0.900000 ¢ 0l 64.00
65.00 |RESPIRATORY THERAPY 0.169829 7,242,815 1,230,040} 65.00
66.00 |PHYSICAL THERAPY 0.263547 1,445,589 380,981} 66.00
67.00 |OCCUPATIONAL THERAPY 0.000000 1) G| 67.00
68.00 [SPEECH PATHOLOGY 0.006000 1] G| 68.00
69.00 |ELECTROCARDIOLOGY 0.142967 3,196,134 456,942| 69.00
7¢.00 |ELECTROENCEPHALOGRAPHY 0.295264 184,368 54,4371 70.00
71.00 ;MEDICAL SUPPLIES CHARGED TO PATIENTS 0.212075 16,270, 800, 2,178,180{ 71.00
72.00 [IMPL. DEV. CHARGED TO PATXIENTS 0.463558 3,895,904 1,805,977{ 72.00
73.00 [DRUGS CHARGED TO PATIENTS 0.125424 35,227,115 4,418,326] 73.00
74.00 [RENAL DIALYSIS 0.184875 2,576,583 476,346] 74.00
75.00 [ASC (NON-DISTINCT PART) 0.000000 ; 0 75.00
76.00 |LITHOTRIPSY 0.21507¢ 0 Q] 76.00
76.01 |ENDOSCOPY 0.083657 1,215,568 101,691] 76.01
76.02 0.000000 0, 0] 76.02
76.03 |WOUND CARE 0.410619 36,739 15,086] 76.03
76.04 {OPIC 0.265595 32,659 8,674] 76.04

OUTPATIENT SERVICE COST CENTERS R e s - o T
88.00 [RURAL HEALTH CLINIC 0.000000] 0] 88.00
89.00 |FEDERALLY QUALIFIED HEALTH CENTER 0. 000000 0] 89.00
9¢.00 |CLINIC 0.000000 0 01 90.00
91.00 |EMERGENCY 0.175208 2,651,282 464,526] 91,00
92.00 |OBSERVATION BEDS (NOM-DISTINCT PART) 0.695820 333,354 231,954 92,00

OTHER REIMBURSABLE COST CENTERS S - Lo e i R
94.00 |HOME PROGRAM DIALYSIS 0.0000600] 0 G| 94.00
95.00 |AMBULANCE SERVICES 95.00
96.00 |DURABLE MEDICAL EQUIP-RENTED 0. 000000 0 0] 96.00
97.00 |DURABLE MEDICAL EQUIP-SOLD 0.000000 0 G| 97.00
98.00 |OTHER REIMBURSABLE COST CENTERS 0.000000, Q 0| 98.00
200.00|Total (sum of lines 50-94 and 96-98) 106,916,947 16,622,456[200.00
201.60iLess PBP Clinic Laboratory Services-pProgram only charges (Jine 61) 9 201.00
202.00/¥et charges (line 200 minus Tine 201) 106,916,947 202.00

MCRIF32 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPYITAL in itieu of Form €Ms-2552-10
INPATIENT ANCILLARY SERVICE COST APPORTIONMENT provider CCN: 150046 |Period: worksheat D-3
From 09/01/2010

Component CCN: 155046 |[To  08/31/2011 | Date/Time Prepared:
2/13/2012 12:30 pm

Title XVIIT subprovider - PP5
1PF ]
~ -'Cost ‘Center ‘Description ::: ratio of.Cost| Inpatient | - Inpatient. '
o B R L ) To Charges .”] . 'Program . .|Program Costs
LR Charges -;:[(col. " 1:x col.
INPATIENT ‘ROUTINE SERVICE COST CENTERS =~~~ = : T e S SR
30,00 {ADULTS & PEDIATRICS 0 30.00
31.00 |INTENSIVE CARE UNIT 0 31.00
40.00 |SUBPROVIDER - IPF 3,338,969 40,00
41.00 SUBPROVIDER - IRF [ 41.00
43,00 |NURSERY 43.00
[ANCILEARY 'SERVICE COST CENTERS -~ L SR T i R R
50.00 [OPERATING ROOM 0.151136 0 0] 50.00
51.00 |RECOVERY ROOM 0.131827 0 0] 51.00
52,00 {DELIVERY ROOM & LABOR ROOM 0.470957, 0 0{ 52.00
53.00 |ANESTHESIOLOGY (.000000, 0 0f 53.00
54,00 |RADIOLOGY-DIAGNOSTIC 0.255815 22,373 5,7231 54.00
54,01 |ULTRASOUND 0.163318 4,061 663} 54.01
5402 [MAMMOGRAPHY 0.342150 i 0 54.02
55.00 [RADIOLOGY-THERAPEUTIC 0.236000 0 0} 55.00
56.00 |RADIOISOTOPE 0.134443 2,593 349§ 56.00
§7.00 [CT sCaN 0.050941 27,811 1,417} 57.00
58.00 {MAGNETIC RESONANCE IMAGING (MRI) 0.099792 2,778 2771 58.00
59.00 {CARDIAC CATHETERIZATION 0.074620 0 0f 59.00
60.00  LABORATORY 0.097228 544,170 52,9091 60.00
60.01 |BLOOD LABORATORY 0.000000 0 0| 60.01
61.00 |PBP CLINICAL LAB SERVICES-PRGM ONLY 0.000000) 0 0| 61.00
62.00 [WHOLE BLOOD & PACKED RED BLOOD CELLS 0.217821 0 0] 62.00
63.00 [BLOOD STORING, PROCESSING & TRANS. 0.000000 0 0] 63.00
64.00 |INTRAVENOUS THERAPY 0.000000 0 0] 64.00
65,00 |RESPIRATORY THERAPY 0.16982% 18,123 3,078{ 65.00
66,00 |PHYSICAL THERAPY 0.263547 10,984 2,895) 66.00
67 .00 |OCCUPATIONAL THERAPY Q. 000000 0 0] 67.00
68.00 |SPEECH PATHOLOGY 0.000000 4] 0] 68.00
69.00 | ELECTROCARDIOLOGY 0.142967 14,461 2,067{ 69.00
70.00 |ELECTROENCEPHALOGRAPHY 0.295264 5,562 1,642 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0.212075 10,570 2,242( 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENTS 0.463558 0 0} 72.00
73.00 |DRUGS CHARGED TO PATIENTS 0.125424 664,399 83,332f 73.00
74.00 [RENAL DIALYSIS 0.184875 ¢ 0| 74.00
75.00 [ASC (NON-DISTINCT PART) 0.000000, ¢ 6| 75.00
76.00 [LITHOTRIPSY 0.215070, 0 0| 76.00
76.01 |ENDOSCOPY 0.083657 4,039 338| 76.01
76.02 0.000000 4 0{ 76.02
76,03 {WOUND CARE 0.410619 0 0] 76.03
76.04 |OPIC _ _ _ 0.265595 o 0] 76.04
QUTPATIENT SERVICE COST CENTERS - o R R A L
88.00 |RURAL HEALTH CLINIC 0.900000, 0} 88.00
89.00 | FEOERALLY QUALIFIED HEALTH CENTER (.000000 01 89.00
50.00 |CLINIC 0.000000 0 Q] 90,00
91..00 |EMERGENCY 0.175208 298,910 52,3711 91,00
92.00 |OBSERVATION BEDS {NON-DISTINCT PART) (.695820 0] 0} 92.00
OTHER REIMBURSABLE COST CENTERS ] e P R i RN
94.00 |HOME PROGRAM DIALYSIS (.9000000, 0 0] 94.00
95.00 JAMBULANCE SERVICES 95.00
96.00 |DURABLE MEDICAL EQUIP-RENTED 0.000000, 0 0] 96.00
97.00 [DURABLE MEDICAL EQUIP-S0LD 0.000000 0 0; 97.00
98.00 |OTHER REIMBURSABLE COST CENTERS 0.000600 0 0} 98.00
200.00{Total (sum of lines 50-94 and 96-98) 1,630,834 209,3031200.00
201.00{Less PBP Clinic Laboratory Services-Program only charges (Tine 61) 0 201.00
202.00iNet charges (Yine 200 minus Tine 201) 1,630,834 202.00

MCRTF32 - 2.15.129.0



Health

Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In tieu of Form {MS-2552-10

INPATIENT ANCILLARY SERVICE COST APPORTIONMENT

provider CCN: 150046
Component CCN: 157046

period:
From 909/01/2010
To 08/31/2011

worksheet D-3

Date/Time Prepared:
2/13/2012 12:30 pm

Title XvIII subprovider - PPS

- -.Cost Center Description .- < IRatio of Cost| ‘Inpatient -] - Inpatient

: T T R “}7To Charges. | Program Costs

o ; Alcoliilixicols

R R : 3.00 0

INPATIENT ROUTINE SERVICE COST CENTERS : T

30.00 JADULTS & PEDIATRICS i 30.00
31.00 [INTENSIVE CARE UNIT 0 31.00
40.00 : SUBPROVIDER -~ IPF i) 40.00
41.00 [SUBPROVIDER - IRF 2,778,141 41.00
43,00 ENURSERY _ 43,00

ANCILLARY SERVICE COST CENTERS BRI N T S
50.00 [OPERATING ROOM 0.151136 31,113 4,702} 50.00
51.00 [RECOVERY ROOM 0.131827 5,369 708} 51.00
52.00 [DELIVERY ROOM & LABOR ROOM 0.470957 0 0} 52.00
53.00 [ANESTHESIOLOGY 0.000000 0 0f 53.00
54.00 [RADIOLOGY-DIAGNOSTIC 0.255815 121,576 31,101} 54.00
54.01 [ULTRASOUND 0.163318 3,376 878} 54.01
54.02 [MAMMOGRAPHY 0.342150 6,523 2,232} 54.02
55,00 |RADIOLOGY-THERAPEUTIC 0.236000 3,746 884| 55.00
56,00 |RADTOTSOTOPE 0,134443 5,991 805( 56.00
57.00 {CT SCaM 0,050941 87,127 4,438 57.00
58.00 |MAGNETIC RESONANCE IMAGING {MRI) 0.099792 28,948 2,889 58.00
59.00 |CARDIAC CATHETERIZATION 0.074620 2,616 195 59.00
60.00 | LABORATORY 0.097228 682,508 66,359 60.00
60.01 |BLOOD LABORATORY 9. 000000 0 0] 60.01
61.00 [PBP CLINICAL LAB SERVICES-PRGM ONLY 9.000000 ) 0} 61,00
62.00 {WHOLE BLGOD & PACKED RED BLOOD CELLS 0.217821 97,987, 21,344 62.00
63.00 {BLOOD STORING, PROCESSING & TRANS. 0.000000 0 (| 63.00
64.00 ] INTRAVENOUS THERAPY 0.000000 i | 64.00
65.00 i RESPTRATORY THERAPY (.169829 108,429 18,414} 65.00
66,00 [PHYSICAL THERAPY 0.263547 4,853,771 1,279,197 66.00
67.00 [OCCUPATIONAL THERAPY 0.000000) 0 0] 67.00
68.00 |SPEECH PATHOLOGY 0.000000) Q 0| 68.00
69.00 | ELECTROCARDIOLOGY 0.142967 38,215 5,463 69.00
70.00 | ELECTROENCEPHALOGRAPHY 0.285264 5,391 1,592| 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0.212075 430,505 91,299( 71.00
72.00 [IMPL. DEV. CHARGED TO PATIENTS 0.463558 ] Q] 72,00
73.00 [DRUGS CHARGED TO PATIENTS 0.125424 2,186,225 274,205] 73.00
74.00 [RENAL DIALYSIS 0.184875 272,501 50,37%] 74.00
75.00 |ASC (NON-DISTINCT PART) 0.000000; ] 9} 75.00
76.00 |LITHOTRIPSY 0.215070 ) 0{ 76.00
76,01 {ENDOSCOPY 0.083657, 44,047 3,685 76.01
76.02 (.000000 0 01 76,02
76.03 {WOUND CARE (.410619 0 0] 76,03
76.04 JoPIC (.265595 9] 0] 76.04

QUTPATIENT SERVICE COST CENTERS R ) : : R
88.00 {RURAL HEALTH CLINIC 0.000000 0{ 88.00
89.00 | FEDERALLY QUALIFYED HEALTH CENTER 0.000000 0; 89.00
90,00 |CLINIC 0.000000 0 0} 90.00
91.00 |EMERGENCY 0.175208 2,222 385} 91.00
92.00 [QBSERVATION BEDS (NON-DISTINCT PART) 0,695820 0 0| 92.00

OTHER REIMBURSABLE COST CENTERS SRR L :
94,00 |HOME PROGRAM DIALYSIS 0.000600 0 0} 94.00
95,00 |AMBULANCE SERVICES 95.00
96.00 |DURABLE MEDICAL EQUIP-RENTED 0.000009 0| 0} 96.00
97.00 |DURABLE MEDICAL EQUIP-50LD 0.000000 0 G 97.00
98.00 |DTHER REIMBURSABLE COST CENTERS 0. 000000 0 G} 98.00
200.00|Total (sum of lines 50-94 and 96-98) 9,020,184 1,861,158|200.00
201.00{Less PBP Clinic Laboratory services-Program only charges (line 61) 0 201.00
202.00{Net Charges (line 200 minus line 201) 9,020,184 202.00

MCRIF32 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form CM5-2552-10
INPATIENT ANCILLARY SERVICE COST APPORTIONMENT Provider CCN: 150046 | Period: worksheet 0-3

From 09/01/2010
To 08/31/2011 | pate/Time Prepared:
2/13/2012 12:30 pm

Title XIX Hospital Cost
Co.ioCost Center Description Coohiratiocof ‘Cost) CImpatient::| Inpatient o[
PR LS BTN AR L “To - Charges i - Program-: | Program Costs
oo Chnl o charges. i(eol. -1i% col.
T SIS T 100, 3,00
INPATIENT ROUTINE SERVICE COST CENTERS SRR R . : : ; T S R AR
30.00 [ADULTS & PEDIATRICS 2,050,478 30.00
31,00 |INTENSIVE CARE UNIT 969,309 31.00
40.00 [SUBPROVIDER - IPF 1,863,138 40,00
41,00 |SUBPROVIDER - IRF 104,420 41.00
43,00 [NURSERY - 984,655 43,00
50.00 [OPERATING ROOM 0.151013 2,637,366 398,277} 50.00
51.00 {RECOVERY ROOM 0,131827 299,497 39,482¢ 51.00
52.00 |DELIVERY ROOM & LABDR ROOM 0.470957 2,800, 540] 1,318,934f 52.00
53.00 {ANESTHESIDLOGY 9.000000 0 0f 53.00
54.00 | RADIOLOGY-DIAGNOSTIC 0.255815 364,852 93,335| 54.00
54,01 JULTRASDUND 0,163318 107,645 17,580 54.01
54,02 |MAMMOGRAPHY 0.342150 2,061 705 54.02
55.00 [RADIOLOGY-THERAPEUTIC 0.236000] 18,786, 4,433} 55.00
56.00 {RADIOISOTOPE 0.134443 105,368 14,166} 56.00
57.00 |CT SCAN 0.050941) 789,992 40,243] 57.00
58,00 |MAGNETIC RESONANCE IMAGING (MRI) 0.099792 164,298 16,396 58.00
59.00 | CARDIAC CATHETERIZATION 0.074620 722,144 53,886] 59.00
60.00 | LABORATORY 0.097228 3,394,631 336,053 60.00
60.01 [BLOOD 1.ABORATORY 0.000000 0 0] 60.01
61.00 [PBP CLINICAL LAB SERVICES-PRGM ONLY (.000000 0 G] 61.00
62.00 [WHOLE BLOOD & PACKED RED BLOOD CELLS 0.217821 456,569 99,450] 62.00
63.00 |BLOOD STORING, PROCESSING & TRANS, 0.000000 0 Gj 63.00
64.00 | INTRAVENQUS THERAPY 0.000000, 0 0] 64.00
65.00 {RESPIRATORY THERAPY 0.169829 2,109,741 358,295 65.00
66.00 |PHYSICAL THERAPY 0.263547 373,344 98,394] 66.00
67 .00 |OCCUPATIONAL THERAPY 0.000000, 0 0f 67.00
68.00 |SPEECH PATHOLOGY 0.080000] 0 0| 68.00
69.00 |ELECTROCARDIOLOGY 0.142404 594,523 84,662| 69.00
70.00 |ELECTROENCEPHALOGRAPHY 0.295264 50,692 14,963f 70,00
71.00 {MEDICAL SUPPLIES CHARGED TO PATIENTS 0.212075 1,988,054 421,617} 71.00
72.00 [IMPL, DEV. CHARGED TO PATIENTS 0.463558 615,515 285,327 72.00
73.00 |DRUGS CHARGED TO PATIENTS 0.125424 9,267,046 1,162,310| 73.00
74.00 [RENAL DIALYSIS 0.184875 257,690 47,642] 74.00
75.00 [ASC (NON-DISTINCT PART) (.900000 0 0] 75.00
76.00 [LITHOTRIPSY (.215070 6,301 1,355] 76.00
76.01 [ENDOSCOPY 0.080088 188,512 15,0987 76.01
76.02 0.000000 [ 0] 76.02
76.03 |WOUND CARE 0.402435 1,567 631] 76.03
76.04 {oPIC (.265595 2,154 572{ 76.04
OUTPATIENT SERVICE CDST CENTERS i S R e
88.00 [RURAL HEALTH CLINIC 0.000000 0 0] 88.00
89.00 |FEDERALLY QUALIFIED HEALTH CENTER 0.000000 0 0] 89.00
90.00 |CLINIC 0.000009 0 0] 90.00
91.00 |EMERGENCY 0.174851 898,639 157,128 91.00
92.00 {OBSERVATION BEDS (NON-DISTINCT PART) _ 0.695820| 177,296 123,366| 92.00
OTHER REIMBURSABLE COST CENTERS o U R T R B T
94,00 HOME PROGRAM DIALYSIS 0.000000 0 0} 94.00
95.00 {|AMBULANCE SERVICES 95.00
96.00 {DURABLE MEDICAL EGUIP-~RENTED 0.000000 0 Q| 96.00
97.00 |DURABLE MEDICAL EQUIP-50LD 0.000000 0 0| 97.00
98.00 [OTHER REIMBURSABLE COST CENTERS 0.000000 0 0 98.00
200.00{Totat? (sum of lines 50-94 and 96-98) 28,394,829 5,198,3051206.00
201.00Less PBP Clinic Laboratory Services-program only charges (line 61) 0 201.00
202.00|Net Charges (line 200 minus Tine 201) 28,394,829 202.00

MCRIF3Z? - 2.15.129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

in Lieu of Form ¢€M§-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT provider CCN: 150046 § Period; worksheet E
From 09/01/2010 | Part A
To 08/31/2011 | bate/Time Prepared:
2/13/2012 12:30 pm
Title XvIiI Hospital PPS
B PSS ; before 1/1 on/after‘ 1/1
PART A - ‘INPATIENT HOSPITAL "SERVICES 'UNDER'PPS :
1.00 |DRG amounts Other than outlier Payments 20,067,156 1.00
2,00 [outlier payments for discharges. (see instructions) 1,575,324 2.00
3.00 |Managed Care Simulated Payments 0 3.00
4.00 [Bed days available divided by number of days in the cost reporting period (see 164.92 4.00
instructions)
Indirect Medical Education Adjusiment : - R
5.00 |FTE count for allopathic and osteopathic programs for the most recent cost re;mrting 0.00 5.00
period ending on or before 12/31/1996.(see instructions)
6.00 |FTE count for allopathic and osteopathic programs which meet the criteria for an 0.00 6.00
add-on to the cap for new programs in accordance with 42 CFR 413.79(e)
7.00 |MMA Section 422 reduction amount to the IME cap as specified under 42 CFR 0.00 7.00
§412.105(H) (L CiIvIBI(D
7.01 |ACA section 5503 reduction amount to the IME cap as specified under 42 CFR 0.00] 7.01
§412.105¢(FH (W CivI(BI(2) If the cost report straddles July 1, 2011 then see
instructions.
8.00 [Adjustment (increase or decrease) to the FTE count for allopathic and osteopathic 0.00 8.00
programs for affiliated programs in accordance with 42 CFR 413,75(b), 413.79(c) (2){iv)
and vol. 64 rFederal Register, May 12, 1998, page 26340 and vol. 67 Federal Register,
page 50069, August 1, 2002.
8.01 |{The amount of increase if the hospital was awarded FTE cap slots under section 5503 of 0.00 8.01
the ACA. If the cost report straddies July 1, 2011, see instructions.
8.02 |(The amount of increase if the hospital was awarded FTE cap slots from a closed 0.00 8.02
teaching hospital under section 5506 of ACA. (see instructions)
9.00 |sum of Tines 5 plus 6 minus Tlines (7 and 7.01} plus/minus lines (8, 8,01 and 8,02} .00 9.00
(see instructions)
10.00 [FTE count for allopathic and osteopathic programs in the current year from your .00 10.00
records
11.00 |FTE count for residents in dental and podiatric programs. 0.00 11.00
12.00 jCurrent year allowable FTE (see instructions) 0.00 12.00
13.00 {Total aiTowable FTE count for the prior year. 0.09 13.00
14,00 |Total allowable FTE count for the penultimate year if that year ended on or after 0.00 14.00
september 30, 1997, otherwise enter zero,
15.00 |sum of Tines 12 through 14 divided by 3. 0.00 15.00
16.00 |Adjustment for residents in initial years of the program 0.00, 16.00
17.00 jadjusment for residents displaced by program or hospital closure 0.90 17.00
18.00 jadjusted rolling average FTE count 0.90 18.00
19.00 {Current year resident to bed ratio (line 18 divided by T1ine 4). 0.000000 19.00
20.00 f[prior year resident to bed ratio (see instructions) 9. 000000, 20,00
21.00 fEnter the lesser of 1ines 19 or 20 (see instructions) 0. 000000 21.00
22.00 [IME payment adjustment (see instructions} 0 22.00
Indirect Medical Education Adjustment for the Add-on for Section 422 of the MMA e
23.00 |Number of additional allopathic and osteopathic IME FTE resident cap slots under 42 G.00 23.00
sec. 412.105 (HAGEvI(C D).
24.00 |IME ETE Resident Count Over Cap (see instructions) 0.00 24.00
25,00 |If the amount on line 24 is greater than -0-, then enter the lower of Tine 23 or Tine 0.00 25.00
24 (see instructions)
26.00 |Resident to bed ratio (divide Tine 25 by line 4) 0.000000 26.00
27.00 {IME payments adjustment. (see instructions) 0.0006000 27.00
28.00 {IME Adjustment (see instructions) 0 28.00
29.00 {Total IME payment ¢ sum of lines 22 and 28) 0 29.00
pisproporticnate Share Adjustment . e - B S
30.00 [Percentage of SSI recipient patient days to Med1care Part A pat'lent da.ys (see 6.52 30.00
instructions)
31.00 |Percentage of Medicaid patient days to total days reported on worksheet -2, Part I, 18.77 31.00
Tine 24. (see instructions)
32.00 [sum of Tines 30 and 31 25.29 32.00
33.00 |Allowable disproportionate share percentage (see instructions) 10,08 33.00
34.00 {pisproportionate share adjustment {see instructions) 2,022,769 34,00
Additional payment for high percentage of ESRD beneficiary discharges S ] L :
40.00 jTotal Medicare discharges on wWorksheet S-3, Part I excluding discharges for MS-DRGs 1] 40.00
652, 682, 683, 684 and 685 (see instructions)
41.00 |Total ESRD Medicare discharges excluding M5-DRGs 652, (82, 683, 684 an 685, (see 1] of 41.00
instructions)
42,00 |pivide 1ine 41 by iine 40 (if less than 10%, you do not qualify for adjustment) 0.00 42.00
43.00 |Total Medicare ESRD inpatient days excluding MS-DRGs 652, 682, 683, 684 an 685. (see 0 43.00
instructions)
44,00 gatio of average length of stay to one week (Tine 43 divided by 1ine 41 divided by 7 0.000000 44.00
ays)
45.00 |Average weekly cost for dialysis treatments ({see instructions) Q.00 0.00] 45.00
46.00 {Total additional payment (line 45 times 1ine 44 times Tine 41) 0 46.00
47.00 |subtotal (see instructions) 23,665,249 47.00
48.00 [Hospital specific payments (to be completed by SCH and MbH, small rural hospitals 0 48.00
only. (sea instructions)
49.00 |Total payment for inpatient operating costs SCH and MDH only (see +instructions) 23,665,249 49,00

MCRIF3Z2 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form CMs-2552-10
CALCULATION OF REIMBURSEMENT SETTLEMENT Provider CCN: 150046 | Perio worksheet E
From 09/01/2010 Part A
To  08/31/2011 | Date/Time Prepared:
271372012 12:30 pm
Title XVITI Hospital PPS
Y e befor‘e 1/1 on/after 1/1
50.00 |payment for inpatient program capital (from worksheet L, Parts I, II, as applicable} 1,954,438 50.00
51.00 |exception payment for inpatient program capital (worksheet L, Part III, see 0 51.00
instructions)
52.00 [Direct graduate medical education payment (from Worksheet E-4, Tine 49 see 0 52.00
instructions).
53.00 |Nursing and Allied Health Managed Care payment 0 53.00
54.00 [special add-on payments for new technologies 0 54.00
55.00 |Net orgam acquisition cost (Worksheet D-4 part IXXI, col. 1, 1ine 69) 0 55.00
56.00 |[Cost of teaching physicians (worksheet D-5, Part XIr, col. 3, line 20) 0 56.00
57.00 |Routine service other pass through costs 0 57.00
58.00 {Ancillary service other pass through costs Worksheet D, Part Iv, col. 11 Tine 200) 0 58.00
59.00 |Total (sum of amounts on Tines 49 through 58) 25,619,687 59,00
60,00 {primary payer payments 14,181 60,00
61.00 |Total amount payablie for program beneficiaries (line 59 minus Tine 60) 25,605,506 61.00
62.00 [peductibles billed to program beneficiaries 1,841,872 62.00
63.00 |[coinsurance billed to program beneficiaries 87,880 63.00
64.00 {Allowable bad debts (see instructions) 588,985 64.00
65.00 jAdjusted reimbursable bad debts (see instructions) 412,290 85.00
66.00 {Allowable bad debts for dual eligible beneficiaries (see instructions) 388,551 66.00
67.00 {Subtotal (Tine 61 plus Tine 65 minus Tines 62 and 63) 24,088,044 67.00
68.00 [Credits received from manufacturers for replaced devices applicable to MS-DRG (see 0 68.00
instructions)
69.00 [outTier payments reconciliation 0 69,00
70.00 |OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) li; 70.00
70.95 [Recovery of Accelerated Depreciation 0 70.95
70.96 |Low volume Payment-1 0, 70.96
70.97 [Low volume Payment-2 0 70.97
70.98 {Low volume payment-3 0, 70.98
71.00 |Amount due provider (1ine 67 minus Tines 68 plus/minus Tines 69 & 70) 24,088,044 71.00
72,00 |[Interim payments 24,032,475 72.00
73.00 |Tentative settlement (for contractor use only) 0 73,00
74.00 |Balance due provider (Program) (line 71 minus the sum of lines 72 and 73) 55,569 74.00
75.00 |[Protested amounts (nonallowable cost report items) in accordance with C4S Pub. 15-IX, 260,015 75.00
section 115.2
TO BE COMPLETED BY CONTRACTOR ) S : 3
90.00 [operating outlier amount from worksheet E, Part A line 2 0 90.00
91.00 [Capital outlier from Worksheet 1, Part I, 'Iine 2 0 91.00
92.00 |operating outlier reconciliation adjustment amount (see instructions) 0 92.00
93.00 |Capital outTier reconciliation adjustment amount (see instructions) 0 93.00
94.00 [The rate used to calculate the Time value of Money 0.00 94.00
95.00 [Time value of Money for operating expenses(see instructions) 0 95.00
95.00 |Time value of Money for capital related expenses (see instructions) 0 96.00

MCRIF32 - 2.15.129.0



Health Financial Systems

TERRE HAUTE REGTONAL, HOSPITAL

In tieu of Form (Ms-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT provider CCN: 150046 | Period: worksheet £
From 09/01/2010 | Part B
To 08/31/2011| pate/Time Prepared:
2/13/2012 12:30 pm
Title XVIIX Hospital PPS

PART B - MEDICAL ‘AND OTHER HEALTH SERVICES

8,439

Medical and other services (see instructions)

Medical and other services reimbursed under OPPS (see instructions) 12,222,271
PPS payments 12,032,070
ogutlier payment (see instructions) 70,356
Enter the hospital specific payment to cost ratio (see instructions) 0.000
Line 2 times line 5 0
sum of Tine 3 plus Tine 4 divided by line 6 0.00
Transitional corridor payment (see instructions) 0
ancillary service other pass through costs from wWorksheet D, Part iV, column 13, Tine 200 +]
organ acquisitions 0
Total cost (sum of Tines 1 and 10) (see 1ﬂ5tFUCt10nS) 8,439
COMPUTATION CF.LESSER OF COST OR CHARGES S PR
Reasonable charges - : S
ancillary service charges 67,283
organ acquisition charges (from Worksheet D-4, Part IXII, tine 69, col. 4) 0
Total reasonable charges (sum Of 11nes 12 and 13) 67,283
Customary charges S 3 e e L
Aggregate amount actually co]]ected from pat1ents Tiable for payment for services on a charge basis 8]
Amounts that would have been realized from patients liable for payment for services on a chargebasis 0
had such payment been made in accordance with 42 CFR 413,13(e)

ratio of Tine 15 to line 16 {(not to exceed 1.000000) 0.000000
Total customary charges (see instructions) 67,283
Excess of customary charges over reascnable cost (complete only if Tine 18 exceeds Tine 11) (see 58,844
instructions)

excess of reasonable cost over customary charges (complete only if Tine 11 exceeds line 18) (see ¢]
instructions)

Lesser of cost or charges (line 11 minus Tine 20) (for CAH see instructions) 8,439
Interns and residents (see instructions) [¢]
Cost of teaching physicians (see instructions, 42 CFR 415,160 and cMs Pub. 15-1, section 2148) 0
Total prospective payment {(sum of Tines 3, 4, 8 and 9) 12,102,426
COMPUTATION OF REIMBURSEMENT SETTLEMENT ~~% tijiil i :
peductibles and coinsurance (for CAH, see 1nstruct1ons) 0
peductibles and Coinsurance relating to amount on line 24 (for CAH, see instructions) 2,603,828
subtotal {(Tines 21 and 24 - the sum of lines 25 and 26) plus the sum of 1ines 22 and 23} (for CaH, 9,507,037
see instructions)

pirect graduate medical education payments (from wWorkshaet E-4, Tine 50) 0
ESRD direct medical education costs (from worksheet E-4, Tine 36) 0
Subtotal (sum of lines 27 through 29) 9,507,037
Primary payer payments 1,013
subtotal (line 30 minus Tine 31) 9,506,024
IALLOWABLE BAD DEBTS (EXCLUDE BAD DEBTS FOR PROFESSIONAL SERVICES) R D
composite rate ESRD {from worksheet I-5, Tine 11} 0
Allowable bad debts (see instructions) 692,867
adjusted reimbursable bad debts {see instructions) 485,007
Allowable bad debts for dual eligible beneficiaries (see instructions) 546,365
subtotal ¢{sum of lines 32, 33, and 34 or 35) (Tine 35 hospital and subprovider only) 9,991,031
MSP-LCC reconciliation amount from PS&R ]
OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) ¢
RECOVERY OF ACCELERATED DEPRECIATION 1]
subtotal {Tine 37 plus or minus lines 39 minus 38) 9,991,031
Interim payments 9,874,912
Tentative settlement (for contractors use only) Y
Balance due provider/program (1ine 40 minus the sum of lines 41, and 42) 116,119
Protested amounts {(nonailowable cost report Items) 1n accordance w1th cHS Pub 15-11, sect1on 115 2 (1
TO BE COMPLETED BY CONTRACTOR R -
original outlier amount (see instructiens) ]
outlier reconciliation adjustment amount (see instructions) ]
The rate used to calculate the Time value of Money 0.00
Time value of Money (see instructions) G
Total (sum of tines 91 and 93) H

COoOCOoOCOoOO0

-
QW o~ MU o
coococooooOoOo
oo

11.00

12.00
13.00
14.00

15.00
16.00

17.00
18.00
19.00

20.00

21.00
22.00
23.00
24,00

25,00
26.00
27.00

28.00
29.00
30.00
31.00
32.00

33.00
34,00
35.00
36.00
37.00
38.00
39.00
39,99
40.900
41.00
42.00
43.00
44,00

90.00
91.00
92.00
93.00
94.00
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Health Financial Systems TERRE HAUTE REGIONAL

HOSPITAL

In Lieu of Form CMS-

2552-10

CALCULATION OF REIMBURSEMENT SEVTLEMENT

Provider CCN: 150046

period: worksheet E
From 99/01/2010 | part B

To  08/31/2011 | pate/Time Prepared:
2/13/2012 12:30 pm
Title XVITI Hospital PPS
L T o] overrides
Iwonxsm—:ET OVERRIDE VALUES '

112.00{override of Ancillary service charges (Tine 12)

6l112.00

MCRIF3Z2 - 2.15,129.0



Health Financial Systems

TERRE HAUTE REGTIONAL HOSPITAL In Lie

g of Form CM5-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT Provider CCN: 150046 | Period

Erom 09/01/2010
Component CCH:155046 {To  08/31/2011

Part B

worksheet E

Date/Time Prepared:
2/13/2012 12:30 pm

Title XVIII subprovider - PPS
iPF
PART B - MEDICAL AND OTHER HEALTH SERVICES =~~~ """~ R o
1.00 {[Medical and other services (see instructions) 127} 1.00
2.00 iMedical and other services reimbursed under OPPS (see instructions) 172, 2.00
3.00 {PPS payments 280f 3.00
4.00 joutlier payment (see instructions) of 4.00
5.00 [Eenter the hospital specific payment to cost ratio (see instructions) 0.000f 5.00
6.00 f[Line 2 times line 5 0f 6.00
7.00 |Sum of line 3 plus Tine 4 divided by line 6 0.00| 7.00
§.00 (Transitional corridor payment (see instructions) 0 8.00
9.00 |Ancillary service other pass through costs from worksheet D, Part IV, column 13, Tine 200 0] 9.00
10.00 |organ acquisitions 0 10.00
11.00 [Total cost (sum of Tines 1 and 10) (see 1nstruct1on5) 127] 11.00
COMPUTATION .OF LESSER OF COST OR CHARGES o
Reasonahle charges PR
12.00 |ancillary service charges 1,0%2{ 12.00
13.00 jorgan acquisition charges (from wWorksheet D-4, Part IXI, line 69, col. 4) 0] 13.00
14.00 |Total reasonable char’ges (sum of hnes 12 and 13) 1,012] 14.00
cuStOmary Charges - PRI IR IR R . 3 i
15.00 {Aggregate amount actua'i'ly co”ected from pauents hab1e for pa.yment for services on a charge bas1s 0] 15.00
16.00 {Amounts that would have been realized from patients liable for payment for services on a chargebasis 0{ 16.00
had such payment been made in accordance with 42 CFR 413.13(e)}
17.00 [Ratio of Tine 15 to Tine 16 (not to exceed 1.000000) 0.000000f 17.00
18.00 [Total customary charges (see instructions) 1,012} 18.00
19.00 [Excess of customary charges over reasonable cost (complete only if line 18 exceeds 1ine 11} (see 885| 19.00
instructions)
20.00 |Excess of reasonable cost over customary charges (complete only if Tine 11 exceeds line 18) (see 0| 20,00
instructions)
21.00 [Lesser of cost or charges (1ine 11 minus Tine 20) (for CAH see instructions) 127} 21,00
22.00 fInterns and residents (see instructions) Q] 22.00
23.00 [Cost of teaching physicians (see instructions, 42 CFR 415.160 and CMS pub. 15-1, section 2148) 0] 23.00
24.00 |rotal prospective payment (sum of Tines 3, 4, 8 and 9) 28¢] 24,00
COMPUTATION OF REIMBURSEMENT SETTLEMENT : LA
25.00 |beductibles and coinsurance {for CaH, see mstfuctmns) 0| 25.00
26.00 |peductibles and Coinsurance relating to amount on line 24 (for CaH, see instructions) 20| 26.00
27.00 jsubtotal {(lines 21 and 24 - the sum of lines 25 and 26) plus the sum of lines 22 and 23} (for CaH, 387 27.00
see instructions)
28.00 [pirect graduate medical education payments (from Worksheet E-4, line 50) 0| 28,00
29.00 |ESRD direct medical education costs (from worksheet E-4, line 36) | 29,00
30.00 [subtotal (sum of Tines 27 through 29) 387( 30.00
31.00 |primary payer payments 0| 31,00
32.00 [subtotal (line 30 minus Tine 31) 387 32.00
IALLOWABLE BAD DEBTS (EXCLUDE BAD DEBTS FOR PROFESSIONAL “SERVICES) ~
33.00 {Composite rate ESRD {from worksheet I-5, Tine 11) O 33.00
34,00 {AlTowable bad debts (see instructions) 01 34.00
35.00 |Adjusted reimbursable bad debts (see instructions) 07 35.00
36.00 [Allowable bad debts for dual eligible beneficiaries (see instructions) 0] 36.00
37.00 {subtotal (sum of Tines 32, 33, and 34 or 35) (line 35 hospital and subprovider only) 387] 37.00
38.00 [MSP-LCC reconcitiatien amount from PS&R 0] 38.00
39.00 [OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0 39.00
39.99 {RECOVERY OF ACCELERATED DEPRECIATION 0] 39.99
40.00 {subtotal (1ine 37 plus or minus Tines 39 minus 38) 3871 40.00
41.00 jInterim payments 462] 41.00
42 .00 [Tentative settlement (for contractors use only) 0] 42.00
43.00 [Balance due provider/program (line 40 minus the sum of Tines 41, and 42) -75] 43.00
44.00 |Protested amounts (nonallowable cost report 1tems) m accordance mth CMS Pub 15 -1¥, sect1on 115.2 0| 44.00
TQ BE COMPLETED BY CONTRACTOR : :
90.00 |original outlier amount {see instructions) 0} 90.00
91.00 jouttier reconciliation adjustment amount (see instructions) 0} 91.00
92.00 |The rate used to calculate the Time value of Money 0.001 92.00
93.00 |Time value of Money (see instructions) 0 93.00
94.00 [Total (sum of lines 91 and 93) 0f 94.00

MCRIF32 - 2,15,129.0



Health Financial Systems TERRE HAUTE REGIONAL

HOSPITAL

CALCULATION OF REIMBURSEMENT SETTLEMENT

provider ccy: 150046 | Period:

From 09/01/2010

Component CCN:153046 (To  08/31/2011

Part B

In Lieu of Form CM5-2552-10
worksheet E

pate/Time Prepared:
2/13/2012 12:30 pm
Title XVIII subprovider - PPS
EPF _ i
olooverrides
inRKSHEET OVERRIDE VALUES ' ' T
112.,00{override of ancillary service charges (11ne 12) |

112.00

MCRIF32 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGEQNAL HOSPITAL In Lieu of Form (M5-2552-10
CALCULATION OF REIMBURSEMENT SETTLEMENT provider CCN: 150046 | Period: worksheet E

From 09/01/2010 ] Part B

Component CCN: 157046 [To  08/31/2011: pate/Time Prepared:
2/13/2012 12:30 pm

Title XVIII Subprovider - PPS
PART B ~ ‘MEDICAL AND OTHER HEALTH SERVICES - : : - - o L
1.00 |Medical and other services (see instructions) 145] 1.00
2.00 [Medical and other services reimbursed under oPPS (see instructions) 110} 2.00
3.00 |[PPS payments 2201 3.00
4.00 |oqutlier payment (see instructions) 0f 4.00
5.00 [Enter the hospital specific payment to cost ratio (see instructions) 0.000] 5.00
6.00 |Line 2 times line 5 0| 6.00
7.00 |Sum of %ine 3 plus line 4 divided by 1ine 6 0.00{ 7.00
8.00 JTransitional corridor payment (see instructions) 07 §.00
9.00 J|anrcillary service other pass through costs from worksheet D, Part IV, column 13, Tline 200 Qi 9,00
10.00 jorgan acquisitions 0: 10,00
11.00 {Total cost (sum of Tines 1 and 10} (see 1nstruct1ons) 145 11,00
COMPUTATION OF LESSER OF COST OR CHARGES : L R T s e T e U e R
Reasonable charges - R . . : i B B : i LT S
12.00 [Anciltary service charges 1,159f 12.00
13.00 |organ acquisition charges (from worksheet D-4, Part IXII, line 69, col. 4) 0} 13.00
14,00 |Total reasonable charges (sum of 'l‘mes 12 and 13) 1,159} 14.00
Customary charges -~ i L i LI L e T
15.00 jaggregate amount actuaTEy coTTected from pat'lents Tiable for payment for services on a charge bas1s 0} 15.00
16.00 ; amounts that would have been realized from patients 1iable for payment for services on a chargebasis ¢{ 16.00
had such payment been made in accordance with 42 CFR 413.13(e)
17.00 |Ratio of Tine 15 to Tine 16 (not to exceed 1.000000) {0.000660] 17.00
18.00 |rotal customary charges (see instructions) 1,159 18.00
19.00 |Excess of customary charges over reasonable cost (complete only if Tine 18 exceeds Tine 11) (see 1,014} 19.00
instructions)
20.00 |Excess of reasonable cost over customary charges (complete only if 1ine 11 exceeds Tine 18) (see 0| 20.00
instructions)
21.00 |Lesser of cost or charges (line 11 minus line 20) (for CAH see jnstructions) 145] 21.00
22.00 |Interns and residents (see instructions) Q| 22.00
23.00 |cost of teaching physicians {see instructions, 42 CFR 415.160 and CM5 Pub. 15-1, section 2148) 0| 23.00
24.00 {Total prospective payment (sum of lines 3, 4, 8 and 9) 220 24.00
COMPUTATION OF REIMBURSEMENT SETTLEMENT - - R R
25.00 ipeductibles and coinsurance (for CAH, see instructions) 3} 25.00
26.00 (peductibles and coinsurance relating to amount on tine 24 (for CAH, see instructions) 0| 26.00
27.00 [subtotal {(Iines 21 and 24 ~ the sum of lines 25 and 26) plus the sum of lines 22 and 23} (for cau, 365| 27.00
see instructions)
28.00 |pirect graduate medical education payments (from Worksheet E-4, line 50) 0] 28.00
29.00 |ESRD direct medical education costs (from worksheet E-4, Tine 36) 0{ 29.00
30.00 |Subtotal (sum of lines 27 through 29) 3651 30.00
31.00 |Primary paver payments 0f 31.00
32.00 |Ssubtotal (line 30 minus Tine 31) 3651 32.00
JALLOWABLE BAD PEBTS (EXCLUDE ‘BAD DEBTS 'FOR ‘PROFESSIONAL SERVICES) B ) o R
33.00 jComposite rate ESRD {from worksheet 1-5, Tline 11) 0i 33.00
34.00 {ATlowable bad debts (see instructions) Q! 34.00
35.00 [Adjusted reimbursable bad debts (see instructions) ¢l 35.00
36.00 [Allowable bad debts for dual eligible beneficiaries (see instructions) G} 36.00
37.00 |subtotal (sum of 1ines 32, 33, and 34 or 35) (1ine 35 hospital and subprovider only) 365} 37.00
38.00 |MsP-LCC reconciliation amount from PS&R 0} 38.00
39,00 {OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0} 39.00
39.99 IRECOVERY OF ACCELERATED DEPRECTATION 0Of 39.99
40.00 jsubtotal (line 37 plus or minus Tlines 39 minus 38) 365} 40.00
41.00 |Interim payments 452( 41.00
42.00 [rentative settlement (for contractors use anly) 0] 42.00
43.00 |ealance due provider/program (line 40 minus the sum of lines 41, and 42) ~87| 43.00
44,00 |Protested amounts (nonallowable cost report 1tems) in accordance with cMs Pub 15- II, sectmn 115. 2 0| 44.00
TO BE COMPLETED BY CONTRACTOR - ) )
90.00 |originai 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 0.60{ 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 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL

HOSPITAL

CALCULATION OF REIMBURSEMENT SETTLEMENT

Provider CCN: 150046 [ Period;

From 09/01/2010

Component CCN:15T046 [To  08/31/2011

In Lieu of Form CMS-2552-10

worksheet E
Part B

Date/Time Prepared:
2/13/2012 12:30 pm
Title XVIII Subprovider - PPS
__IRF
B Soverpides ) il
WORKSHEET OVERRIDE:VALYES /- nn m it i i i e LT
112.00 override of Ancillary service charges (line 12) | 0112.00

MCRIF32 - 2.15.129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Lieu of Form CM$-2552-10

ANALYSIS OF PAYMENTS TD PROVIDERS FOR SERVICES RENDERED

provider CCN: 150046

period:;

worksheet E-1
pPart I

From 09/01/2010

To 08/31/2011 | bate/Time Prepared:
271372012 12:30 pm
Title XVIII Hospita‘l PPS
Inpat:ent Part A wii Part B .oioucil i
mm/dd/yyyy T Amount - mm/dd/yyyy -'Amount. e
SRR 21500 T -"'-'2.'00'-'- v R
1.00 |Total interim payments paid to provider 24,032,475 9,874,912 1.00
2.00 |TInterim payments payable on individual bills, either 0 0 2.00
submitted or to be submitted to the contractor for
services rendered in the cost reporting period. If none,
write "NONE" or enter a zero
3.00 |List separately each retroactive lump sum adjustment 3.00
amount based on subsequent revision of the interim rate
for the cost reporting period. Also show date of each
payment. Xf none, write "NONE" or enter a zero. (1) _
Program to Pronder S T :
3.01 [ADJUSTMENTS TO PROVIDER 0 o 3.01
3.02 0 of 3.02
3.03 0 ot 3.03
3.04 Q 0] 3.04
3.05 4] Dp 3.05
Provider to Program
3.50 !{ADIUSTMENTS TO PROGRAM 0 ol 3.50
3.51 0 0] 3.51
3.52 ] 0] 3.52
3.53 0 0] 3.53
3.54 0 0] 3.54
3.99 |subtotal (sum of Tines 3.01-2.49 minus sum of lines 0 0} 3.99
3.50-3.98)
4.00 |Total interim payments (sum of Tlines 1, 2, and 3.99) 24,032,475 9,874,912 4.00
(transfer to wkst. E or wkst, E-3, line and column as
lappropriate)
ITO BE COMPLETED BY CONTRACTOR
5.00 |[List separate!y each tentative settlement payment after 5.00
desk review. Also show date of each payment. If none,
write "NONE™ or enter a zero. (1)
Program to Provider S
5.01 |TENTATIVE TO PROVIDER ) ol 5.01
5.02 0 0 5.02
5.03 0 0f 5.03
provider to Program LR
5.50 |TENTATIVE TO PROGRAM ) o[ 5.50
5.51 0 0l 5.51
5.52 0 0} 5.52
5.99 |subtotal (sum of lines 5.01-5.49 minus sum of lines ) 0| 5.99
5.50-5.98)
6.00 |betermined net settlement amount (balance due) based on 6.00
the cost report. (1)
6.01 ([SETTLEMENT TO PROVIDER 55,569 116,119 6.01
6.02 |[SETTLEMENT TO PROGRAM 0 0 6.02
7.00 {Total Medicare program liability (see instructions) 24,088,044 9,991,031 7.0¢0
. B T e T T e contractor ‘Date L
: Number L (Mo/nay/vr)
1,00 2.00 - :
8.00 [Name of Contractor 8.00

MCRIF32 - 2,15.129.0



Health Financial Systems TERRE HAUTE REGIQNAL HOSPITAL In Lieu of Form (M5-2552-10
ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED provider CCN: 150046 | Period: vorksheet E-1

From 09/01/2010 | Part T,

Component CCN: 155046 To  08/31/2011 | Date/Time Prepared:
2/13/2012 12:30 pm

Title XVIII subprovider - PPS
IPF
Inpatient:Part A’ SesipartyB
mm/dd/yyyy - ] smm/ddSyyyy )
1.00 |Total interim payments paid to provider 1,229,563 4621 1.0¢
2.00 [Interim payments payable on individual bills, either [ 0] 2.00
submitted or to be submitted to the contractor for
services rendered in the cost reporting period. If none,
write "NONE" or enter a zero
3.00 |[List separately each retroactive Tump sum adjustment 3.00
amount based on subsequent revision of the interim rate
for the cost reporting peried. Also show date of each
payment. If none, write "NONE" or enter a zZero. {1) i
Program to provider - e S L
3.01 |ADJIUSTMENTS TO PROVIDER 8] 4] 3,01
3.02 8] 01 3.02
3.03 it 0! 3.03
3.04 0 D 3,04
3.05 0 0] 3.05
Provider to Program e i
3.50 |ADJUSTMENTS TO PROGRAM 0 0 3.50
3.51 0 o 3.51
3.52 0 0| 3.52
3.53 g 0] 3.53
3.54 0 o 3.54
3.99 {subtotal (sum of Tines 3.01-3.49 minus sum of lines 0 o 3.99
3.50-3.98)
4.00 |[Total interim payments {sum of Tines 1, 2, and 3.99) 1,229,563 462 4.00
{transfer to wkst. E or wkst. E-3, Tine and column as
appropriate)
TO BE COMPLETED BY CONTRACYOR - REE
5.00 |[List separately each tentative settlement payment after 5.00
desk review. Also show date of each payment. If none,
write "NONE" or enter a zero. {1)
program to Provider - o cor
5.01 |[TENTATIVE TO PROVIDER 0 ] 5.01
5.02 0 0f 5.02
5.03 4] 01 5.03
Provider to Program R T
5.50 |[TENTATIVE TO PROGRAM 0 0| 5.50
5.51 0 0| 5.51
5.52 0 0| 5.52
5.99 [subtotal (sum of T1ines 5.01-5.49 minus sum of Tines 0 0} 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 51,046 0 £.01
6.02 SETTLEMENT YO PROGRAM ¢ 75 6.02
7.00 [Total Medicare program liability (see instructions) 1,280,608 3871 7.00
R P T P S R EE SR T b e ckioiec] o contractor | CUipate AR
CiNumber: | -(Mo/Day/Yr)
: : : R - T2 00 ST
8.00 [Name of Contractor 8.00

MCRIF32 - 2.15.129.0



Health Financial Systems

TERRE HAHBTE REGIOMAL

HOSPITAL

In Lie

i of Form CM$-2552-10

ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED

provider CCN:
Component CCN: 157046

150046 { Period

F

To

rom 09/01/2010
0873172011

worksheet E-1
part I

pate/Time Prepared:
2/13/2012 12:30 pm

Title XVIII subprovider - PPS
_IRF _
- Inpat1ent part A P Bar_ [
.mm/dd/yyyy T Amount G mm/dd/yyyy i Amount S
R R T s : Fo0 T T 200 “3700 - e s
1.00 [Total interim payments paid to provider 3,673,333 4521 1.00
2.00 [Interim payments payable on individual bills, either 0 0 2.00
submitted or to be submitted to the contractor for
services rendered in the cost reporting period. If none,
write "NONE" or enter a zero
3.00 |{List separately each retroactive Tump sum adjustment 3.00
amount based on subsequent revision of the interim rate
for the cost reporting period. Also show date of each
payment. If none, write "NONE" or enter a zero. (1)
Program to Provider ) L AR T L
3.01 |[ADJUSTMENTS TO PROVIDER 0] 0] 3.01
3.02 0] 0 3.02
3.03 0 o] 3.03
3.04 0, O 3.04
3.05 0 0 3.05
Provider to Program o s
3.50 |ADIUSTMENTS TO PROGRAM 0] 0| 3.50
3.51 0 ¢| 3.51
3.52 0 0| 3.52
3.53 0 0] 3.53
3.54 0 0] 3.54
3.99 {subtotal (sum of lines 3.01-3.49 minus sum of lines ) 0] 3.99
3.50-3.98)
4,00 {Total interim payments (sum of lines 1, 2, and 3.99) 3,673,333 4521 4.00
{transfer to wkst. E or wkst. E-3, T1ine and column as
appropriate)
[TO BE COMPLETED BY CONTRACTOR - S
5.00 {List separately each tentative settlement payment after 5.00
desk review. Also show date of each payment. If none,
write “NONE" or enter a zero (1)
Program_to Provider - L S
5.01 |[TENTATIVE TQO PROVIDER 0] G| 5.01
5.02 0] 0} 5.02
5.03 0 6] 5.03
Provider to Program - e -
5.50 |TENTATIVE TO PROGRAM 0 ¢} 5.50
5.51 0 ¢] 5.51
5.52 0 ¢} 5.52
5.99 [Subtotal {sum of lines 5.01-5.49 minus sum of Tines 0] 0| 5.99
5.50-5.98)
6.00 |petermined net settlement amount (balance due) based on 6.00
the cost report. (1)
6.01 |SETTLEMENT TO PROVIDER 20,467 0f 6.01
6.02 SETTLEMENT TO PROGRAM 0 a7 6.02
7.00 {Total Medicare program liability (see instructions) 3,693, 800 365| 7.00
. - - BRI L e o B R EREEE __3Con_t__ra_ctor s Date.
S - Number. (Mo/Day/Yr)
) 1,00 ] 200
8.00 [Name of Contractor 8.00

MCRIF32 ~ 2,15,129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form (Ms-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT Provider CCN: 150046 | Perio

From 09/01/2010
Component CCN:155046 (1o  08/31/2011

worksheet E-3
part II

Date/Time Prepared:
2/13/2012 12:30 pm

Title XVIIT subprovider -

PPS

IPF

1 00

00
.00
00
.00

B N

.00
.00

(=]

10.00
11.400
12.00
13.00
14.00
15.00
16.00
17.00
18.00
19.00
20.00
21.00
22.00
23.00
24.00
25.00
26.00
27.00
28.00
29.00
30.00
30.99
31.00
32.00
33.00
34.00
35.00

50.00
51.60
52.00
53.00

PART IT ~ MEDICARE PART-A SERVICES = IPF PPS

Net Federal IPF PPS Payments (excluding out11er, ECT, and medical educat1on payments) 1, 362 909
Net IPF PPS outlier payments 4,868
Net IPF PPS ECT Payments 0
unweighted intern and resident FTE count in the most recent cost report filed on or before November ¢.00
15, 2004. (see instructions)
New Teaching program adjustment. (see instructions) 0.00
current year®'s unweighted FTE count of I&R other than FTEs in the first 3 years of a "new teaching .00
program”. (see inst.)
Current year's unweighted I&R FTE count for residents within the first 3 years of a "new teaching 0.00
program”. {(see inst.)
Intern and resident count for IPF PPS medical education adjustment (see instructions) 0.00
Average Daily Census (see instructions) 11.435616
Medical Education Adjustment Factor {((1 + (Tine 8/1ine 9)) raised to the power of .5150 -1}. 0.000006G
Madical Education Adjustment (Tine 1 multiplied by line 10), [
Adjusted Net IPF PPS Payments (sum of Tines 1, 2, 3 and 11} 1,367,777
Nursing and ATlied Health Managed Care payment {see instruction) 0
Organ acquisition ]
cost of teaching physicians (from worksheet D-5, Part II, columan 3, line 20) (see instructions) 0
subtotal (see instructions) 1,367,777
Primary payer payments 0
Subtotal (}ine 16 less line 17). 1,367,777
Deductibles 194,236
subtotal (line 18 minus 1ine 19) 1,173,541
Coinsurance 5,377
Subtotal (1ine 20 minus 1ine 21) 1,168,164
Allowable bad debts (exclude bad debts for professional services) (see instructions) 160,635
Adiusted reimbursable bad debts (see instructions) 112,445
Allowable bad debts for dual eligible beneficiaries (see instructions) 129,997
Subtotal (sum of lines 22 and 24) 1,280,609
Direct graduate medical education payments (from worksheet E-4, line 49) 0
Other pass through costs (see instructions) ]
outlier payments reconcitiation 0
OTHER ADJUSTMENTS (SEE INSTRUCTTIONS) (SPECIFY) 0
Recovery of Accelerated bepreciation 0
Total amount payable to the provider (see instructions) 1,280,609
Interim payments 1,229,563
Tentative settlement (for contractor use only) O
Balance due provider/program (Tine 31 minus the sum lines 32 and 33) 51,0406
Protested amounts (nonatlowable cost report Ttems) in accordance w1th cMs Pub 15- 2, sect10n 115.2 Y]
'TO BE COMPLETED BY CONTRACTOR :
original outlier amount from wWorksheet E-3, pPart II, 11ne 2 [V
Quttier reconciliation adjustment amount (see 1n$truct10ns) ¢
The rate used to calculate the Time value of Money .00
G

Time value of Money (see instructions)

MCRIF3Z2 - 2.15.129.0



Health financial Systems TERRE HAUTE REGIONAL HOSPITAL

In Lieu of Form ¢MS5-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT Provider CCN: 150046 | period: worksheet E-3
From 09/01/2010; Part IIX
Component CCN:15T04G |To  08/31/2011§ Date/Time Prepared:
2/13/2012 12:36 pm
Title XVIII subprovider - PPS
IRE_

PART "IIT -~ MEDICARE PART A SERVICES -:IRF 'PPS - e :
1.00 |Net Federal PPS Payment (see instructions) 3,328,507} 1.00
2,00 |Medicare S$SI ratio (IRF PPS only) (see instructions) 0.0336] 2.00
3.00 |Inpatient Rehabilitation LIP Payments (see instructions) 109,132 3.00
4.00 joutlier Payments 286,904 4.00
5.00 [unweighted intern and resident FTE count in the most recent cost reporting period ending on or prior 0.006| 5.00

to November 15, 2004 (see instructions)
6.00 |[New Teaching program adjustment. (see instructions) 0.06| 6.00
7.00 |current year's unweighted £TE count of I&R other than FTEs in the first 3 years of a “"new teaching 0.006( 7.00

program". (see inst.)
8.00 |cCurrent year's unweighted I&R FTE count for residents within the first 3 years of a "new teaching ¢.00] 8.00

program”. (see inst.)
9.00 i{Intern and resident count for IRF PPS medical education adjustment (see instructions) 0.006f 9.00
10.00 [Average Daily Census (see instructions) 9,.805479} 10.00
11.00 [mMedical Education adjustment Factor {{(1 + (1ine 9/Tine 10)) raised to the power of .6876 -1}. 0.000000G} 11.00
12.00 [Medical Education Adjustment (line 1 multiplied by Tine 11). 0} 12.00
13.00 [Ttotal pps payment (sum of Tines 1, 3, 4 and 12) 3,724,543} 13.00
14.00 fnursing and Altied Health Managed Care payment (see instruction) G} 14.00
15.00 |Oorgan acquisition 0f 15.00
16.00 |Cost of teaching physicians (from worksheet D-5, Part II, column 3, line 20) (see instructions) G} 16.00
17.00 [subtotal {see instructions) 3,724,543] 17.00
18.00 |Primary payer payments G} 18.00
19,00 |subtotal (line 17 less tine 18). 3,724,543} 19.00
20.00 |pDeductibles 12,324] 20.00
21.00 |{subtotal (line 19 minus line 20) 3,712,219{ 21.00
22.00 |Coinsurance 30,148| 22.00
23.00 |subtotal (line 21 minus line 22) 3,682,071] 23.00
24.00 |Allowable bad debts (exclude bad debts for professional services) (see instructions) 16,756} 24.00
25.00 |Adjusted reimbursable bad debts {(see instructions) 11,729| 25.00
26.00 |Allowable bad debts for duat eligible beneficiaries (see instructions) 16,756] 26.00
27.00 |subtotal (sum of Tines 23 and 25) 3,693,800[ 27.00
28.00 |pirect graduate medical education payments (from worksheet E-4, Tine 49) 0] 28.00
29.00 |other pass through costs (see instructions) 0] 29.00
30.00 foutlier payments reconciliation 0{ 30.00
31.00 [OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0| 31.00
31.99 |Recovery of Accelerated Depreciation 0] 31.99
32.00 |Total amount payable to the provider (see instructions) 3,693,800] 32.00
33.00 jInterim payments 3,673,333 33.00
34,00 [Tentative settlement (for contractor use only) 0 34.00
35.00 {Balance due provider/program {line 32 minus the sum lines 33 and 34) 20,467] 35.00
36.00 [Protested amounts (nonallowable cost report 1tem5) in accordance mth cHS pub. 15-2, sectwn 115 2 0} 36.00

TO BE COMPLETED BY : CONTRACTOR : R B
50.00 [original outlier amount from Worksheet E-3, Part III, hne 4 0] 50.00
51.00 [outlier reconciliation adjustment amount (see 1n5truct10ns) 0] 51.00
52.00 [The rate used to calculate the Time value of Money 0.00( 52.00
53.00 [Time value of Money (see instructions) 0] 53.00

MCRIF32 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL in Lieu of Form CM5-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT Provider CCN: 150046 | Period: worksheet E-3
From 09/01/2010 | Part VII
To 08/31/2011 | pate/Time Prepared:
2/13/2032 12:30 pm
Tit1g XIX | __gqspita] _ _Cost._
' 100 ¢

.00
.00
.00
.00
.00

~N UV AWk

.00

PART VII - CALCULATION OF RETIMBURSEMENT - ALL QTHER HEALTH SERVICE.S FOR TITLES V OR XIX SERVICES

COMPUTATION OF NET COST OF COVERED SERVICES

7,094,265

Inpatient hospital/SNF/NF services

Medical and other services 0
organ acquisition {certified transplant centers only) 0
subtotal (sum of lines 1, 2 and 3) 7,094,265
Inpatient primary payer payments 0
Qutpatient primary payer payments 0

subtotal (line 4 Tess sum of Tines 5 and &)
COMPUTATION OQF LESSER: OF COST OR CHARGES 2

7,094,265

Reasonable charges

4]

Routine service charges

Ancillary service charges 66,531,034
Oorgan acquisition charges, net of revenue 0
Incentive from target amount computaticn 0
Total reasonab?e charges (sum of 11nes 8 through 11) 66,531,034
Amount actually collected from patients 11ah¥e for payment for services on a charge ba51s 0
Amounts that would have been realized from patients Tiable for payment for services on a charge basis 0
had such payment heen made in accordance with 42 CFrR 413.13(e)

Ratio of Tine 13 to T1ine 14 {(not to exceed 1.00000Q) 0. 000000
Total customary charges (see instructions) 66,531,034
Excess of customary charges cover reasonable cost (complete only if Tine 16 exceeds Tine 4) (see 59,436,769
instructions)

£xcess of reasonable cost over customary charges (compiete only if line 4 exceeds Jine 16) (see 0
instructions)

Interns and Residents (see instructions) 0
Cost of Teaching Physicians (see instructions) 0
Cost of covered services (enter the ]esser of T1ne 4 or 11ne 16) 7,094,265
PROSPECTIVE PAYMENT AMOUNT =~ T
Othetr than outlier payments 0
outlier payments 0
program capital payments 0
capital exception payments (See instructions) 0
Routine and Ancillary service other pass through costs 0
Subtotal (sum of Yines 22 through 26) 0
Customary charges (title v or XIX pPPS covered services only) 0
Titles vV or XIX enter the sum of lines 27 and 21 7,084,265
COMPUTATION OF RETMBURSEMENT SETTLEMENT e
Excess of reascnable cost (from line 18) 0
Subtotal (sum of 1ines 19 and 20, ptus 29 minus tines § and 6) 7,094,265
Deductibles 0
Coinsurance 0
Allowable bad debts (see instructions) 0
Utilization review 0
subtotal (sum of lines 31, 34 and 35 minus sum of Tines 32 and 33) 7,094,265
OTHER ADJUSTMENTS (SEE INSTRUCTIONS) {SPECIFY) 0
subtotal (line 36 = line 37) 7,094,265
pirect graduate medical education payments (from wkst. £-4) ¢
Total amount payable to the provider (sum of lines 38 and 39) 7,094,265
Interim payments 7,657,079
Balance due provider/program (Tine 40 minus 41) -562,814
protested amounts (nonallowable cost report items) in accordance with cMs pPub 15-2, section 115.2 0

e = R RN
COoOQooOoo
OO0 000

12. 00

MCRIF32 - 2.15.129.0



Health Fipancial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Lie

u of Form (M5-2552-10

BALANCE SHEET (If you are nonproprietary and do not maintain

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

provider CCN: 150046

pericd:
From 08/01/2010

worksheet G

To 08/31/2011 | Date/Time Prepared:
2/13/2012 12:30 pm
o '(_;_enera'I Fund ospacific Endowment Fund SP‘I_a_a_nt;l-'_u_nd_'._: B
1 I Purpose Fund LTI
R el 1 00 i 2500 . 3 00 -Z_ A OO ]

CURENT ASSETS - : ' R Rt
1.00 |cash on hand in banks 51 853 1) 0 0] 1.00
2.00 |Temporary investments 0 0] 0 0] 2.00
3.00 |Notes receivable 0] 0] 0 0] 3.00
4.00 |Accounts receivable 24,548,552 L0 0 0] 4.00
5.00 |other receivable 132,350 0 [#] 0 5.00
6.00 [Allowances for uncollectible notes and accounts receivable -10,228,556 ) 0 0{ 6.00
7.00 |TInventory 4,771,245 0] 0 0{ 7.00
8.00 [Prepaid expenses 303,522 0 0 0{ 8.00
9.00 |{other current assets 0 ¢ 0 0 9.00
10.00 [pue from other funds i) 0 0 0{ 10.00
11.00 |Total current assets (sum of Tines 1 10 19,578,966 0 0 0] 11.00
12.00 |tand 1,262,718 h; 0 0] 12.00
13.00 [tand improvements 3,002,401 0 0 0f 13.00
14.00 |Accumilated depreciation -2,612,771 0 0 0f 14,00
15.00 |Buildings 38,638,215 0, 0 0 15.00
16.00 |Accumu]ated depreciation -19,993,173 ) 0 0] 16.00
17.00 |teasehold {improvements 5,482,900 0 0 0] 17.00
18.00 |Accumulated depreciation -3,980, 686! 0, 0 0] 18.00
19.00 |Fixed equipment 24,228,974 0 0 0] 19.00
20.00 |Accumulated depreciation ~14,728,626) 0 0 0] 20.00
21.00 {Automobiles and trucks i 0 0 07 21.00
22.00 |Accumulated depreciation 0 0 ol 03 22,00
23.00 |Major movable equipment 52,120,733 0 0 0¢{ 23.00
24.00 JAaccumulated depreciation -45,805,992 0 0 0} 24.00
25.00 JMinor equipment depreciable 1,881,511 0 0 0i 25.00
26.00 jAaccumulated depreciation -568,447 0 0 0i 26.00
27.00 HIT designated Assets 0 0 0 0i 27.00
28.00 :Accumulated depreciation 0 0 0 0! 28.00
29.00 {Minor equipment-nondepreciable 216,832 0 0 0! 29.00
30.00 [Total Tixed assets (sum of lines 12-29) 39,144,589 0 0 8; 30.00

OTHER ASSETS o S w i s
31.00 [Investments 0 0, 0 0 31.00
32.00 |Deposits on leases 0 0 0 0} 32.00
33.00 |pue from owners/officers 0 0 0 0} 33.00
34,00 |other assets 5,909,981 0 0, 0} 34,00
35.00 {Total other assets (sum of lines 31-34) 5,909,981 0 0 0i 35.00
36.00 |{Total assets (sum of hnes 11 30 and 35) 64,633,536 0 ) 0j 36.00

CURRENT LIABILITIES e e e e i
37.00 |Accounts payable 3,483,134 0 0 0] 37.00
38.00 |salaries, wages, and fees payable 2,772,790 0 0 0] 38.00
39.00 {Payroll taxes payable 1,923,081 0 0 01 39.00
40.00 |Notes and loans payable (short term) 0 0 0 0{ 40,00
41.00 |peferred income 0 0 0 0] 41.00
42.00 {Accelerated payments 0 42.00
43.00 {pue to other funds 0 0, 0 0] 43.00
44,00 jother current 1iabilities 0 0 0 0] 44.00
45,00 |Total current liabilities (sum of hnes 37 thru 44) 8,179,005 0 0 0] 45.00

LONG TERM LIABILYTIES R R 5
46.00 [Mortgage payable 0 0 0 0] 46.00
47.00 {Notes payable 0 0 0 0 47.00
48.00 junsecured loans -163,298,613 0 0 01 48.00
49,00 |other Tong term liabilities 71,488 li; 0] 0} 49.00
50,00 |Total long term liabilities (sum of tines 46 thru 49 -163,227,125 0 0 0] 50,00
51.00 Total liabilites (sum of Tines 45 and 50) -155,048,120 0 0 0] 51.00

CAPITAL ACCOUNTS s R ' T e
52.00 |General fund balance 219,681,656 52.00
53.00 [specific purpose fund 0 53.00
54.00 [Donor created - endowment fund balance - restricted 0) 54.00
55.00 [ponor created - endowment fund balance - unrestricted ¢ 55.00
56.00 |Governing body created - endowment fund balance ¢ 56.00
57.00 [Plant fund baltance - invested in plant 0| 57.00
58.00 |plant fund balance - reserve for plant improvement, 0| 58.00

replacement, and expansion
59.00 ;Totat fund balances (sum of lines 52 thru 58) 219,681,656 0 0 0| 59.00
60.00 {Total liabilities and fund balances (sum of lines 51 and 64,633,536 0 t] G| 60.00

59)

MCRIF32 - 2.15.129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Lieu of Form ¢M§-2552-10

STATEMENT OF CHANGES IN FUND BALANCES

provider CCN: 150046

period:
From 09/01/2010

To

08/31/2011

worksheet G-1

pDate/Time Prepared:
2/13/2012 12:30 pn

General fund . o1l - UspecialPurpose Fund

1.00 [Fund balances at beginning of period 204,482,380 0
2.00 |Net income (loss) (from wkst. G-3, Tine 29) 22,968,014

3.00 {Total (sum of Fine 1 and Tine 2) 227,450,394 0
4.00 1] 0

5.00 0 0

G.00 0 0

7.00 0 0

8.00 0 ]

9.00 0 0

10.00 [Total additions (sum of line 4-9) 0 0
11.00 jsubtotal (1ine 3 plus Tine 10) 227,450,394 0
12.00 |FEDERAL TAX LIABILITY 7,768,738 1)

13.00 0 ]

14,00 0 )

15.00 0 g

1G.00 0 0

17.00 0 1]

18.00 {Total deductions (sum of Tines 12-17) 7,768,738 0
19.00 [Fund balance at end of period per balance 219,681,656 0

sheet (1ine 11 minus 1ine 18)

MCRIF3Z - 2.15.129.0



Health Financial Systems .

TERRE_HAUTE REGIONAL HOSPITAL

In Lieu of Form (MS-2552-10

STATEMENT OF CHANGES IN FUND BALANCES

Provider CCN: 150046

Period;

From 09/01/2010
To 08/31/2011

Worksheet G-1

Date/Time Pre

pared:

2/13/2012 12:30 pm

T TEndowment  Fund ol SPlant Fund ©o e Sl a s T T
1.00 |Fund halances at beginning of period 0 1.00
2.00 iNet income (Joss) (from wkst. G-3, line 29) 2.00
3.00 [Total (sum of }ine 1 and line 2) 0 3.00
4,00 O [&] 4.00
5.00 0, 0 5.00
G.00 0 0 6.00
7.00 0 0 7.00
8.00 0 0 8.00
9.00 0 0 9.00
10.00 |Total additions (sum of Tine 4-9) 0 10.00
11.00 |subtotal (line 3 plus line 10) 0 11.00
12.00 |FEDERAL TAX LIABILITY 0 0 12.00
13.00 0 [§] 13.00
14.00 a 0 14.00
15.400 0 0 15.00
16.00 a 0 16.00
17.00 0 0 17.00
18.00 |Total deductions (sum of Tines 12-17) 0 18.00
19.00 |Fund balance at end of period per balance 0] 19.00

sheet (Tine 11 minus Tine 18)

MCRIF32 - 2.15.129.0



Health Financial Systems TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form CMS5-2552-10
STATEMENT OF PATIENT REVENUES AND OPERATING EXPENSES Provider CCN: 150046 | Period: worksheet G-2 Parts
From 09/01/2010
To 08/31/2011 pate/Time Prepared:
2/13/2012 12 30 B
-'.| Cost Center Description : Inpatient - Outpatxent 18 : :

o 1,00 ] 200._

PART ‘I '~ PATIENT REVENUES AL

General ‘Inpatient Routine Services R R
1.00 |Hospital 16,065,032 16,065,032] 1.00
2.00 |SUBPROVIDER - IPF 7,256,990 7,256,9901 2,00
3.00 |SUBPROVIDER - IRF 3,249,732 3,249,732} 3,00
4,00 !SUBPROVIDER 4,00
5.00 {swing bed - SNF i) 0f 5.00
6.00 |Swing bed - NF 0 0] 6.00
7.00 |[SKILLED NURSING FACILITY 0 0 7.00
8.00 [NURSING FACILITY 0 0f 8.00
9.00 |OTHER LONG TERM CARE 0 0| 9.00
10.00 |Total general inpatient care services (sum of lines 1- 9) 26, 571 754 26 571, 754 10.00

Intensive Care Type Inpatient Hospital Services = :
11.00 [INTENSIVE CARE UNIT 6 243 549 6,243,549 11.00
12.00 [CORONARY CARE UNIT 12.00
13.00 [BURN INTENSIVE CARE UNIT 13.00
14.00 |SURGICAL INTENSIVE CARE UNIT 14.00
15.00 |OTHER SPECYAL CARE (SPECIFY) 15.00
16.00 {Total intensive care type inpatient hospital services (sum of Tines 6,243,549 6,243,549 16.00

11-1%)
17.00 ;Total inpatient routine care services (sum of lines 10 and 16) 32,815,303 32,815,303] 17.00
18.00 jancillary services 198,249,415 0 198,249,415 18.00
19.00 foutpatient services 0 225,736,699 225,736,699) 19.00
20.00 [RURAL HEALTH CLINIC 0 0 & 20.00
21,00 [FEDERALLY QUALIFIED HEALTH CENTER 0 0 0| 21.00
22.00 |HOME HEALTH AGENCY 0 0] 22.00
23.00 |AMBULANCE SERVICES 0 0] ¢} 23.00
24,00 |CMHC 0 0| 24.00
24,10 |CORF 0 0 0| 24.10
25.00 |AMBULATORY SURGICAL CENTER (D.P,) 0 0 0| 25.00
26.00 |HOSPICE 0, 0 0| 26.00
27.00 |OTHER (SPECIFY) 0 0 0 27.00
28.00 |Total patient revenues (sum of Tines 17-27)(transfer column 3 to wkst. 231,064,718 225,736,699 456,801,417 28,00

G-3, Tine 1)

PART IXI - QPERATING EXPENSES AT
29.00 |operating expenses (per wkst. A, column 3, Tine 200) 92,595,445 29,00
30.00 [BAD DEBTS 5,974,954 30.00
31.00 0 31.00
32.00 0 32.00
33.00 0 33.00
34.00 ] 34.00
35.00 0 35.00
36.00 [Total additions (sum of lines 30-35) 5,974,954 36.00
37.00 |ROUNDING 98 37.00
38.00 0 38.00
39.00 0 39.00
40.00 4] 40.00
41,00 Q 41.00
42.00 |Total deductions (sum of lines 37-41) 98 42.00
43.00 |Total operating expenses (sum of 1ines 29 and 36 minus Tline 42)(transfer 93,570,301 43,00

to wkst. G-3, line 4)

MCRIF3Z2 - 2.15.129.0



Heatth Financial Systems TERRE HAUTE REGIONAL HOSPITAL

In Lie

4 of Form CMS5-2552-10

STATEMENT OF REVENUES AND EXPENSES Provider CCN: 150046 | Period: worksheet G-3

From 09/01/2010

To  08/31/2011 | pate/Time Prepared:

2/13/2012 12:30 pm
1.00 |Total patient revenues (from wkst. G-2, Part I, column 3, tine 28} 456,801,417] 1.00
2.00 |Less contractual allowances and discounts on patients' accounts 335,837,209| 2.00
3.00 |Net patient revenues (Tine 1 minus Tine 2) 120,964,208 3.00
4.00 |tess total operating expenses (from wkst. G-2, Part II, Tine 43) 98,570,301} 4,00
5.00 INet income from service to patients (line 3 minus line 4) 22,393,907] 5.00
OTHER TNCOME ~ . . —— - e AN

©.00 |[Contributions, donations, bequests, etc 0{ 6.00
7.00 [Income from investments Q] 7.00
8.00 [Revenues from telephone and telegraph service 0| 8.00
9.00 |Revenue from television and radio service o 9.00
10.00 (Purchase discounts G} 10.00
11.00 Rrebates and refunds of expenses 0| 11.00
12.00 |Parking lot receipts 6] 12.00
13.00 {Revenue from taundry and 1inen service 0f 13.00
14.00 |Revenue from meals sold to employees and guests ¢ 14.00
15.00 [Revenue from rental of living quarters 0| 15.00
16.00 |Revenue from sale of medical and surgical supplies to other than patients 0] 16.00
17.00 |Revenue from sale of drugs to other than patients 0| 17.00
18.00 jRevenue from sale of medical records and abstracts 0] 18.00
19.00 ;Tuition (fees, sale of textbooks, uniforms, etc.) 0] 19.00
20.00 [Revenue from gifts, flowers, coffee shops, and canteen 0} 20.00
21.00 |Rental of vending machines 0f 21,00
22.00 |Rrental of hospital space 0| 22.00
23.00 |Governmental appropriations 0f 23.00
24,00 |{OTHER REVENUE 522,019| 24,00
24,01 [INTEREST INCOME 37,0371 24.01
24.02 |GAIN ON DISPOSITION QF ASSETS 11,891) 24.02
24.03 {MISC., INCOME 3,160 24,03
24.04 0| 24.04
25.00 [rotal other income (sum of lines 6-24) 574,107] 25.00
26.00 [Total (line 5 plus Vine 25) 22,968,014f 26.00
27.00 [|OTHER EXPENSES (SPECIFY) 0| 27.00
28,00 |Total other expenses (sum of line 27 and subscripts) 0] 28.00
29.00 |Net income (or lossy for the period (line 26 minus 1ine 28) 22,968,014] 29,00

MCRIF32 - 2.15.129.0



Health Financial Systems

TERRE HAUTE REGIONAL HOSPITAL

In Liev of Form ¢M$-2552-10

CALCULATION OF CAPITAL PAYMENT Provider CcN: 150046 | period: worksheet L
From 09/01/2010 | parts I-1III
To 08/31/2011! bate/Time prepared:
2/13/2012 12:30 pm
Title XVIIX Hospital PpS
PART ‘T -~ FULLY 'PROSPECTIVE (METHOD
CAPITAL FEDERAL AMOUNT -+ IR
1.00 |capital DRG other than outlier 1,623,672] 1.00
2,00 |[capital DRG outlier payments 245,523] 2.00
3.00 |Total inpatient days divided by number of days in the cost reporting period (see instructions) 63.39| 3.00
4.00 |Number of interns & residents (see instructions) 0.00] 4.00
5.00 jIndirect medical education percentage (see instructions) 0.00| 5.00
6.00 jIndirect medical education adjustment (1ine 1 times line 5) 0{ 6.00
7.00 jpercentage of SSI recipient patient days to Medicare Part A patient days (worksheet E, part A line 6.52{ 7.00
30) (see instructions)
8.00 {Percentage of Medicaid patient days to total days reported on Worksheet $-3, pPart I (see 18.77f 8.00
instructions)
9.00 |sum of 1ines 7 and 8 25.29] 9.00
10.00 [Allowable disproportionate share percentage (see instructions) 5.25] 10.00
11.00 {pisproportionate share adjustment (line 1 times line 10) 85,243| 11.00
12,00 iTotal prospective capital payments (sum of Tines 1-2, 6, and 11) 1,954,438| 12.00
PART -XX - PAYMENT UNDER_REASONABLE COST = = = - iuiiin TR
1.00 jpProgram inpatient routine capital cost (see instructions) 0| 1.00
2,00 |program inpatient ancillary capital cost (see instructions) 0f 2.00
3.00 |Total inpatient program capital cost (line 1 plus Tine 2) 0f 3.00
4.00 |capital cost payment factor (see instructions) 0| 4.00
5.00 |Total inpatient program capital cost (line 3 x lipne 4 0} 5.00
PART JIXI ~ COMPUTATION OF EXCEPTION PAYMENTS ) -
1.00 |Program inpatient capital costs {see instructions) 0 1.00
2.00 iprogram inpatient capital costs for extraordinary circumstances (see instructions} 0 2.00
3.00 |Net program inpatient capital costs (line 1 minus line 2) Gt 3.00
4.00 |Applicable exception percentage (see instructions) 0.00] 4.00
5.00 Icapital cost for comparisen to payments (1ine 3 x 1ine 4) 0 5.00
6.00 |Percentage adjustment for extraordimary circumstances (see instructions) 0.00; ©.00
7.00 |Adjustment to capital minimum payment level for extraordinary circumstances (}ine 2 x Tine 6) 0] 7.00
8.00 |capital minimum payment level (line 5 plus line 7) 0} 8§.00
9.00 [current year capital payments {from Part I, Tine 12, as applicable) 0 9.00
10.00 (Current year comparison of capital minimum payment level to capital payments (line 8 Tless Tine %) 0{ 10.00
11.00 |carryover of accumutated capital minimum payment level over capital payment (from prior year 0| 11.00
worksheet L, part III, Tine 14)
12,00 |Net comparison of capital minimum payment Tlevel to capital payments (line 10 plus line 11) 0f 12.00
13.00 |current year exception payment (if line 12 is positive, enter the amount on this Tine) 0{ 13.00
14.00 [Carryover of accumulated capital minimum payment Tevel over capital payment for the following period 0{ 14.00
(if Tine 12 is negative, enter the amount on this Tine)
15.00 jCurrent year allowable operating and capital payment (see instructions) 0| 15.00
16.00 [current year operating and capital costs (see instructions) 0} 16.00
17.00 [Current year exception offset amount (see instructions) 0| 17.00
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