State of Georgia
Disproportionate Share Hospital (DSH) Examination Survey Part 1

For State DSH Year 2019
DSH Version  6.00 02/21/2020
A. General DSH Year Information
Begin ' End
1. DSH Year: [ 07/01/2018] | 06/30/2018|
2. Select Your Facility from the Drop-Down Menu Provided: fSHEPHERD CENTER
i e ver
Cost Report Cost Report
Begln Date(s) End Date(s)
3. Cost Report Year 1 04/01/2018] 03/31/2019| Must also complete a separate survey file for each cost report period listed - SEE DSH SURVEY PART Il FILES
4. Cost Report Year 2 (if applicable)
5. Cost Report Year 3 (if applicable) ]
6. Medicaid Provider Number: 000248069A
7. Medicaid Subprovider Number 1 (Psychiatric or Rehab): 0
8. Medicaid Subprovider Number 2 (Psychiatric or Rehab): 0
9. Medicare Provider Number: 112003
B. DSH OB Qualifying Information
Questions 1-3, below, should be answered in the accordance with Sec. 1923(d) of the Social Security Act.
- DSH Examination
- Year (07/01/18 -
During the DSH Examination Year: ~ 06/30/18)

-

. Did the hospital have at least two obstetricians who had staff privileges at the hospital that agreed to
provide obstetric services to Medicaid-eligible individuals during the DSH year? (In the case of a hospital
located in a rural area, the term “obsletrician” includes any physician with staff privileges at the
hospital to perform nonemergency cbstetric procedures.)

. Was the hospital exempt from the requirement listed under #1 above because the hospital's
inpatients are predominantly under 18 years of age?

. Was the hospital exempt from the requirement listed under #1 above because it did not offer non- es
emergency obstetric services to the general pepulation when federal Medicaid DSH regulations
were enacted on December 22, 18877

L]

w

3a. Was the hospital open as of December 22, 19877 es

3b. What date did the hospital cpen? 08/01/1975

6.00 Property of Myers and Stauffer L.C
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C. Disclosure of Other Madicald Payments Recelved:

State of Georgia

Disproportionate Share Hospital (DSH) Examination Survey Part 1

1. Medicald Supptemental Payments for Hospital Services DSH Year 07/01/2018 - 06/30/12018

(Should include UPL and non-claim spacific payments paid based on the state fiscal year. However, DSH payments should NOT be inciuded.)

2. Medlcald Managed Care Supplemental Payments for hospital services tor DSH Year 07/01/2018 - 08/30/2019

(Should include all non-claim specific payments for hospital services such as lump sum payments for full Medicaid pricing (FMF), supplementals, quality payments, bonus
payments, capitation payments received by the hospital (not by the MCO), or other incentive payments.

NOTE: Hospital portion of supplementa! paymens reported on DSH Survey Part ll, Section E, Question 14 should be reported here if paid on a SFY basis.

3. Total Medicald and Medicald Managed Care Non-Clalms Payments for Hospital Services07/01/2018 - 08/30/2019

Certlification:

1. Was your hospital allowed to retatn 160% of the DSH payment it recelved for this DSH year?
Matching the federal share with an IGT/CPE s not a basis for answertng th!s question “no™. if your
hospital was not allowed to retain 1060% of its DSH payments, please explain what circumstances were
p t that p ted the pital from retaining its payments.

Explanaticn for "No™ answers:

For State DSH Year 2019

R

The fellowing certification Is to be compteted by the hospital's CEO or CFO:

| hereby certify that the information in Sections A, B, C, D, E, F, G, H, |, J, K and L of the DSH Survey files are true and accurate to the best of our ability, and supported by the ﬁnanual and other
of the ital. All Medicaid eligible patients, including thesa wha have private insurance coverage, have been reported on the DSH survay rag of

payment on the claim. | understand that this information will be used to ine the M

id program’s compliance with federal Disproportionate

Share Hospital (DSH) ehgxbmtyrand payments

provisions. Detailed support exists for all emounts reported in the survey. Thase records will be retained for a period of not less than 5 years following the due date of the survey, and will be made

available for ingpection when requested.

Chief Financial Officer

Hospital CEO or CFO Signature Title
Staphen 8. 404-350-7776
Hospital CEO or CFO Printed Name

Hospital CEO or CFO Telephone Number

Date

steva.hclleman@shepherd.org
Hospital CEO or CFO E-Mail

Ceontact Information fer individuals suthorized to respond to Inquiries related to this survey:

600

Hospital Contact:

Name|John McDaniel
Title| Director of Finance

Telephone Number|404-350-7329

E-Mail Address|{john.mcdaniel@shepherd.org

Mailing City, State, Zip{Atianta, GA 30309-1485

Mailing Street Address} 2020 Paachtrea Road, NW

E-Mail Address

Property of Myers and Steuffer LC

parer:
Name|Holly Bizic
Title|Senior Consuitant
Firm Name|PYA, P.C.
Telephone Number|727-858-8012

hbizi apc.com
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State of Georgia
Disproportionate Share Hospital (DSH) Examination Survey Part 11

D. General Cost Report Year Information 04/01/2018 - 03/31/2018

6/30/2019

DSH Version 8.00

The following information is provided based on the information we received from the state. Please review this information for items 4 through 8 and select "Yes" or "No" to either agree or disagree with the accuracy of

the information. If you disagree with one of these items, please provide the correct information along with supporting documentation when you submit your survey.

1. Select Your Facility from the Drop-Down Menu Provided: ISHEPHERD CENTER

04/01/2018
through
03/31/2018
2. Select Cost Report Year Covered by this Survey (enter "X"): [ X
3. Status of Cost Report Used for this Survey (Should be audited if available): [1 - As Submitted |
3a. Date CMS processed the HCRIS file into the HCRIS datab | 09/18/2019 ]
ke i It Incarrect, Proper Information
4. Hospital Name: SHEPHERD CENTER Yes
5. Medicaid Provider Number: 00024B069A Yes
6. Medicaid Subprovider Number 1 (Psychialric or Rehab): 0 Yes
7. Medicaid Subprovider Number 2 (Psychiatric or Rehab): 0 Yes
8. Medicare Provider Number: 112003 Yes
Owner/Operator (Private State Govt., Non-State Gowt., HIS/Tribal): Private Yes
DSH Pool Classification (Small Rural, Non-Small Rural, Urban): Urban Yes

rt year:

9. State Name & Number

10. State Name & Number

11, State Name & Number

12. State Name & Number

14. State Name & Number

15. State Name & Number

(List additional states on a separate attachment)
E. Disclosure of Medicaid / Uninsured Payments Received: (04/01/2018 - 03/31/2019)

. Section 1011 Payment Related to Hospital Services Included in Exhibits B & B-1 (See Note 1)

. Section 1011 Payment Related to Inpatient Hospital Services NOT Included in Exhibits B & B-1 (See Note 1)

. Section 1011 Payment Related to Outpatient Hospital Services NOT Included in Exhibits B & B-1 (See Note 1)
. Total Section 1011 Payments Related to Hospital Services (See Note 1)

. Section 1011 Payment Related to Non-Hospital Services Included in Exhibits B & B-1 (See Note 1)

. Section 1011 Payment Related to Non-Hospital Services NOT Included in Exhibits B & B-1 (See Note 1)

. Total Section 1011 Payments Related to Non-Hospital Services (See Note 1)

~N ;bW =

8. Out-of-State DSH Payments (See Note 2)

©w

. Total Cash Basis Patient Payments from Uninsured (On Exhibit B)

10. Total Cash Basis Patient Payments from All Other Patients (On Exhibit B)

11. Total Cash Basis Patient Payments Reported on Exhibit B (Agrees to Column (N} on Exhibit B, less physician and non-hespital portion of payments)
12, Uninsured Cash Basis Patient Payments as a Percentage of Total Cash Basis Palient Payments:

—
5
Inpatient Qutpatient
$ 734,300 152,048
S 427,859 1,168,891
$1,162,159 $1,320,939
63.18% 11.51%

Total
$886,348
$1,596,750
$2,483,008
35.70%

Should include all non-claim-specific payments such as lump sum payments for full Medicaid pricing, supplementals, quality payments, bonus payments, capitation payments received by the hospital (not by the MCO), or other incentive payments.

14, Total Medicaid managed care non-claims payments (see question 13 above) received applicable to hospital services
15. Total Medicaid managed care non-claims payments (see question 13 above) received applicable to non-hospital services

16. Total Medicaid managed care non-claims paymenis (see queslion 13 above) received

Printed 07/07/2021

Property of Myers and Stauffer LC

—

$

03/31/2020

Version 8.00
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State of Georgia
Disproportionate Share Hospital (DSH) Examination Survey Part I1

9/30/2019

Version 8.00

Note 1: Subtitle B - Miscellaneous Provision, Section 1011 of the Medicare Prescription Drug Improvement and Modernization Act of 2003 provides federal reimbursement for emergency health services funished to undocumented aliens. If your hospital received these
funds during any cost report year covered by the survey, they must be reported here. If you can document that a portion of the payment received is related to non-hospital services (physician or ambulance services), report that amount in the section titied "Section 1011
Payments Related to Non-Hospital Services." Otherwise report 100 percent of the funds you received in the section related to hospital services.

Note 2: Report any DSH payments your hospital received from a state Medicaid program (ather than your home state). In-state DSH payments will be reported directly from the Medicaid program and should not be included in this section of the survey.

F. MIUR / LIUR Qualifying Data from the Cost Report (04/01/2018 - 03/31/2019)

-

DB WN

NOTE: All data in this section must be verified by the hospital. If data is
already present in this section, it was completed using CMS HCRIS cost
report data. If the hospital has a more recent version of the cost report, the

R i

F-1. Total Hospital Days Used in Medicaid Inpatient Utilization Ratio (MIUR)

. Total Hospital Days Per Cost Report Excluding Swing-Bed (C/R, W/S S-3, Pt. |, Col. 8, Sum of Lns. 14, 16, 17, 18.00-18.03, 30, 31 less lines 5 & 6)

(See Note in Section F-3, below)

F-2. Cash Subsidies for Patient Services Received from State or Local Governments and Charity Care Charges (Used in Low-Income Utilization Ratio (LIUR) Calculation):

Inpatient Hospital Subsidies

. Outpatient Hospital Subsidies

. Unspecified I/P and O/P Hospital Subsidies
. Non-Hospital Subsidies

. Total Hospital Subsidies

Inpatient Hospital Charity Care Charges
Outpatient Hospital Charity Care Charges
Non-Hospital Charity Care Charges

Total Charity Care Charges

F-3. Calculation of Net Hospital Revenua from Patient Services (Used for LIUR) (W/S G-2 and G-3 of Cost Report}

data should be updated to the hospital's version of the cost report.

Tolal Patient Revenues (Charges)

$ =
5,578,158
9,053,411
$ 14,631,568

Contractual Adjustments {formulas below can be overwritten it amounts are
known)

Farmulas can ha nvarwrittan as naadad with actual data

11. Hospital $80,787,034.00 [: 43,487,261 -
12. Subprovider | (Psych or Rehab) $0.00 § - -
13. Subprovider Il (Psych or Rehab) $0.00 $ - -
14, Swing Bed - SNF . $0.00 $ -
15. Swing Bed - NF $0.00 $ -
16. Skilled Nursing Facility $0.00 S -
17. Nursing Facility $0.00 $ -
18. Other Long-Term Care $0.00 $ -
19. Ancillary Services $184,505,830.00 99,318,576 | [ § -
20. Outpatient Services $35,540,631.00 19,131,346 | [ § -
21. Home Health Agency $0.00 5 -
22, Ambulance $ - ] -
23. Outpatient Rehab Providers $0.00 $ -
24, ASC $0.00 $0.00 $ -
25. Hospice g M $0.00 $ -
26. Other $0.00 $0.00 $0.00 $ -
27. Total s 296,518,314 $ 220,046,461 $ & S 159,614,342 s 118,449,921 s -
29. Total Per Cost Report Total Patient Revenues (G-3 Line 1) Total Contractual Adj. (G-3 Line 2) 278,064,263
30. Increase worksheet G-3, Line 2 for Bad Debts NOT INCLUDED on worksheet G-3, Line 2 (impact is a decrease in net patient

revenue)
31. Increase worksheet G-3, Line 2 for Charity Care Write-Offs NOT INCLUDED on worksheet G-3, Line 2 (impact is a decrease in

net patient revenue)
32. Increase worksheet G-3, Line 2 to reverse offset of Medicaid DSH Revenue INCLUDED on worksheet G-3, Line 2 (impact is a

decrease in net patient revenue)
34, Decrease worksheet G-3, Line 2 to remove Medicaid Provider Taxes INCLUDED on worksheet G-3, Line 2 (impact is an

increase in net patient revenue)
35. Blank Recon Line OR "Decrease worksheet G-3, Line 2 to remove Charity Care Charges related to insured patients INCLUDED

on worksheet G-3, Line 2 (impact is an increase in net patient revenue)"
35. Adjusted Contractual Adjustments 278,064,263
36. Unreconciled Difference Unreconciled Difference (Should be $0) S - Unreconciled Difference (Should be $0) $ -

Printed 07/07/2021

Property of Myers and Stauffer LC

$ 37,209,773
$ =
$ -

$ 184,791,454
16,409,285

$ 238,500,512
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State of Georgia Version 8.00
Disproporticnate Share Hospital (DSH) Examination Survey Part I1
9/30/2019
G. Cost Report - Cost/ Days / Charges
[Cost Repori Year (04/01/2018-03/31/2018)  BIIZRIEElvi a0
Intern & Resident RCE and Therapy UP Routine e
Line o Total Allowable Costs Removed on  Add-Back (If : : IIP Days and /P Charges and O/F Maedicaid Per Diem /.
# Cost Center Dascription Cost Cost Report * Applicabla) Total Cost Ancillary Charges Ancillary Charges  Total Charges  Cost or Other Ratios
NOTE: All data in this section must be verified by the :
hospital. If data is already present in this section, It was
completed using CMS HCRIS cost report data. If the hospital ! Days - Cost Report ﬂéph;har;l:nggsnfe
has a more recent version of the cost report, the data should Cost Report Gi A 4 PO i
t J Cast Report Swing-Bed Carve W/S D-1, Pt |, Line | Report Worksheet
be updated to the hospital's version of the cost report. Cost Report Worksheet B, Worksheet C. Out - Cost Report : 2 for Adults & Peds: | C.Pt. 1 Col 6
Formulas can be overwritten as needed with actual data. P"‘fﬂ"‘;”c:lﬂ’ 2Bé l' "::’f t ‘;013;2 | Patical 2and Workshee! D-1, Calculated W/SD-1.PL2 (Inn':cnﬂa&anaa' oy Calculated Per Diem
b GO el ity Col. 4 Part, Line 26 Lines 4247 for |  unless used in
others Section L charges
allocation)
Routine Cost Centers (list below):
1 03000|ADULTS & PEDIATRICS $ 52,083,043 | $ -18 = $ 52,083,043 47,429 $78,134,564.00 $ 1,088.13
2 03100|INTENSIVE CARE UNIT $ - $ -18 - $ - - $0.00 $ =
3 03200|CORONARY CARE UNIT $ - $ -8 - $ - = $0.00 3 -
4 03300|BURN INTENSIVE CARE UNIT $ - $ -1 - $ - - $0.00 § =
5 03400|SURGICAL INTENSIVE CARE UNIT E: - $ - | § - 3 - - $0.00 § -
3] 03500/OTHER SPECIAL CARE UNIT 3 - $ - |9 - - - $0.00 3 =
7 04000|SUBPROVIDER | $ - $ B E = = - $0.00 $ =
8 04100/ SUBPROVIDER Il $ N $ -1 8 - - = $0.00 $ -
9 04200/OTHER SUBPROVIDER $ = $ -1$ - S - = $0.00 $ -
10 04300|NURSERY S - $ -1$ - S - - $0.00 $ -
1 S - $ -15 - $ - - $0.00 $ -
12 $ - $ -18 - $ - - $0.00 $ -
13 $ - $ -1 $ - s - = $0.00 $ -
14 H - $ -13 - [ - - $0.00 $ -
15 $ - $ -1% - g - - $0.00 $ -
16 $ - $ -8 - ] - - $0.00 $ -
17 $ - $ -18 - S - - $0.00 $ 5
18 Total Routine $ 52,083,043 $ - 8 - $ 52,083,043 47,429 § 78,134,564
19 Weighted Average
Hospital ~ Subprovider! Subprovider I L R @
Observation Days - | Observation Days - | Observation Days- |  Calculated (Per- ’"p&cﬁ:m Chames - | Ouipatent Chaiges | Total Charges - =
: : st Report Cost Report Cost Report Medicaid Calculated
Cost Report WIS S- | Cost Report W/S S- | Cosl Report WIS S- | Diems Abave |\, ycnaat C, P, I, | Worksheet G, Pt. I, | Worksheet C, Pt. I, | Cost-to-Charge Ratio
3, Pt |, Line 28, Col. | 3, PL 1, Line 28.01, | 3, Pt I, Line 28,02, | Multiplied by Days) Col 6‘ 34 Cal ?' i Col. 8‘ sl
Observation Data (Non-Distinct) 2 w8 Lol
20 %ulchsemalinn (Non-Distinct) - - -8 & $0.00 $000| $ - -
o HC,:”: ;g‘;fg Cost Report Inpatient Charges - | Outpatient Charges | Total Charges -
Worksheat 8 Part]. Cal 25 Workshest C, Calculated Cost Report Cost Report Cost Report Medicaid Calculated
Part] Col zé (tntem é Ha:sident Part |, Col.2 and Worksheet C, Pt. I, | Worksheel C, PL I, | Worksheet C, PL I, | Cost-to-Charge Ratio
e Col. 4 Col. 6 Col. 7 Col. 8
Offset ONLY)" et /
Ancillary Cost Centers (from WIS C excluding Observation) (list below):
21 5000{OPERATING ROOM $7,763,426.00 | § - $0.00 $ 7,763,426 $15,445,127.00 $0.00 (| $ 15,445,127 0.502646
22 5400{RADIOLOGY-DIAGNOSTIC $2,230,794.00 | § - $0.00 $ 2,230,794 $6,581,888.00 $468,431.00 | § 7,050,319 0.316410
23 5700|{CT SCAN $1,623,101.00 | § - $0.00 1,623,101 $4,455,428.00 $11,537.00 | € 4,466,965 0.363357
24 5800|MRI $1,364,867.00 | § - $0.00 1,364,867 $445,503.00 $14,154,400.00 | § 14,589,903 0.093485
25 6000{LABORATORY $2,764,607.00 | $ - $0.00 2,164,607 $9,181,121.00 $7,146,762.00 | § 16,327,883 0.169318
26 6500|RESPIRATORY THERAPY $4,960,636.00 | $ - $0.00 $ 4,860,636 $50,517,753.00 $45,205.00 | § 50,562,958 0.088108
27 6600|PHYSICAL THERAPY $13,927,521.00 | § - $0.00 $ 13,927,521 $23,802,152.00 $13,383,121.00 | § 37,185,273 0.374544
28 6700/ OCCUPATIONAL THERAPY $10,983,638.00 | $ - $0.00 $ 10,883,638 $16,252,745.00 $9,202,614.00 | § 25,455,359 0.431486
29 6800|SPEECH PATHOLOGY $6,275,593.00 | $ - $0.00 $ 6,275,593 $8,158,125.00 $4,079,798.00 | § 12,237,923 0.512799
Printed 07/07/2021 Property of Myers and Stauffer LC Page 21



G. Cost Report - Cost/ Days / Charges

State of Georgia

Disproportionate Share Hospital (DSH) Examination Survey Part 11

Cost Report Year (04/01/2018-03/31/2019) SHEPHERD CENTER
A Intern & Resident RCE and Therapy
Line L Total Allowable Costs Removad on Add-Back {if
# Cost Center Dascription Cost Cost Report * Applicable)
6900|ELECTROCARDIOLOGY $222,366.00 | $ - $0.00
7100|MEDICAL SUPPLIES CHARGED TO PATIENT $3,497.942.00 | $ - $0.00
7200|IMPL. DEV. CHARGED TO PATIENTS $91,985.00 | $ - $0.00
7300[DRUGS CHARGED TO PATIENTS $63,297,649.00 | $ - $0.00
7503|OTHER PATIENT SERVICES $5.425,643.00 | $ - $0.00
9000|CLINIC $17,246,787.00 - $2,723,389.00
$0.00 - $0.00
$0.00 - $0.00
$0.00 [ § - $0.00
$0.00 (S - $0.00
$0.00 [ § - $0.00
$0.00 | § - $0.00
$0.00[ S - $0.00
$0.00[ S - $0.00
$0.00| S - $0.00
$0.00 | § - $0.00
$0.00 | $ - $0.00
$0.00 | $ - $0.00
$0.00 | $ - $0.00
$0.00 | $ - $0.00
$0.00 | § - $0.00
$0.00 [ $ - $0.00
$0.00 | S - $0.00
$0.00 | $ - $0.00
$0.00| S - $0.00
$0.00] S - $0.00
$000 S - $0.00
$0.00 [ $ - $0.00
$0.00 [ $ - $0.00
$0.00 [ $ - $0.00
$0.00 [ § - $0.00
$0.00 [ $ - $0.00
$0.00 [ $ - $0.00
$0.00 [ § - $0.00
$0.00 | § - $0.00
$0.00 | § - $0.00
$0.00 | § - $0.00
$0.00 | § - $0.00
$0.00| § - $0.00
$0.00 [ § - $0.00
$0.00| S - $0.00
$0.00[S - $0.00
$000 (S - $0.00
$0.00 [ S - $0.00
$0.00 [ $ - $0.00
$000($ - $0.00
$0.00[$ - $0.00
$0.00 | § - $0.00
$0.00 | ¢ - $0.00
$0.00 | § - $0.00
$0.00 | § - $0.00
$0.00 | § - $0.00
$0.00]$ - $0.00
$0.00 | § - $0.00
$0.00 S - $0.00
$0.00[ S - $0.00
$0.00 | $ - $0.00
$0.00 [ S - $0.00
$0.00[$ - $0.00
$0.00 [ $ - $0.00

Printed 07/07/2021

9/30/2019

Version 8.00
/P Routine e
s /P Days and /P Charges and O/P Madicaid Per Diem /
~ Total Cost Ancillary Chargas Ancillary Charges  Total Charges  Cost or Other Ratios
$ 222,366 $814,033.00 $66,800.00 | $ 880,833 0.252450
$ 3,497,942 $31,812,547.00 $249,826.00 | § 32,062,373 0.109098
$ 91,985 $266,510.00 $187,110.00 | § 453,620 0.202780
$ 63,297,649 $44,355,972.00 | $130,900,701.00 [ § 175,256,673 0.361171
$ 5,425,643 $3,454,885.00 $4,793,477.00 [ § 8,248,362 0.657784
$ 19,970,176 $270,205.00 $20,742,756.00 [ $ 21,012,961 0.950374
$ = $0.00 $0.00 [ $ - -
$ - $0.00 $0.00 | § - -
$ - $0.00 $000( $ - -
$ - $0.00 $0.00 (S - -
$ - $0.00 $0.00 [ $ - =
$ - $0.00 $0.00[ 8 - -
$ - $0.00 $0.00( S - -
§ - $0.00 $0.00 | - -
E - $0.00 $0.00 [ § - -
$ - $0.00 $0.00| S - -
3 - $0.00 $0.00 | - -
- $0.00 $0.00 | § - -
- $0.00 $0.00 | § - -
- $0.00 $0.00 [ § - -
- $0.00 $0.00| § - -
$ - $0.00 $0.00| § - -
S - $0.00 $0.00 | § E =
= $0.00 $0.00 | $ - -
- $0.00 $0.00 [ § - -
3 - $0.00 $0.00| $ - -
$ - $0.00 $0.00|$ - -
$ - $0.00 $0.00[ S - -
$ - $0.00 $0.00| S - -
$ = $0.00 $0.00| 8§ - -
$ - $0.00 $0.00| S - -
- $0.00 $0.00 | § - -
- $0.00 50.00 | § - -
- $0.00 $0.00 | § - -
$ - $0.00 $0.00 | § - -
$ - $0.00 $0.00 | $ - -
$ - $0.00 $000( $ - -
§ - $0.00 $000($ - -
S - $0.00 $0.00[$ - -
- $0.00 $0.00 | $ - -
- $0.00 $000|$ - -
- $0.00 $000( $ - -
$ - $0.00 $0.00 | § - -
$ - $0.00 $0.00 | & - a
$ - $0.00 $0.00 | § - -
$ - $0.00 $0.00 - -
$ - $0.00 $0.00 B 3
$ - $0.00 $0.00 z E
$ - $0.00 $0.00 | § - -
$ - $0.00 $0.00 | S - -
$ - $0.00 $0.00 | § - -
[ - $0.00 $0.00 | § - -
E - $0.00 $0.00 | § - -
$ - $0.00 $0.00 | $ - -
E - $0.00 $0.00($ - -
- $0.00 $0.00 (S - E:
S - $0.00 $0.00 - -
$ - $0.00 $0.00 = N
$ g $0.00 $0.00 - -
$ - $0.00 $000 | $ - -

Property of Myers and Stauffer LC
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90
91
92
93

95
96
97
98
99
100
101
102
103

105
106
107
108
108
110
11
112
13
114
115
116
17
118
119
120
121
122
123
124
125
126
127

128
128

130

131
131.01
132
133

* Note A - Final cost-to-charge ratios should include teaching cost. Only enter Intern & Resident costs if it was removed in Column 25 of Worksheet B, P1. | of the cost report you are using.

State of Georgia
Disproportionate Share Hospital (DSH) Examination Survey Part II
9/30/2019

G. Cost Report - Cost / Days / Charges

Cost Report Year (04/01/2018-03/31/2019) SHEPHERD CENTER

Line Total Allowable

Version 8.00

: o 3 b ! - Madicald Per Diem /
# h Cost Center Description Cost Cost Report * Total Cost Ancillary Chargaes . Total Charges  Cost or Other Ratios
$0.00 | § - $0.00 $ = $0.00 $0.00| S - -
$0.00 | § - $0.00 [ - $0.00 $0.00 | § - -
$0.00 | § - $0.00 S - $0.00 $0.00 | § - -
$0.00 | § - $0.00 $ - $0.00 $0.00 | $ - -
$0.00 | § - $0.00 @ $0.00 $0.00 | $ - -
$0.00 [ $ = - $0.00 $000( $ - -
$0.00 [ $ - - $0.00 $0.00| 8 - -
$0.00 [ § - - $0.00 $0.00 | § - -
$0.00 [ § - - $0.00 $0.00 | $ - -
$0.00| § - - $0.00 $0.00 | § - -
$0.00| $ = 3 - $0.00 $0.00| $ = =
$0.00 | $ = $ = $0.00 $0.00 | § - -
$0.00| S - $ = $0.00 $0.00 | § = =
$0.00| S N $ - $0.00 $0.00 | § - -
$0.00 | S - $ - $0.00 $0.00 | § - -
$0.00 | $ = $ - $0.00 $0.00 |8 - -
$0.00| 8 - $ - $0.00 $0.00 | § - -
$0.00 | § - $ - $0.00 $0.00 | § - -
$0.00 - $ - $0.00 $0.00| 8 - -
$0.00 = S - $0.00 $0.00 - -
$0.00 - S - $0.00 $0.00 - -
$0.00 | § - $ - $0.00 $0.00 - -
$0.00 | § = $ - $0.00 $0.00 | § = -
$0.00 - $ - $0.00 $0.00 | § - -
$0.00 % $ - $0.00 $0.00 - -
$0.00 = § - $0.00 $0.00 | § - -
$0.00 | § - [: - $0.00 $0.00 - -
$0.00 | § = S = $0.00 $0.00 - -
$0.00 | $§ - 5 - $0.00 $0.00 - -
$0.00 | § = $ = $0.00 $0.00 - -
$0.00($ = $ - $0.00 $000($ - -
$0.00 | § - $ - $0.00 $0.00 (% - -
$0.00 | § - § - $0.00 $0.00 - -
$0.00 | $ - § - $0.00 $0.00 & -
$0.00 | § - $ - $0.00 $0.00 - -
$0.00 | § - $ - $0.00 $0.00| § - -
Total Ancillary $ 141,676,555 § - $ 2,723,389 $ 144,399,944 $ 215,813,994 $ 205,432,538 $ 421,246,532
Weighted Average
Sub Totals $ 193759598 § - s 2,723.389 $ 196482987 § 293948558 § 205432538 § 499,381,096 NN
NF, SNF, and Swing Bed Cost for Medicaid (Sum of applicable Cost Report Workshest D-3, Title 19, Column 3, Line 200 and Worksheet $0.00
D, Part V, Title 19, Column 5-7, Line 200)
NF, SNF, and Swing Bed Cost for Medicare (Sum of applicable Cost Report Worksheet D-3, Title 18, Column 3, Line 200 and $0.00
Worksheet D, Part V, Title 18, Column 5-7, Line 200)
NF, SNF, and Swing Bed Cost for Other Payers (Hospital must calculate. Submit support for calculation of cost.)
Other Cost Adjustments (support must be submitted)
Grand Total $ 196,482,987
Total Intern/Resident Cost as a Percent of Other Allowable Cost 0.00%
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Stie of Georgia. Version 8 00
Disproportiona e Share Hospital (DSH) Examinaion Survey Part I
9302019

H. In-State Medicaid and All L d jent and O jpital Data:

SHEPHERD CENTER

in-State Madicars FFS Cross-Cvers (wih in-State Other Madicaxd Eligiblim (Not
In-State Medicaid FFS Prmm; i Inciuded Etsewhare) Totat in-State

From PS&R From PSSR From PSSR _ FromPS&R FomPSSR  FomPSSR  FomPS&R | FomPSAR  From Hospitals Own  From Hospitas Own

Summary (Nofe A) | Summary (Nate A) Summary (Ncte A} - Summary (Note A} Summary (Note A) - Summary (Nate A) Summary (Nofe A)  Summary (Note A) Intemal Analysis Intaral Analysis
Days Days Days Days Days Days
1 1.09813 3389 | 325 374 A 720 3360 178%
2 i RS | :
3 = 3
4
5
[
7
B
9
10
1
12
13
14
15
16
17 e =ne——— d
18 2388 325 314 332 3,360 1 76%
18 Total Days per PSER or Exhibit Detal [ 2300 - 325 314 | ] |
20 Unraconcied Days {Explain Variance) - - - -
Routine Charges g Routine Charges
2 (ot Crarges ] e Y a1 111| 557 P G o] D e o] R
2101 Calcuiated Routing Charge Per Diem s 125112 k s 1.808.15 i 1,38192
Anclliary Charges Ancillary Charges _ Ancillary Charges _ Ancillary Charges Anclllary Charges _Ancillary Charges _Ancillary Charges
» : B
n 11,715 180912 2476 568674 32828 316,050 14622 3963 2684984 61642 1'98%
24 140,188 36,399 62,741 32167 280818 33,336 | 184,407 179322 206,549 668155 | 157a%
25 - 13,067 | — - 24541 -] 103 632 o] ams
2% i 300,630 4563 126584 631 411 - 426,690 | 732 668 3852 TABSINS | 154a%
7 6000 LABORATORY 234216 57,302 583010 70,650 325358 109,106 301,723 304727 586,103 | T445308| 1sm%
28 1171 36,892 345,139 2545 370,033 2455 1,996,895 6211 am%
29 158,708 123358 63535 37557 263724 89,501 615202 322222 947 960 1131258 7%
30 64533 85,832 51247 3pa2 26,136 | 68,661 514578 253 450 783 987 BS6601] es%
31 6800|SPEECH PATHOLOGY 36 448 2022 5348 234 56404 | 43057 773749 137,303 320,473 354847 770%
€900/ ELECTROCARDIOLOGY 632 6055 = 341 682 7.856 27012 9802 30,184 28376 ‘oo
7100| MEDICAL SUPPLIES CHARGED 1O PATIENT 36,528 171,037 33 142,705 601,621 115645 167,232 2835 367 295621] 0%
7200| MPL._DEV. CHARGED 10 PATIENTS - 18,135 278 18,135 278| 4oew
7300|DRUGS CHARGED T0 PATIENTS. 4283713 268,181 561,881 346916 8925223 380,639 6 800,457 595,631 3350 452 2640323 20971314 5w
7503|OTHER PATIENT SERVICES - 2450 678 66 664 1,380 32078 70,259 158,576 87,732 112582 T237| smw
432,487 30240 5B13 620831 254 563 345 5506 253057 38,167 1622576 &%

EELEHROALERBEBURRRYY

geg

4

BEEIRKY
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St of Georgia Version 8.00
Disproportionste Share Hospitl (DSH) Examination Survey Past 11
93012019

H. In-State Medicaid and All L d and C

p pital Data:

SHEPHERD CENTER

In-Sise Muchosid FFS Privacy = e - o o et e . H

5 ages081 3 5704613 F] 1111485 § 1,888 831 H 1476684 S 11,540,152 § 2087074 § 8,860,225 5 3402853 § 5841 860

Printed 070772021 Property of Myers and Stauffer LC Page 23



State of Georgia Version § 00
Disproportionate Share Hospital (DSH) Examination Survey Part 11
9302019

H. In-State Medicaid and All U d Inpatient and O spital Data:
Cost Report Year (04/01/2018-03031 20 SHEPHERD CENTER
in-Statn Madicarn FFS Cross-Overs (wih In-State Cther Madicad Eigibims (Not ;
In-Siate Madicaid FFS Pumary in-Slate Medicald Managed Care Primary Medicad Secondary} included Eisewhere) Total in-State Medicad &
Totals | Paymants
128 ges (inciudes organ fram Section J) [s 11654082 ] [§ 5704613] [ 1652036 | [§ 1898031 ] [ 2056608 | [§ 11540152] s 2720812] [3 0860225 [$ 4532100 [$ 5941960 [ § 17984533 |5 28003821 | 1s%
TAgrees ta Exhibit A) (Agress to Exhinit A)
123 Total Charges per PSR of Exhibi Detad [s 1165408 [§ 5704613] [3 1552006 [ 1msagat] [s 2056609 | 8 nse0152] [3 2720912] [ osen s [s 4512100 s 5541950
130 Unreconcied Charges (Explain Varance) . - = = < . - - - =
13t Total Calculated Cast (includes organ acquisition from Section J) = s1a7332] [5 2188005 ] [3 750,286 = arzan] [3 a2865%0] 3 s13136] [3 areiem] [5 3522 3 2oa7367] [5 7ee3187|[5___ 10805812] waes
132 Total Medicaid Paid Amount (exciudes TPL, Co-Pay and Spend-Down) s arsaost] [s traazn] [ 155206 [ s72282] |3 6243 [3 sssard| [ sen|[s 203,689 [ assz|[s 3073278
133 Total Medicaid Managed Care Paid Amount (exciudes TPL, Co-Pay and Spend-Down) (Sea Note E) s [ - s 3714 [ BIE 3714
134 Private Insuranca (including primary and third party labilty) s 30716 1= 10,600 | [ 678.961 | | S 1820562 s 678,961 | [§ 1,864,878
135 Self-Pay (including Co-Pay and Spend-Down) s axa) |3 5[5 25| |3 13| [s aars] [3 62 (8 2340 3 120][s 11,436
136 Total Alowed Amount from Medicaid PS&R or RA Detall (All Payments) $ 4754 051 $ 1,776,287 3 155231 H 583 161
137 Medicaid Cost Settlement Payments (See Note B) s -|ls -
138 Other Madicaid Paymaents Reported on Cost Report Year (See Note C) ] -|Is 5
138 Maedicare Tradtional (non-HMO) Paid Amourt (exciudes consuranceldeductibies) 5 702,658 5 287333 5 42 s 968 702,701 5 2674281
140 Madicare Managed Care (HMO) Paid Amount (exciudes coinsurancaldaductibies) 5 225 428 5 082 604 225428 |1 $ S82 604
141 Medicare Cross-Over Bad Debt Payments (Acrees 1o ExnbtBand (Agrees to Exnibt B and =18 -
142  Other Medicare Cross-Over Payments (See Note D) B8] B81) -|L8 -
143 Payment from Hospital Uninsured During Cost Report Year (Cash Basis) ‘ H 734300 § 152,048
1dd Section 1011 Payment Related to Inpatiert Hospital Services NOT Inciuded in Exhibits B & B-1 (trom Section E) § : s >
145  Calculated Payment Shorttall | (Longtall) (PRIOR TO SUPPLEMENTAL PAYMENTS AND DSH) [ § 303281 ] (8 a11808] [$ ses055] [ @aten)] [s 15348 ] s 740854] [ (ota) [s T67216] [5 2817422] [§ 1895318 [3 1120744 ] [3 1,895711
146 Pay asa of Cost 2% 81% 21% 106% B2% Ba% 100% BO% 1% 7% BS% 2%
147 Total Medicars Days from WIS 83 of the Cost Report Excluding Swing-Bed (C/R, WIS 8.3, PL |, Col. B, Sum of Lns. 2, 3, 4, 14, 16,17, 18 less lines 5 & 6]
148 Percent of cross-over days to total Medicare days from the cost report 12%
Note A - These amounts must agree to your inpatient and outpatient Medicaid paid claims summary. For Managed Care. Cross-Over data, and other elgbles, use ogs f PS&R are not avaitable (submi logs with survey)

Note B - Madicaid cost setliement payments refer to payments made by Medicaid during a cost report settiement that are not refiected cn the claims paid summary (RA summary or PS&R)

Note C - Other Medicaid Payments such as Cutliers and Non-Claim Specific payments. DSH payments shouid NOT ba included UIPL payments made on a state fiscal year basis should be reported in Section C of the survey

Nota D - Should includa other Medicare cress-over payments not included in the paid claima data reported akave. This includes payments paid based on tha Medicare cost report settiement (e.g., Medicara Graduate Medical Education payments)
Note E - Medicaid Managed Care payments should include all Medicaid Mansged Cara payments reiated to tha services provided, inciuding, but not kmited fo, incentive payments, bonus paymants, capiation and sub-captation payments.

Printed 070772021 Property of Myers and Stauffer LC Page 26



18
20

21
21.01

22
23
24
25

27
28
29
30
31
32
3

35
38
7
a8
g
40
41
42
43
44
45

47

I. Out-of-State Medicald Data:
| Cost Report Year (04/012018-03312019) _ ERgUL S

Out-ol-Stale Medicald FFS Primary

State of Georgia
Disproportionate Share Hospital (DSH) Examination Survey Part 11
9A0/2019

Out-oF-State Medicaid Managed Cace

Oul-of-State Medicare FFS Cross-Overs
(with Medicasd Secondary)

Out-ol-State Other Medicaid Eligibles (Not

Included Elsewhere)

Total Out-Of-State Medicald

Version 800

: Madicald Per Medicald Costto i i
i Diam Cost for s Ratio for
Lino# - Centars Inpationt Qutpatient  Inpatient pati pationt | C ;
From PS&R From PS&R From PS&R From PS&R From PS&R From PS&R From PS&R From PS&R
EroniSedion O F) o Section O Summary (Nota A) = Summary (Note A) |~ Summary (Note A)  Summary (Note A) = Summary {Nota A) | Summary (Note A) | Summary (Note A)  Summary (Note A) |
Routine Cost Centars (list below): Days Days Days Days Days
ADULTS & PEDIATRICS s 1.088.13 5
INTENSIVE CARE UNIT s - 2
CORONARY CARE UNIT § - :
BURN INTENSIVE CARE UNIT s -
SURGICAL INTENSIVE CARE UNIT ] = -
OTHER SPECIAL CARE UNIT s .
SUBPROVIDER | s = E
SUBPROVIDER Il s -
OTHER SUBPROVIDER s -
NURSERY ] z
s -
s s
Total Days - - = =
Total Days per PS&R or Exhibit Detal | FR—— =] 1 ——1
Unreconeiled Days {Explain Variance) . - - -
Routine C s Routine Charges Routine Charges Routine Chai Routine Charges
[Rottios Grarges = ) ) ) ] ) —
Calculated Routine Charge Per Diem H - s . 5 - H - [ -
Ancillary Chargas Ancillary Charges Ancillary Charges Ancillary Charges Ancillary Charges Ancillary Charges Ancillary Charges _ Ancillary Charges _Anclllary Charges _Ancillary Charges
09200 [Observation (Non-Distinct) 3 By ¥ : -
5000| OPERATING ROOM 0.502646 ] - -
5400| RADIOLOGY-DIAGNOSTIC 0316410 s -
0.363357 s -
MRI 0.093485 S $ i
LABORATORY 0.168318 $ s
RESPIRATORY THERAPY 0.098108 E] ]
PHYSICAL THERAPY 0374544 s -1[s
OCCUPATIONAL THERAPY 0.431486 B -1[s
SPEECH PATHOLOGY 0512799 s 1S =
ELECTROCARDIOLOGY. 0.252450 5 -1 -
MEDICAL SUPPLIES CHARGED TO PATIENT 0.109098 B s BlE -
IMPL_DEV. CHARGED TO PATIENTS 0.202780 ] -5 z
DRUGS CHARGED T0 PATIENTS 0.361171 s -1[s -
OTHER PATIENT SERVICES 0.657784 E] BIE =
CLINIC 0950374 s 1[5 -
- $ BIE -
= E BIE -
s -
s 3K
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48
43
50
51

53
54
55

57
58
59
60
81
B2
63
64
65

&7
68
€9
70
"

73
74

76
7
78
79
80
81
82
83

85
86
87
1}
88
80
a1
82
a3
94
85
86
a7
98
99
100
101
102
103
104
105
106
107
108
108

I. Qut-of-State Medicald Data:

Cost Repor! Yent {04/01/2018-03/31/2019)

SHEFHERD CENTER

State of Georgia

Disproportionate Share Hospital (DSH) Examination Survey Part 11

Out-of-Stale Medicald FFS Primary

9/30/2019

Out-of-State Medicare FFS Crese-Overs Cutol-State Other Medicaid Eligibles (Not
(with Medicaid Secondary) : Uincluded Elsewhere)

Version B.00

e ]en

O O ) 2 P O ) O

O 0 2 O . 2 ) R ) O O

Printed 07/07/2021
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10
"
12
13
114
115
116
117
118
119
120
121
122
123
124
125
126
127

128

128
130

13

132
133
134
135
136
137
138
139
140
141
142

143
144

State of Georgia Version 8.00
Disproportionate Share Hospital (DSH) Examination Survey Part Il
97302019
1. Out-of-State Medicald Data:
Cost Report Year {04/017201 w.ou&ﬂua_m.v SHEPHERD CENTER
0 dicaid Managed 0 c o Out-o ct dicaid Eligib o
Q 0 g d P | P d d ond cluded Q ta d
- E 5
- E 1=
- $ -8
§ $ ® ] - 5 e $ 2 $ - 5 $
Totals / Payments
Total Charges (includes organ acquisition from Section K) s - J[s - ][5 - 1[s - 1[5 - - 1[5 - s - 1[s -1[s -]
Total Charges per PS&R or Exhibit Detail s -1[s 108 -1[5 -1 5 -1 [s -1[s -]
Unreconciled Charges (Explain Variance) - & = = - = = =
Total C. Cost organ acquisition from Section K) [s - 1[s - 1[s -~ 1[s - 1[s - 1[s -1 [s - 1[s - ][5 [ ~ ]
Total Medicaid Paid Amount (excludes TPL, Co-Pay and Spend-Down) S -
Total Medicaid Managed Care Paid Amount (excludes TPL, Co-Pay and Spend-Down) (See Note E) I E -
Private Insurance (including primary and third party liability) 5 =
Selt-Pay (including Co-Pay and Spend-Down) B -
Total Allewed Amount from Medicaid PS&R or RA Detail (All Payments) $ - $ - $ - § =
Medicaid Cost Pay (See Note B) $ -8 A
Other Medicaid Payments Reported on Cost Report Year (See Note C) l 11 | s BIE] =
Medicare Traditional (non-HMO) Paid Amount i Id $ B -
Medicare Managed Care (HMO) Paid Amount coinsur deductibl 5 -|1s -
Medicare Cross-Over Bad Debt Payments H] |13 =
Other Medicare Cross-Over Payments (See Note D) s -|1S -
Calculated Payment Shortfall / (Longfall) (PRIOR TO SUPPLEMENTAL PAYMENTS AND DSH) [ § -] -1[s - 1[s - 1[s - 1[s - 1[s - 1[s - 1[s - 1[s =
C dF asa ge of Cost 0% 0% 0% 0% 0% 0% 0% 0% 0% 0%
Note A - These amounts must agree to your inpatient and outpatient Medicaid paid claims summary. For Managed Care, Cross-Over data, and other eligibles, use the hospital's logs if PS&R summaries are not available (submit logs with survey).
Note B - Medicaid cost settlement payments refer to payments made by Medicaid during a cost report settiement that are not reflected on the claims paid summary (RA summary or PS&R).
Note C - Other Medicaid Payments such as Outiiers and Non-Claim Specific payments. DSH payments should NOT be included. UPL payments made on a state fiscal year basis should be reported in Section C of the survey.
Note D - Should include other Medicare cross-over payments not included in the paid claims data reported above. This includes payments paid based en the M cost report (e.g.. Medi Graduate Medical ion p )
Note E - i Care should include all Medicaid Managed Care payments related to the services provided, including, but not limited to, incentive pay , bonus payments, ion and sub- ¥
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State of Grorgia Version $.00
Disproportionate Share Hospital (DSH) Examination Survey Fart 11
930:2019

J. Transplant Facilities Only: Organ Acquisition Cost In-State Medicaid and Uninsured

T T T L R SHEPHERD CENTER

tate Medicawe FFS Croms-Overs (with In-Stata Other Medicnid Efgibles (Not
In-Stale Medicad FFE Primaty In-Giate Medicaid Managed Care Primary Medicald Secondary} Inciuced Elsawhere)

Cost Ropor  cucton c Ling Sum 0l CoMFapert) | DAPLILCol fLn CosRopad | poppudCiams | FromPaidCiins  FromPadCleims | FomPadClaims | FromPadClams  FomPsdClams  FomPadCiims  FromPedCiins o, et 1 e
ot o EE1SIN ot o OO (substiite | Wodshas!D- | CataorProvider  CamorProvider  DateorProvider | DainorProvider | DataorProvider | DataorProvider | DafsorProvder  DataorProvider T
FPEICRLLIN L el s | A 1 e o s | Logs(NoleA) | Logs(Nota ) Lags (Nota &) Lags (Note A) Logs (Nate A) Logs (Nate A) Logs (Nola 4) Loga (Nota 4) S
Acquisition Cos! pyeridiiag |
Note C baiow.
Organ Acquisition Cast Canters (list below): e R e e L T S P P R
s Lung Acquisiton so00|$ =13 0
2 Kidney Acquisition $000| S =18 . 0
3 Liver Acqusition s000]s Is o
4 Heart Acquisiton 50005 -Is o
5 Pancreas Accustion 5000 s Is o
6 Infestinal uistion $000|§ -1 0
7 Isiet Acguisition $000|5 -5 0
8 s000s -Is o

] [ Totals [s Is -Is 10 [ 10 0 10 [ s JL_— s 1 J0s -] -
10 [ Total Gost | 1 1 e ]  ——| ]

Note A - These amounts must agree 1o your Inpatlent and outpatient Medicald pald claims summary, If avallable (It not, use hospital's logs and submit with survey).
Nota B: Enter Organ Acquisition Payments In Section H as part of your In-State Medicald total payments.

Note C: Enter tha total revenue applicable 10 organs furnished to other providers, 1o organ procurement arganizations and others, and for organs transplanted Into non-Medicald | non-Uninsured patients (but where organs were Included in the Medicald and Uninsured organ counts abave]. Such ravenues must be determined under
the acarual method of iforgans are Into patlents who are not llable for payment on a charge basls, and as such there Is no revenue applicable to the related organ acqulsiticns, the amount entered must also Include an amount representing the acquisition cost of tha organs
transplanted inta such patlents.

K. Transplant Facilities Only: Organ Acquisition Cost Out-of-State Medicaid
T T T BN € PHERD CENTER

D Cut-of-Btate Medcara FFS Croas-Overs Out-of-State Other Madicaid Efigibles (Nat
Out-ct-Stnta Macicaid Maraged Care Prmary (with Madicaid Secondary) Incitded Fisgwharn)

Useable
__icount
o e From Paid Claims From Paid Claims From Paid Claims. From Paid Claims From Paid Claims From Paid Claims
4PLE Line Dsta or Provider Dats or Providar Data or Provider Dats ar Providar Dsta or Provider Data or Provider
82 Logs (Nots 4) Logs (Nota A) Logs (Nots £} Logs (Nota A} Logs (Note A) Logs (Note A}
Organ Acquisition Cost Centers 3
" Lung Acquistion s =13 s N 1]
12| | Kiciney Acquasion ) -1s s s . 0
13| Liver Acquisition H -1 ] -l 1S - 0
14 Heart Acquisiticn H -1 H -l ls 0
15 Pancreas Acquston ] =13 s -1 L]
16 Intestinal Acquisition 3 =13 -1s -] |8 o
17 Isiet Acquisition s -1s -1s -l ls 0
18 $ =18 -18 £ [
i [ Totals [s -Is -Is s [ Jls Bl -] [s 1 s Bl s - ]

o Total Coxt ] | DE——, ] IS

Note A - These amounts must agres o your Inpatient and outpatient Medicald pald claims summary, If avallable {If not, use hospital’s logs and submit with survey).
Note B: Enter Organ Acqulsition Payments In Secticn | as part of your Out-of-State Medicald total paymants.

Printed 07/07/2021 Froperty of Myers and Stwffer LC Page 30



Disproportionate Share Hospital (DSH) Examination Survey Part 1T

L. Provider Tax Assessment Reconciliation / Adjustment

Version 8.00

An adjustment is nacessary to properly reflect the Medicaid and uninsured share of the provider tax assessment for some hospitals. The Medicaid and uninsured share of the provider tax assessmant collected
is an allowable cost in determining hospital-specific DSH limits and, therefore, can be included in the DSH examination survay. However, depending on how your hospital reports it on the Madicare cost report,
an adjustment may be necessary to ensure the cost is properly reflected in determining your hospital-specific DSH limit. For instance, if your hospital removed part or all of the provider tax assessment cn the
Medicare cost report, the full amount of the provider tax assessment would not have been apportioned to the various payers through the step down allocation process, resulting in the Medicaid and uninsured
shara being understated in determining the hospital-specific DSH limit. If your hospital needs to make an adjustment for the Medicaid and uninsured share of the provider tax assessment, please fill out the
reconciliation below, and submit tha supporting ganeral ledger entries and other supporting documentation to Myers and Stauffer, LC along with your hospital's DSH examination survays.

Cosi Report Year (04/01/2018-03/31/2018) SHEPHERD CENTER

Worksheet A Provider Tax Assessment Reconciliation:

1 Hospital Gross Provider Tax Assessment (from general ledger)*

1a

ludes Gross Provider Tax Assessment

ing Trial B A Type and

2 Hospital Gross Provider Tax Assessment Included in Expense on the Cost Report (W/S A, Col. 2)

3 Differences (Explain Herg ------- -->)

-~ o w;a

8
]
10
1

12
13
14
15

Provider Tax A

(from wis A-6 of the Medicare cost report)

Reclassification Code
Reclassification Code
Reclassification Code
Reclassification Code

DSH UCC ALLOWABLE - Provider Tax Assessment Adj

Reason for adjustment
Reason for adjustment
Reason for adjustment
Reason for adjustment

DSH UCC NON-ALLOWABLE Provider Tax A

Reason for adjustment
Reason for adjustment
Reason for adjustment
Reason for adjustment

ustments (from w/s A-8 of the Medicare cost report)

Adjustments (from wis A-8 of the

e cost report)

16 Total Net Provider Tax Assessment Expense Included in the Cost Report

i T

—

(WTB Account # )
(Where is the cost included on w/s A?)

(Reclassified to / (from))
(Reclassified to / (from))
(R ified to / (from))
( ified to / (from))
(Adjusted to / (from))
(Adjusted to / (from))
(Adjusted o / (from))
(Adjusted te / (from))

DSH UCC F

Tax A t Adj

17 Gross Allowable Assessment Not Included in the Cost Report

18
19
20
21
22
23
24

25 Provider Tax Assessment Adjustment to DSH UCC

Medicaid Hospital
Uninsured Hospital
Total Hospital

Apportionment of Providar Tax Assassmant Adjustmant to Medicaid & Uninsured:

Percentage of Provider Tax Assessment Adjusiment to include in DSH Medicaid UCC
Percentage of Provider Tax Assessment Adjustment to include in DSH Uninsured UCC
Medicaid Provider Tax Assessment Adjustment lo DSH UCC

Uninsured Provider Tax Assessment Adjustment to DSH UCC

s

46,888,460
10,474,069
499,381,096

9.41%

2.10%

$ -
s -
s a

Printed 07/07/2021

* Assessment must exclude any non-hospital assessment such as Nursing Facility.

Property of Myers and Stauffer LC

** The Gross Allowable Assessment Not Included in the Cost Report (line 17, above) will be apportioned to Medicaid and uninsured based on charges sec. g unless the hospital provides a revised cost report to include the amount in
the cost-to-charge ratios and per diems used in the survey.
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