State of Georgia
Disproporuonate Share Hospatal {DSHY Examunaton Sunvey Pant |
For State DSH Year 2026

DSH Version 602 2/10/2023
A. General DSH Year Information
_Begin End
1. DSH Year: 07/0172025] | 06!30!2026[
2. Select Your Facility from the Drop-Down Menu Provided: SHEPHERD CENTER
Identification of cost reports needed to cover the DSH Year:
Cost Report Cost Report
Begin Date(s) End Date(s)

3. Cost Report Year 1 040172023 03731 4] Must alsa complete 8 separate sutvey file for each cost report period histed - SEE DSH SURVEY PART || FILES

4. Cost Report Year 2 (if applicable)

5. Cost Report Year 3 (if applicable)

Data

6. Medicaid Provider Number: 00024B069A

7. Medicaid Subpr Number 1 {Psychiatnic or Rehab) 0

8 Medicaid Subprovider Number 2 (Psychiatric or Rehab): 0

9. Medicare Provider Number. 112003
B. DSH Qualifying Information

Questions 1-3, below, should be ed in the d with Sec. 1923(d) of the Social Security Act. )
DSH Examination
Year (07/01/25 -

During the DSH Examination Year:

. 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 “obstetrician” includes any physician with staff privileges at the

pital to perform 1 gency ob procedures )
Was the hospital pt from the requi it isted undar #1 above because the hospital's
inpatents are predominantly under 18 years of age?
Was the hospital exempt from the requirement kisted under #1 above because it dd not offer non- Yes
emergency obstetric services to the general population when federal Medicaid DSH regulations
were enacted on December 22, 19877

(o]

1

L

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

3b. What date did the haspital open? B8/1/1975

aa Property of Myers and Stauffer LC Page 3



State of Georgia
Dispropormionate Share Hospaal (DSH) Exammanon Surves Pan |
For State DSH Year 2026

C. Disclosure of Other Medicaid Payments Received:

1. Medicaid Suppl P fork ital Services DSH Year 07/01/2025 - 06/30/2026 3 967,600 I

PP ¥

(Showld include UPL and non-claim specific payments paid based on the stale fiscal year. However, DSH payments should NOT be included )

2. Medicaid Managed Care Suppl I Pay for hospital services for DSH Year 07/01/2025 - 06/30/2026 7

(Should mcruda an nen-claim specific payments for hospital servces such as lump sum payments for full Medicaid pncing (FMP), suppl tals, quality pay . bonus
pay pay d by the hospital (not by the MCO), or other incentive paymenis.
NOTE: Hosprran\ portion of e I pay p on DSH Survey Pant Il Section E, Question 14 should be reported here if paid on a SFY basis
3. Total Medicaid and Medicaid M Care Non-Claims Payments for Hospital Services07/01/2025 - 06/30/2026
Certification:
Answer
1. Was your hospital allowed to retain 100% of the DSH payment it received for this DSH year? Yes
Matching the federal share with an IGT/CPE is not a basis for answering this question "no". If your
hospital was not allowed to retain 100% of its DSH pay . please explain what ci were
present that prevented the hospital from ining its pay
Expl ion for "No™

P

The following certification is to be completed by the hospital's CEO or CFO:

| hereby certfy 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 abiity, and supported by the financial and other
records of the hospital. All Medicaid eligible patients, including those who have prvate insurance :overagn, have been reporied on the DSH survey regardiess of whether the hospital received
payment on the claim_ | understand that this information will be used to determine the Medical pliance with federal Disproportionate Share Hospital (DSH) eligibility and payments

provisions. Detailed support exists for all amounts reperted in the survey. These records will be mtamd lor a penod of not less than 5 years following the due date of the survey, and will be made
avaiable for inspection when requested.

Chief Financial Officer A ' D m {:q_

Title ate
Bath Boatwright 404-350-7776 Beth B @ shepherd org
Hospital CEQ or CFO Printed Name Hospital CEQ or CFO Telephone Number Hospital CEO or CFO E-Mad
Contact Information for indivi horized to pond to irics related to this survey:
Hospital C z Outside Preparer:
Name|John McDaniel Name|Ramz Fadayel
Tite [Director of Finance Title|Consulting Manager
Telephone Number[404 3507329 Firm Name [PYA, P.C
E-Mail Address [john mcdaniel@ shepherd on Teleph Number [B65-474-7363
Mailing Street Address| 2020 Peachtree Road NW E-Mail Address |rfadayelf pyapc com
Mailing City, State, Zip[Atianta, GA 30309

602 Property of Myers and Stuffer LC
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State of Georgia
Disproportionate Share Hospital (DSH) Examination Survey Pant 1

DSH Version 902 472212025
D. General Cost Report Year Information 4/112023 - 3131/2024
The following i is provi based on the inf ian we ived 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 submil your survey.
1. Select Your Facility from the Drop-Down Menu Provided |5HEPHERD CENTER j
4172023
through
33112024
2. Select Cost Repont Year Covered by this Survey (enter “X") L X I |l
3. Stalus of Cost Report Used for this Survey (Should be audited if available):
3a. Date CMS processed the HCRIS file into the HCRIS d ] BR27r2024 I
Data Correct? If I t, Proper Infs i
4. Hospital Name. SHEPHERD CENTER
5. Medicaid Provider Number. 002480694
6. M i bprovider Number 1 (Psychi or Rehab): 0
7. Medicaid Subp Number 2 (Psychiatric or Rehab) 0
8. Medicare Provider Number. 112003
9. Ownership Type (Private State Govt, Non-State Govt, HIS/Tnbal): Private
10. PY Pool (Pool 1: All CAHs & rural hosp. wi <100 beds or Pool 21 all others) Pool 2
11. Rural Referral Center (Yes or Noj Mo
Out-of-State Medicaid Provider Number. List all states where you had a Medicaid p g during the cost report year:
State Name Provider No.
12. State Name & Number )
13. State Name & Number |
14. State Name & Number
15. State Name & Number
16. State Name & Number
17. State Name & Number
18. State Name & Number .|
(List additional states on a separate atfachment)
E. Disclosure of Medicaid / Uninsured Payments Received: (04/01/2023 - 03/31/2024)
1. Section 1011 Payment Related to Hospital Services Included in Exhibits B & B-1 (See Note 1)
2. Section 1011 Payment Related to Inpatient Hospital Services NOT Included in Exhibes B & B-1 (See Note 1)
3, Section 1011 Payment Related to Outpatient Hospital Services NOT Included in Exhibits B & B-1 (See Nate 1)
4. Total Section 1011 Pay lated to b ital Services {See Note 1) 5
5. Section 1011 Payment Related to Non-Hospital Services Included in Extubits B & B-1 (See Note 1)
6. Section 1011 Payment Related 1o Non-Hospital Services NOT Included in Exhibits B & B-1 (See Note 1)
7 Total Section 1011 Pay ts Rel to Non-Hospital Services (See Note 1) 5
8. Out-of-State DSH Payments (See Note 2)
Inpatient Tetal
9. Total Cash Basis Patient Payments from Uninsured (On Exhibit B) s 909,918 I $1,086.267
10. Tetal Cash Basis Patient Payments from All Other Patients (On Exhibit B) $ 472,547 $1,862.178
11. Total Cash Basis Patient Payments Reported on Exhibit B (Agrees to Couimn (N) on Exhia B, less physacian and non-hosptal parien of payments) 51,382,465 51,565,981 52 948 445
12. Uninsured Cash Basis Patient Payments as a Percentage of Total Cash Basis Patient Payments 65.82% 11.26% 36.84%
13 Did your haspital receive any Medicaid managed care payments not paid at the claim level?
Should include afl non-clam-specific payments such as lump sum tor full pricng, supp . qualty ts. bonus pay capitaton payments recenved by the hosptal (nof by the MCO). or other incentive payments
14. Total Medicaid ged care o pay (see q 13 above) received applicable to hospital services
15. Total Medicaxd ged care non-cl pay (see 13 above) ipplicable to n services
16. Total Medicaid managed care non-claims payments (see question 13 above) received 5
Note 1: Subtitle B - Miscellaneous Provision, Section 1011 of the M. P Drug Imp and Mod Act of 2003 provides federal reimbursement for emergency health services furnished to undocumented abens  If your hospital received these

funds during any cosl report year covered by the survey, they must be reporied 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 titled "Section 1011

Payments Related to Non-Hospital Services.” Otherwise report 100 percent of the funds you recewved in the section related to hospital services.

Printed 11752025 Property of Myers and StaufTer LC
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State of Georpia
Disproportionate Share Hospital (DSH) Examination Sunvey Part 11

Note 2. Report any DSH pay your hospital from a state Medicaid program (other 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 (04/01/2023 - 03/31/2024)

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

1. Total Hospital Days Per Cost Report Excluding Swing-Bed (C/R. WIS S-3, Pt 1, Col, 8. Sum of Lns. 14, 16, 17, 18.00-18.03, 30, 31 less bnes 5 & 6) 49317 | (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-ncome Utilization Ratio (LIUR) Calculation):

2. Inpatient Hospital Subsidies

3. Outpatient Hospital Subsidies

4. Unspecified I'P and O/P Hospital Subsidies

5. Non-Hospital Subsidies

6. Total Hospital Subsides |3 -
7. Inpatient Hospital Chanty Care Charges 6,593 287
8. Outpatent Hospial Charity Care Charges 6,359,204
9. Non-Hospital Charity Care Charges
10. Total Charity Care Charges. 3 12,952.491

F-3. C. ion of Net Hospital Ri from Patient Services (Used for LIUR) (WIS G-2 and G-3 of Cost Report)

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 data should be updated to the hospital's version of the cost repornt.
Formulas can be overwritten as needed with actual data.

ntractual Adjustments (formulas below can be rwritten if amounts are

known)

otal Patient Revenues (Charges)

Hosg o ient Hosg Non-Hospital Inpatient Hospital Outpatient Hospital Non-Hospital Net Hospital Revenue
11. Hospital $135,966,199.00 | [ 78839647 | [§ : S 57,126,557
12. Subprovider | (Psych or Rehab) +0.00 - - - 5 =
13. Subprovider Il (Psych or Rehab) 50.00 - - - 5 -
14. Swing Bed - SNF $0.00 -
15. Swing Bed - NF $0.00 -
16. Skilled Nursing Facility $0.00 -
17. Nursing Facility $0.00 | -
18. Other Long-Term Care 50.00 | -
19. Ancillary Services $230.910,208.00 $241,657.761.00 3 133,892 676 S 140,124 616 -3 - 198,550,678
20. Outpatient Services $39,098,065.00 22,670,911 5 -
21. Home Health Agency $0.00 -
22. Ambulance S - -
23. Outpatient Rehab Providers $0.00 S - -
24 ASC $0.00 $0.00 s - -
25 Hospice $0.00 -
26. Other $0.00 $0.00 | S000] S -l IS 5 -
27. Total s 366,876,407 5 280,755 827 s - 1 212732318 § 162795526 § - °§ 272,104,390
—
28. Total Hospdal and Non Hospital Total from Abave 5 647,632,234 Total from Above s 375,527 Bad
29. Total Per Cost Report Total Patient Revenues (G-3 Line 1) 647 632 234 Total Contractual Adj. (G-3 Line 2) 375,527 844
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
pabent 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 patent revenue) +
33, Increase worksheet G-3, Line 2 to reverse offset of State and Local Patient Care Cash Subsidies INCLUDED on workshoet G-3, Line
2 (impact is a decrease in net patient revenue) .
34 Decrease worksheet G-3, Line 2 to remave Medicaid Provider Taxes INCLUDED on worksheet G-3, Line 2 (impact is an increase in
net patent revenue) -
35. Blank Recon Line OR "Decrease worksheet G-3, Line 2 to remove Charity Care Charges related 1o insured patients INCLUDED en
worksheet G-3, Line 2 (impact is an increase in net patient revenue)”
35 Adjusted Contractual Adjustments 375527 B44
37. Unreconciled Difference Unreconcded Difference (Should be $0) 3 - Unreconciled Difference (Should be 50) 5 =

Printed 11/572023 Property of Myers and StaulTer LC
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G. Cost Report - Cost/ Days / Charges

023-03/31/2024)

State of Georgia

Disproportionate Share Hospital (DSH) Examination Survey Part 1

SHEPHERD CENTER

Version 902

Intern & Resident RCE and Therapy UP Routine
Line Total Allowabl Costs R d on Add-Back (If UP Days and UP  Charges and O/P Medicaid Per Diem /
# Cost Center Description Cost Cost Report * Applicable 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 Inpatient Routine
completed using CMS HCRIS cost report data. If the hospital Days - Cost Report | Charges - Cost
has a more recent version of the cost report, the data should Cost Report Cost Report Swing-Bed Carve W/S D-1, Pt I, Line | Report Worksheet
be updated to the hospital's version of the cost report. Cost Report Worksheet B, Worksheet C, Out - Cost Report 2forAdults & Peds:| C.PLI Col 6 )
Formulas can be overwritten as needed with actual data. Worksheet B, Part i, Col. 25 Part |, Col.2 and Worksheet D-1, Calculated W/SD-1,Pt 2. | (Informational only Calculated Per Diem
Fanioon a0 ””’gg;g:fg"t Col. 4 Part I, Line 26 Lines 42-47for |  unless used in
others Section L charges
allocation)
Routine Cost Centers (list below):
1 03000[ADULTS & PEDIATRICS 70.236.291 - 135,065 70,371,356 49,317 $133,220,335.00
2 03100[INTENSIVE CARE UNIT = - - - 0.00 =
3 03200{CORDNARY CARE UNIT - - - 0.00 -
4 03300|BURN INTENSIVE CARE UNIT - - - - 0.00 -
5 03400{SURGICAL INTENSIVE CARE UNIT - - 0.00
6 03500|OTHER SPECIAL CARE UNIT - - - - - 0.00 -
7 04000|SUBFROVIDER = 3 ] - 0.00
8 04100[SUBPROVIDER Ii - § - - - 0.00 -
9 D4200|OTHER SUBPROVIDER = - 0.00 =
10 04300[NURSERY = - - * 0.00 =
14 » - 0.00 -
12 = - - 0.00 =
13 = - - - > 0.00
14 » - - - - 0.00 -
15 = - - - 0.00
16 - 4 - : = 00 :
17 B E - - - : 50,00 -
18 Total Routine : 1 70236281 $ $ 135,065 H 70,371,356 49317 § 133,220,335
19 Weighted Average
Hospital Subprovider | Subprovider ! -
Observation Days - | Observation Days - | Observation Days - |  Calculated par | 7P808At Chames - | Outpstiant Chérpes | Total Charges -
z Cost Report Cost Report Cost Report Medicaid Calculated
Cost Report W/S S- | Cost Report W/S S- | Cost Report W/S S- Diems Abaove Worksheet C. Pt | | w crellw heet C, Pt I, | Cost-to-Charge Ratio
3, Pt I, Line 28, Col.| 3, Pt. |, Line 28.01, | 3, Pt. |, Line 28.02, | Multiplied by Days) 3 ' Ty .
8 Col. 8 Col 8 Col. 6 Col. 7 Col. 8
Observation Data (Non-Distinct)
20 |0s200/Observation (Non-Distinct) - -|s $0.00 $000 [ § : :
Cost Report %sﬂoe.’ B Coal Report Inpatient Charges - | Outpatient Charges -|  Total Charges -
heet 8 Part I, Col. 25 Workshest C, Calculated Cost Report Cost Report Cost Report Medicaid Calculated
- P Part I, Col.2 and w C.PLI | W heet C, Pt I, | Worksheet C, Pt. I, | Cost-to-Charge Ratio
Part I, Col. 26 (Intern & Resident Col 4 Col 6 Col 7 Col. 8
Offset ONLY : 5 |
Ancillary Cost Centers (from WIS C excluding Observation) (list below):
21 5000|{OPERATING ROOM $5.986,640.00 - - 5.986.640 $10,808,889.00 $782,254 00 11,691,143 0512066 |
22 5400|RADIOLOGY-DIAGNOSTIC $2,327,290.00 2.327 290 $5,855,974.00 $957.766.00 6,813,740 0.341558
23 5700|CT SCAN $624,334.00 - - 624,334 $5,553,754.00 $617.107.00 6,170,851 0101175
24 5800|MRI $1,666,134.00 | § -18 - 666,134 $8930,468.00 $16.272,134.00 17,202 602 0096854
25 G000|LABORATORY $3,059,842.00 - 3.059.842 512,639,534.00 $7.812.841.00 20452 375 0145608
26 6500|RESPIRATORY THERAPY $6,360,337.00 = - 6,360,337 568,434,956 00 $77,324.00 68,512,280 0.092835
27 6600|PHYSICAL THERAPY $16.465801.00 | § - 16.465.801 26,690,594 00 $15.487,988.00 42,178,582 0 390383
28 6700|OCCUPATIONAL THERAPY $13.037,603.00 | § - - 13,037,603 $25,120,870.00 $13.713.241.00 38834111 0335726
29 6800|SPEECH PATHOLOGY $5.251.472.00 -15 5251472 $12,126.262 00 $4.613,824.00 16,740,086 0313706
30 6900[ELECTROCARDIOLOGY $151,976.00 -15 - 151,976 $518,095.00 $8,27400] 8 526,369 0288725
K| 7100|MEDICAL SUPPLIES CHARGED TO PATIENT $5.578,925.00 -185 = 5.578.925 $8,215,038.00 $119,09000| S 8,334,128 0669407
Printed 11/5/2025 Property of Myers and Stauffer LC Page 18
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G. Cost Report - Cost/ Days / Charges

teport Year (04

Cost Center Description

#
7300]DRUGS CHARGED TO PATIENTS

State of Georgia

Disproportionate Share Hospital (DSH) Examination Survey Part 11

SHEPHERD CENTER

Total Allowable
Cost

Intern & Resident
Costs Removed on
Cost Report *

RCE and Therapy
Add-Back (if
Applicable

$73,597.952 00

3 =

| 7503]OTHER PATIENT SERVICES

$7,090,421.00

S000|CLINIC

$25.596,934.00

3 1,199,433

30.00

0.00

$0.00

0.00

0.00

0.00

50.00

0.00

50.00

$0.00

50.00

50.00

$0.00

$0.00

$0.00

$0.00

50.00

50.00

LUl

¥0.00

30.00

30.00

30.00

50.00

30.00

0.00

0.00

0.00

0.00

0.00

50.00

50.00

50.00

$0.00

0.00

50.00

0.00

50.00

$0.00

$0.00

50.00

$0.00

50.00

50.00

$0.00

$0.00

50.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

50.00

50.00

50.00

L L

50.00

30.00

0.00

$0.00

$0.00

Printed 11/572025

Propeny of Myers and Stauffer LC

/P Days and /P

/P Routine
Charges and O/P

Version 902

Medicaid Per Diem /

Total Cost Ancillary Charges  Ancillary Charges Total Charges Cost or Other Ratios
73,507,952 $48.414,287.00 | $175.775.235.00 224,189,522 0328265
7.090.421 $3,880,452.00 $5,154,363 00 5.074.815 0761330
76,796,367 $3.818.00 | $20,98195600 20,986,774 1276822
. 0.00 0.00 2 z
= $0.00 50.00 = =
- 50.00 50,00 <
= $0.00 0.00 = =
5 50,00 0.00 = -
- $0.00 $0.00[S - =
$0.00 $0.00 2 =
= £0.00 0.00 . A
5 £0.00 0.00 .
. £0.00 000[$ = =
- £0.00 5000 S -
x $0.00 $0.00 = =
B £0.00 50.00 S =z
- 0.00 $0.00 = =
0.00 50,00 z
- 0.00 50,00 = B
- 0.00 50.00 .
- 0.00 0.00 5 =
= $0.00 $0.00 s
5 0.00 0.00 - i
5 0.00 0.00 s
- 0.00 0.00 : x
G 0.00 0.00 i
Z 0.00 0.00 :
2 $0.00 0.00 =
2 0.00 0.00 = =
. $0.00 0.00 = 5
= $0.00 0.00 : =
3 £0.00 0.00 =
. 50.00 0.00 = -
= 0.00 0.00 =
. 50,00 000 = .
$0.00 0.00 | S -
= 50.00 0.00 = E
. 50,00 0.00 = =
= 50.00 $0.00 : =
50.00 0.00 -
. 50.00 0.00 = E
50.00 0.00 3
. 50.00 50.00 = s
50,00 0.00 -
3 $0.00 0.00 = E
. £0.00 0.00
50.00 50.00 =
0.00 50.00 -
5 £0.00 0.00 3 -
$0.00 0.00
7 $0.00 50.00 3
$0.00 $0.00 5 :
2 $0.00 $0.00 = 5
: $0.00 $0.00
5 0.00 $0.00 : :
0.00 50.00 5
- 0.00 0.00 :
0.00 $0.00 z
s 0.00 0.00 - :
0.00 50,00 5
2 0.00 $0.00 5 :
= 0.00 0.00 :
- $0.00 $0.00 s :
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State of Georgia
Disproportionate Share Hospital (DSH) Examunateon Survey Part 1l

Version 902

G. Cost Report - Cost / Days / Charges

Cost Report Year {04/ 3-0313 ) SHEPHERD CENTER

Intern & Resident RCE and Therapy UP Routine
Line Total Allowable Costs Removed on Add-Back (if UP Days and /P Charges and O/P Medicaid Per Diem /
# Cost Center Description Cost Cost Report * Applicable Total Cost Ancillary Charges  Ancillary Charges Total Charges Cost or Other Ratios
85 $0.00 -1 8 » - 50.00 50.00 - +
96 50.00 -1 8 - - 0.00 0.00 - -
a7 $0.00 - - - 0.00 30.00 - -
98 $0.00 - - 5 - 0.00 50.00 - -
99 $0.00 - - $ - 0.00 50.00 - -
100 $0.00 - - - 50.00 50.00 - +
101 $0.00 = - = $0.00 £0.00 - -
102 $0.00 - = - $0.00 $0.00 = -
103 $0.00 - - - 30.00 0.00 - -
104 50.00 - - - 50.00 $0.00 = -
105 £0.00 - - - $0.00 50.00 - -
105 50.00 - - - $0.00 50001 8 - -
107 0.00 - - » 50.00 $0.00 - -
108 0.00 - - - 50.00 $0.00 - =
108 0.00 - - - 50.00 ;0.00 = -
110 0.00 - - - $0.00 $0.00 - -
11 $000|$ - - - $0.00 $0.00 -
112 $0.00 - - - $0.00 $0.00 =
113 $0.00 - - - $0.00 0.00 - -
114 50.00 = - - $0.00 0.00 - -
115 0.00 - - s $0.00 0.00 - -
116 50.00 = - - $0.00 50.00 - =
"7 +0.00 = - - $0.00 $0.00 - -
118 $0.00 - - - 50.00 50.00 - -
119 $0.00 - - - 0.00 0.00 - =
120 0.00 - - - 0.00 0.00 - -
121 0.00 - - - 50.00 50.00 - -
122 0.00 - - - $0.00 $0.00 - -
123 0.00 - - * $0.00 $0.00 - -
124 50.00 - - - £0.00 0.00 | - =
125 0.00 - - - $0.00 0.00 - -
126 Total Ancillary s 166,795661 $ - 8 1,199,433 $ 167,995084 § 226293991 § 262413397 § 491,707,388
127 Weighted Average
128 Sub Totals s 237031952 § -5 1,334,488 S 238366450 S 362514326 § 262413307 § 624527723 [
129 NF, SNF, and Swing Bed Cost for Medicaid {Sum of appicable Cost Report Worksheet D-3, Title 19, Column 3, Line 200 and Worksheet $0.00
D, Part V, Title 19, Column 5-7, Line 20G)
130 NF, SNF, and Swing Bed Cost for Medicare (Sum of appiicable 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)
131 NF, SNF, and Swing Bed Cost for Other Payers (Hospital must calculate. Submit support for calculation of cost. )
131.01 Other Cost Adjustments (support must be submitted)
132 Grand Total 3 238,366,450
133 Total intern/Resident Cost as a Percent of Other Allowable Cost 0.00%

* 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, Pt | of the cost report you are using

Printed 11/5/2025 Propeny of Myers and Stauifer LC Page 20
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H. InState Madicaid and Al Inpatient and Hos pital Data:

EHEPERD CINTER

Totats | Payments
Vol Charges fi haie s crgen o1 qubnitmn bowm Seein 3 [ 1= Tean] [3 e ] [ vrosoe ] [¥ 10 Tarmo][3 Tanna) [1__esemen][3_ sroems)
LT )
Tokal Charges s PSR o Eahld Dutl 3 s usam ] [3 2e0] [3 vicsoes ] [ BiD Fav1es0][3 3318374
Unruconcinet Chargem, (£ rplan Varanoe) : o 5 et
Totat (rchates cagan Sacton ) 1 10 s [3 an] [3 wiwsn] [3 s[5 senwmm] (3 1 Toata ] [3 R | X
Toal Meticzsad Pasd Arcunt (exchasien TP Co Py and Speed Dome) i ¥ RED D En D Y D) 3eio1e][3 [EIXIK |
Total Madicaad Managad Cars Pasd A TP, ColPay wat Sgmnd Donm) (Sew Hicte £} [ [} ) plD
Puw e Wve e @ (nc Vadawy premary and Thard oty batslay) 25 | I'¥ 231 £ 3 HEIESID
S48 Pay (rehuding CoPay and Spons Dinen) T DD
Total Abovend Arenrt hom Masdeadd PEAR to RA Dintad (AB Paymcrss) 3 1 Thea ] [T o -
s >
Ot Maalican] Puymeris Reportnd on Cont Ripint Yo (See Noe C) 3 . .
[ Past A s ) (G Bide 1) [ CEnjo S o] i .| ) TR EaT
Midicars Maraged Carn (HIAO) Pasd Amard (methuden, consutarnibnb )
Maadcare CronaOver Biad Debdt Paymerts . - -
Ottt Mexficire Croma-Over Payrments (Sam Voot D) » s
Praymeet rom Hosgpaial Uninsurd Dung Cond Regeort Yoar (Canh Baa) 3 e [v ()
Saction 1011 Payment Related ¥ Inpatent Mongats! Sarveem NOT inchated m Esttas B A 5.1 (Som Secton L)
Shorttall TO SUPPLEMENTAL PAYMENTS AND OSH) [ 3 )] [3 23] [3 wmans] (s 1sarve] [3 106 teaces | v mene] s ssiifs 2201.170)
Cakcutated Paymerts 3 & Percentage of Cost 3 ~ (i3 T 26 e
Total Meac are Days from Wi 5.3 of the Cost Report Eackuting Swing Bed ([CR WS 5.3 P LCo € SumofLae 2.3 414, 16,171 bR4)
Percent of €108 3-0ver Gay 10 1otal Meciare Gays from the Cost report ™

Phoke A Thane armaunts, mavl g 83 yins impafient are cutpatant M ssd st clairrm warmary. For Managed Care, Coma Over ata, and ot sihgbivm, e B hongdal s kogs # PR surmeraarsen. are red eadatiss (usbenst Rags nath ey )
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I. Out-of-State Medicaid Data:

SHEPHERD CENTER

State of Crovegia

Drsproportionate Share Hospital (DSED 1 samimation Survey Part 1)

Medicaid Per Medicaid Cost to
Diem Cost for Charge Ratio for
Routine Cost Ancillary Cost
Line # Cost Center Description Centers Centers Inpatient Outpatient Inpatient Outpatient Inpatient ‘Outpatient In P Outy
From PS&R From PS&R From PSER From PSR From PS&R From PS&R From PSSR From PS&R
From S6R 0 From Sacién @ (Note A) ¥ (Note A) (Noto A]  Summary (Nole A)  Summary (Nola A)  Summary (Nole A)  Summary (Nete &)  Summary (Note A)

Routine Cost Centers (list below): Days Days Days
1 03000 JADULTS & PEDIATRICS 3 1,426 62
2 (03100 |NTENSIVE GARE UNIT s 5
a (3200 |CORONARY CARE UNIT
4 03300 [BURN INTENSIVE CARE UNIT
5 03400 |SURGICAL ITENSIVE CARE UNIT
6 02500 [OTHER SPECIAL CARE UNIT
7 04000 [SUBPROVIDER | s
a 64100 |SUBPRGVICER I
] (04200 |OTHER SUBPROVIDER
10 04300 [NURSERY
1
12
13
14 *
15 i ]
16 -
17
18 Total Days -
10 TotalDays per PSR or Exnid Deta  rmm——— e — e——)
20 Unreconcéed Days (Explain Vanance} = -

_Routine Charges Routing Charges Routine Charges Routine Charges Routine Char

21 (Gt rares ] S ) DU ) ) O ] O (5] I
210 Calculated Routine Charge Per Dsem % - s - [ * 3 - s 5

Ancillary Cost Centers (from WIS C) [list Ancillary Charges Ancillary Charges Ancillary Charges Ancillary Charges Ancillary Charges Ancillary Charges Ancillary Charges Anciliary Charge: Ancillary Charges  Ancillary Charge
n 09200 |Obsenation (Non-Duwstinct) = L] -
23 SO00|OPERATING ROOM 0512066 3
24 S400|RADIDLOGY-DIAGNOSTIC 0 341558 5
25 ST00[CT GCAN 0101175
2% SA00 (WL T 0o685E
21 BO00|LABORATORY 0149608
28 B500|REGPIRATORY THERAPY 0092835
29 GEO0|PHYSICAL THERARY 0.390383 -
30 BI00|OCCUPATIONAL THERAPY 0335728
kL] FB00|SPEECH PATHDLOGY 03137068
a2 S900[ELECTROCARDIOLOGY 0 288725
31 TI00[MEDICAL SUPPUES CHARGED 10 PATIENT. 0 665407
34 7300| DRUGS CHARGED 10 PATIENTS 0 328265 |
5 7503|OTHER PATIENT SERVICES 0781330 =
% GO00[CLINIC 1276822
a7 B B
38 B B
35 3
40 - 3
41 - 3
42 B
43 E]
44 5
s o | 5 3
a5 - B B
47 T ]
48 | T B

Prvabed 11572028
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1. Out-of-State Medicaid Data:
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SHEPHERD CENTER

Stase of (oorgia
[osproportionate Share Hosputal (181 Framimation Surves Pant 11
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I. Out-of-State Medicaid Data:

SHEPHERD CENTER

Batg of Georpia
Dhspropartionate Share |ospatal { D88 P ammation Savey Part 11

Version 71012

Totals | Payments

Total Charges (includes organ acquisition from Section K)

Total Charges per PS&R of Exhibt Detad
Unrecorcied Charges (Explain Vanance)

Total C Cost (includes organ ition from Section K)

Total Medicad Paid Amount [exchides TPL, Co-Pay and Spend-Down)

Total Med cad Managed Care Paid Amount {exciudes TPL. Co-Pay and Spend-Down) (See Nota 5]
Private Insurance (including premary and third party hability)

Self-Pay (incuding Co-Pay and Spend-Down)

Total Alowed Amount from Medicaid PSAR or RA Detail (Al Pa yments)

Medicad Cost Settlement Payments (See Note B)

Other Madcaid Paymerts Reporied on Cost Repon Year (See Neta C)

Medcare Tradtonal (nan-HMO) Paid Amaunt (exciudes consura feafdeductbles) (See Note F)
Medicare Managed Care (HMO) Paid Amount |exciudes consurance/deductbiley)

Medicare Cross-Over Bad Debt Payments

Other Medicare Cross-Over Payments |See Note D)

Calculated Payment Shortfall | (Lengtall) (PRIOR TO SUPPLEMENTAL PAYMENTS AND DSH)
. Pay asaP ge of Cost

Note A - These amounts must agree to your mipatent and outpatent Medicaid past clams summary For Managed Care, Cross-Over data_ and other ehgibles, use the hospdals logs d PSAR summ

5 5 -
5 3
T 3
5 B
2 = 15 s
s
= 3 -
s
T 3 =
3
s
s
3
3
s L 3 s 3 . 1 s H $
I S (| -1 - 13 - 1[5 -1 =13 SN |} R | T BB -]
] f s :“5 _']L‘ -] I8 1= B 0 i
- | E—— ]G 1 G B | EX— B —
5 :
£ L §
3 3 =
3 > T T T
s s
—— | — 3 :
T T
H 3
3 H

[s

1[=

G mip G 16
0% 0% 0%

0%

Note B - Medcad cost seltiement payments refer 1o payments made iy Medecad dunng a cost repart settiement that afe not reflected on the clams Pag summary |RA summary or PSAR)

Hote C - Other Megicaid Payments such as Outhers and Non-C faim Specific payments. DSH payments shauld NOT be mcluded UPL payments made o

J[E
™%

aries are not avadable (submit logs with survey)

Note D - Should inchude other Medicare cross-over Paymanis not included in the paid clams data reperted above.  This noludes payments pad based on the Medicate cost report settiement (e . Medicare Graduate Medical Education payments |

Mote E - Medicaid Managed Care payments should include all Megicaid Managed Care payments related to the senvces provded, including, but not bmited 1o, incentive payments, banus payrnents, captation and sub-captaton payments
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& ‘acilites Only: Organ Cost n-State Medicaid and Uninsured
LT T e S T € P+ D CENTER

Dinprepertemase Shae |l

Revese tor Total ___

Total
Addmonsi Adin  Totsl Adusted  Medicas Crone Usaatie
Cegan Organ Use e Crgans Uswatse Organs Useabie Organs Useatie Drgans
Acquiskicn Cost Cost Eont Crgara S Sharges iCaut) Chargey (Eourt) Erarges iEomnt) Crarges
Sivstar by burucons
it #um Cosl Fuport W5
oAU | Fackron Secton SardfCotfert DARLRCA Lin O e frmPaClam  FoePuiChins  FomPdCeme  fromPuiCims | FomPadiCims  fromPudCanm  FomPedCame  frmPulfCiee  fomPudCiems  FromPoCiamy  Fiom Maers From Hosptals
iapeporcdl YT TE T v T el mpod e ehLe  DsaFmwhe  DabocProake  Detsorfowh  DumorPoww  DamocPuwe  Data orPrude s or Prosvaser Own inional Own infornal
o % Cost Raport Organ n Cost Scaid' e Logs (hecke A Logs (Noke &) Lings Paoee 41 Leggs (Mot A) Logs ks A) Logs ke 4] Logs (hote A} Logs [Noe A) Lo (Noke 4] Legs eote A) Analpa Anafyus
£ unsrnct. Sow
Mok C b
2 boicrm) }
L ung Aogamtion = | a0 -Is C a ] [ | [
Ce—— 1 w3 BD o ] ~ =
[ry—— wools I 0 =
P Acrpuimiten 00| Bl 0 .
[Pancsses Fegmtion woo | s o
| ——— 30003 B0 o I ]
[ D -l o | | 1 | =
om0 |3 3 o | =
= o 10 T T G 1 1= ] 1[E s BIE JL N | T ) S || [ —] || — | | —— | S
S T ———=) == =0 E——=1 — — 3
Mote & - Thens sroants sl agres 1 your npatent and cufpatiert Medic aid pard claima sammary. € svadatie (f nol uee hospals ogs snd Sube with survey)
Nots B Enter Organ Acguision Payments in Section H as part of yous in-State Medicaid ols] payments.
HI: !mulull‘ld"wnn oy, ard oite s L i | e clc 2] atwen)
W o g ma [} haige bans, and as such there apgiec atie ar . the amaunt an amoirt 9 -
HM‘-!HIHDMM
KT ly: Organ Cost Out-of-State Medicald

T W Y €140 CENTER

Fepart
Acks-Cn Cont
CouRt. | packan Smin |SomSrCostupert | DAPLILCK L.Ln | | Cusl Mapot , From FromPakiClsin  from Pakd Ciaiem From P Clsbs
n‘mm G.line TRINTo o, e i m PR Line D P o Prnader Dadn o Provader Dt o Proescier Dty o Prowicer Data of Prowider
g | CostAepodt Orgen O Cott Aodicads’ Croms Ovar ] Loga (ke A) Lags Mok A) Laxga ke &) Loga Ncke &) Logs oie 4) Longs (ks A) Logs (Mo 4] Logga (Note A}
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Nofe O tukow
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L. Provider Tax Assessment Reconciliation / Adjustment

An adjusiment is necossary 10 propotly rellect the Medicaxd and uninsured share of the p tax 1ot some hospriats  The M d and d shaio of the provider tax essessment collected 1s an
aliowable cost in delormining hosptal-specific DSH imits and. therefor .can be included in the DSH examinaton suvey. Hawever, d opending on how youf hosprtal reparts it on the Medcare cost teport. an adpsiment may
bo nocossary to ensuto the cost rs peoperty roflocted i determining your haspital spocific DSH ¥mit Fot instance. if yout hosptal temoved part o¢ Al of the provider lax assessment on the fLiedrcare cost repodt, the full
amount of the provider tax assessmont woud nol have boen apportioned (o the vanous payers through the step down dllocabon process, rosuling in the Medicaid and uninsured shafe bong understated in detormining the
hospital-speafic DSH Brmit. 1 your hospital needs to make an adpsstmont for tho Medicaid and uninsured share of the providor 12e assessment. please il out the toconcikaton below, and subml the SuppoMing goneral ledget
enines and othor supporting documentation (0 Myers and Stauffer, LC along with your hosprital's DSH o xamenation surveys

TPV ' < € R0 CENTER

We A Provider Tax A Recanciliation;
WIS A Cost Center
___Dollar Amount Line
1 Hosptal Gross Provider Tax Assossment {fiom general ledget)* 3,823 053
e Worug Tnel Balance Account Type and Accowxt # that eciudes Goit Provides Tar Astesament pare 18206 .00](W78 Account #)
2 Hoaptal Gross Provder Tax Assemamont Inchuoed in Eqperae on the Cost Report (WIS A Col 2| 3 3823 053 L |0Whore s the cost inciuded on w/s A7)
3 Dlesonce (Explan Hore ———>) ] s
Tax A 1 Ry ({from w/3 A6 of tho Medicare CO3!t report]
4 Reclasfigaton Codo (Reclassbed to / (from))
5 Roclassfication Codo ( to/ (from))
L] Roclassibcalion Codo |(Reclassified to / (Trom))
7 ReclassMcaton Codo L (Rectassified to / (trom))
DSH UCC ALLOWABLE - Provider Tax Assessment Adjusiments {from wis A8 of ihe Medic e cost repart)
8 Reason for sdqantment {Adusted to / (from))
1] Reason for adasstmont (A to / (from))
10 Reason ko sdantment (Adusted to / (trom))
1 Reason for edurstmont (Adusted 1o / (from))
OSH UCC NON-ALLOWABLE Provicer Tar Asseasment Adjustments (from w/s A3 of the Medicare coslt feport)
2 Reason for sdurstment
LK) Roason for adasstmont
" Reazon for squstmont
s Roason for odussiment
16 Total Not Provder Tas Asacssment Evpense Incuded ifi the Cost Repon s 3.823.053

B-S—H UCC Provider Tax Assessment Adjustment:

17 Geoas Allowable Asseasment Mot Included in the Cost Repon e ——a)

Apponionment of Provider Tar Asscssment Adjustment 1o All Medicaud Eligible 8 Uninsured:

18 Medcad [igbio™* Chasges Soc. G ©8.420 584
19 Urwaws od Mgt Charges Soc. G 5012875
20 Totsl Honpta Charges Sec G | 024 927,723
2 Meac ad Eigbie Percatage o Provos Tax Assesame Adnalment 2 v Loe 1 D5H Medcag UCC™™* | w%%F
n Percertage of Prowder Tas A o rchste 0 O ucc 0 B0%|
23 Lol PY ovdor T ax A o OSHUCC™ d
28 Urwaused Provder Tax Asaemtmerd Aguatiment to DSH UCC o
25 Prowider Tax Assesament Adusiment 19 DSH UCC induding alt Medcad ebgbles™™* -
t of P Tax A 1 Adjustment to Medicald Primary & Uninsured®
% Meacad Prenary”** Charges Sec. G 7761152
27 Umnsured Hospitat Chargos Secc. G SOI2ETS
28 Totsl Hmptal Charges Sec. G B4 927 70
29 Meacsd Prenary Parcertage of FYovds " ax Asvesvrvt Ajuatmert 13 nolde n DSH Weacao UCC* 1 24%
0 Percertage of Movde Tax Asveramend Ajuatment te rrixde n DSH Unnused UCC 0 80%|
3 Meacsd Prenary Taz A A o DSHUCC -
k24 Urrused Movade Tax Assesamert Aguatmert 10 DSH UCC -
33 Medcaid Pnmary Tar Assesument Adyustment to DSH UCC*** =

° Assotsment mus! eickide 81y nON-hospd el assossmont SUCh as Nreng Focedy
** Iho Gro3s Allowobdle Assessmoni Nol inckuded in the Cost Repon (e 17, adove) w Do apportaned (0 Med<ad and unansured 08300 00 Charpes s0C g uNioss the REAmol provides a 1evried cosl repon (0 Ckxle the &MOWY i the cos(-1o-
charpe ralios and pev droms Used N the swvey

***For state pan rate yeass (SPRY) bognning on or effer Ocloder 1. 2021, Medcad UCC vitiudes only Med<ad pemary cosl and payments un/oss a provder qualdies for 9Th porcentde oxcepton and £ benefss them Tho orcepton is based
on SPRY For cost report ponods overlapping SPRY3 bogavung on or afer effocine dato. he Modcard pramary (8 asessmont adustment to DSH UCC (kne 3. adove) wilde utid:od uriels IRe provder quaidio s for the 97th percentse
oxceplon and the SPRY UCC 15 greater uiizing tofa! Modcaxd obpdie populaon n wheh case. Ine providor 1av 83383sment odyustment (o DSH UCC wchxing al Medcad sl:pbles (inw 25 8d0vo) will be Uiizod
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