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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