State of Georgia
Misproportionate Shase Hospital (DSH) Examination Survey Pant |

For State DSH Year 2020
OSH Version 6.00 21772021
A. Gonaral DSH Year Information
Begin End T . Revewer.
1. DSH Year. 070172019 I oenwzozol Examiner.
Date:
2. Select Your Facikty from the Diop-Down Manu Provided: SHEPHERD CENTER
ad to k] Yoar;
CostReport Cost t
n £ End Dato(s)
3. Cost Report Yoar 1 0470172019 0373112020
4. Cost Report Year 2 (if applicable) |
5 Cost Report Year 3 (f 2pplcablo) 1
‘oata
6. Modicaid Providor Number: 000248068A
7. N\ id Subprovid 1 (Psy or Rehab) 0
8. provi 2 (Psy or Rehab): 0
9. Medicaro Provider Numbor: 112003
8. DSH OB Qualifying information
Quostions 1-3, below, should be answered in tho accordance with Sec. 1923{d) of tha Sacial Security Act,
DSH Examination

During the DSH Examination Yoar:

1 Did tho hospital havo 21 loast two obstotncians who had staff privileges at the hospital that agreed to
provade cas o id-ebgible individuals during the DSH year? (in the case of a hospaal
located m a rural area, tha torm ch, any ician with staft pri atthe

1o pork . duran )

2 Was the hosprial exempt from the requirement kisted under #1 above because the hospital's
npatents are predominantly under 18 yoars of age?

3 Was tho haspital axempt from the requiroment hsted under #1 above because 1t dx not offer non-
emergency obstotric services to the general population when fedaral Medicaid DSH regulations
were enactod on Decombor 22, 19877

33 Was tha hospitnl open as of December 22, 19877

3b. What dato did the hospiat open?

CYLY

Year (07/01119 -

1]

Yes

illifl

8/1/1875

Propenty of Mycrs and Stauffer LC



Stato of Georprr
Disproportionate Share Hospital (DSH) Examination Servey Pant |

For State DSH Year 2020
C. Disclosure of Supplomental Medicald Payments Recelved:
1. Medicaid Supp! | P for Hospital Services DSH Yoar 07/01/2019 - 66/30/2020
(Should include UPL and mdamapodicpsyrmmpanbasedonlha state fiscal yaar. However, DSH payments showld NOT be included )
2. Medicald 8 d Care 1 Pay for hospital services for DSH Year 07/01/2019 - 66/30/2020 E__——3
{Shoddmdudcollmn-dabnspodkpaynnnlsfwhospﬂlums such as lump sum pasyments for full Medicaid pricing (FMP), K /s, qualily pay bonus
ived by the {no! by the #CO), or other incentive payments.
NOTE: Hospita! portion of suppl i pay P on DSH Survoy Part 1l, Soction E, Question 14 showld be reparted horo if paid on a SFY basis.
3. Tote! Madicald and Medicald Managed Caro Non-Claims Paymonts for Hospital Sorvices07/01/2019 - 06/30/2020
Certification: )
Answer
1 Was your hospital allowed to retaln 100% of the DSH payment it received for this DSH yoar? Yos
Hatching the faderz) share with an IGTICPE is not a basts for answering this quastion “no”. If your
hospital was not aflowad to retain 100% of its OSH psy plaase explain what were
pi that p! d the hospital from g its pay

Explznaticn for “No" answars:
o
0
0

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

1 heroby certity that the tnfomatien i Sectons A, 8,C, D, E, F, G, H, |, J, K and L of the DSH Survay fios aro kue and accurate to the bast of our abddy, and supportedbymfmnmlanumr

records of tho hospital, All oligibto pati g thoso who have privato i ge, have been rep on tho DSH survey rog the

payment on tho claim. | understand that this ionwill be used to ino tho Mi i i with federal Dispropertionats Share Hospﬂnl {DSH) aEgib:h!y and payments.

provisions. Detnded suppon exists for all amounts reported in the survey. Theso rocords will ba Ma:nod hf a period of not loss than 5 years following tha dua date of the survey, and wall bo made
itable for insp when rag

-

Chiel Financal Ofticer 10/29/2021
Hospal CEO or CFO Tile Oate
Stephon B ¢ 404 .350.7776 steve hollemangshepherd g
Hasptal CEO or CFO Printed Neme Hospial CEO or CFO Telephone Number Hospital CEO or CFO E-Matil
Contact information for indivicuals authorzed (o respond to aquirias related to this survey:
Hospital C Outsido Preparer:
Namo|Jotn McDaniel Namai{Casay Wiltum
Title| Director of Financo Title:[Manager
Ti 350.7329 Fum Name:|PYA PC.
E-Mail Address{john medameif@shopherd org 1865.684 2881
Mating Strest Address{2020 Peachiroe Road, NW E-Mail A { @pyapc.com
Ma:ing Cay, State, Zip{Atianta, GA 303093485

600 Property of Myers and Stautler LC Page 2



State of Georgia
Disproporticnate Share Hospital (DSH) Examination Survey Part I

D. General Cost Report Year Information 04/01/2018 - 03/31/2020

DSH Version 8.00

The fallowing information is provided based on the information we received from the state. Please review this infermation for items 4 through B 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.

ISHEPHERD CENTER

 through.
03/31/2020

. Select Cost Report Year Covered by this Survey (enter "X"): [ X 1|
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 database: [

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

N

w

09/15/2020 ]

4. Hospital Name: SHEPHERD CENTER Yes

5. Medicaid Provider Number: 000248068A Yes

6. Medicaid Subprovider Number 1 (Psychiatric or Rehab): o] Yes

7. Medicaid Subprovider Number 2 (Psychiatric or Rehab): 0 Yes

B. Medicare Provider Number: 112003 Yes
Out-of-State Medicald Provider Number. List all states where you had a Medicald provider ag during the cost report year:

9. State Name & Number

10. State Name & Number
11. State Name & Number
12. State Name & Number
13. 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: (04/01/2019 - 03/31/2020)

. 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 Qutpatient Hospital Services NOT Included in Exhibits B & B-1 (See Note 1)

Total Section 1011 Payments Related to Hospital Services (See Note 1) $-
. Secticn 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-Hospltal Services (See Note 1) 3-

N hAWN -

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

Inpatient Outpatient
9. Total Cash Basis Patient Fayments from Uninsured (On Exhibit B) $ 681,006 203,061
10. Total Cash Basis Patient Payments from All Other Patients (On Exhibit B) 3 121,243 680,288
11. Total Cash Basis Patient Payments Reported on Exhibit B (Agrees to Column (N) on Exhibit B, less p and non-hospital portion of s $812,249 $883,349
12. Uninsured Cash Basis Patient Payments as a Percentage of Total Cash Basis Patient Payments: 85.07% 22.99%

NOTE: According to the payment data entered above, uninsured patient payments account for more than half of all patient payments. Please verify this Is correct.

13. Did your hospital receive any Medicald managed care payments not paid at the claim level?
Sheuld include all non-claim-specific payments such as lump sum pay ts for full Medicaid pricing, supy itals, quality

14. Total Medicaid managed care non-claims payments (see questicn 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

18. Total Medicaid managed care non-claims payments (see question 13 above) received $-

Note 1: Subtitie B - Miscellaneous Provision, Section 1011 of the Medicare Prescription Drug Improvement and Modemization Act of 2003 provides federal reimbursement for emergency health services furnished to undocumented aliens. [f 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 titled

“Section 1011 Payments Related to Non-Hospital Services." Otherwise report 100 percent of the funds you received in the section related to hospital services

Printed 06/15/2022 Property of Myers and Stauffer LC

bonus payments, capitation payments received by the hospital (not by the MCQ), or other incentive payments.

—

Total
$894,087
$801,531

$1,695,598
52.73%

01/28/2021

Version 8.00
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State of Georgia Version 8.00
Disproportionate Share Hospital (DSH) Examination Survey Part [1

Note 2: Report any DSH payments your hospital received 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 (04/01/2019 - 03/31/2020)

F-1. Total Hospital Days Used In Medicald Inpatient Utilization Ratlo (MIUR)
. Tolal Hospital Days Per Cost Report Excluding Swing-Bed (C/R, W/S S-3, Pt. |, Cal. 8, Sum of Lns. 14, 16, 17, 18.00-18.03, 30, 31 less lines 5 & 6) 48,929 | (See Note in Section F-3, below)

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

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

Total Hospital Subsidies 3 =

m;awN

Inpatient Hospital Charity Care Charges 6,308,386
Outpatient Hospital Charity Care Charges 10,292,631
Nen-Hospital Charity Care Charges
Total Charity Care Charges $ 16,601,017

Soo~

-

F-3. Calculation of Net Hospltal Revenue from Patlent Services (Used for LIUR) (W/S G-2 and G-3 of Cost Report)

NOTE: All data in this section must be verified by the hospital. If datais
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 report.
Formulas can be overwritten as needed with actual data.

Conlractual Adjusiments (formulas below can be cverwritten if amounts are
known):

Inpatient Hospltal Net Hospital Revenue

11. Hospital $87,097,575.00 $ 47,084,083 $ - $ - $ 40,013,482
12. Subprovider | {(Psych or Rehab) $0.00 $ -1 LS BN -l 8 -
13. Subprovider |l (Psych or Rehab) $0.00 $ - 18 -1 13 - $ -
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 $0.00 : § -
19. Ancillary Services $248,148,962.00 $202,757,468.00 $ 134,147,401 109,608,670 3 - $ 207,151,358
20. Outpatient Services $41,612,230.00 22,485,158 $ - S 2
21. Home Health Agency $0.00 $ -
22. Ambulance $ = $ -
23. Qutpatient Rehab Providers $0.00 $ - -
24. ASC $0.00 $0.00 $ - $ =
25. Hospice 5000 s | TR
26. Other $0.00 $0.00 $0.00 $ -] L8 -] s -
27. Total $ 335,247,537 $ 244,369,698 $ - $ 181,231,484 $ 132,103,828 $ - 3 266,281,923
28. Total Hospital and Nen Hospital Total from Above $ 579,617,235 Total from Above - 313,335,312
29 Total Per Cost Report Total Patient Revenues (G-3 Line 1) 579,617,235 Total Contractual Adj. (G-3 Line 2) 313,335,312
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) 4
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) 4
33. Increase worksheet G-3, Line 2 fo reverse offset of State and Local Patient Care Cash Subsidies 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) o
35. Adjusted Contractual Adjustments 313,335,312
36. Unrecenciled Difference Unreconciled Difference (Should be $0) $ - Unreconciled Difference (Should be $0) $ -

Printed 06/15/2022 Property of Myers and Stauffer LC Page 20



State of Georgia Version 8.00
Disproportionate Share Hospital (DSH) Examination Survey Part I
G. Cost Report - Cost / Days / Charges
| Cost Report Year (04/01/2018-03/31/2020)_______ ELILGEGRIVEAZS
: Intern & Resident RCE and Therapy IIP Routine R, o
Line | : Total Allowable Costs Removed on  Add-Back (If /P Days and /P Charges and O/P Madicaid Per Diem /
# Cost Center Dascription Cost Cost Report* Applicabla) Total Cost Ancillary Chargaes 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 |, 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. Worksheet B, Partl, Col. 25 Part], Ccn‘.zaf')d Worksheet D-1, Calculaled WIS D-1, P, 2, : [In!énn;ﬁ;ansf;:mfy Calculated Per Diem
o llafn o "’g"gﬂfgﬁf‘gﬁ"' Col. 4 Part, Line 26 Lines 42-47 for |  unless used in
others Saction L charges
alfocation)
Routine Cost Centers (list balow):
1 03000|/ADULTS & PEDIATRICS $ 57835377 | § -1 8 - 57,835,377 48,929 $87,165,039.00 1,182.03
2 03100|INTENSIVE CARE UNIT $ = S -1 8 - - = $0.00 -
3 03200|/CORONARY CARE UNIT $ = $ -18 = - - $0.00 -
4 03300|BURN INTENSIVE CARE UNIT $ - $ -18 - - - $0.00 -
5 03400|SURGICAL INTENSIVE CARE UNIT $ - $ -1 8 - = - $0.00 -
6 03500|OTHER SPECIAL CARE UNIT S - S -18 - - - $0.00 -
7 04000/SUBPROVIDER | $ = $ -5 - - - $0.00 -
8 04100|SUBPROVIDER Il S - S -8 - - = $0.00 -
9 04200|OTHER SUBPROVIDER $ - $ -18 - - - $0.00 -
10 04300 NURSERY S - S -8 - = - $0.00 =
1 S - S -8 - - - $0.00 -
12 $ - $ -8 - - = $0.00 -
13 [ - $ -1 8 - - - $0.00 -
14 $ - $ -18 = - - $0.00 -
15 3 = $ -8 - - - $0.00 -
16 § - $ -18 - - - $0.00 -
17 $ - |8 -1s - - - $0.00 -
18 Total Routine $ 57,835377 § - 8 - 57,835,377 48929 § 87,165,039
19 Weighted Average
Hospital Subprovider | Subprovider Il
Observation Days - | Observation Days - | Observation Days - |  Calculated (per | "P2fen! Charges - | Oufpatont Ghargos 1..; Tkl Gharges - :
eport Cost Report Cost Report Madicaid Calculated
Cost Report W/S S- | Cost Report W/S S- | Cost Report WIS S- | Diems Above |\ ocooor e py 1 | worksheet G, Pt I, | Worksheet G, Pt I, | Cast-to-Gharge Ratio
3,PL I, Line 28, Col. | 3, PL I, Line 28.01, | 3, Pt. |, Line 28.02, | Mulliplied by Days) Col 6' i Col ?' B Col 8. it :
Observation Data (Non-Distinct) 2 sl Goee
20 [09200|0bservation (Non-Distinct) i - - -8 - $0.00 $0.00| S - -
Cost Fanoid :,O"f:;::‘;:’g Cost Report Inpatient Charges - | Outpatient Charges |  Tota! Charges - _
Worksheet B Part ] Col. 25' Worksheet C, Caloulated Cosl Report Cost Report Cost Report Medicald Calculated
4 i Part I, Cal.2 and Worksheel C, Pt I, | Worksheel C, Pt I, | Workshest C, Pt I, | Cosl-fo-Charge Ratia
Fart !, Col. 26 (Intern & Resident Cal. 4 Col. 6 Col 7 Cal. 8
Offset ONLY)* . ; : 4
Ancillary Cost Centers (from WIS C excluding Observation) (list below):
21 5000|OPERATING ROOM $7,758,166.00 | $ - $0.00 $ 7,758,166 $16,556,401.00 $115,126.00 | § 16,671,527 0.465354
22 5400|RADIOLOGY-DIAGNOSTIC $1,865,307.00 - $0.00 $ 1,865,307 $5,644,745.00 $542,931.00 | § 6,187,676 0.301455
23 5700{CT SCAN $680,501.00 - $0.00 $ 680,501 $5,175,541.00 $157,463.00 | § 5,333,004 0.127602
24 5800|MRI $1,318,070.00 - $0.00 E 1,318,070 $604,042.00 $16,478,483.00 | § 17,082,525 0.077159
25 6000|LABORATORY $2,866,452.00 | $ - $0.00 § 2,866,452 $11,897,501.00 $7,501,055.00 | § 19,398,556 0.147766
26 B6500|RESPIRATORY THERAPY $6,077,064.00 | § - $0.00 $ 6,077,064 $65,527,018.00 $8,050.00 | § 65,536,068 0.092729
27 6600{PHYSICAL THERAPY $14,759,058.00 | $ - $0.00 3 14,758,059 $20,870,828.00 $14,578,811.00 35,449,639 0.416339
28 6700 OCCUPATIONAL THERAPY $12,069,299.00 | $ - $0.00 3 12,069,299 $18,450,157.00 $9,513,223.00 27,963,380 0.431611
29 6B00|SPEECH PATHOLOGY $6,015,145.00 | § ~ $0.00 $ 6,915,145 $11,788,534.00 $5,051,003.00 16,839,537 0.410649
Printed 06/15/2022 Property of Myers and Stauffer LC Page 21



G. Cost Report - Cost / Days / Charges

Cost Report Year (04/01/2018-03/31/2020)

Line

SHEPHERD CENTER

' Intern & Resident RCE and

State of Georgia

Disproportionate Share Hospital (DSH) Examination Survey Part 11

: Total Allowable Costs Removedon  Add-Back {if
L o Cost Centar Description Cost . Cost Report * Applicabie)
6900|ELECTROCARDIOLOGY $45067.00 | § $0.00
7100|MEDICAL SUPPLIES CHARGED TO PATIENT $4,018,295.00 | § $0.00
7200{IMPL. DEV. CHARGED TO PATIENTS $170,860.00 | $ $0.00
7300|DRUGS CHARGED TO PATIENTS $71,32971400 | § $0.00
7502|REHAB SERVICES $9,688.00 | § $0.00
7503|0THER PATIENT SERVICES $5,667,104.00 $0.00
S000|CLINIC $17,543,312.00 $1,674,422.00
$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
$000 | $ £0.00
$0.00 § $0.00
$0.00| § $0.00
$0.00 | § $0.00
50.00 | & $0.00
50.00 | § $0.00
$000| S $0.00
$0.00| S $0.00
$000( S $0.00
$0.00 § $0.00
$0.00[ $ $0.00
$000 | $ $0.00
$0.00 | § $0.00
$0.00 S $0.00
$0.00 | § $0.00
$000 | $ $0.00
$000| $ $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
$000| § $0.00
$0.00 | $ $0.00
$000 | § $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
$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
$000| $0.00

Printed 06/15/2022

UP Routin

Version 8.00

 Medicaid Per Diem /

- I[P Days and /P Charges and O/P :
Total Cost Anclllary Charges Ancillary Charges  Total Charges  Cost or Other Ratios
$ 45,067 $479,285.00 $34,123.00 | § 513,408 0.087780
$ 4,018,295 $31,731,004.00 $82,482.00 | § 31,813,486 0.126308
$ 170,860 $411,879.00 $187,204.00 [ § 599,083 0.285203
E 71,320,714 $55,220,224.00 $143,840,710.00 | § 199,060,934 0.358331
§ 9,688 $0.00 $0.00 - -
4 5,667,104 $3,675,342.00 $4,782,185.00 8,457,537 0.670066
$ 19,217,734 $1,142,409.00 $21,816,473.00 22,958,882 0.837050
$ - $0.00 $0.00 | F N
$ - $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 - -
E - $0.00 $0.00 - -
- $0.00 $0.00 - -
$ - $0.00 $0.00 - -
$ - $0.00 $0.00| 8 - -
$ - $0.00 $0.00 | $ - -
§ - $0.00 $0.00 - -
k - $0.00 $0.00 - 5
= $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 - -
3 - $0.00 $0.00 | § - -
$ - $0.00 $0.00 | § - -
$ - $0.00 $0.00| S - -
E - $0.00 $0.00 - -
- $0.00 $0.00 - o
§ - $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 ([ $ - -
3 - $0.00 $0.00 - -
5 - $0.00 $0.00 - -
$ - $0.00 $0.00 - -
§ - $0.00 $0.00 | § - -
= $0.00 $0.00 | § - P
$ - $0.00 $0.00 - %
$ o $0.00 $0.00 - -
$ - $0.00 $0.00 | $ - -
$ - $0.00 $0.00| S - -

Property of Myers and Stauffer L.C
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125

127

128
129

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, Pt. | of the cost report you are using.

G. Cost Report - Cost / Days / Charges

Cost Report Year (04/01/2018-03/31/2020) SHEPHERD CENTER

Line Total Allowable

#  CostCentor Dascript Cost
$0.00 | § ki $0.00
$0.00| § - $0.00
$0.00 | § = $0.00
$0.00 | $ - $0.00
$0.00 | § N $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| 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 ([ $ - $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 | § - $0.00

Total Ancillary $ 153,083,103 $ - 5 1,674,422
Weighted Average
Sub Totals S 210,928,480 $ - 8 1,674,422

NF, SNF, and Swing Bed Cost for Medicaid (Sum of applicable Cost Report Worksheet D-3, Title 19, Column 3, Line 200 and Worksheet

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

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

State of Georgia Version 8.00
Disproportionate Share Hospital (DSH) Examination Survey Part IT
i W /P Routine i i
: - nd /P Charges and O/F Per Diem /
. TofalC Ancillary Charges  Anclllary Charges ost or Other Ratlos
$ - $0.00 $0.00 [ $ - -
S - $0.00 $0.00 [ § - -
$ - $0.00 $0.00 [ $ - -
$ - $0.00 $0.00 [ S - -
- $0.00 $0.00 - -
3 - $0.00 $0.00 z B
5 - $0.00 $0.00 - -
$ - $0.00 $0.00($ - -
$ - $0.00 $0.00| S - -
$ - $0.00 $0.00($ - -
s - $0.00 $0.00 | § - -
$ - $0.00 $000 | $ - -
$ - $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 (S = n
5 - $0.00 $0.00 (S - -
- $0.00 $0.00 | § - -
- $0.00 $0.00 | § i -
- $0.00 $0.00 [ $ = -
$ - $0.00 $0.00 | - -
3 - $0.00 $0.00 | S - -
- $0.00 $0.00 | § - -
- $0.00 $0.00 | § 2 -
- $0.00 $0.00[$ - -
$ - $0.00 $0.00 - -
E - $0.00 $0.00 3 E
- $0.00 $0.00 - -
= $0.00 $0.00 - -
- $0.00 $0.00 | § - -
$ - $0.00 $0.00 | § - -
S - $0.00 $0.00 | § - N
$ - $0.00 $0.00 Z :
S - $0.00 $000[$ - -
$ 154,767,525 $ 249,174,910 $ 224,690,332 $ 473,865,242
$ 212602002 § 306339849 § 224600332 5 561030281 [N
$0.00
$0.00
$ 212,602,902
0.00%

Total Intern/Resident Cost as a Percent of Other Allowable Cost
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State of Georgia Version §.00
Disproportionate Share Hospital (DSH) Examinaion Servey Part I

H. In-State Medicaid and All U ient and Outpatient Hospital Data:
| Cost Report Yer (oamirois-ow3120:00__ EUZAEEEEILE

in-State Madicam FFS Cross-Overs (wth Iin-Etate Other Madicad Elgibien (Not
In-State Madicad FFS Prmary In-Gtate Medicald Managed Care Primary Medicad Secondary) inciudad Elsewhers) Uf\lr'!nreﬂ Total in-State Medicad ‘

From S G From & G From PS4R From PS&R From PSAR From PS&R From PSAR From PSSR P8ar From PSER From Hospital's Own  From Hospital's Own
(Nate A) Sumemary (Nete A) Summary (Note A) Summary (Note A) - Summary (Note A) Summary (Nofe A} wmﬂ Summary (Note A) infemai Anslysis Internal Analysis
Days Days Days Days
1,621 121 342 408 %%
[CORONARY CARE UNIT -
(03300 _|BURN INTENSIVE CARE UNIT 3
03400 |SURGICAL INTENSIVE CARE UNIT -
[OTHER SPECIAL CARE UNIT -
OTHER SUBPROVIDER -
— —————
1621 21 342 633 8%
Total Days per PSER or Extbd Detal ek
Unreconciled Days (Explain Variance) - .
_Routina Charges Routine Charges Routine Charges Routine Charges Routine Charges
e — N (5 277470 (F— :‘551 an) R E— w e N — | -———'n—, B T 7] i N
Calculated Routine Charge Per Diem 5 167642 H 5177 1,48431
Ancillary Charges  Anclilary Charges _Ancillary Charges _Anclilary Charges _Ancillary Charges _Anclllary Charges  _Ancliary Charges _Anclllary Charges _Anclllary. c:ug_gn Anclllary Charges _Ancillary Charges _Ancillary Charge:
5000/ OPERATING ROOM 465354 848,248 14178 56 488 158 47,087 158,171 8,844 350,858 37271 1454633 70108 | 11eew
301455 71,4682 135 564 2,246 7878 45881 62,258 20,426 28,257 20,202 143874 206,271 Baa%
127602 68,738 161 5620 12,221 8128 61,800 2,880 86,650 - 15166 =2
077158 . 243458 - 6368 - 609,811 22820 102571 - 652,026 1265238 nmm
147766 436,664 8686 7,268 6503 78,630 371,664 230514 53,281 116305 380,326 441534 ams
092729 1,556,180 2833 72,846 - 367,485 3626 1,978,025 2011 88,385 666 8470 &xn%
416339 624 979 120,308 52,174 6860 51904 347,636 349,112 332,005 260631 864 561 BOGBOS| a7T%
431611 564,276 30422 54,147 5760 23713 300 484 325266 308 878 725755 850314 B45544 | weew
EPEECH PATHOLOGY 410648 212,454 9255 18 465 4857 72685 84,126 244 530 123 806 163,483 621,404 222044 | asn
087780 24,100 1053 7.881 - 2,457 1,404 3,861 053 8,359 2,457 38,308 351 1079%
7100|MEDICAL SUPPLIES CHARGED 10 PATIENT 0126308 1,385,668 33821 36534 38 19,232 318 707526 510 348,214 6329 | 2,148 661 43788| worw
7200|IMPL_DEV. CHARGED TO PATIENTS 0785203 11,528 - - - 783 33,036 108,108 506 52,150 - 120,420 38542| amnm
7300|DRUGS CHARGED TO PATIENTS | 0358331 1,168 758 18,003 81,147 79,606 456,430 10,751 665 1,232,062 1,779,989 609,642 2,978 406 12,630,163 (X501
7603|OTHER PATIENT SERVICES 0.670068 11,860 | 312 8,781 468 39731 35,301 115,348 42,266 60,489 175,730 78337| 50w
CLINIC 0.837050 165 428,266 3537 3121 656 977 164 275 516 4187 3,866 1366880 715w
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H. In-State

4 and All Uni

Cost Report Year (CAGH/2019-031 2020

and Outpatient Hospital Data:

BHEPHERD CENTER

State of Gecrgin
Disproportianate Share Hospital (DSH) Examination Survey Part 11

ine Statn Maodicara FFS Cross-Overs (wih

In-State Other Madica Eligibinn (Not

Verrion 800

Printed 06182022

in-Gtate Medicwid Managed Care Primary Medicad Secondary) Inciuded Esewhers] Urinsured Total in-State Medicad
5 7005443 S 1,055820 350,832 17011 § 1571306 § 13601045 § 5601068 § 3088532 § 2446524 % 6754352
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State of Georgin Version 8.00
Disproportionate Share Hospital (DSH) Examination Survey Part Il

H. In-State Medicaid and All ient and Outpatient Hospital Data:
Cost Report Year (04/01/2019-03/31 2020} SHEPHERD CENTER
S FFS Cross-Overs (wih In-State Oiber Madcasd Eigities (Not
In-State Meccad FFS Prmmy In-Giate Medicnid Managed Cine Primary L Secondary} Inciuded Elsewhers) Uninsured Total In-State Medcad %
Totals / Paymants

128 Total Charges (includes organ scquisiton from Section ) s aTx2a13] [s 1oss5e20] [3 3s33e6] [5 n7o1] [s 2120007] [§ 13601045] [s 6008637 ] 5 3068532 [3 2846245] [s 675432 [s  ve2s3esa][s 17842408] 8%
VAgrees 1o Exhinit A] Agress tn Exhibt A]
128 Total Charges per PSAR or Exhibit Datail [s sr2813] 8 1os5820] [ 393396 [8 nzo1] [s 2120007] [§ 13601,045] [§ 6008637] [5 aoeasaz| |s 2846240 [ 8 6754397 |

130 Unreconciled Charges (Explain Variance)

1 Total Cost (Includes org trom Saction J) [s 3748557] 3 so6563] s 248196 [ 40538 [3 815253 [ 4509628 [ 1e28718] [§ 1248621 ] [§ 1571763 [s 2455048 [3 6740730] 3 Bz
132 Total Medicaid Paid Amount (excludes TPL, Co-Pay and Spend-Down) [ 3128267 | [ 445 851 s 5571 [5 ss7917] [ 27.429] [§ 60,660 s 3,161,667 | [§

133 Total Medicaid Managed Care Paid Amount (mxciudes TPL. Co-Pay and Spend-Down) (Sea Nots E) 3 -11s 1,033 s 15| |3 1[s 776 s [

134 Private Insurance (ncluding primary and third party iabiity) s Best| 8 300206 | ['$ 37780 s 1842758 |5 1015074 s 2143044 (5

135  Set-Pay (incuding Co-Pay and Spend-Down) s 50] |3 3825) s s19] |'s 1 = =[5 2178] |3 BlE 127 3 684 [s

136 Total Allowsd Amount from Medicaid PSR of RA Detail (Al Payments) s 3128417 [§ 459367 | 8 300805 | | 38513 [T

137 Medicaid Cost Settlement Payments (Sea Note B) ] -l

138 Other Medicaid Payments Reported on Cost Report Year (Sea Nata C) s 1[5 -
139  Medicare Tradtional (non-HMO) Paid Amount (exciudes consurance/deductibies) s TB4421 118 3524303 | S S - s TB4421|[§ 3524303
140 Medicare Managed Care (HMO) Paid i 5 - 3 128 $ -|1s 128
141 Medicare Cross-Over Bad Debt Payments s -11s - (Agiees o BBt Band  (AgreesloExhed Bane | 3 -11s

142 Other Madicare Cross-Over Payments (See Note D) 81y By s L8 -
141 Payment trom Hospial Uninsured During Cost Report Year (Cash Basis) ‘s mml‘

144  Section 1011 Payment Related to Inpatient Hospital Services NOT Included in Exhibits B & B-1 (trom Section E) s - $ -

145 Calculated Payment Sharttall | (Longtall] (PRIGR TO BUPPLEMENTAL PAYMENTS AND D8H)  [S. 620140] [ 5 ar201] [ (52,609 [§ 1725] [ 124842 [s 73116] s (#1,469)] [s 171,85 [s sso7e3 | [ 2255087 [8 65004 ] [5 1003888 |
146 ¥ asa of Cost B3% 51% 121% %% 86% Ba% 102% B6% ux a% 50% 5%
147 Total Medicare Bays from WIS 8-1 of the Cost Report Excluding Swing-Bed (C/R, WrS 8.3, PL |, Col. 6, Sum ofLns. 2,3, 4, 14, 16, 17, 18 less lines 5 & §)

148 Parcent of cross-over days 1o total Medicara days from the cost report 16%

Note A - These amounts must agrea lo your inpatient and outpatient Medicaid paid claims summary, For Managed Care, Cross-Over data, and other efgibies, use the hospital's logs if PSAR summaries are not avaiable (submi logs with survey).
Ncte B - Medicaid cost seftiement payments refer 1o payments made by M uring a cost report that are not reflected on the ciaims paid summary (RA summary or PSER)

Nota C - Other Medicaid Payments such as Outiiers and Nen-Clam Specific payments. DSH payments shouid NOT be included UPL payments made cn a state fiscal year basis should be reported in Section C of the survey.

Note D - Sheuld include other Medicare cross-over payments nof included in the paid claims data reported above. This includes payments paid based on the Medicare cost report settiement (e.g, Medicare Graduate Medical Education payments).
Nota E - Medicaid Managed Care payments should Include ali Madicaid Managed Cara payments related io the services provided, including, but nof limited fo, incentive payments, banus payments, capitation and sub-capitation paymants
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State of Georgia Version 8.00
Disproportionate Share Hospital (DSH) Examination Survey Part IT

I. Out-of-State Medicald Data:

Cast Report Year {04/0172019-03/31/2020) SHEPHERD CENTER

Out-of-State Medicaid Managed Care Out-of-State Medicare FFS Cross-Overs ~ Out-of-State Other Medicaid Eligibles (Not
Out-of-Stale Medicald FFS P {with Medica:d Secondary) included Elsewhere) Total Ou-Of-State Medicald
Meadicaid Par 1 i R sghse i 5 EHT
From S G From S G From PS&R From PS&R From PS&R From PS&R From PS&R From PS&R i From PS&R From PS&R
Summary (Nots A} S ry (Note A} (Nata A) (Nots A) Summary (Nota A) Summary (Nots A) Summary (Note A} Summary (Note A)
Routine Cost Centers Days Days Days Days Days
1 ADULTS & PEDIATRICS s 1,182.03 -
2 [03100 |INTENSIVE CARE UNIT s - -
3 03200 |CCRCNARY CARE UNIT $ -
4 03300 |BURN INTENSIVE CARE UNIT 5 - -
5 SURGICAL INTENSIVE CARE UNIT E -
6 {03500 |OTHER SPECIAL CARE UNIT S o
7 SUBPROVIDER | [ -
8 04100 | 5 -
g 04200 [OTHER SUBPROVIDER 5 -
10 04300 [NURSERY S -
1 s -
12 3 >
13 s -
14 B -
15 s -
16 [ -
17 $ = S ——
18 Total Days - - - .
19 Toal Daysper PSSR or Exhibit Dot —— ] — S—"
20 Unreconciled Days (Explain Variance) - - = -
Routine Charges Routine Cha Routine Charges Routine Charges Routina Charges
2 [ Charges ] ) — ) ) ) ] —
21.01 Calculated Routine Charge Per Diem $ - H - s - s - H E
Ancillary Cost Centars (from W/S C) (list below): Ancillary Charges Ancillary Charges Ancillary Charges Ancillary Charges Ancillary Charges. Ancillary Charges Ancillary Charges Ancillary Charges _Ancillary Charges _Ancillary Charg
22 09200 | Observation (Non-Distinet, - $ - 2
23 5000|OPERATING ROOM 0.465354 $ s |
24 5400|RADIOLOGY-DIAGNOSTIC 0.301455 $ - =
25 5700|CT SCAN 0.127602 5 =
26 5B00|MRI 0.077159 - -
27 6000|LABORATORY 0.147766 -|Ls =
28 6500|RESPIRATORY THERAPY 0.082729 | | E =
29 6600|PHYSICAL THERAPY 0.416338 B E -
30 6700|OCCUPATIONAL THERAPY 0431611 -1Ls =
kil 6800|SPEECH PATHOLOGY 0.410649 ] &
2 6300|ELECTROCARDIOLOGY 0.087780 -11s -
33 7100|MEDICAL SUPPLIES CHARGED TO PATIENT 0.126308 2 -
M 7200 0285203 - 2
35 7300 0358331 . z
38 7502|REHAB SERVICES - £ =
37 7503|OTHER PATIENT SERVICES 0.670066 - -
8 5000|CLINIC 0.837050 - -
a9 - - -
40 - -
4 - -
42 - 3 -
4 - s - -
44 - -8
45 - 1[5 -
46 . “1[s -
a7 - -1[s -
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State of Gieorgia Version B.00
Disproportionate Share Hospital (DSH) Examination Survey Part T1

I. Out-of-State Medicald Data:

Cost Reporl Year (04/01/2019-03/31/2020) SHEPHERD CENTER

Out-of-State Madicaid Managed Care Out-of-State are FFS Overs Out-af-State Cther Medicaid Eligibles (Not
th Me ohda Included Elsewhere)

Out-of-Slale Medicald FFS Primary. Primary

Total Out-Of-State Medicald
48 m
49
50
51
52
53

55

57
58
59
60
61

||

63

65

67
68
68
70
7
72
73
74
75
76
"
78
78
80
81
82
83

85

a7
88
8s
80
a1

P 2 O O O 2 2 Y ) 2

83
94
a5

97

8

L]

100
101
102
103
104
105
106
107
108
108

2 2 07 (P PP P
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110
m
12
113
114
115
116
"z
118
18
120
121
122
123
124
125
126
127

128

128
130

13

132
133
134
135

137
138
139
140
141
142

143
144

State of Georgia Version 8.00
Disproportionate Share Hospital (DSH) Examination Survey Part 11
I. Out-of-State MedIcald Data:
Cosl Repori Year {(04/01/2019-03/31/2020) SHEPHERD CENTER
Out-al-State Medicaid Managéd Cara Out-of-State Medicare FFS Crose-Overs o] bles (No
Out-o ecicald F Primary (with Medicaid Secondary) otal O tat dicald
- s - =
- E - 2
- & s - s = s * s ] = ] - s -
Totals | Payments
Total Charges (includes organ acquisition from Section K) 5 16 - 1[5 -1 - 106 - 1[5 - 1[5 ][5 - J[s -1l -]
Total Charges per PS&R or Exhibit Detal = -1[s -1 [s 1 = JE 16 O -
Unrecanciled Charges (Explain Variance) - - - 5 - R F =
Total C: Cost (includes organ acquisition from Section K) [S - Iri -J L -Jl& - ]lS —J S - | ] - JlS - Ir! - |S
Total Medicaid Paid Amount (exciudes TPL, Co-Pay and Spend-Down) 1ls A
Total Medicaid Managed Care Paid Amount (excludes TFL, Co-Pay and Spend-Down) (See Note E) -11's =
Private Insurance (including primary and third party liability) -|[s -
Self-Pay (including Co-Pay and Spend-Down) -1ls =
Total Allowed Amount from Medicald PS&R or RA Detal (All Payments) 5 | [3 - s S - _
i Cost Pay (See Ncte B) 5 -11's =
Other Medicaid Payments Reperted on Cost Report Year (See Note C) [ 11 | 5 - s
Medicare Traditional (non-HMO) Paid Amount lud i idi 2 '
Medicare Managed Care (HMO) Paid Amount coinsur 74
Medicare Cross-Over Bad Debt Payments = -
Other Medicare Cross-Over Payments (See Note D) B -
Calculated Paymont Shortfall { (Longfall) (PRIOR TO SUPPLEMENTAL PAYMENTS AND DSH) [ $ -~ |[s 10 - s -] [s - | [s - 1 - s - 1s - 1[s -]
c d Pay asaF of Cost 0% 0% 0% 0% 0% 0% 0% 0% 0%

Note A - These amounts must agree to your inpatient and outpatient Medicald paid ciaims summary. For Managed Care, Cross-Over data, and other eligibles, use the hespital's logs if PS&R summaries are not available (submit logs with survey).
Note B - Medicaid cost settiement 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 Outfiers 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 pald based on the Medi

Nate E - My M, d Care should include all Medicaid Managed Care payments related to the services provided, including, but not limited to, i

cast report (e.g.. Medi Medical Education payments).
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St of Georgia Version § 00
Di Share Hospial (DSH) E: Son Survey Part I1

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

Cost Report Year (045012018033

SHEPHERD CENTER

in-State Medcme FFE Cross Overs (with In-Stale Other Medicaid Eligibles (Not
Medca'd J

inciuded Elsewhere) Uninsuted

In-State Medicad FFS Primary

in-Glate Medicald Mansged Care Primary

Add-On Cosé Faclor i
Cos RaD o cortion G, Lina o olCou Faport| | DAPLMCOL 1L | | CoMPMOt | fiopudCitima  FromPudClins  FromPaidClaina | FromPaidCisma | | FromPedClaims | | FromPadClaima | | FromPudCleims  FromPadCInt oo icaptar Own| From .
e O Sheplo e ol e WOASMMD | CwscrProder  DatacrPowcer  OtacrProvde  DaerProver | Dulaorrover | DelaorProvder | OuteorProdder | Dea orProvder : Homhe'e
81 ©On Cos! Medicaid! Cross-Over &2 Logs fNote A) Logs (Nots A} Logs (Nota A) Logs (Nate A) Logs (Ncte A) Logs (Nete A) Logs (Neta A) Logs (Note 4)
LUt Conl & aninsured).
Hota C baiow.
' sooe]s Is o
3 sooo s s o
3 s000]s s o
. 500§ s o
g soc0 s s o
. $000| 8 s o
7 so00 8 s o
8| $000|§ -13 ]

s [ Totals Is s -Is Jls 1 0 -] Jls -1 (s 1 - [s BN J[s ] [ -]
10 — Total Con ] ——  E—— —] — —/]

Note A - These amounts must agree 1o your Inpatient and outpatient Medicald paid claims summary, If avallable (It not, use hospital's logs and submit with survey).

Note B: Enter Organ Acquisition Payments In Section H a3 part of yout In-State Medicald total payments.

Note C: Enter the total revenue to organs. to other pi 1o ergan and others, and for organs transplanted Into non-Medicald / non-Uninsured patients (but where crgans were Included In the Medicald and Uninsured organ counts above). Such revenues must be determined under
the accrual method of organs are Into patlents who are not llable for payment on a charge basis, and as such there Is no revenua applicable to the related organ acquisitions, the amount enterad must also Include an amount representing the acquisition cost of the organs
transplanted Info such patients.

K. Transplant Facilities Only: Organ Acquisition Cost Out-of-State Medicaid
TR S SRS SHEPHERD CENTER

Cut-ol-Btita Madcara FFS Cross-Overs. Cut-of-State Othar Medicald Eligibies (Not
{wih Machcad Secondary) Inchuded Eisawharn)

From Paid Claims From Paid Claims From Paid Claims
Dsta or Provider Data or Provider

Logs (Note A) Logs (Note A}

ulsition Cost Cantars
1 Lung Acquisttion 3 s -3 s [
12| isition 5 ] =15 S 2 0
13 Liver Acguisition H $ -3 ] . 0
14) Hean Acquisition s .18 -13 H - Q
15 Pancreas uisition s =18 =13 s - [+
16| Intestinal Acquisition s =13 s -l |5 . 0
17| Islet ion s -8 s -115 = o]
18 s -1% £ R - ]
T o P Ts Ts 1G 1 G 8 G sl 16 8 16 JC ]

Total Cost  E——; e =] — 1
Note A - These smounts must agree to your inpatient and outpatient Medicald pald clalms summary, It avallable (If not, use hospital's logs and submit with survey).
Note B: Enter Organ Acquisition Payments In Section | as part of your Out-of-State Medicald total paymants.
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State of Georgia Version 8.00
Disproportionate Share Hospital (DSH) Examination Survey Part 1

L. Provider Tax Assessment Reconciliation / Adjustment

An adjustment is necessary to properly reflect the Medicaid and uninsured share of the provider tax assessmant for some hospitals. The Medicaid and uninsured share of the provider tax assessment collected
is an allowable cost in determining hospital-specific DSH limits and, therefore, can be included in the DSH examination survey. However, depanding on how your hospital reports it on the Medicare cost report,
an adjustment may be necessary to ensure the cost is properly reflected in determining your hospital-specific DSH limit. For instanca, if your hospital removed part or all of the provider tax assessment on 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, rasulting in the Medicaid and uninsured
share being understated in determining the hospital-spacific DSH limit. If your hospital needs to make an adjustment for the Medicaid and uninsured share of tha provider tax assessment, pleass fill out the
reconciliation balow, and submit the supporting general ledger entries and other supporting documentation te Myers and Stauffer, LC along with your hospital's DSH examination surveys.

Cost Report Year (04/01/2018-03/31/2020) f SHEPHERD CENTER

Worksheet A Provider Tax Assessment Reconciliation:

it :wm-gcojg:c-ﬁ;br :
1 Hospital Gross Provider Tax Assessment (from general ledger)*
1a Working Trial Balance Account Type and Account # that includes Gross Provider Tax Assessment (WTB Account # )
2 Hospital Gross Provider Tax Assessmant Included in Expense on the Cost Report (W/S A, Col. 2) (Where is the cost included on w/s A?)
3 Differance (Explain Here =-------->) ] S &
Provider Tax A Recl (from w/s A-6 of the Madicare cost report)
4 Reclassification Code (Reclassified fo / (from))
5 Reclassification Code ( fied to / (from))
6 Raclassification Code (Reclassified to / (from))
7 Reclassification Code (F ified to / (from))
DSH UCC ALLOWABLE - Provider Tax A Adjustments (from w/s A-8 of the Medicare cost report)
8 Reason for adjustment (Adji to / (from))
] Reason for adjustment (Adjusted to / (from))
10 Reason for adjustment (Adjusted to / (from))
11 Reason for adjustment | (Adjusted to / (from))
DSH UCC NON-ALLOWABLE Provider Tax A 1t Adjustments (from w/s A-8 of the Medicare cost report)
12 Reason for adjustment
13 Reason for adjustment
14 Reason for adjustment
15 Reason for adjustment
16 Total Net Provider Tax Assessment Expense Included in the Cost Report
DSH UCC Provider Tax Assessment Adjustment;
17 Gross Allowable Assessment Not Included in the Cost Repcrl I:]
Apportionment of Provider Tax A Il to Medicaid & L di
18 Medicaid Hospital Charges Sec. G 36,006,362
19 Uninsured Hospital Charges Sec. G 9,600,641
20 Total Hospital Charges Sec. G 561,030,281
21 Percentage of Provider Tax Assessment Adjustment to include in DSH Medicaid UCC 6.43%
22 Percentage of Provider Tax Assessment Adjustment to include in DSH Uninsured UCC 1.71%
23 Medicaid Provider Tax Assessment Adjustment to DSH UCC $ =
24 Uninsured Provider Tax Assessment Adjustment to DSH UCC S -
25 Provider Tax Assassmant Adjustment to DSH UCC $ -
* Assassment must exclude any non-hospital assessment such as Nursing Facility.
** The Gross A b Not 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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