DSH Version  7.25
D. General Cost Report Year Information 10111201 913012017
T follwing nformatonis provide b on e oo we fecehe o e s Pleas e i ormatonorems 4 brogh  nd st Yo N o lther e o dsagee i e
accuracy of the information. f you disagroe with one of theso items, please provide tho corroct pporting t ¥
1. Select Your Facilly from the Drop-Down Menu Provided: STEPHENS COUNTY HOSPITAL
101112016
through
9/30/2017.
2. Select Cost Report Year Covered by this Survey (enter *X"): [ X [ I ]
3. Status of Cost Report Used for this Surve (Should be audited i avaiable): [1- As Submitied
3a. Date CMS processed the HCRIS file into the HCRIS database: 3/19/2018
Data Correct? If Incorrect, Proper Information
4. Hospital Name. STEPHENS COUNTY HOSPITAL
5. Medicaid Provider Number
6. Medicaid Subprovider Number 1 (Psychitrc or Rehaby: o
7. Medicaid Subprovider Number 2 (Psychiatric or Rohab): o
8. Medicare Provider Number 110032
8a. Owner/Operator (Prvae, State Gow., Non-State Gow., HISITribal): | Non-State Gout.
8. DSH Pool Giassification (Small Rural, Non-Small Rural, Urban) Small Rural
Outof-State Medicaid Provider Number. List al states where vou had a Medicald orovider aareement durina the cost report vear:
State Name_ Provider No.
9. Stato Name & Number South Carolina 376070
10. State Name & Number North Carolina 7106862
11, State Name & Number
12. State Name & Number
13. State Name & Number
14. St Name & Nmber
15. State
Ut sdaon!sttesonseprateatachmont)
E. Disclosure of Medicaid / Uninsured Pavments Received: (10/01/2016 - 09/30/2017)
1. Section 1011 Payment Related to Hospital Senvices Included in Exhibits B & B-1 (See Note 1) [
2. Section 1011 Payment Related to Inpatient Hospital Services NOT Included in Exhibits B & B-1 (See Note 1) (I
3. Section 1011 Payment Related to Outpatient Hospital Services NOT Included in Exhibits B & B-1 (See Note 1) -
4. Total Section 1011 Payments Related to Hospital Services (See Note 1 $-
5. Section 1011 Payment Related to Non-Hospital Services Included in Exhibits B & B-1 (See Note 1) [
6. Section 1011 Payment Related to Non-Hospital Services NOT Included in Exhibits B & B-1 (See Note 1) -
7. Total Section 1011 Payments Related to Non-Hospital Services (See Note 1 E
8. Out-of-State DSH Paymonts (See Note 2)

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

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

11. Total Cash Basis Patient Payments Reported on Exhibit B pa
Uninsured Cash Basis Patient Payments as a Percentage of Total Cash Basis Patient Payments:

Did your hospital receive any Medicaid managed care payments not paid at the claim level?

patient Outpatient
s 446,936
246,178

$386.801 $1.879.658
36.36% 2378%

4. Total Medicaid managed care non-claims payments (see question 13 above) received applicable to hospital senvices.
5. Total Medicaid managed care non-claims payments (see question 13 above) received applicable to non-hospital senvices.
6. Total Medicaid managed care non-claims payments (see question 13 above) received

Note 1: Sublitle B - Miscellaneous Provision, Section 1011 of the Medicare Prescription Drug Improvement and Modernization Act of 2003 provides fe

Total
$567,559
1,678,805
$2.266.454

25.92%

‘ospital (not by the MCO), o other incentive payments.

deral

aliens,

urnished
Tevoive these fnds duing ay cost reportyoar covered by 16 SUey. iney e be apored here. I ou can docurmant ihat 2 porion of the payment eceived f eatod 0 Pom hospla Sonaces (Physcian or Ambulance serices). tepert et amount i e

section titled "Section 1011 Payments Related to Non-Hospital Services." Otherwise report 100 percent of the funds you received in the section relate

d 1o hospital services.

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 Qualifving Data from the Cost Report (10/01/2016 - 09/30/2017)

F-1. Total Hosoital Davs Used in Medicaid Inoatient Utilization Ratio (MILR)
Total Hospital Days Per Cost Report Excluding Swing-Bed (IR, WIS S-3, PL. |, Col. 8, Sumof Lns. 14, 16, 17, 18.00-18.03, 30, 31 less fines 5 &6)

F-2. Cash Subsidies for Patient Servi or Local d y ges (Used in Low-Income Ut
Inpatient Hospital Subsidies

Outpatient Hospital Subsidies

Unspecified UP 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 Revenue (Used for L d Cost Report)

NOTE: All data in this section must be verified by the hospital. f data is
already present in this section, it was completed using CMS HCRIS cost
report data. f 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 overwritien as needed with actual data.

7.729 | (See Note in Section F-3. below)

ization Ratio (LIUR) Calculation):

412,675

Contractual Adjustments (formulas below can be overwitten if amounts

known)

Non-Hospital

Non-Hospital

1. Hospital

12. Subprovider | (Psych or Rehab)

[ 6@‘” -]
[ Ls -

13 Subprovder (Peyeh or Rehat)

14. Swing Be
15 SwmgB it

16, Skilled Nursing Facillty

17. Nursing Facility
18. Other Long-Term Care

19. Ancillary Services I $48,542,804.00
20. Outpatient Services $12,745,998.00

21. Home Health Agency
22. Ambulance
23. Outpatient Rehab Providers

50.00
1,987,000
$0.00

24. ASC
25. Hospice 50.00

2 $0.00 757,334 -
27. Total s 20947623 S 79198309 § 1987009  § 19238400 § 50877118 § 1,276,458
28. Total Hospital and Non Hospital Total from Above  § 111,132,941 Total from Above s 71.391.976
29, Total Per Cost Report (G-3Line 1) 111,152,941 Total Contractual Adj. (G-3 Line 2) 60,754,840

30. Increase worksheet G-3, Line 2 for Bad Debts NOT INCLUDED on worksheet G-3, Line z Umuacl 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 (impactis 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 (impactis
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

Printed 92012019

4 1,637,136

71,391,076

Steof Georgia
spitd (DS
51312018
1f your hospital

2,595,382
$ 25,051,005
557,949
$ 6,825,088
s 30,030,414

Property of Myers and Stauffer LC
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T e
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. - Tseres | 5 =
Private Insurance (inckxding primary and third party liabilty) 763 260 [5 52827 | [
Sall-Pay (ncutng Co-Pay and Spond-Down) - o] [ s[5
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0525 Ty
Secton 1011 (rom Ston €}
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Stete of Georgia
Share Hospitdl (DSH)

Survey Pat i

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

Version7.25

Cost Report Year (10/01/2016-09/30/2017) STEPHENS COUNTY HOSPITAL
In-State Medicare FFS Cross-Overs (with [ll In-State Other Medicaid Eligibles (Not Included
Total Revenue for Total In-State Medicaid FFS Primary In-State Medicaid Managed Care Primary Medicaid Secondary) Elsewhere) Uninsured
Additional Add-In  Total Adjusted Medicaid/ Cross- Useable
Organ Intern/Resident  Organ Acquisiton  Over / Uninsured @ Useable Organs Useable Organs Useable Organs Useable Organs Useable Organs
Acquisition Cost Cost Cost Organs Sold (Count) Charges (Count) Charges (Count) Charges (Count) Charges (Count) Charges (Count)
Similar to Instructions
from Cost Report W/S
Add-On Cost Factor
Collgm® [ @ iy | SLeiCes e i D0 ) € i et From Paid Claims From Paid Claims From Paid Claims From Paid Claims From Paid Claims From Paid Claims From Paid Claims From Paid Claims o §
Worksheet D-4, Organ Acq 66 D- ’ ’ ? ’ ; ? From Hospital's Own | From Hospital's Own
133 x Total Cost 5 7 p Data or Provider Data or Provider Data or Provider Data or Provider Data or Provider Data or Provider Data or Provider Data or Provider ! !
PLILCol. 1,Ln 7 TOE P98t Costand the Add- Medicare with 4, Pt. 1l Line Lo (Moo 4) oo et A oS e ) oS (e ) oS Neia) oS e i iy Internal Analysis Internal Analysis
61 port Org On Cost Medicaid/ Cross-Over 6 95 95 95 95 g g g5 (Note 4) g5 (Note 4)
Acquistion Cost ot
uninsured). See
Note C below.
Organ Cost Centers (list below):

Lung Acquisition $0.00 | $ -1s - 0
Kidney Acquisition 50.00 | § -|s - 0
Liver Acquisition 50.00 | § -|s - 0
Heart Acquisition 50.00 | § -1 - 0
Pancreas Acquisition 50.00 | § -|s - 0
Intestinal Acquisition 50.00 | § -|s - 0
Islet Acquisition 50.00 | § -1 - 0
$0.00 | $ -1s - 0

[ Totals [s -[s -[s s Ny 1ls - 1ls i 1ls Bl 1 [s BN 1 [s B -]

| Total Cost | [ [ [ [ [

Note A - These amounts must agree to your inpatient and outpatient Medicaid paid claims summary, if available (if not, use hospital's logs and submit with survey).
Note B: Enter Organ Acquisition Payments in Section H as part of vour In-State Medicaid total payments.
Note C: Enter the total revenue applicable to organs furnished to other providers, to organ pi

accrual method of i If organs are into icai i
into such patients.

tion Cost Out-of-State Medicaid

K. Transplant Fa s Only: Organ Acqui:

STEPHENS COUNTY HOSPITAL

and others, and for organs transplanted into non-Medicaid / non-Uninsured patients (but where organs were included in the Medicaid and Uninsured organ counts above).
patients who are not liable for payment on a charge basis, and as such there is no revenue applicable to the related organ acquisitions, the amount entered must also include an amount representing the acqui

Such revenues must be determined under the
ion cost of the organs transplanted

Out-of-State Medicare FFS Cross-Overs (with Out-of-State Other Medicaid Eligibles (Not
Total Out-of-State Medicaid FFS Primary Out-of-State Medicaid Managed Care Primary Medicaid Secondary) Included Elsewhere)

Total Revenue for
Additional Add-In ~ Total Adjusted Medicaid/ Cross- Useable
Organ i Organ isiti Over / Uni d Organs Useable Organs Useable Organs Useable Organs Useable Organs
Acquisition Cost Cost. Cost Organs Sold (Count) Charges (Count) Charges (Count) Charges (Count) Charges (Count)
Similar to Instructions
from Cost Report W/S
Add-On Cost Factor
Collgm® [ @ iy | SLeiCes e i D0 ) € i et From Paid Claims From Paid Claims From Paid Claims From Paid Claims From Paid Claims From Paid Claims From Paid Claims From Paid Claims
Worksheet D-4, Organ Acg 66 D- © . . 5 .
133 x Total Cost 5 7 p Data or Provider Data or Provider Data or Provider Data or Provider Data or Provider Data or Provider Data or Provider Data or Provider
Ptil, Col. 1,Ln "2 hortOrgan  COStand the Add- predicaelsit] SBLGED Logs (Note A) Logs (Note A) Logs (Note A) Logs (Note A) Logs (Note A) Logs (Note A) Logs (Note A Logs (Note A
61 port Org On Cost Medicaid/ Cross-Over 95 95 95 95 9 8 g5 (Note 4) g5 (Note 4)
Acquistion Cost ot
uninsured). See
Note C below.
Organ Cost Centers (list below):
Lung Acquisition $ -1$ -1s - $ - 0
Kidney Acquisition s -|s -|s -l |s - 0
Liver Acquisition s -ls -1 - s - 0
Heart Acquisition s s s 1 [s j o
Pancreas Acquisition $ -1$ -1 - $ - 0
Intestinal Acquisition s -|s s - [s - 0
Islet Acquisition s HE -1s - s - 0
$ -1$ -18 - L8 - 0
[ Totals [s -Is -Is s 11 1ls 1 1ls 11 1ls I [ | -]
| Total Cost | [ [ [ [

Note A - These amounts must agree to your inpatient and outpatient Medicaid paid claims summary, if available (if not, use hospital's logs and submit with survey).
Note B: Enter Organ Acquisition Pavments in Section | as part of your Out-of-State Medicaid total pavments.

Printed 9/29/2019 Property of Myers and Stauffer LC

Page 1



State of Georgia

Disproportionate Share Hospita (DSH) Examination Survey Part ||

L. Provider Tax Assessment Reconciliation / Adjustment

Version 7.25

An adjustment is necessary 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 assessment collected
is an allowable cost in determining hospital-specific DSH limits and, therefore, can be included in the DSH examination survey. However, depending 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 instance, 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, resulting in the Medicaid and uninsured
share 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 the supporting general ledger entries and other supporting documentation to Myers and Stauffer, LC along with your hospital's DSH examination surveys.

Cost Report Year (10/01/2016-09/30/2017) STEPHENS COUNTY HOSPITAL

Worksheet A Provider Tax Assessment Reconciliation:

WIS A Cost Center
Dollar Amount Line
1 Hospital Gross Provider Tax Assessment (from general ledger)* $ 516,707
1a Working Trial Balance Account Type and Account # that includes Gross Provider Tax Assessment Expense 55403000.00|(WTB Account # )
2 Hospital Gross Provider Tax Assessment Included in Expense on the Cost Report (W/S A, Col. 2) $ 506,176 (Where is the cost included on w/s A?)
3 Difference (Explain Here ---------- >) State publisted total used in FCR, Less than GL $ 10,531
Provider Tax A nent Reclassificati (from w/s A-6 of the Medicare cost report)
4 Reclassification Code (Reclassified to / (from))
5 Reclassification Code (Reclassified to / (from))
6 Reclassification Code (Reclassified to / (from))
7 Reclassification Code (Reclassified to / (from))
DSH UCC ALLOWABLE - Provider Tax Assessment Adjustments (from w/s A-8 of the Medicare cost report)
8 Reason for adjustment (Adjusted to / (from))
9 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 $ 506,176
DSH UCC Provider Tax Assessment Adjustment:
17 Gross Allowable Assessment Not Included in the Cost Report $ 10,531

Printed 9/29/2019

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

Property of Myers and Stauffer LC

Page 1
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