State of Georgia
Disproportionate Sharc Hospital (DSH) Examination Survey Part I

For Stete DSH Year 2018
DSH Version 5.25 4/17/2019
A. General DSH Year Information
Beyin End
1. DSH Year: [ 07:01/2017] | 06/30/2018]
2. Select Your Facility from the Drop-Down Menu Provided: _mﬁc,_.x GEORGIA MED CTR - BERRIEN
ldentification of cost reports needed to cover the DSH Year:
Begin Dato(s) End g?u
3. Cost Report Year 1 1000172017 08/30/2018] 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)
Dota
6. Medicaid Provider Number: 000000173A
7. Medicaid Subprovider Number 1 (Psychiatric or Rehab): 0
8. Medicaid Subprovider Number 2 (Psychiatric or Rehab): 0
9. Medicare Provider Number: 110234
B. DSH OB Qualifying Information
Questions 1-3, below, should be in the with Sec, 1923(d) of the Social Security Act.

During the DSH Examination Year:
1. Did the hospital have at least two obstetricians who had staff privileges at the hospital that agreed to
provide obstetric services to Medicaid-¢ligible 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
hospital to nor b ic pl d .}
2. Was the hospital exempt from =_m requirement listed under #1 above because the hospital's
inpatients are predominantly under 18 years of age?
3. Was the hospital exempt from the requirement listed under #1 above because it did not offer non-
emergency obstetric services to the general population when federal Medicaid DSH regulations
were enacted on December 22, 19877

pital open as of December 22, 19877 [y ]
3b. What date did the hospital open? w::wmm

Questions 4-6, balow, should be d in the d. with Sec. 1923(d) of the Social Security Act.

3a. Was the

During the Interim DSH Payment Year:
4. Does the hospital have at leasl two obstetricians who have staff privileges at the hospital who have 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

hospital to perform nonemergency obstetric procedures.)

_%9 the Names of the twn Obstetricians (or case of rural hospital, Physicians) who have agreed to perform OB services:
L |

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

6. Is the hospital exempt from the requirement listed under #1 above because it did not offer non- Yes
emergency obstetric services to the | population when federal Medicaid DSH lations
were enacted on December 22, 19877
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State of Georgia
Disproportionate Share Hospital (DSH) Examination Survcy Part I
For Stale DSH Year 2018

C. Disclosure of Other Medicaid Payments Received:

1. Medicaid | | Pay for DSH Year 07/01/2017 - 06/30/2018 $ 47,384

(Should include UPL and Non-Claim Specific payments paid based on the state fiscal year. However, DSH payments should NOT be included.)

Certification:
Answer
1. Was your hospital allowed to retaln 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 what cil were
present that pr d the hospital from ining its pay ts,
Exnl ion for "No™
The following certification is to be pleted by the hospital's CEO or CFO:

I 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 o the best of our ability, and supported by the financial and other
records of the hospital. All Medicaid eligible patients, including thase who have private insurance coverage, have been reported on the DSH survey regardless of whether the hospital received
payment on the claim. | understand that this information will be used to d ine the Medicaid program’s li with federal Disproportionate Share Hospital (DSH) eligibility and payments
provisions. Detailed support exists for all amounts reported in the survey. These 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 inspection when requested.

CFO

Hospital CEQ or CFO Signature Title Date
Grant Byers 228-259-4162 grant.byers@sgme.org
Hospital CEO or CFO Printed Name Hospital CEO or CFO Telephone Number Hospital CEO or CFO E-Mail
Contact Information for individual ized to pond to inquiries related to this survey:

Hospltal Contact: Outside Preparer:

Name|Granl Byars Namea|Wes Starnenberg
Title|CFO Titie:) Pariner
Telephone Number| 228-258-4162 Firm Name:|Draffin & Tucker, LLP
E-Mail Addrezs grantbyers@ilsgmc.org Telephone Number|[229-883-7E72
Mailing Street Address|2501 N. Patterson Stres!, Valdosta, GA 31602 E-Mail Add) y@draffin-tucker.com
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Example of Exhibit A - Uninsured Charges

Statz of Georgia

Disproportionste Share Hospital (DSH) Examination Survey Part I

Service Total Privata
Indicator Insurance Claim Status
Primary Patient Patient's Social (inpatiant/ Total Charges Total Patient Payments for  (Exhaustad or Non-
Payer Plan Secondary Hospital's Medicud ldentifier Code  Patient's  Sacurity Number Patlant's [+ il ent) R for Services  RoutinaDays Paywents for Servicas  Servicas Covared Service ***, if
Elaim Typs (A) 3) Payer Flan () Provider # (1) (PCN) (] Birth Date tFh 18 Gondar [H)  Name (I}  Admit Date (] Date iRy 5] Code (M} Provided (N] " of Care (0} Providad (P) -Prowided (0] = applicabls) ]
Unnsured Charges  Cranty Sell-Fay 12045 2227292 UTE60  Gas-ge-09s Female  Doa, Jone 2010 IET0 Ing=tent e 5 400600 5 -
Uninsursd Charges ~ Chsity Self-Pay 12345 2222222 /1/1960  996-99-999 Fermale  Doe, Jane 3010 20 Inpaent 200 $  4500.00 3 -
Uninsured Charges  Charity SeltPay 12345 2222722 S50  995-93-999 Female Doe, Jane anroo AN V201 Inpatient 250 L] 520025
gggggggg Chrity Self-Pay 12345 222202 11960  999-93-939 Farmle Doa, Jane 3172010 3M1U2010  Inpatent 300 3 2,700.00
ninsured Charges ~ Chanity Sal-Pay 12345 2222222 /171960  999-99-999 Female Doe, Jane 3nn2010 31172010 Inpatient 380 15,000.75
Uninsured Charges  Chavity Self-Pay 12345 222222 960  999-99-000 Female Dos, Jana ano10 31172010 Inpatient 450 1,000.25 $
ninsurad Charges  Medicarm 12345 4444444, 7M2h98S  999-90-999 Male  Jones, James  6/152010 8/15/2010  Oulpatient 250 150,00 50000 $ Bxhausted
Uninsured Charges  Madicare 12345 4444444 711211985  999-99-989 Mals  Jones, James 61572010 6152010  Outpatient 450 750.00 50000 S Exhastnd
Uninsured Charges  Blue Cross 2345 1111 52000  999-99-999 Male Smith, Mike 8102010 6/4072010  Outpationt 450 1,100.00 MNon-Covered Sanace:
Notes for Complating Exhibit A
" A ch for non-hosg ices should be gacluded.
"~ Pa P in Calumns P & Q are nof reported in the survey. These amournts are used for-sxiamination purmposan only. Amount shauld Inchade all payisents recelved 1o dats on the sccount.
“* Report sarvices not undar e p s prckafe 8 8 "Non-Covered Serviea”, Note - the service tmes] be coversd tnder the stats Medicaid plan,

gggggﬁggﬁ-%%;
file using either the TAB or | (pipe symbol above the ENTER koy).
patlent detall Into a database from which Myers and Stauffer will generate roports.

survey document. The:slectronic file must be submitted in Excel (s or xisx). I this s not possible, the data must be submitted as a CSV (.csv)

The data may not be accepted if not in one of these formats. Please do not alter column headings! These column headings will be used to input

Printed 6/22/2020
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Example of EXhibR 8 - Seff Pay Callection

Insuranne
Status Uninsared
Totsl Othar  When Colactions

Total Non- Saviem (T="Uninsumst" or

Physiclan  Hospkal ~ Ware (UExtmusiat or

Indicate if Enarges for Chasges far  Prowidss  Claim Stakis [Exhausied (Up"Non-Coverad

Amount of Caflashon = & Sarvice Indicator Total Hospital Chapes  Servicas  Servicsa  @nmured or o Nom-Covereg Service”,
1011 {inpatiam ¢ - for Provided  Provided e Senvlos™=_ i
wi e+ w 5= [ul [

b EEse I el ] T
No Aipaanre o0 900 trured
No inpalant ,000 900 Inmzwd
No Inputiant 000 900 Irurad.

No Outputiont 000 - Inred Exhmtad s

No Outpatiant ‘000 - tneursd Extranted s

No Outpafiont 2,000 - Inmred Exhmmind “e
No Inpatiant 15,000 1,000 Uninmxed
No Inpaient 15,000 1,000 Uninaursd

No inpatiant 000 “wo mred  Nan-Coversd Servics
Pinzss submil the above duta In the slectronlc i Included with this y di nt. The electronle file miest be submittad In Excel (s of xixx). ¥ thiz Is not posaiile, the data must be submitted as a G5V (.cav) filo using elther the TAB of | (plpe symbot
above the ENTER kay). Tha dala may not be scceptad If not in otie of these lormats, Plaase do not alter column heedings! iii‘fﬁlliiii-??‘-ﬂii;il;iﬂ

Prizcd 62272020 Property of Myas end Sumffer LC
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D. General Cost Report Year Information
The following information is provided based on the information we received from the slale. Please review this information for items 4 through 8 and select "Yes” or "No to either agree or disagree with the accuracy

10/1/2017

State of Georgia

Disproportionale Share Hospilal (DSH) Examination Survey Part II

9/30/2018

DSH Version

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.

w N

3

o

b

10.
11.
12.
13.
14.
15.

Select Your Facility from the Drop-Down Menu Provided:

[souTH GEORGIA MED CTR - BERRIEN

Aonzoty

7.30

State Name & Number

ort year:

Select Cost Report Year Covered by this Survey (enter “X7): = i =
Status of Cost Report Used for this Survey (Should be audited if ): _ﬂ - A= Submitted

. Date CMS processed the HCRIS file into the HCRIS database: [ snemeis |

Data. \Careecia!

Hospital Name: SOUTH GEORGIA MED CTR - BERRIEN Yes
Medicaid Provider Number: 000000173A Yes
Medicaid Subprovider Number 1 (Psychiatric or Rehab): 0 Yes
Medicaid Subprovider Number 2 (Psychiatric or Rehab): 0 Yes
Medicare Provider Number: 110234 Yes
QOwner/Operator (Private State Govt., Non-State Govt., HIS/Tribal): Non-State Govt. Yes
DSH Pool Classification (Small Rural, Non-Small Rural, Urban): Small Rural Yes
Out-of-State Medicald Provider Number. List all states where you had a Medicaid provider agreement during the cost rep

State Name & Number

State Nsme= & Numbar

State Name & Number

State Name & Number

State Name & Number

State Name & Number

(List additional states on a separate attachment)

E. Disclosure of Medicaid / Uninsured Payments Received: (10/01/2017 - 09/30/201 8)

b

o
5o

14.
15.

16.

s Nl

Sedtion 1011 Payment Rafated to Hospital Services Included In Exhibits B & B-1 {S00 Note 1)

Section 1011 Payment Ralaied to Inpatient Hospital Services NOT Included in Exhiblts 8 & B-1 (See Nole 1)
Section 1011 Payment Related to Outpationt Hospital Services NOT Inciudsd in Exhibits B & B-1 {See Note 1)
Total Section 1611 Payments Related to Hospital Services (See Note 1)

Section 1011 Paymen! Relaled to Non-Haspital Services Included in Exhibits 8 & B-1 (See Note 1)

Section 1011 Payment Relaled to Nen-Hospital Sarvices NOT Includsd in Exhibits 8 & B-1 {See Note 1)
Total 1011 Pay Related to Non-Hospital Services (Ses Note 1)

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

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

——

EE

Inpatisnt

Qutpatient

$ 26.187
$ 12830 | [ $ 142.021

Printed 6/22/2020

Property of Myers and Stauffer LC

$168,208
15.57%

- Total Cash Basis Patient Payments Reported on Exhibit B (Agrees to Column (N) on Exhibit B, less physician and non-hospital portion of payments) $12,830
. Uninsured Cash Basis Palient Payments as a Percentage of Total Cash Basis Patient Paymenls: 0.00%
. Did your hospital receive any Medicaid mansqed care payments not paid al the claim level? _Hﬂ_
Shotld includs all non-ciaim-specific payments such 38 lump sum fowr full fegid pricing, quality bonus recoivod By iigl (not by the MCO), or other incentive payments.
Total Medicaid managed care non-claims pay (see q 13 above) d applicable to hospital services
Total Medicaid managed care non-claims payments (see 113 above) ived applicable to haspits! ssrvices
Total Medicaid managed care non-claims pay (see g 113 above) ived $

Total
$26,187
$154,851
$181,038
14.46%

3/26/2019

Version 7.30

Page |



State of Georgia Version 7.30
Disproportionatc Share Hospital (DSH) Examination Survey Part It

Note 1: Subtitle B - Miscellaneous Provision, Section 1011 of the Medi P iption Drug Imp and Modermization Act of 2003 provides federal reimbursement for emergency health services fumnished 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 titled
“Seclion 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 ived from a state Medicaid prog (other than your home state). In-stale DSH payments will be reported dirsctly from the Medicaid program and should not ba included in this section of the survey.

F. MIUR/ LIUR Qualifying Data from the Cost Report (10/01/2017 - 09/30/2018)

F-1. Total Hospital Days Used in MedIcaid Inpatient Utllization Ratio (MIUR)
- Total Hospital Days Per Cost Report Excluding Swing-Bed (C/R, WIS S-3, Pt. |, Col. 8, Sum of Lns. 14, 16, 17, 18.00-18.03, 30, 31 less lines 5 & 6) 2859 | (See Note In Section F-3, below)

-

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

2. Inpatient Hospital Subsidies
3. Outpatient Hospital Subsidies
4. Unspecified VP and O/P Hospital Subsidies
5. Non-Hospital Subsidies
6. Total Hospital Subsidies [ -
7. Inpatient Hospital Charity Care Charges 274,691
8. Outpatient Hospital Charity Care Charges 375,722
9. Non-Hospilal Charity Care Charges

10. Total Charity Care Charges 5 860,413

F<3. Cal ion of Net Hospital R from Patient 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 data Is
already present in this section, it was completed using CMS HCRIS cost
report data. If the hospltal has a more recent version of the cost report,

the data should be upd to the hospitaFs lon of the cost report.

Formulas can be overwrillen aa nesdad with actual data.

11. Hospital 2.952.356 - - $ 1,185,192
12. Subprovider | (Psych or Rehab) E - - = I ] -
13. Subprovider Il (Psych or Rehab) - 8 =
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 Cars £0.00 -
19. Ancillary Services $2,975,736.00 $7,322,705.00 5,225,146 =
20. Outpatient Services $4,717,983.00 5 -
21. Home Health Agency $0.00 -
22, Ambulance § - -
23. Outpatient Rehab Providers £0.00 =
24. ASC -
25. Hospice $0.00 s -| I
26. Other $575.00 $ 410| § -
27. Total $ 7,113,314 $ 12,040,688 $ 575 $ 5,075,734 $ 8,591,682 $ 410 $ 5,486,586
P
28. Total Hospital and Non Hospital Total from Above $ 19,154,577 Total from Above $ 13,667,826
29, Total Per Cogt Repart. Total Patlent Revenues (G-3 Line 1) 19,154,577 Total Contractual Adj. (G-3 Line 2) 12.767.400
30. Increase worksheat G-3, Line 2 for Bad Debts NOT INCLUDED on worksheet G-3, Line 2 (impact |= a dacregse in nel 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 o reverse offset of Medicaid DSH Revenue INCLUDED on worksheet G-3, Line 2 (impactis a
decrease in net patient revenue) . 900,426
33. Increase worksheet G-3, Line 2 to 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) 3
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. Adi c Adi _— 13,667,828

Printed 6/22/2020 Property of Myers and Stauffer LC Page 2



G. Cost Report - Cost/ Days / Charges

SOUTH GEORGIA MED CTR - BERRIEN

State of Georgia

Disproportionate Share Hospital (DSH) Examination Survey Part [T

Version 7.30

Intern & Resident RCE and Therapy 1/P Routine
Line Total All bl Costs R d Add-Back (If /P Days and I/P  Charges and O/P Medicald Per Diem /
# Cost Center Description Cost on Cost Report * Applicable) Total Cost Ancillary Charges Ancillary Charges  Total Charges  Cost or Other Ratlos
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 Days - Cost Report Charges - Cost
hospital has a more recent version of the cost report, the Cost Report Cost Report Swing-Bed Carve W/S D-1, Pt. |, Line | Reporl Worksheet
data should be updated to the hospital's version of the cost Cost Report Worksheet B, Worksheet C. Out - Cost Report 2 3~>Q:.km & .hmnm‘ C. Pt Col6
report. Formulas can be overwritten as needed with actual |  Worksheet 8, Partl, Col. 25 | o ) coi2and | Worksheet D1, ectaiy W/SD-1, Pt.2, | (Informational only Ceicuisiedigenler)
data, gerlhiotee aﬁwa o %Mmama Col. 4 Part I, Line 26 Lines 42-47for | unless used in
&l ) others Section L charges
allocation)
Routine Cost Centers (list )
1 03000[ADULTS & PEDIATRICS 5 3847825 | & -1 % - $0.00 3,847,825 3,138 54,137,578.00 1,226.20
2 @3100[INTENSIVE CARE UNIT $ - $ - = - - J = = $0.00 ) -
3 03200[CORONARY CARE UNIT - |8 - - ) - - 0.00 | X : -
4 03300|BURN INTENSIVE CARE UNIT = Is - - - - 0.00 =B =
5 03400[SURGICAL INTENSIVE CARE UNIT - Is - - I = - 50.00 [ERSacmmEEe © -
3 03500]OTHER SPECIAL GARE UNIT - IS - - B - - 000] B -
7 04000|SUBPROVIDER ! - $ - - 3 - - 0.00 $ -
8 04100[SUBFROVIDER |I - |8 - - 5 - - 0.00 J $ -
g 04200|OTHER SUBPROVIDER - $ -1 $ - 5 - - $0.00 - % -
10 04300|NURSERY - 1% -18 - B - - $0.00 - -
11 - I3 -18 - B - - 0.00 -
12 - 3 -13 - $ - - 0.00 -
13 - $ - = $ - = 0.00 -
14 3 = 5 - - $ - - 0.00 -
15 $ - - - . - - 0.00 -
16 3 = -13 - | - - 0.00 -
17 $ = -18 - = - - 0.00 -
18 Total Routine $ 3,847,825 $ - % - % - % 3,847,825 3138 $ 4,137,578
19 Weighted Average [s 122620
Hospital Subprovider | Subprovider I . .
Observation Days - | Observation Days - | Observation Days - |  Calculated (Per ‘:EMM“ Mhumwmu = O:MuM”MﬂWMNMWmm ﬂﬂw\uwm”m“_m i T Gt
Cost Repont WIS S- | Cost Report WIS S| Cost Report W/S S| Diems Above [0, b 0070 0 C, Pt. I, | Worksheet C, P1. I, | Cost-to-Charge Ratio
3, Pt Line 28, |3, Pt 1, Line 28.01, | 3, Pt |, Line 28.02, | Multiplied by Days) Col. 6 Col. 7 Col. 8
N 5 Col. 8 Col. 8 Col. 8 ¥ ) :
Observation Data (Non-Distinct)
20 __.uwm.g_G_ummEMmoa {Non-Distinct) 279 - -1% 342,110 $48,944.00 $310,244.00 | $ 359,188 0.852454
Cost Report %MMMMMMMM Cost Report Inpatient Charges - | Outpalient Charges | Total Charges -
Worksheot B Part 1. Col. mw Worksheet C, Calculated Cost Report - Cost Report Cost Report Medicaid Calculated
. Y e Part I, Col.2 and Worksheet C, Pt. I, | Worksheet C, Pt. I, | Worksheet C, Pt. I, | Cost-to-Charge Ratio
Part |, Col. 26 (Intern & Resident Col 4 Col. 6 Col.7 Col. 8
Offset ONLY)* : i g :
Ancillary Cosi Centers (from W/S C luding Obsarvation) {list below):
21 5400|RADIOLOGY-DIAGNOSTIC $720,09200 | $ - 5 720,092 $89,297.00 5123725300 | $ 1,326,550 0.542831
22 5700|CT SCAN £133,809.00 | § - » $ 133,809 £364,262.00 $3,111,165.00 | § 3.475.427 0.038501
23 BO00|LABORATORY $1,074.270.00 | § - e 3 1,074,270 $458,741.00 $1,401,158.00 | § 1,858,899 0577596
24 6500|RESPIRATORY THERAPY $110,974.00 | § = T 110,974 $82,456.00 $218,423.00 | § 308,885 0.359273
25 6600|PHYSICAL THERAPY $58,882.00 | $ - x 58,882 67,365.00 $1,943.00 69,308 0.848570
26 7100|MEDICAL SUPPLIES CHARGED TO PATIENT $40,618.00 | § - VoL 40,618 50,412.00 $11,466.00 61,878 0,656421
27 T300|DRUGS CHARGED TO PATIENTS $600,629.00 | - J = & 5 600,629 $1,862,303.00 $1,334,191.00 3.196.494 0.187902
28 9100|EMERGENCY $2,060,858.00 | § = $0.00 el = 3 2,060.858 $159,641.00 $4,199,154.00 | § 4,358,795 0.472805
29 800013 - $0.00 13 - $0.00 $0.00 [ § = =

Printed 6/22/2020
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State of Georgia Version 7.30
Disproportionate Share Hospital (DSH) Examination Survey Part [[

G. Cost Report - Cost/ Days / Charges

/P Days and P~ Charges and O/ Medicald Per Diem |
- - $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 T =
- - §0.00 $0.00 - -
B $0.00 $0.00 - =
- = $0.00 $0.00 -
- - $0.00 $0.00 = =
; = I - $0.00 $0.00 N
$0.00 | § = 0.00 = $0.00 $0.00 - =
$0.00 - 50.00 - $0.00 $0.00 | § -
50.00 | § - 50.00 | - $0.00 $0.00 | 8 = -
$0.00 [ $ §0.00 - $0.00 S0.00[$ - -
$0.00 | 3 - 50.00 F $0.00 $0.00 = -
$0.00 | 5 $0.00 - $0.00 5$0.00 - -
50.00 | $ - $0.00 $ - 50.00 $0.00 E =
$0.00 | § - 50.00 | E 50.00 50.00 [ $ N N
$0.00 | § - 0.00 | 7 50.00 $0.00 = =
50.00 - 0.00 | . 50.00 0.00 - =
50.00 - 0,00 s 50.00 0.00 < =
30.00 = 50.00 - 0.00 0.00 | § = =
50.00 - $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 - 50.00 $0.00[$ - -
0.00 | $ - $0.00 - 50.00 $0.00 - -
0.00 | § - §0.00 - $0.00 $0.00 | § = -
50.00 E 50.00 - $0.00 $0.00 B -
$0.00 - $0.00 | = $0.00 $0.00 = =
50.00 - $0.00 | - $0.00 $0.00 - =
$0.00 - 50,00 - $0.00 $0.00 = =
$0.00 - 50.00 $0.00 50.00 = -
$0.00 | § - $0.00 - $0.00 50.00 = -
$0.00 - $0.00 - $0.00 50.00 = E
$0.00 - 50. - 50.00 $0.00 = =
$0.00 - 50.00 E 0.00 $0.00 B -
50.00 | $ - $0.00 $ - 0.00 0.00 = =
$0.00 - $0.00 | $ - $0.00 ¥2.00
50.00 - $0.00 || - $0.00 0.00 | § = =
50.00 - $0.00 | A - $0.00 $0.00
$0.00 - So-00-(IEEIRIH i - §0.00 30.00 -
$0.00 = $0.00 [l NSl = $0.00 $0.00 -
$0.00 - 50.00 [ SIS - $0.00 0.00 = -
$0.00 B $0.00 | || - 50,00 0.00 - -
50.00 [ $ - $0.00 | || - 0.00 50.00 - =
$0.00 [ § - $0.00 | - 0.00 $0.00 - =
S000 | 5 - 50.00 B $0.00 $0.00 = =
$0.00 - $0.00 - $0.00 §0.00 | § - -
$0.00 - $0.00 - $0.00 $0.00 = -
$0.00 = $0.00 - 50.00 $0.00 = -
$0.00 - $0.00 = 50.00 $0.00 N -
$0.00 - $0.00 - 50.00 50.00 - =
$0.00 - 50.00 - $0.00 50.00 = -
$0.00 - $0.00 = $0.00 $0.00 - =
§0.00 = S0.60 - $0.00 $0.00 - B
$0.00 = $0.00 = $0.00 $0.00 -
$0.00 - $0.00 < $0.00 5000 % - -
$0.00 = $0.00 - 50.00 $0.00[§ - -
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State of Georgia Version 7.30
Disproportionate Share Hospital (DSH) Examination Survey Part II

G. Cost Report - Cost / Days / Charges

SOUTH GEORGIA MED CTR - BERRIEN

Line Allowable  Costs

90 50.00 5 $0.00 - -
91 50,00 - §0.00 | $0.00 - -
92 :0.00 = $0.00 50.00 = -
93 50.00 - $0.00 50.00 - -
94 $0.00 - £0.00 $0.00 - -
95 $0.00 ~ $0.00 $0.00 - -
96 0.00 - $0.00 0.00 - -
97 50.00 - $0.00 0.00 - -
98 $0.00 - $0.00 0.00|§ - -
99 $0.00 - $0.00 | | 0.00 - -
100 £0.00 - $0.00 | 0.00 - -
101 50.00 | - 50,00 0.00 - -
102 S0.00 | % - $0.00 $0.00 - -
103 $0.00 | § - 50.00 0.00 - -
104 5000 | $ - $0.00 IR | 0.00 - -
105 20.00 | $ = $0.00 - $0.00 0.00 - -
106 500018 - 50.00 | ! - 50.00 0.00 - -
107 $0.00 | § - $0.00 | - 0.00 0.00 - -
108 50.00 - $0.00 $ - §0.00 0.00 - -
109 50.00 - $0.00 | - §0.00 30.00 - -
110 $0.00 - $0.00 - 20.00 $0.00 | § - -
11 $0.00 - $0.00 - 0.00 $0.00 - -
112 §0.00 | % - $0.00 - 30.00 $0.00 - -
113 $0.00 | § - §0.00 | - 50.00 $0.00 - -
114 $0.00 |8 - 0.00 - 50.00 $0.00 = -
115 $0.00 - 50.00 | - 0.00 $0.00 - -
116 $0.00 - (.00 = 0.00 $0.00 - -
17 $0.00 - $0.00 | - 0.00 $0.00 - -
118 $0.00 - $0.00 | - $0.00 $0.00 - -
119 $0.00 - 50.00 | - $0.00 §0.00 - -
120 $0.00 - 0.00 - 0.00 $0.00 - -
121 $0.00 - 0.00 = 50.00 50.00 - -
122 50.00 - 0.00 - $0.00 0.00 - -
123 50.00|$ - $0.00 - 50.00 0.00 - -
124 5000 | § - $0.00 $ - $0.00 $0.00 - -
125 $0.00 | % - $0.00 $ = $0.00 $50.00 | $ - -
126 Total Ancillary $ 4,800,132 $ - 8 - $ 4,800,132 % 3,190421 § 11,826,003 $ 15,016,424
127 Weighted Average [ osaa1]
128 Sub Totals $ 8,647,957 $ - $ - s 5 8,847.957 § 7,327,999 $ 11,826,003 $ 19,154,002 = h
128 NF, SNF, and Swing Bed Cost for Medicaid (Sum of applicable Cost Report Worksheet D-3, Title 19, Cofumn 3, Line 200 and $0.00

Worksheet D, Part V, Title 19, Column 5-7, Line 200)
130 NF, SNF, and Swing Bed Cost for Medicare (Sum of applicable Cost Report Worksheet D-3, Title 18, Column 3, Line 200 and $0.00

Worksheet D, Part V, Title 18, Column 5-7, Line 200)
131 NF, SNF, and Swing Bed Cost for Other Payers (Hospital must calcufate. Submit support for calculation of cost.}
131.01 Other Cost Adjustments (support must be submitted)
132 Grand Total $ 8,647,957
133 Total Intern/Resident Cost as a Percent of Other Allowable Cost 0.00%

* Note A - Final cosl-to-charge ratios should include teaching cost. Only enter Intem & Resident costs if it was removed in Column 25 of Worksheet B, Pt. | of the cost report you are using.
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il i 2 5 5.207] [3 @] [5 B [3 swz] 5 Sizast] & wws|[f_wem|[s " wisel[s w5 temen][s s[5 vawew] o
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142 Othar Medkcare Crous-Over Paymenia (See Note D) [ oot [5 en] [y i {3 | =]
143 Payment kram Hoaptal Unineured Dunng Cost Repart Yaar (Cash Banls)

= a E
1 X
144 Section 1011 Paymard Refatad [o Inpatiart Hospital Services NOT inchudad In Exhibts B & 8-1 (from Sechon E]

145 Calfculrtad Payment Shortfall/ {Longfall (PRIOR TO SUPPLEMENTAL PAYMENTS AND DSH) |5 2006] [3 s122] [§ azra][s_ 188640 ] [5_ 198380] [ w7o15] 3 325700 ] [5 2007 [5 170.004] [ 1007842 [3 ss2a%0] 3 380,960
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Stae of Georgia
Disproportionate Share Hospital (DSH) Examination Survey Part IT

L. Out-of-State Medicaid Data:

Routine C
(Y S

Calictilated Routine Charge Per Diam

_ Ancillary Charges

Anciflary Chargas.

_Ancllary Chargos

~Anciiy Churges

Version 7 30

_Anglllary Charges  Ancillary Charges

— " —_—

Roitine Charges. Routlse Routine Charge

o . [ e
3 = s . 3 =
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496
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)
557

445
074
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Data:

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

Version 7 30
Disproportionale Share Hospital (DSH) Examination Survey Part [T
I. Out-of-State Medicald Data:
M 07+ GEORGIA MED CTR - BERRIEN
= [3 =
R B e -
5 =
B - %
- B . .
5 - -
= B F B
s - -
s - 5 1592 § - s $ . s - £ . 5 805
Totals / Payments
Total Charges (includes organ acquisition from Sectlon K} B - 1 1,592 [E - 1[5 - 118 o B3 - 1 [E - ][ 805] [5 1[5 2,397 |
Total Charges per PS&R or Exhibit Detail E 1[5 i) 3 -1[3 -1 [ 1E [ E @ ==
Unreconciled Charges (Explain Variance) - - = - = - - -
Total Cal Cost (i organ acquisition from Section K) [s - 1[s 749] [ |Is ERNE - I3 - |ls - |[s 301] [s - 1[s 1,050
Tolal Medicaid Paid Amount (excludss TPL, Co-Pay and Spend-Down) 5 -5 -
Total Medicaid Managed Care Paid Amount (excludes TPL, Co-Pay and Spend-Down) {(See Note E) $ 3 -
Private Insurance (including primary and third party liability) 5 BIE] -
Self-Pay (including Co-Pay and Spend-Down) 5 -115 -
Total Allowed Amount from Medicaid PS&R or RA Detail (All Payments) 3 - 1[5 ] - 1[5 - =1 - =
Medicaid Cosl Settlement Payments (See Note B) £l B E E
Other Medicaid Paymants Reported on Cost Report Year (See Nole C) i |1 1 ] 5 -
Medicare Traditional (non-HMO) Paid Amount i 5 =13 =
Medicare Managed Care (HMO) Paid Amount (excludes coinsurance/deductibles) 5 =15 -
Medicare Cross-Over Bad Debt Payments 5 EE1E] -
Other Medicare Cross-Over Payments (See Note D} 5 =15 -
Calculated Payment Shortfatl / (Longfall) (PRIOR TO SUPPLEMENTAL PAYMENTS AND DSH) |5 - s ma] [s - 1[= -1 - 1[5 = 1||[= - 1[s ETH | O | =
[ asa ge of Cost 0% % 0% 0% 0% % % 0% o% 0%
Note A - These amounts must agree to your inpatient and i icaid paid daims y. For Care, Cross-Over data, and other eligibles, use the hospital's logs if PS&R summaries are not available (submit logs with survey)
Note B - Medicaid cost refer to made by icaid during a cost report settiement that are not refiected on the claims paid summary (RA summary or PS&R),
Note C - Other Medicaid Payments such as Outliers and Non-Claim Spacific 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.
Nole D - Should include olher Medicare cross-over payments nol included in the paid claims dala reporled above. This includes payments paid based on the Medi cosl report (eg., i Graduate Medical
Note E - Medicaid Managed Care payments should include all Medicaid Managed Care paymenits related to the services provided, including, but not limited to, incentive bonus itation and sub- itati
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of Geargia Version 7.30
(DSH:

[rsmspuriosiai; Share Hospital (DSH) Examination Survey Part 11

J. Transplant Facllitles Only: Organ Acquisition Cost in-State Medicald and Uninstred

NI 0. TH GEORGIA MED CTR - BERRIEN

FromPeki Claima , | FromPaid Cleime  From Pald Claims~ From PakiCisima~ FromPaldClaime ~ FromPokd Claims~ From Peid Clsiom. Fiees Pkl Claimsy. Fram — =l
DatyorProvider | Data o Provider Datn or Provider Duts or Provider Owte or Provider Duts or Provider Oets or Providor Dutn or Provder . T, __82-.: g | ..a.sl. c_
Logs (Note A} Logs (Nats A} Logs (Nets A) Logs (Nots A) Loge (ot A} Loge (Note A) Logs (Nots A) Laga Momd)

i Tomals Iz Te T 0 B i Bk J0s . | BiE 1 J[ 1 BN -] =
| 7 — —— 3 E———4 —

Rt
Mote & - Thans amnnts muat agres o your INARHUNG NG outpatiant Madicals pal claims surmmary. if availatio (if not, use hospital's logs snd submit with suviy),
Nota B: Enler Organ Acquisithan Paywmants In Suctinn Has part of your k=-State Medicaid ttal paymants.

Moo C: Evtar tha total revermee applicsble to ergams Turnished to other providers, to organ procarement crganirations and others, and for cogans [rita Medicaid patisfts (b organs were lociu dzd iry the Medicald and Uninsured organ counts above). Such revenues must & delermined undor
pati

I i "
the accrus| mathod of 9. If organs are inlo iwnts Whe ate not lisble lor paymunt on 8 charge bosks, and 5 sueh thers 18 mo sevenus applizabis to the relsted organ scquisitiens, the imount entared must also Include an amount representing the acquisition cost of the organs.
transplanbed indo such patim it

K. Transplant Facilities Only: Organ Acquisition Cost Out-of-State Medicald

ST - GERGIA MED CTR - BERRIEN

N CoMRapot o pedCline  FromPadChims  FromPedCaim 7

48 fushatruin Worksheel D-

4,PLID, Line Dets or Providar Data or Provider Deta or Provider
[

Loge (Nots A) Loge(NoisA) | Loga (ol A}

cirgan sifon Cosd Century (st bebows
1 Limg Asdisian 5 s s 5 < | o
12l ey Acguitifion 5 5 -8 s a
13 Liver Assinifion s [ -|s 5 g
T4 iHeant Acoursili o i =8 -8 13 a
18 Pareeas scquis s -15 .5 $ a
1€ ininsinal Azquesa 3 -1s s s a |
" llsist Acquiniine s |2 5 5 a i
1 | 3 -3 -3 -| |5 - o | \
19 [ Tetah | s I3 - [ | s =0l s Bl 1ls 1] 1[5 J -]
20 | Tosicem

Note A - ThieNA smourits mizn agres i your Inpailen atid outpatient Medlcald pald claims summary, i avallable {if not, use hospital's logs and submit with survay
Note B: Enter Organ Acqulsition Payments in Section | es part of your Out-of-State Medicald total payments.
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State of Georgia Version 730
Disproporiionalc Share Hospital (DSH) Examination Survey Part IT

L. Provider Tax Assessment Reconciliation / Adjustment

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
t= an allowable cost in determining hospitak-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 prop ly refiected in d g your hespital-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.

S0OUTH GEORGIA MED CTR - BERRIEN

Worksheet A Provider Tax Assessment Reconciliation:

1 Hospital Gross Provider Tax Assessment (from general ledger)” $ 81,472

1a Working Trial Balance Account Type and Account # thal includes Gross Provider Tax Assessment Expense
2 Hospilal Gross Provider Tax Assessment Included in Expense on tha Cast Raport (WIS A, Cob 2 $ 81,472 5.00(Where is the cost included on w/s A?)
3 Difference (Explain Here ———>) $ -
Provider Tax A [ ificati (from wis A-E of the Madicaro cost raport)

4 Rectassification Code {Fi ified to / (from)}

5 Reclassification Code f ifigd to / (from))

6 Reclassification Code (Recisesified o / (from))

7 Reclassification Code (R fizet ta / (from))

DSH UCC ALLOWABLE - Provider Tax Assessment Adjustments {from w/é A-§ of the Medicare cost raportj

8 Reason for adjustment (Adjusted to / (from}))
9 Reason for adjustment (Adjusted to / (from})
10 Reason for adjustment (Adjusted to / (from))
1" Reason for adjustment \(Adjusted to / (from))

DSH UCC NON-ALLOWABLE Provider Tax Assessment Adjustments(from wis A8 of tha Medicare cost roport)

12 Reason for adjustment

13 Reason for adjustment

14 Reason for adjustment

15 Reason for adjustment J
16 Total Net Provider Tax Assessment Expense Included in the Cost Report 5 81,472

DSH UCC Provider Tax Assessment Adjustment:

17 Gross Allowable Assessment Not Included in the Cost Report $ -
Apportionment of Provider Tax A Adj to Madicaid & Uni ed:
18 Medicaid Hospital Charges Sec. G 6.416.403
19 Uninsured Hospital Charges Sec. G 3.337.894
20 Total Hospital Charges Sec. G 19,154,002
21 Percentage of Provider Tax Assessment Adjustment to include in DSH Medicaid UCGC 33.50%
22 Percentage of Provider Tax Assessment Adjustment to include in DSH Uninsured UGC 17.43%
23 Medicaid Provider Tax A it Adj it to DSH UCC 3 -
24 Uninsured Provider Tax Assessment Adjustment to DSH UCC $ =
25 Provider Tax Assessment Adjustment to DSH UCC $ -

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

** The Gross All 4 Not Included in the Cost Report {line 17, above) will be apportioned to Medicaid and unir d 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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