Stale of Georgia

Disproportionate Share Hospital (DSH) Examination Survey Part I
For State DSH Year 2018
DSH Version 5.25 4/17/2019
A. General DSH Year Information
1. DSH Year: | 07/01/2097] | 06/30/2018]
2. Select Your Facility from the Drop-Down Menu Provided: “wOCﬁ.« GEORGIA MED CTR - LANIER
Identification of cost reports needed to cover the DSH Year: )
3. Cost Report Year 1 10/01/2017 09/30/2018] Must also a 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) |
b
6. Medicaid Provider Number: 000001163A
7. Medicaid Subprovider Number 1 {Psychiatric or Rehab): 0
8. Medicaid Subprovider Number 2 {Psychiatric or Rehab): 0
9. Medicare Provider Number: 111326
B. DSH OB Qualifying Information
Questions 1-3, below, should be d in the d with Sec. 1923(d) of the Social Security Act.

1. Did the hospital have at least two obstetricians who had staff privileges at the hospital that agreed to
provide obstetric services to Medicaid-eligible individuals during the DSH year? (In the case of a hospital
located in a rural area, the term "obstetrician™ includes any physician with staff privileges at the
hospilal to perform nc oy obstetric pi d ]

2. Was the hospital exempt from the requirement listed under #1 above because the hospital's H

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- No -
emergency obstetric services to the general population when federal Medicaid DSH regulations
were enacted on December 22, 19877

3a. Was the hospital open as of December 22, 19877 H Yes
3b. What date did the hospital open? " 71111950

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

During the Interim DSH Payment Year:
4. Does the hospital have al least 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 1” includes any physician with staff privileges at the
hospital to perform nor gency ob ic p dures.)
List the Names of the two Obstetricians (or case of rural hospital, Physicians) who have agreed to parform OB sarvices:
|Mandy Lucas |_
T._.u!:nﬂ_._g Wade _
5. Is the hospital exempt from the requirement listed under #1 above because the hospital's _ No

inpatients are predominantly under 18 years of age?

Is the hospital exempt from the requirement listed under #1 above because it did not offer non- H
emergency obstetric services to the general population when federal Medicaid DSH regulations
were enacted on December 22, 19877

o
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Stale of Georgia
Disproportionate Share Hospital (DSH) Examination Survey Part I
For State DSH Year 2018

C. Disclosure of Other Medicaid Payments Recelved:

1. Medicaid Suppl | Pay for DSH Year 07/01/2017 - 06/30/2018 $ 109,472 _

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

Certification:
Answar
1. Was your hospital allowed to retain 100% of the DSH payment it received for this DSH year? Yes
Matching the federal share with an IGT/CPE is not a basis for answering this question "no". If your
hospital was not allowed to retain 100% of its DSH pay please lain what cir were
p! that pi the hospital from ining its p
Expl; 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 to the best of our ability, and supported by the financial and other
records of the hospital. All Medicaid eligible patients, including those 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 determine the Medicaid program's compli with federal Disproportionate Share Haspital (DSH) eligibility and payments

provisions. Detailed support exists for all amounts reported in the survey. These records will be ratained for a period of not less than 5 years following the dus date of the survey, and will be made
available for inspection when requested.

CFO
Hospital CEO or CFO Signature Title Date
Granl Byers 912-259-4162 grant.byers@sgme.org
Hasgpital CEC or CFO Printed Nama Hospital CEQ or CFO Telephone Number Hospital CEO or CFO E-Mail

Contact Infarmation for Individuals authorized to respond to inquiries related to this survey:

Hospital Contact: Qutside Preparer:
Name|Grant Bysrs Name|Wes Sternanbarg
Title] CFO Title:|Partner
Telephone Number|229-255.4162 Firm Name:{Draffin & Tuckar, LLP
E-Mail Address |grant. byers@@sgme.org Telephone Number{228-883-7878
Mailing Street Address{2501 N Patlerson Street, Valdosta, GA 31602 E-Mail Asid E:...mﬁ.@ﬁa tucher.com
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Example of Exhiblt A - Uninsured Charges.
Service Total Private
Indicator Insurance Claim Status
Primary Pationt Patiant's Social (inpatient / Total Charges Total Patient Paymentsfor  (Exhaustsd or Non-
Payer Plan dury i B Code Patlents Security Number Patient's ischargs O R for Routina Days  Payments for Sarvices  Services  Covered Sarvice =, if
Claish Type (A) (B} PayerPlan(C) Provider# (0] {PCN) (E] __ Birh Date (7) i=1) Gundar (H) Name (i} Admit Date i [ Code Provided (N} * ol Care (0} Pruvided (F) *  Provided (€l) ~  applicablo) (%)
Uninsured Charges | Cranty Sel-Eay B ) Viees  Soeae-aus Tamale  Doe, Jane AT V120100 |palient 10 200000 7 3 .
Insured Charges  Charity SaltPay 12345 222022 1111960  996-99.990 Female  Doe, Jane anen AM12090  Inpatiant 200 4,500.00
nsured Cherges  Charity Selt-Pay 12345 2222092 111960  999-99-999 Female  Doe, Jane 3200 3112010  Inpatient 250 520025
nsured Charges  Chaity Sell-Pay 12345 2222222 111960  999-99-999 Femals  Doe, Jane 1201 12010 inpatient 200 2,700.00
nsured Charges ~ Charty Sel-Pay 12345 222222 11960  999-99.909 Female  Doe, Jane o 31172010 Inpafient 360 15,000.75
ninsured Charges  Chavily Self-Pay 12345 222222 H/1960  999-99-999 Female  Doa, Jane 311201 3112010 npatient 450 1,00025 5 .
insured Charges  Modicars 12345 4444244 211985  999-99-999 Mae  Jones, James  6HS/201 6152010  Outpatient 2% % 150.00 s 50000 § . Exhaustnd
Uninsured Charges  Madicans 12345 4444444 2985  999-99-999 Mae  Jonos, James 615201 &15/2010  Outpatient P 750.00 H 50000 § . Exhaustad
nsured Charges  Bius Cross 245 1 52000 99999989 Male  Smith, Mke  8/10/201 8102010  Outpatient 450 1.100.00 - Non-Coversd Service
Notes for Completing Exhibit A:
A for naenhosp ‘ces s exchudad.
** Payments reported in Columns P & © are not reported in the survey. e used for ex in purpanes ahly. Amount should include all payments received 1o dale on the account.
*** Report senvices not undes Iha pe g ‘pack a8 8 “Non-Covered Service". Modts - the sarvice mus) bs cowared undsr the state Medisaid plan.

ggggggnﬁi?g?%;nﬁég Tha electronic file must be submitted In Excel (.xis or .xlsx), I this Is not possible, the data must be submitted as a CSV (.csv)
file using either the TAB or | (plpe symbol above the ENTER key). 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
patient detall into @ database from which Myars and Stauffer will genarate reports.

Printed 62272020 Proparty of Myars and Struffar LC
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D. General Cost Report Year Information
The following information is provided based on the information we received from

of the information. If you disagree with one of these items, please provide the correct information along with supporting documentation when you submit your surves

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

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

DSH Version  7.30
10172017 - 9/30/2018
the state. Please review this information for items 4 through 8 and select "Yes” or *No" to either agree or disagree with the accuracy

[SOUTH GEORGIA MED CTR - LANIER

fan2e17
Sr30E018
2. Select Cost Report Year Covered by this Survey (enter "X): | » 1] ] 1 |
3. Status of Cost Report Used for this Survey (Should be audited if ) _._ - As Submilied _
3a. Date CMS processed the HCRIS file into the HCRIS datab L 182018 |
] - Data I Incorrect, Proper Information
4, Hospital Name: SOUTH GEORGIA MED CTR - LANIER
5. Medicaid Provider Number: 000001163A
6. Medicaid Subprovider Number 1 (Psy ic or Rehab): 0
7. Medicaid Subprovider Number 2 (Psychiatric or Rehab): 0
8. Medicare Provider Number: 111328
Owner/Operator (Private State Govt., Non-State Govt., HIS/T: ribal): Non-State Govt
DSH Pool Classification (Small Rural, Non-Small Rural, Urban): Small Rural
Out-of-State Medicaid Provider Number. List all states where you had a Medicaid provider agreement during the cost report year:
9. State Name & Number
10. State Name & Number
11, Stale 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: (10/01/2017 - 09/30/2018)
1. Section 1011 Paymen! Ralsted to Hospital Sarvices Included in Exhibits 8 & B-1 (Sea Note 1)
2. Beclion 1011 Payment Ralaled |o Inpatient Hospital Services NOT Inclidad in Exhibits B & B-1 (S=e Note 1)
3. Secfion 1011 Payment Relstad (o Outpatient Hospital Servicas NOT Included in Exhibits 8 & B-1 (Sze Nate 1)
4. Total Section 1011 Pay ts Rel i to Hospital Sarvi (See Note 1) =
5. Section 1011 Payment Retatod to Non-Hospital Services Included in Exhibits B & B-1 (Ses Note 1)
6. Section 1011 Paymant Related 1o Non-Hospital Servicas NOT Includsd In Exhibits & & B-1 (Bae Nata 1)
7. Total 1011 Pay Related to Non-Hospital Services (See Note 1) i
8. Out-of-State DSH Payments (See Note 2) | I ——
Inpati Outpatient Total
9. Total Cash Basis Patient Payments from Uninsured {On Exhibit B) $ 2.860 H 39,765 $42,625
10. Total Cash Basis Patient Payments from All Other Patients {On Exhibit B) $ 7.953 3 154,722 $162,675
1. Total Cash Basis Palient Payments Reported on Exhibit B (Agrees to Cofumn (N} on Exhibit B, less physician and non-hospital portion of payments) $10,813 $194,487 $205,300
12. Uninsured Cash Basis Patient Payments as a Percentage of Total Cash Basis Patient Payments: 26.45% 20.45% 20.76%
13. Did your hospital recrive any Medicaid managed care payments not paid at the claim lavel? E
Should inciude all non-tlaim-speciic payments such es jump sum for full Medicsid pricing, quality bonus 1 received oy tha {not iy the MCQ), or other incentive payments.
14. Total Medicaid managed care non-claims ts (see ion 13 above) ived li 1o hospital services !
15. Total Medicaid managed care non-claims pay (see ion 13 above) ived appli to non-hospital services
186. Total Medicaid managed care non-claims pay {see ion 13 above) ived $
Printed 6/22/2020 Property of Myers and Stauffer LC
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State of Georgia Version 7.30
Disproportionale Share Hospital (DSH) Examination Survey Part IT

Nole 1: Subtitle B - Miscellansous Pravision, Section 1011 of the Medicare Prescription Drug Improvement and Modemization Act of 2003 provides federal reimbt for health services furnished to undocumented alisns. 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
"Section 1011 Payments Related to Non-Hospital Services.* Otherwise report 100 percent of the funds you received in the section related to hospital services.

Note 2: Report any DSH payments your i ived 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 (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, WS S-3, PL |, Col. 8, Sum of Lns. 14, 16, 17, 16.00-18.03, 30, 31 less lines 5 & 6) 574 | (See Note In Sectlon F-3, below)

-

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

Outpatient Hospital Subsidies

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

Total Hospital Subsidies 5 -

LICE NN

Inpatient Hospital Charity Care Charges 245.147
Outpatient Hospital Charity Care Charges 386672
Non-Hospital Charity Care Charges

Total Charity Care Charges ] 531,819

S SpE

-

F<3. C: 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 hospltal. If data is
h ly p in this ion, it was pleted 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 s of the cost report.

Formulas can be overwritten as needed with actual data,

11. Hospital §1,276.767.00 402777 -1 [ -] s 873,990
12. Subprovider [ {Psych or Rehab) 50.00 - - =i $ -
13. Subprovider Il (Psych or Rehab) 50.00 - -1 & -

14. Swing Bed - SNF $0.00
15, Swing Bed - NF $0.00
186. Skilled Nursing Facility $4 808,600.00
17. Nursing Facility $0.00

18. Other Long-Term Care $0.00
19. Ancillary Services | $4.104897.00| |  56,020,885.00 |
20. Outpatient Services | $3926,557.00 |
21. Home Health Agency $0.00
22. Ambulance 3 =
23. Outpatient Rehab Providers $0.00
24. ASC $0.00 $0.00
25. Hospice $0.00
26. Other $0.00 | $0.00 $1.048.394.00
27. Total $ 5,381,664 $ 9,947,242 $ 5,856,994 $ 1,697,732 $ 3,138,017 $ 1,847,682 $ 10,493,157
28. Tolal Hospital and Non Hospital Total from Above $ 21,185,900 Total from Above $ 6,683,431
28. Total Per Cost Report Total Patient Revenues (G-3 Line 1) _ 21,185,500 Total Contractual Adj. (G-3 Line 2) 6,648,099
30. Increase worksheet G-3, Line 2 for Bad Debts NOT INCLUDED on worksheet G-3, Line 2 (impact is a decrease in net patient
revenue) "
31. Increase worksheet G-3, Line 2 for Charity Care Write-Offs NOT INCLUDED on worksheet G-3, Line 2 (impact is a decrease in

net patient revenus)

32. Increase worksheet (-3, Lina 2 to reverse offset of Medicaid DSH Revenue INGLUDED on worksheet G-3, Line 2 (impact is a
decreasa in nel patient reveniig)
33. Increase worksheet G-3, Line 2 to reverse offset of Slate and Local Patient Care Cash Subsidies INCLUDED on worksheet G-3,
Line 2 (impact is a decrease in net patient revenue)
34. Decrease Workshest G-3, Ling 2 to remove Medicaid Provider Taxes INCLUDED on worksheet G-3, Line 2 (impact is an
Incraase in net nafent revente)
. Blank Recon Line OR "Dzcrease worksheet G-3, Line 2 to ramove Charity Care Charges related to insured patients INCLUDED
on worksheet G-3, Lins 2 {impact is an increase in net patient revenue)”
35. Adj Ce | Adjust

)

+ 35.332

3

&

5583431

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



data.
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20

21
22
23
24
25
26
27
28
29

Intern & Resident RCE and Therapy I/P Routine
Line Total All Costs R d Add-Back (If UP Days and /P  Charges and O/P Medicald Per Diem /
# Cost Center Description Cost on Cost Report * Applicable) Total Cost Anclllary Charges Ancillary Charges  Total Charges  Cost or Other Ratlos
NOTE: All data in this section must be verified by the
hospital. If nw.»w is already present in this section, it was Inpatient Routine
no_.:v._m”mn using CMS HCRIS no.w. 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 | Report Worksheet
data should be updated to the hospital's version of the cost Cost Report Worksheet B, Worksheet C, Out - Cost Report 2 for Adults & Peds;| G, P11, Col. 6 .
report. Formulas can be overwritten as needed with actual Worksheet B, Parl I, Col. 25 Part |, Col.2 and Worksheet D-1, Calculated WIS D-1. Pi. 2, (Informational only Calculated Per Diem
RErilh @ Ay || (e & (it Col. 4 Part |, Line 26 Lines 4247 for | unless used in
(Clige L) others Section L charges
allocation)
Routine Cost Centers (list below)
03000|ADULTS & PEDIATRICS % 2,664,483 | § -1$ - $1.803,943.00 850,540 724 §1,276,787.00 1,174.78
03100|INTENSIVE CARE UNIT $ = 3 -13 - s 5 - - $0.00 -
03200 CORONARY CARE UNIT $ - $ =18 = - - $0.00 -
03300|BURN INTENSIVE CARE UNIT $ - $ -13 - . - $ - - $0.00 =
03400|SURGICAL INTENSIVE CARE UNIT $ - $ -5 - == s=U=e ] § - - 0.00 |~ A -
03500|OTHER SPECIAL GARE UNIT $ - $ -1% - - ra 3 - - 0.00 )
04000 SUBPROVIDER | 3 - $ - = - - $0.00 -
04100|SUBPROVIDER Il $ = 3 = - ~ - 0.00 | -
04200{0THER SUBPROVIDER 3 = = = = = = 0.00 -
04300|NURSERY 3 - - - - - 0.00 3 -
$ = - * - - $0.00 -
3 - - = - = 8,00 1s -
$ - - - - - 0.00 $ -
3 = - - - B 0.00 | $ =
$ = . - = - 0.00 s -
$ . ES -15 - $ - - 0.00 13 -
$ | I3 -15 - § - - $0.00 $ &
Total Routine $ 2,654,483 §$ - § - $ 1,803,943 § 850,540 724 $ 1,276,767
Weighted Average [s  1i7478]
Hospital Subprovider | Subprovider I N 9
Observation Days - | Observalion Days - | Observation Days - Calculated (Per Inpationt Charges - | Outpatient Charges | - Tofal Charges - S
. Cost Report - Cost Report Cost Report Medicaid Calculated
Cost Repont WIS S iest Repart W/SiS CastReport WIS SNy iDiemsibore L, o om | e 1 Worksheet C, Pt. I, | Cost-fo-Charge Ratio
3, Pl Line 28, |3, Pt Line 28.01, |3, PL |, Line 28.02, | Multiplied by Days}) Oyl il "R
Col. 6 Col. 7 Col. 8
| = s Col. 8 Col. 8 Col. 8
Observation Data (MNon-Distinet)
_nm@.oomo_ummm_mua: (Non-Distinet) ﬁ 150 - -3 176,217 $29.085.00 $168,791.00 | $ 197,876 0.890543
Gl Rl Cost Report Inpatient Charges - | Outpatient Charges | Total Charges -
Cost Report Worksheet B, i
Worksheet B. Part 1, Col. 25 Worksheet C, Calculated Cost Report - Cost Report Cost Report Medicaid Calculated
4 . N Part I, Col.2 and Worksheet C, PL. I, | Worksheel C, Pt. I, | Worksheet C, PL. |, Cost-to-Charge Ralio
Part |, Col. 26 {Intem & Resident Col. 4 Col. 6 Col. 7 Col. 8
Offset ONLY)* ) : | )
Ancillary Cost Cenlars (from W/S C luding Obsarvation) {list below)
5400|RADIOLOGY-DIAGNOSTIC $34B,585.00 = $0.00 348,585 £100,453.00 $651,495.00 751,948 0.453576
5700|CT SCAN $462,715.00 - $0.00 R 462.715 5210,616.00 §1,849,477.00 2,160,093 0.214211
6000|LABORATORY £1,365.254.00 - $0.00 e 1,365.254 580,574.00 $1,582,993.00 2,173,573 0.628115
6600|PHYSICAL THERAPY $1,003,202.00 - 50.00 3 1,003,202 $1,009,630.00 $367.787.00 1377417 0.728321
6900|ELECTROCARDIOLOGY $47,830.00 | § - 0.00 47.830 $31,803.00 $205,001.00 236,804 0201981
7000]ELECTROENCEPHALOGRAPHY $35,553.00 | § - $0.00 > 35,553 §554.00 §78,870.00 78424 0.447635
7100|MEDICAL SUPPLIES CHARGED TO PATIENT $411,708.00 - $0.00 oy | 411,708 $130,938.00 §32.230.00 163,168 2523215
7300|DRUGS CHARGED TO PATIENTS $750.448.00 - $0.00 |¥ 5 760,448 $2,025,834.00 $1,157,321.00 | § 3,183,155 0.23Bagg
S100|[EMERGENCY $2,238,400.00 - $0.00 s 2,238.400 $165,727.00 $3.562.954.00 | 5 3,728,681 0.600320
Printed 6/22/2020
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State of Georgia Version 7.30
Disproportionate Share Hospital (DSH) Examination Survey Part I

G. Cost Report - Cost/ Days / Charges

SOUTH GEORGIA MED CTR - LANIER

Cosl Report Year (10/01/2017-09/30/2018)

30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53

55
56
57
58
59
60
61
62
63
64
65
66
67
68
69
70
71
72
73
74
75
76
77
78
79
80
81
B2
83
84
85
86
87
88
89

Intern & Resid: RCE and Therapy I/P Routine
tne Total All PDaysand /P  Charges and O/P MedIcald Per Dlem /
(3 Cost Total Cost Ancillary Chargoes A ry Char Total _ Cost or Other Ratlos
— e —_—
$ $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 50.00 50.00 $0.00 -
$0.00 $0.00 | 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 -
20.00 $0.00 $0.00 $0.00 -
5000 | § £0.00 $0.00 50.00 -
$0.00 | % £0.00 0.00 $0.00 -
$0.00 | § $0.00 §0.00 $0.00 -
50.00 £0.00 $0.00 $0.00 -
$0.00 $0.00 l $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 | § 5$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 $0.00 0.00 0.00 -
$0.00 $0.00 5(0.00 $0.00 [ $ -
$0.00 $0.00 0.00 5000 (3 =
$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 -
3000 | % $0.00 0.00 $0.00 -
5000 | $ $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 -
$0.00 $0.00 b 50.00 $0.00($ =
50.00 $0.00 #0.00 3000 |8 -
50.00 $0.00 0.00 $000| % -
50.00 $0.00 | 3 0.00 $0.00 -
5000 |8 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 $0.00 $0.00 -
5000 | % $0.00 | 5 $0.00 $0.00 -
$0.00 | $0.00 5 $0.00 0.00 -
$0.00 | § 50.00 $0.00 30.00 -
3000 | % $0.00 $0.00 $0.00 =
$000]3% $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 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 -
$0.00 |8 $0.00 $ $0.00 $0.00 -
Printed 6/22/2020 Property of Myers and Stauffer LC Page 2
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State of Georgia Version 7.30
Disproportionate Share Hospital (DSH) E Survey Part H
G. Cost Report - Cost / Days / Charges
SOUTH GEORGIA MED CTR - LANIER
° Total Cost. Cost or Other Ratios
$ - - =
@ - -
$ = - =
M - - -
3 - - 5
w - - -
3 - $ - =
= - $0.00 $0.00 - -
3 - . 50.00 $0.00 - -
3 - - $0.00 $0.00 - -
- $ - $0.00 $0.00 |8 - -
= = $0.00 50.00 - =
= - £0.00 $0.00 - -
- - $0.00 0.00 -
= - §0.00 5000 | $ - -
= - $0.00 $0.00 | § - -
$0.00 - - $0.00 0.00 | § - -
S000|3 - - $0.00 0.00 - -
$0.00|$ = - 0.00 0.00 - -
00013 = - 30.00 $0.00 - =
$0.00 | § - - $0.00 §0.00|8 - -
$0.00 | § = $ = 30.00 0.00 - -
50.00 - - $0.00 0.00 | § - -
$0.00 - - 0.00 30.00 - -
50.00 - - 0.00 $0.00 - -
+0.00 = = :0.00 $0.00 - =
30.00 - - 50.00 50.00 - -
$0.00 - - 50.00 30.00 - -
§0.00 | S - - 50.00 0.00 - -
$0.00 - - 50.00 $0.00 - -
$0.00 - - 50.00 50.00 - -
$0.00 = - 50.00 §0.00 = 2
Total Ancillary $ 6,673,695 $ - 8 - $ 6,673,695 $ 4,285,214 § 9,766,925 $ 14,052,139
Weighted Average E
Sub Totals $ 9,328,178 $ - $ - $ 7524235 § 5,561,981 §$ 9,766,925 $ 15,328,906 w..mhnl..illl qu..".ﬂrm
NF, SNF, and Swing Bed Cost for Medicaid (Sumn of applicable Cost Report Worksheet D-3, Title 19, Column 3, Line 200 and $0.00
Worksheet D, Part V, Title 19, Column 5-7, Line 200)
NF, SNF, and Swing Bed Cost for Medicare (Sum of applit Cost Report Wo D-3, Title 18, Column 3, Line 200 and $734,794.00
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 $ 6,789,441
Total Intern/Resident Cost as a Percent of Other Allowable Cost 0.00%

* Note A - Final cost-to-charge ratios should include teaching cost. Only enter 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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Vmasn 7.30

i (3l g
LI 7.

Ancilbary Chorges ~  Aneillary Cherges @E‘J Ancillary Charges _Ancilisey ﬁ Ancifinry Charges o . AnciiEy Chargss.
AvEE EL] LET] 12537 1 ) Erzd = 20,068
MMH g | [=R13 —aan 430 | 1353 (133 TR | MWMM 22695 FiAE |
153 CIHL] TIESL e s | [X=08 FI A | 30 56T FriiE) i 44 805 %31
E; TA9,870 T8 | 00 | %4507 THEAET | TOA5S | 041 Tii] SRS | 05,145 Fr:]
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Stale of Geurgta

Vrrwes 1,30
Ditproportionaie Share Hospital (DSH) Examination Survey Part I1

H. In-State Medicaid and All Uninsured Inpatlent and Outpatient Hospital Data:

1 PO 4+ GEORGIA MED CTR - LANIER

82 7 | I - -

J

[} HEs 9 = T =W L= T § LT T =X ET R s e & T AT
Totals / Payments

128 Total Charges (includas argan scquisition from Section J) [s 285,036 | [§ 550,592 | [ 60682 | [5 1,152,388 | [§ 258497 | [§ 883,449 | [§ 40,894 | [$ 296574 ] s 332842 | [§ 2504941 | [5 664,109 | [ § 2,683,003 | 4176%

(Agreas to Exhidit A) (Agreas t> Exhibk A}
129 Tolal Charges per PSAR or Exhibit Detail ] snoom | [3 swz] 1 FHAED vesesm ] [s st | [2 man] 3 azs | [s mase ][4 wmat |3 T554 54t
130 Unreconciled Chargas {Explain Variance) = = B = - = e s T

131 Total Calculated Cost {Includes organ acquisition from Saction J) s 215561 | 3 289.738] [ 29026 | [§ 587000 | [$ 176.158 | [§ 408680 | [§ 52,901 [s 166550 | & 248.827

132 Total Medicaid Paid Amount (excludes TPL, Ca-Pay and Spand-Dawn) 3 s [2 222407 3 isz][s [T 1
133 Total Medicaid Managed Care Paid Amount (excludes TPL Co-Pay and Spend-Down) (See Note E) S 22023 a1 3
134 Private Insurance (including pnmary and third perty liability) B 9.993 [ 1855 [ w1 3
135 Solf-Pay (induding Co-Pay and Spond-Down) () 510 3
136 Tolal Aflowad Amount fram Medicaid PS&R or RA Delail {All Payments) S 96793 z=aana] 1§ 22022 e
137 Modicald Cost Settlement Payments (See Noto B) [
138 Other Medicaid Payments Reportad on Cosl Report Year (See Nols C)
139 Medicars Traditional {non-HMO) Paid Amounl {excludes comnsurance/deductibles) 3 witm | [¥ ms] [
140 Medicare Managed Care (HMO) Paid Amount {exdudes coinsurance/deductibles) 3
141 Medicare Croas-Over Bed Debt Payments 3
142 Other Medicare Cross-Over Payments (See Nots D) 3
143 Payment from Hospital Uninsured During Cost Report Yaar {Cash Basls)

144 Soclion 1011 Paymant Relaled to Inpatient Hospital Sarvices NOT Included in Exhibits B & B-1 {from Section E)

avary

Tz |
5259
S

swETE 15 108
10136 1S
Jacn 1 s o (Rormes o Bt el I i 0S8 H § 25,001
Sram s [T ALl 1}

[s el R
3 = 5 -

2,029 | | E3 s 245967 | | $

813
54% 101% 101% 96% 66% 1%

B3

145 Calculated Payment Shortfall / (Longfall} (PRIOR TO SUPPLEMENTAL PAYMENTS AND DSH) s 71,223 ] [ 17.003 | [§ 270134 ] [ a.rez)| [s (4.067,
146 Calculated Payments as a Parcentage of Cost 5% 5% 56%

$ 136,040 | [ § 394,183

1.147.986
% 72% 7%

147 Total Medicars Days from W/S S-3 of the Cost Report Excluding Swing-Bad (C/R, WIS S-3, PL. I, CoL &, Sum of Lns. 2, 3, 4, 14, 16, 17, 18 luss llnas 5 & 6) [ )
148 Percer of cross-over days to total Medicare days from Lhe cost report 14%

Nide A - These mmneunts must sgrwe 15 yoid bt ot Madicad Forl Crans-Swer dot, ang ofer sfgitie, s e hogsiets kg | PEAR e nex svaigble
Hiata B - Mari==i] cou nniSsmont paymones ik i payeents made iy hodicis S n Cost Mot aetiersnt that e not reSectnd o4 thel snis natd smmary (FA smmany of FEARL

G wiify iy NOTE: Inpatisnt uninsured payment raty Is outside normal ranges, pleass vertly this

i cormect.
tate C - O Medieas Paymanin 1Lch ak Cilliars 3nd Nen-Ctai Speclic peymanes. D5 payemens shoust NOT b inctad. LUPL paymenss fiade or & sims il yrar bass st be gected i Secton © nfme vy NOTE: Outpatient uninsured paymant rate Is outside normal ranges, plasse varity
Mok D - il inchude oives Moders Toxsmt pnumean ol i illa reparied abues, This svesdes pay i o hadinare caal o : Medat Eutation payrenti): iy b vt
Mot = - el Manajjed Taro paymuis shoukd include? -l vidas, inchiding, but | Bonis paymess. capision sed Eb-rapiteSon by
Perbmad oz St
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14
15
16
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19
20

Stawe of Georgia
DSID Examinanon Survey Pact IT

Vareon 7340

Disproportior

|. Out-of-State Medicaid Data:

e Medicare FFS Cross-O

Out-ol-Stale Medica:d FFS Pamary Aedicard Secondary,

From Section G From Section G From PS&R From PS&R From PS&R From PS&R From PS&R From PS&R Fram PS&R From PS&R
Summary (Note A) Summary (Nole A) Summary (Nole A} Summary {Note A) y (Note A} y (Note A) nary (Nofe A) y (Note A)
Routing Cost Cantars S Diys = S Dy ——Oays
B3000 JADULTS & PEDIATRICS 1174 . ’ | = = ¥
03100 |INTENSIVE CARE UNIT ~ . ¥
CORONARY UNIT =
03300 |BURN INTENSIVE CARE LUNIT -
03400 [SURGICAL INTENSIVE CARE =
03500 [CTHER SPECIAL CARE UNIT -
(4000 |SLUEPROVIDER | ==
04 100 DER f| -
04200 |[OTHER SUBPROVIDER =
el NURSERY =
- = - 7
TotalDays por PSAR o Extibl ot ——= —=) ——— ———mn
Unreconciled Days {Explain Variance) -
—
%m@-.l]_ SN [ ) SR
Caleulted Routine Chatge Por Dism s -
773 230 188
17 528 1,038 52815 2747
f 1,603 180318 -
196 - ={1S 386
B74 1781 1.781 877
3032 ~ = 4.348
5 - -
HIE -
=B )
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48
49
50
51
52
53

55
56
57
58
58
60
61
62
63

85
66
87
68
69
70
7
72
73
74
75
76
77
78
78
80
81
82
a3

85
86
87

83
90
91
92
93
94
95
96
97
98
99
100
101
102
103
104
105
106
107
108
108

I. Out-of-State Medicaid Data:

A SR SOUTH GEORGIA MED CTR - LANIER

State of Georgia
Disproportionate Share Hospital (DSH) Examination Survey Part 1T

Version 730

Printed 6 22 2020

Property of Myers and Stauffer LC

Page 2




State of Georgia Venion 7 30
Disproportionate Share ifogrtal [T1514) Exannnstion Suvey Pait 11

I. Out-of-State Medicaid Data:

RSN 50UTH GEORGIA MED CTR - LANIER

110
11
12 = =
113 48
114 i) 3 =
115 I d s - =
116 !
"7 =
18 = =
19 - E
120 =
121
122
123
124
125 1
126 ! - =
127 4 = —

$ - $ 6592 § - $ v $ . $ - $ 4143 § 2725

Totals / Payments

128 Total Charges (includes organ acquisition from Saction K} B - 16 6592) [E - 1[E - [s - 3 - 1B 7.643] [$ 2725][§_ 7.643|[$
129 Tolal Charges per PS&R or Exhibit Detsil B F  ssmi3 -1 1[5 = § 1[5 TEE] 5 275
130 Unreconciled Charges {Explain Variance) = - - - - - - -
131 Total G Cost (i organ acquisition from Section K) ls -0  =se| s - [s - s - 1[s - 1[s  tass|s 1562] [s 10,255][s
132 Total Medicaid Paid Amount (excludes TPL, Co-Pay and Spend-Down) 5 15
133 Total Medicaid Managed Care Paid Amount {excludes TPL, Co-Pay and Spend-Down) (See Note E) f ] -l
134 Private Insurance (induding primary and third party liability) $ 632 5 -8
135 Self-Pay (including Co-Pay and Spend-Down) __ 5 B -
136 Total Allowed Amount from Medicaid PS&R or RA Detail (Al Paymens) 3 - s 632 | |5 - ] B I
137 Medicaid Cost Setlemenl Payments (See Note B) ] -5
138 Other Medicaid Payments Reporied on Cost Report Year (See Nole C) — _ — h 3 I E7
139 Medicare Treditional (non-HMO) Paid Amount i i T Ears] [3 S E 54765
140 Medicare Managed Care {HMO) Paid Amount il i 3 REIE RES -8
111 Medicare Cross-Over Bad Debt Payments 5 5
142 Other Medicare Cross-Over Payments (See Note D) 3 -{§

143 Caleulated Payment Shortfall/ (Longfall) (PRIOR TO SUPPLEMENTAL PAYMENTS AND DSH) | % . s 23] [5 - 1[s -1 -1 - 1[s 1.779] s se) [s 1779][s
Calcu asaF % % % o, 83%

144 ge of Cost .. 0% 128% 83%
Note A - These amounts must agree to your inpatient and i icaid paid claims . For Care, Cross-Over data, and other eligibles, use the hospital's logs if PS&R summaries ara not available (submit logs with survey)
Note B - Medicaid cost refer to made by licaid during a cost report settlement that are not reflected on the daims paid summary (RA summary or PS&R).
Note C - Other Medicaid Payments such as Outliers 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 nol included in the paid claims data reported above. This indudes payments paid based on the i cost reporl (eg., i Medical
Note E - Medicaid Managed Care payments should Include all Medicaid Managed Care payments related to the services provided, including, but not limited 1o, incentiy bonus itation and sub- i

Printed 6/22/2020 Property of Myers and Stauffer LC Page3



State of Georgis
Disproportionate Share Hospital (DSH) Exsmination Survey Part Il

J. Transpiant Facliities Only: Organ Acquisition Cost in-State Medicald and Uninsured

S S P EI] 54/ GEORGIA MED CTR - LANIER

ContReoon  ADEON Cont Eaclie, o oy pnpory ﬁ”ﬂ!ﬂﬁsﬁm Cout Rugoet L LE ] a '
e, i | At || [stibets | WD | SRSRCHY | |TRIBACHD |IIORSR | | TRsOMT | | Seos | AN | fmfsicm)| | SO | i o e it om
PriLcal'y te Cuxf orsl b A Medicare with 4 PR Line & . 1 . © intamel Analyzis | intemal Ansiysiy
1 Rnpit Crgpan On Coal Medicaid/ Cros-Over & Laggs (Rt A} Loge (Note 4) Loge(howA) = Logs(Nobe A) Lags (Meto A} Lags (Mow A} lopa(Noted) :  Logg(NatmA) | . :
Arxestson Coat i
i & unheuzed). See
' Nole C balow.
‘Drgen Avquisiion Cont Centers
Limyg Antisiem 00018 _u
iy Accuuinition $0.00 | § .18
Livar Asquasssn Spois =13 )
st Aczaamo e -5
vvvvv $000 |5 =13
ru=gung Seaisetun soao (s =13 'l
lilst Aossdetion a0 |3 -1 | |
soo0|s s . o | [ I
[ Totals [s Is -Is 1 [s R s = | [s g s L1 -] [s sl ] A 2] Z
[ Toul Cont = 1 [ | /1 —4 E—|

Nets & - These smounts mius sgees 1o your mpatient and citpatient Medicald paid claims summary, If availasth (1 Aol se hospitals logs 2nd aubmit with syl

MNets & Entar Orgon Acqulsition Payments in Section H 28 part of your In-State Madicald 1018l paymanis,

MNete C: Enter thi total revenue spplicatils to argana furnishad to offier providers, to orgen and for Inte fatiants jbut whars argany wte incluced in tha Medicald and Uninsured organ counts above). Such ravenues must be determined undar
J an

" Maciicald | " ro
ha scrusl method of sccounting. i orpong s imta d patients who am not lisbli for poymient 6na charge basis, apd as ssich there is ne reesnue appl)catils 1o thin related argan soquizitions, fhe amatnt entered must also Include an amotmt representing the acquisition cost of the organs
{rarmpiantsd into such patisnts.

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

T RTI = L/TH SE0RGH MED CTR - LANIER

o, FfomPstlnent  FomPaidClsime  FromPekdCisms  FromPeldCieime | FromPald Chims  FromPaidCleims  FromPad Cieime  From Paid Claima
v_.sc.i.lo:{:a 1882 Tatni Comt PR , Dela or Providar Deta ar Provider Datn ar Provider Detn or Provider ' | Dats or Provider Deta o Provider Data or Provider Dutn or Providar
61 ai:?ﬂ.l O Coas Logs (Note A) Loga (Not» A} Logs (Note A) Loga (Noie A) , Loge (Note A) Loge (Nots A} Logs (o A) Loge (Note A)

Organ Cartars (Hlnt balow]:
Jtsmg Acuisition 3 P -Is 3 a
55555555 $ s - & 13 L
e Acguessan 5 -5 =18 5 a
Hean Acgumson H -5 = ] 3 (-]
Pancruss Asguisiion s =18 -|s 3 [
ndestiog s =15 -1 3 g
talet Aegissgan 1 «1$ -1 3 g
s -8 15 s 1
[ Totals [s -3 [s 1[s 1] [ | [ 11 1[s S S R S | R—
I —— N L
Note A - Rk MROUIES BULE A5Te 15 your ikpstient and outpatient Medicaid paid clalms summary, i avallable (f not, use hosphtal's logs and submit with survey e

Note B: Enter Organ Acqulsition Payments In Section | &5 it of your Cut-of-Ezate Medicald total payments.
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Stale of Georgia Version 7.30
Disproportionate Share Hospital (DSH) Examination Survey Pari IT

L. Provider Tax Assessment Reconciliation / Adjustment

An adjustment is necessary to property 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, 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 enfries and other supporting documentation to Myers and Stauffer, LC along with your hospital's DSH examinalion surveys.

SOUTH GEORGIA MED CTR - LANIER

Worksheet A Provider Tax Assessment Reconciliatlon:

WIS A Cost Center
Dollar Amount Line
1 Hospital Gross Provider Tax Assessment (from general ledger)*
1a Working Trial Balance Account Type and Account # that includes Gross Provider Tax Assessment (WTE Accolnl # )
2 Hospital Gross Provider Tax Assessment Included in Expaniss on tha Cost Report (WIS A Col. 2) (Whears is the cost included on w/s A2}
3 Difference (Explain Here ——>) CAH S -
Provider Tax A Reclassificati (from wi/s A-6 of the Modicare cost rsport)
4 Reclassification Code (Reclassified to / (from)}
5 Reclassification Code L ifigd to / (from))
6 Reclassification Code iF ifigd fo / (from))
7 Reclassification Code (R ified ta / (from))
DSH UCC ALLOWABLE - Provider Tax Assessment Adjustments (from wis A-8 of the Medicars cost re
8 Reason for adjustment (Adiustad (o / (from))
9 Reason for adjustment (Adiustad to/ (from))
10 Reason for adjustment \(Adiustad {o / (from))
11 Reason for adjustment \(Adjusted ic / (from))
DSH UCC NON-ALLOWABLE Provider Tax A Adj {from wis A-8 of the Medicare cost report)
12 Reason for adjustment
13 Reason for adjustment
14 Reason for adjustment
15 Reason for adjustment

16 Tolal Net Provider Tax Assessment Expense Included in the Cost Report D

DSH UCC Provider Tax Assessment Adjustment:

17 Gross Allowable Assessment Not Included in the Cost Report I

Apportionment of Provider Tax A Adji to Medlcaid & Uni d:
18 Medicaid Hospital Charges Sec. G 3.564.072
19 Uninsured Hospital Charges Sec. G 2,837,783
20 Total Hospital Charges Sec. G 15,328,906
21 Percentage of Provider Tax Assessment Adjustment to include in DSH Medicaid UCC 23.25%
22 Percentage of Provider Tax Assessment Adjustment lo include in DSH Uninsured UCC 18.51%
23 Medicaid Provider Tax Assessment Adjustment to DSH UCC $ -
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 Allowable Assessment Not Included in the Cost Report (iine 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-tocharge ratios and per diems used in the survey.
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