A. General DSH Year information

State of Georgia
Disproportionate Share Hospital (DSH) Examination Survey Part I
For State DSH Year 2017

DSH Version  5.20

Begin End

1. DSH Year. | o7roieme] | D8/30/2077]
2. Select Your Facility from the Drop-Down Menu Provided: |souTH GECRGIA MED CTR - BERRIEN

Cost Report Cost Report

Begin Data(s) ‘End Date(s)
3. Cost Report Year 1 10/01/2018 0273072017
4. Cost Report Year 2 (if applicable)
5. Cost Report Year 3 (if applicable)

Data

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
Q J 1-3, below, sh be ed In the

with Sec. 1923(d) of the Soclal Security

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-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.)
2. Was the hospital exempt from the 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

3a Was the hospital open as of December 22, 19872

3b. What date did the hospital open?

Act.

DSH Examination
Year (07101116 -

es

E

Yes

71111965

Q i 4-6, below, should be In the accordance with Sec. 1923(d) of the Social Security Act.

During the Interim DSH Payment Year:

4. Does the hospital have at 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 "obstetrician” includes any physician with staff privileges at the
hospital to perform nonemergency obstetric procedures.)

(07/01/18 - 06/30/18)

List thie Names of the two Obstetricians (or case of rural hospital, Physicians) who have agreed to perform OB services:

_

5. Is the hospital exempt from the requirement listed under #1 above because the hospital's
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-
emergency obstetric services to the general population when federal Medicaid DSH regulations
were enacted on December 22, 198772

520

Yes

Property of Myers and Stauffer LC
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C. Disclosure of Other Medicaid Payments Received:

1. Medicaid Supplemental Payments for DSH Year 07/01/2016 - 06/30/2017

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

Certification:

State of Georgia
Disproportionate Share Hospital (DSH) Examination Survey Part I
For State DSH Year 2017

1. Was your hospital allowed to retain 100% of the DSH payment it recefved for this DSH year?
Natching the federal share with an IGT/CPE is not a basis for answering this question "no”. If your
haospital was not allowed to retain 100% of its DSH payments, please explain what circumstances were
present that prevented the hospital from retaining its payments.

Expl ion for "No" LH

$ 58 808

Yes

The following certification is to be

| hereby certify that the informationt In Sectisnis A, B, C, D, £, F, G, H, |, J, K and L of the DSH Surve
recards of the hospital. All Medicaid eligible patients, including those who have
payment on the claim. | undersiand that this information will be used to determing the Medicaid
provisions. Detailed suppart exsts Tor all amounts reported in the survey. Thess
avaiiable for inspection when requasted

d by the h

Hospital CEO or CFO Signaturs

Grant Byers

Hespitsl CEC or CFO Frinted Name

pital's CEO or CFO:

private insurance covera

T

L

Title

228-259-4162

grant.byersisgmo.org

¥ files are true and accurale to the best of cur ability, and supponted by the finznclal and other
ge, have bean reported on the DSH survey regardiess of whether the hospital recelved
program's compliancs with federal Disproportionate Share Hospital (DSH) eligibility and payments
records will be retained for 2 period of not less than 5 years following the due date of the survey, and will be made

Date

Hospital CEQ or CFO Telephone Number

Hospital CEQ or CFO E-Mail

Contact Information for individuals authorized to respond to inquiries related to this survey:

520

H ital C

Name
Title

Grant Byers

CFO

Telephone Number

228-255-4162

E-Mail Address

grant byarsg@sgme org

Mailing Street Address

2501 N Patterson Streat

Mailing City, State, Zip

Vaidosta, GA 31802

Outside Preparer;

Name

Vves Stemanberg

Title:

Partner

Firm Name:

Draffin & Tucker, LLP

Telephone Number

220-883-7878

E-Mail Address

wsiamenbergEdratin-tucker com

Property of Myers and Stauffer LC
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State of Georgia Version 7.25
Disproportionatc Share Hospital (DSH) Examination Survey Part I1

Example of Exhibit A - Uninsured Charges

Service Total Private
Indicator Insurance Claim Status
Primary Secondary Patlent Patient's Social (Inpatient / Total Charges Total Patient Payments for  (Exhausted or Non-
Payor Plan  Payor Plan Hospital's Medicaid Identifier Code Patient's  Security Number Patient's Dit ge O ient) for Services  Routine Days Payments for Services Services Covered Service ™, if
Claim Type (4} =] () Provider £ ()} (PCN) (E]  Birth Date (F) (G} Gender () Name (|}  Admit Date (J) Date (I} (L} Code (M) Provided (M)*  of Care (O] Provided () = F Q> pp ) (R}

Uninsured Charges  Chanty Self-Pay 12345 froeisii] 1/1/1960  993.88-899 Female Do, Jang 2010 3/11/2010  inpabent 110 5 4,000.00 T % .
Uninsured Charges Charity Self-Pay 12345 2222222 11171960 999-99-999 Female Doe, Jane 3112010 3/11/2010 Inpatient 200 $ 4,50000 3 $ -
Uninsured Charges Charity Self-Pay 12345 2222222 1/1/1960 999-99-999 Female Doe, Jane 31/2010 3/11/2010 Inpatient 250 $ 5,200.25 $ B
Uninsured Charges Charity Self-Pay 12345 2222222 1/1/1960 999-99-999 Female Doe, Jane 3/1/2010 3/11/2010 Inpatient 300 $ 2,700.00 $
Uninsured Charges Charity Self-Pay 12345 2222222 1111960 999-99-999 Female Doe, Jane 3/1/2010 3/11/2010 Inpatient 360 $ 1500075 $ -
Uninsured Charges Charity Self-Pay 12345 2222222 11171960 999-99-999 Female Doe, Jane 3/1/2010 311/2010 inpatient 450 $ 1.000,25 $ -
Uninsured Charges Medicare 12345 4444444 711211985 999-99-999 Male Jones, James  6/15/2010 6/15/2010  Outpatient 250 $ 150.00 5 50000 $ = Exhausted
Uninsured Charges Medicare 12345 4444444 711211985 999-99-999 Mate Jones, James 6/15/2010 6/15/2010  Outpatient 450 $ 750.00 5 50000 $ Exhausted
Uninsured Charges Blue Cross 12345 1111111 3/5/2000 999-99-999 Male Smith, Mike 8/10/12010 8/10/2010  Outpatient 450 $ 1,100.00 $ - Non-Covered Service

Notes for Completing Exhibit A:

" All charges for non-hospital services should be excluded.

** Payments reported in Columns P & Q are not reported in the survey. These amounts are used for examination purposes only. Amount should include all payments received to date on the account.
""" Report services not covered under the patient's msurance package as a "Non-Covered Service®. Note - the service must be covered undor the state Medicald ptan.

Please submit the above data in the electronic file included with this survey document. The electronic file must be submitted in Excel (xls or .xlsx). If this is not possible, the data must be submitted as a CSV {.csv)
file using either the TAB or | (pipe 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 detail into a database from which Myers and Stauffer will generate reports.

Printed 8/27/2019 Property of Myers and Stauffer LC Page |



State of Georgia Version 725
Disproportionate Share Hospital (DSH) Examination Sarvey Part I
Example of Exhibit B - Self Pay Collections
Insurance Calcutated Hospital
Total Other  Status Uninsured
otal Non- When Collections |
Physicim  Hospitall  Services ("="Uninsured”
Charges  Charges Were Acvn-mlllx.”
Patlent Indicate it for for Provided Clalm Statss (U)="Non-Coversd
Hospital's Identifier Patlent’s Soclal Amountof  Coflectionls a Sesviceindicator  Total Hospltal Charges  Services  Services (Inswredor  (Exhausted or Non- Sarvice”,
Primary Payor  Secondary  Transaction Medicald Code Patient's Security Patlent’s AdmitDate Discharge Date  Date of Cash . Cash Fayment  (npatient/Outpatient) for Sarvices Provided  Provided  Provided Uninsured) Covered Service™, H(QHRIHS))N;
Cidim Type (A Plan Payor Plan Code (T} Provider® (| [PCN) (F) Birth Date (G Number () Gender ||| Name () [ Ly M) |ls iy - (133 53 = m:* applicable) L= [ond
Baif Fay Paymants  Wedcars [T =5 1245 }EN Er ] [ jones, Anthony TS5 THANDEE nome 3G Ingatani oo 5 00 § - Irmured -
Self Pay Payments  Medicars MeScac) 500 12345 3333 272005 SOB-G5gca Male Janes, Arthony Th2H9es 7hanges 202010 $ 50 No Inpationt 10000 $ 90 § - Insured -
Self Pay Payments  Medicars Medicaid 00 12245 3333333 272025  960-80-990 MNale Jones, Arthonry 7h21e85 7Hal19e5 N2010 § 50 No Inpationt 10000 § 800 % - Insured -
Self Pay Payments  Medicars Maxficaid 500 12345 3333333 2472025 966-56-698 Mals Janes, Anthony TH21985 7H4n9es 412010 § S0 No Inpatient 10000 §$ 800 © - Insured -
Self Pay Payments  Slue Crosa 150 12345 £950900 25M972  966-06-990 Male Smith, Jahn 50 No Outpationt 2000 § I | S0 neursd Exraussted 146
Self Pay Payments  Biua Cross 150 12345 2ap80a8 9251979 56099900 Male Smith, Jahn s 50 No Outpatiant 2000 $ - 8§ 50 insured Exhatrsied 148
Salf Pay Paymerts  Blue Cross. 150 12345 £5222R9 a25M970 986-99-969 Male Smith, John 2172000 82172000 11202008 § 50 Ne Outpatiant 2000 s - 50 Insured Exhausted 140
Self Pay Payments  Seif-Pay 500 12345 TIT VX000  966-56-990 Male CHT, Heath 1213172008 112010 SNS2010 $ 80 No Inputiont 15000 $ 1,000 § - Uninsured B4
Self Pay Payments ~ Self-Pay 500 12245 T /2000  999-99-600 Male C4fT, Heath 12212008 Hmzoo S3172010 § 90 No Inpatient 15,000 1000 % - Uninsured 84
Self Pay Paymants  Unlied Healthcars. 500 12345 5555555 211519680  ©668-96-980 Male Johnaon, Jos 21/2005 BA2005 1122010 § 30 No Inpatient 14,000 400 1 50 insued Non-Coverad Service 128
Motes for Completing Exhibit-B:
.u._!anuiizag‘iggégélﬁlufiggllg&gsﬂ
== 1 Saction 1011 (und Alleny parys are appliod at & pationt fovel, include those peyments in the cash collection coldmn. =§i!aﬁ§!§—¢ir§§_i§m£§§§.
“= Repon seivices ot tovened under tha chkoge &5 @ "Non-Co Bervice", Nots - the service ) Madicasd pian.
= Thie: totat Calculnted Hosgital Uni Culiisetinns (column V) should e 1o ihe totai | it aind Ouilgsati ents reported i Section H, Line 143 of the DSH Survey.
Please submit the above data in the eiectronic file included with this y d The electronic file must be submitied In Excel (.xIs or xisx). wu._..-_-ii’uﬂggig-p-nm‘rn&!!.!-ﬁ!ig;ul_g
symbol above the ENTER key). The data may not be accepted if not In one of these formats. Please do not alter column headings! i&gg;ggggggg.-ggéiiﬂgini
|reports,
Printed 87272019 Property of Myers and Smuffer LC



State of Georgia Version 7.25
Disproportionate Share Hospital (DSH) Examination Survey Part IT

Example of Exhibit B-1 Summary of Self Pay Cash Collections During the Cost Report Year
(Unknown Insurance Status)

NOTE: This is NOT intended for DOS prior to the cost report period. It is intended to be used for claims that are too old to determine the patient's true insurance status. Claims
with DOS prior to the cost report period should be included in Exhibit B unless the patient's insurance status cannot be determined.

Calculated
Hospital
Indicate if Total Hospital  Total Physician  Total Other Non- Calculated Uninsured
Collection is a Charges for Charges for Hospital Charges Uninsured Collections (=
Patient Identifier Admit Date Discharge Date of Cash Amount of Cash 1011 Payment Services Services for Services Percentage (K)  (H)/((H)+(I)+(J))*(F
Code (PCN) (A) Name (B) (C) Date (D) Collection (E) Collections (F) (G) = Provided (H) * Provided (1) Provided (J) ** _— Y (K))

8888888 Johnson, Joe 5/12/1999 5/25/1999 5M1/2010 $ 500 No $ 55,000 3% 1,100 § - 7% $ 33
8838888 Johnson, Joe 5/12/1999 5/25/1999 3/1/2010 $ 250 Yes $ 55,000 $ 1,100 $ - 7% $ 16
8888888 Johnson, Joe 5/12/1999 5/25/1999 5/15/2010 $ 100 No $ 55,000 $ 1,100 $ - 7% $ 7
8888888 Johnson. Joe 5/12/1998 5/25/1999 6/15/2010 $ 300 No 5 55000 $ 1,100 § - 7% 5 20
5555555 Smith, Scott 7/1/2004 7/15/2004 2/18/2010 $ 800 No $ 35,000 $ 550 % 330 7% $ 52
5555555 Smith, Scott 7/1/2004 7/15/2004 3/25/2010 $ 500 No $ 35000 $ 550 § 330 7% $ 33
5555555 Smith, Scott 7/1/2004 7/15/2004 4/28/2010 $ 200 No $ 35,000 $ 550 § 330 7% $ 13
5555555 Smith, Scott 7/1/2004 7/15/2004 6/15/2010 $ 100 No $ 35,000 § 550 § 330 7% $ 7

Notes for Completing Exhibit B-1:

* Charges will be the same when listing multiple payments for the same patient and dates of service.

** Other Non-Hospital Charges should include RHC, FQHC, Pharmacy, etc...

“** If Section 1011 (Undocumented Alien) payments are applied at a patient level, include those payments in the cash collection column. If they are not applied at patient level, include them
in Section E of the survey document.

**** The uninsured percentage should be calculated based on the total uninsured payments as a percentage of the self pay payments shown on Exhibit B. This percentage will be the same
for all of the older service date collections since documentation is not available to support the insurance status.

Please submit the above data in an electronic file with this survey document. The electronic file must be submitted in Excel (-xIs, .xIsx). If this is not
possible, the data must be submitted as a CSV (.csv) file using either the TAB or | (pipe symbol above the ENTER key).

Printed 8/27/2019 Property of Myers and Stauffer LC Page 1



T
otal Medicare Mesicaid
(] Soclal otal Charges for  Routine Payments for [otal Medicare HNO Total Medicaid NGO Total Private insurance
Ciairn Tyme (4) w1 ¥ if 3] Numiber (14, Gasider il A ) o i PFrovided (1) Pravided i5; for Sarvices |

Mesaid a1 aesEEy e VINGRG  PIS-90.905 Mise e el 100 e i il == 120 3 =0y T5e. 3
Otar Madesid Eligtien ey Titres. Umngsd 2345 L) 1TesTE 1NN 955905 Mals Jume, Saruel 8172008 Y2009 Inpadient 208 1500 1 = 3 150 4
e Masicaid Eighbies Beun Croes. Mudicaid 2345 aszmna 124ATG 1MASE0  900-99-990 Male Jumes, Sermel MRme V2000 Inputigni 250 100 1] 50 3 1503
‘Oowe Wiwsesid Eigbies Fae T Medicald 12245 L] 1248078 1111900  906-90-909 Minle Jumes, Sernuel 2000 S42000 Inpatient 300 ar 0 1500 3
Other Memeae Engities Heue Covex Madieald | Z345 L.} 1254867 111900  096-95-908 Male James, Semuel 2172000 42000 Inpmliont 450 1500 £ 1500 §$
har Mashcgic Eligloien. Astra Macticnid 245 00800s e7ea54x2] TH2N905  905.99-990 Famule Johnacn, Sendy  &/V20TH 4302010 ‘Outpulient 2% 100 - 00 $
owi_.rt%nlumrng! Asima Macicaid 7345 L] e7masL| TN2NMS 06699900 Famle Johfeson, Sandy  &207201: A0 Ocutpmtiont 300 s - 900 §
Ot Macdizaid Elgtres. Aatna Madicaid DS 000085 ITBASO2 Th2M9685  990-90-290 Femule Johreson, Sandy  &/30201 302010 Outpufiant 450 1,500 - 3 00 §
Ot Mactzaid Eligives Cigna Maxficaict 2345 SEESSE AS42197 V2000 S9-00-000 Femals Jeflory, Susan 27287201 2800 Oulpationt 00 7S 100 1000 §
O Maszaid Elpities Cigna Meicald 2345 SIS SN FO00 M96DEH0 Famia Joflery, Suasn 2728201 2282010 Oulpsiient 450 1500 100 1000 $
Fiotes tor Completing Extdbl C:
Al charges. ekl
= A sepavate Exhitit C fie ahculd be Trpe reported fe.g, Med d Care, Other Medi e The for
Egggtlgga—-%i;; The eh file must be I Exi Hkln...-.av Qtﬁt:ﬂiﬂ!’aﬂl‘i'tg_h—q—gég?

TAB ot | (pipe ymbol nbove the ENYER key). qflugizit..!!;ﬁi; iiaﬂtﬁsﬂ!

1 These

Myars and Staofler will gonerate reports.

‘will be usnd 10 inpul patient detail inte a datebase from which

SEsasblRy 2



D. General Cost Report Year Information 101172016 -

9/30/2017
The following information is provided based on the information we received from the state. Please review this information for items 4 through 8 and select

State of Georgia

Disproportionate Share Hospital (DSH) Examination Survey Part Il

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

1. Select Your Facility from the Drop-Down Menu Provided: _mDr_.:._ GEDRGIA MED CTR - BERRIEN

101112016
gﬂ‘-
8/30/2017

2 Select Cost Report Year Covered by this Survey (enter "X _ X 11

3. Status of Cost Report Used for this Survey (Should be audited if avai [1-4s

3a. Date CMS processed the HCRIS file into the HCRIS database: 1 3INe2018

Data

DSH Version 7.25

"Yes" or "No" to either agree or disagree with the

Hospital Name: SOUTH GEORGIA MED CTR - BERRIEN

Medicaid Provider Number, 000000173A

Medicaid Subprovider Number 2 (Psychiatric or Rehab): 0

4

5

6. Medicaid Subprovider Number 1 (Psychiatric or Rehab): 0
7

8

Medicare Provider Number: 110234

<«
»

Owner/Operator (Private, State Govt, Non-State Govt , HIS/Tribal): Non-State Govt.

8b. DSH Pool Classification (Small Rural, Non-Small Rural, Urban): Small Rural

Out-of-State Medicaid Provider Number. List all states where you had a Medicai i

P g

during the cost report year:

Provider No.

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: (10/01/2016 - 09/30/2017)

1. Sestion 1011 Payment Relaied to Hospital Sarvices Included In Exhibits B & B-1 {See Note 1)

2. Section 1011 Payment Reiated lo Inpatient Hospital Services NOT Included in Exhibits B & B-1 (See Note 1)
3. Secfion 1011 Payment Retated to Qutpatient Hospital Services NOT Included in Exhibits B & B-1 (Ses Note 1)
a.ﬂuﬂ_...;._._.. :...om.wm?_nmwﬁwnmz%.:
m.
m
w

Section 1011 Payment Relsted to Non-Hospital Services Included in Exhibits B & B-1 (Ses Note 1)
. Section 1011 Payment Related to Non-Hospital Services NOT Included in Exhibits B & B-1 (Sea Note 1)
Total Section 1011 Pay

Related to Non-H Services {See Note 1)

=]

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

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

Outpatient

$ 2,526

$ 37.724 |

L$ 155.985

11. Total Cash Basis Patient Payments Reported on Exhibit B (Agrees to Column (N} on Exhibit B, less physician and non-hespital portion of payments) $10,280

12. Uninsured Cash Basis Patient Payments as a Percentage of Total Cash Basis Patient Payments:

13. Did your hospi ive any Medi managed care payments not paid at the claim level?
Should include all non-claim-specific payments such as lump sum for full icaid pricing, quality

75.43%

No |

14. Total Medicaid managed care non-claims payments (see question 13 above) received applicable to hospital services
15. Total Medicaid managed care non-claims payments (see question 13 above) received applicable to non-hospital services

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

Printed 8/27/2019

——

$

Property of Myers and Stauffer LC

$193,709
19.47%

Total
$45,478
$158,511
$203,989
22.29%

by ttre tinspits! (not by the MCO), or other incentive payments.

51312018

Version 7.25
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State of Georgia
Disproportionate Share Hospital (DSH) Examination Survey Part Il

Note 1) Subtitle B - Miscelianeous Provision, Section 1011 of the Medicare Frescriptian Drus Imp 2nd Modernization Act of 2003 provides federal reimbursement for emergency health ssrvices furnistiad ta undocumented aliens. [f your hospital received

these funds during ehy cost report year covered by the survey, they must be reparted hers
"Section 1011 Payments Relsted to Non-Hospital Services.” Otherwise report 100 parcent

Note 2: Report any DSH payments your hospital received from a state Medicaid program (other than your home state)

F. MIUR/ LIUR Qualifying Data from the Cost Report (10/01/2016 - 09/30/2017)

[ I B NIV N -

O ©w~

NOTE: All data in this section must be verified by the hospital. If data is
already present in this section, it was completed using CMS HCRIS cost
report data. If the hospital has a more recent version of the cost report,

the data should be updated to the hospital's version of the cost report,

F-1. Total Hospital Days Used in Medicaid Inpatient Utilization Ratlo (MIUR)

Total Hospital Days Per Cost Report Excluding Swing-Bed (C/R, W/S S-3, Pt. I, Col. 8, Sum of Lns 14, 16, 17, 18.00-18.03, 30, 31 less lines 5 & 6)

F-2. Cash Subsidies for Patient Services Received from State or Local Governments and Charity Care Charges (Used in Low-Income Uti

Inpatient Hospital Subsidies

Outpatient Hospital Subsidies

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

Total Hospital Subsidies

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

Total Charity Care Charges

F-3. C i

of Net Hospital R from Patient Services (Used for LIUR)

Formulas can be overwritten as needed with actual data.

N
w

27.

28

29

30.

3

32

35

35

zation Ratio (LIUR) Calculation):

B s

E —— =1

262 909
398.214

({See Note in Section F-3, below)

Conlractual Adjustments (formulas below can be overwrntlen If amounts

If you ean document that 2 partion of the payment racelvad is related to non-hospital services (physician or ambulance services), report that amount in the section titled
of fhe funds you recatved in the section related 1o hospital services.

In-state DSH payments will be reported directly from the Medicaid program and should not be included in this section of the survey.

Printed 8/27/2019

Property of Myers and Stauffer LC

I Hosp O lent Hospit Non-Hospltal Ll Hospl O Hosp Non-Hospital Net Hospital Revenue

Hospital $4.800.474.00 _ g 34587 832 5 3 - $ 1,132,642

Subprovider | (Psych or Rehab) $0.00 | IS - $ 1S - $ -

Subprovider Il (Psych or Rehab) S0.00 | LS = > -] I's - =
. Swing Bed - SNF o =y $0.00 o s 5 - | e
. Swing Bed - NF T T $0.00 = o e = - | W
. Skilled Nursing Facility e $0.00 . 3 Ea e e

Nursing Facility ey $0.00 o 3 = & . 5

Other Long-Term Care o SC.00 | = . e =

Ancillary Services $2.633 447 00 59,104 939 .00 5 1,985,089 s 5,863.29 .5 -

QOutpatient Services e e $3,564,522.00 5 2,685,933 5 -

Home Health Agency ua e e $0.00 3 =

Ambulance . e 5 | e 5

Outpatient Rehab Providers | S0.00 s - § - ]

ASC $0.00 s - $ : k] -

Hospice $0.00 josss s =

Other §382 .00 £0.00 5 288 5 140,461 | |8 -

Total $ 7,234,303 $ 12,855,799 $ B 8 5,453,209 S 9,690,687 $ - s 4,946,206

. . —_— e

Total Hospital and Non Hospital Total from Above $ 20,090,102 Total from Above s 15,143,896

Total Per Cost Report Total Patient Revenues (G-3 Line 1) 20,080,102 Total Contractual Adj (G-3 Line 2) 13,241,674

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)

Increase worksheat 3-3, Line 2 for Charity Care Write-Offs NOT INCLUDED on worksheet G-3, Line 2 (impact is a decrease

in net patient revenus)

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) 1,.602.222

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) -

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)”

Adjusted Contractual Adjustments 15.143.896

Version 7.25

Page 2



State of Georgia
Disproportionate Share Hospital (DSH) Examination Survey Part 11

Version 7,25

G. Cost Report - Cost / Days / Charges

SOUTH GEORGIA MED CTR - BERRIEN

Intern & Resldent RCE and Therapy /P Routine
Line Total All ble Costs R d on Add-Back (if VP Days and /P  Charges and O/P Medicaid Per Diem /
# Cost Center Description Cost Cost Report * Applicable) Total Cost Anciltary Charges Ancillary Charges  Total Q.m..hoa 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 has a more recent version of the cost report, the Cost Report Days - Cost Report | _Charges - Cost
o . , 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;| C, PL1 Col 6
report. Formulas can be overwritten as needed with actual Worksheet 8, Part 1, Col. 25 : Calculated ! g " § Calculated Per Diem
4 b Part |, Col.2 and Worksheet D-1, W/S D-1, Pt. 2, (Informational only
el Part!, Col. 26 | (intern & Resident Col. 4 Partl, Line 26 Lines 42-47for | unless usedin
iz QLYY others Section L charges
allocation)
Routine Cost Centers (list below):
1 03000 _gc_.._.w.w PEDIATRICS $ 3,734,495 | 8 $ - 3.734.495 3,596 $4,600,474.00 1.038.51
2 03100 [INTENSIVE CARE UNIT $ - |s -Is - - - $0.00 B
3 03200 | CORONARY CARE UNIT $ - 18 -1s - - $0.00
4 03300 |BURN INTENSIVE CARE UNIT 3 - $ -13 - - - $0.00
5 03400 |SURGICAL INTENSIVE CARE UNIT 3 - $ -9 - = - $0.00
6 03500 |OTHER SPECIAL CARE UNIT $ - $ $ - $0.00
7 04000 [SUBPROVIDER | $ - $ -19 = - $0.00
8 04100 |SUBPROVIDER || $ - $ -1 = = - $0.00
9 4200 |[OTHER SUBPROVIDER $ - $ =19 - - - $0.00
10 04300 INURSERY $ = $ -13 £ E =
11 $ = $ -19% - E
12 $ = $ -3 - = $0.00
13 $ - $ -18 = - $0.00
14 $ - $ -1 8 - - $0.00
15 $ - 3 -13 - - $0.00
16 $ 3 $ - - $0.00
17 $ = $ $ = = $0.00
18 Total Routine $ 3,734,495 $ - $ = 3,734,495 3596 § 4,600,474
19 Weighted Average g
Hospital Subprovider | Subprovider i - -, .
Observation Days - | Observation Days - | Observation Days - |  Calculated (Per P Charges - | Outpatient Charges | - Total Charges - -
. ost Report - Cost Report Cost Report Medicaid Calculated
Cost Report WS S- | Cost Report WIS S- | Cost Report W/S S| Diems Above Worksheet C, Pt I, | Worksheet C, Pt. |, | Worksheet C, Pt. I, | Cost-to-Charge Ratio
3, Pt I, Line 28, |3, Pt I, Line 28.01, | 3, Pt. I, Line 28.02, | Muitiplied by Days) 0 pa R
o Col. 8 Col 8 Col 8 Col. 6 Col. 7 Col. 8
Observation Data (Non-Distinct)
20 _cmmum_OUmmEHMom (Non-Distinct) I_ 308 $ 319.861 $8.420.00 $328.021.00 | $ 336,441 0950719
Cost Report %MM mﬂwmwm Cost Report Inpatient Charges - | Outpatient Charges | Total Charges - ;
Worksheet B Part 1, Col. mw Worksheet C, Calculated Cost Report - Cost Report Cost Report Medicaid Calculated
Part 1. Col mw (Intern h Resident Part I, Col.2 and Worksheet C, PL I, | Worksheet C, Pt. I, | Worksheet C, Pt. |, Cost-to-Charge Ratio
ot Col. 4 Col. 6 Col. 7 Col. 8
Offset ONLY)*
Ancillary Cost Centers {from W/S C excluding Observation) (iist below):
21 5400]RADIOLOGY-DIAGNOSTIC $790,838.00 | § = $ 790,938 $61.628.00 $1,26357300 | $ 1,325,201 0.596844
22 5700JCT SCAN $184,269.00 | & = $ 184,288 $172,666,00 $3.171.69000 | § 3.344,356 0.055099
23 6000]LABORATURY $1.153,250.00 | $ = $ 1,153,250 $520.714.00 $52.741.80500 [ $ 3,262,523 0.353484
24 8500}RESPIRATORY THERAPY $112,210.00 | $ | 112,210 $24.891.00 $471.731.00 | 8 496,622 0.225946
25 6600|PHYSICAL THERAPY $57.091.00 | $ = 57,051 $48.881.00 $1.78800 | 8 50,670 1.126722
26 7100 |MEDICAL SUPPLIES CHARGED TO PATIENT $98.317.00 | § 3 99.317 $58.313,.00 $116,978.00 | $ 175,291 0.566584
27 7300|DRUGS CHARGED TO PATIENTS §51022400 | $ - 3 610,224 $1,746.354.00 $1,337,368.00 [ 8 3.083.723 0.197885
28 9100 {EMERGENCY $1,807.531.00 | & = $ 1,907,931 $101.115.00 $3.125.965.00 [ § 3.228.081 0.591042
29 $000 |8 - $ - 50.00 000 (% - -
30 50.001$% - $ = $0.00 $000 |3 - -

Printed 8/27/2019
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31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
80
61

62
63
64
65
66
67
68
69
70
71

72
73
74
75
76
77
78
79
80
81

82
83
84
85
86
87
88
89
90

State of Georgia

Version 7 25
Disproportionate Share Hospital (DSH) Examination Survey Part [I
G. Cost Report - Cost / Days / Charges
SOUTH GEORGIA MED CTR - BERRIEN
Intern & Resident RCE and Therapy /P Routine
Line Total Allowable Costs Removedon  Add-Back (if VP Daysand /P  Charges and O/P . Medlcaid Per Diem /
#  Cost Cost | e 5 ! Total Cost ncillary ..ﬂ.!ww Ar ' Charges  Total Charges  Cost or Other Ratios
$0.00 [ - $0.00 $ = $0.00 $0.00 | § > =:
$0.00 | § - $ = $0.00 $000 | 8 = e
$0.00 | $ - $ - 5000 $000 | $ - -
$0.00 | $ = $0.00 $ - $0.00 $000 18 - =
$000 | $ ~ $0.00 $ = $0.00 $000 (% - -
$000 | % - $0.00 $ = $0.00 $000 | $ - -
3000 |5% - $0.00 $ - $0.00 $0001S - -
$0.00 | $ - $0.00 $ - $0.00 S000 18 = -
3000 | % - $0.00 $ - $0.00 50.00 | $ - -
3000 |8 - $0.00 $ - $0.00 50.00 | $ - -
5000 | $ - $0.00 $ = $0.00 500018 - -
$000 |8 - $0.00 $ = $0.00 $000 18 - -
3000 |8 - $0.00 $ - $0.00 5000 | § - -
$000 |8 - $0.00 $ - $0.00 5000 |8 - -
3000 (9 = $0.00 $ - $0.00 5000 |3 - -
$000 (9 = $0.00 $ - $0.00 $000| 8 = -
$0.00 | $ - $0.00 3 - $0.00 $000 |8 - -
$000 [ $ - S0.00 3 - 3000 $000 |8 - -
$0.00 [ 8 - 000 $ - $0.00 $000 |8 = =
$0.00 [ 8 - S0 00 3 - #0.00 $000|$ - -
$0.00 | $ - $0.00 $ = 30.00 $000 | $ - -
$000 | $ - S0.00 $ - 30.00 $000 | $ - -
S0.0018% = S0 00 $ - $0.00 $000 | 8 - -
80001 % - $0 00 $ - $0.00 $000 [ $ - -
$0.00 18 - £ $ - $0.00 $0.00 [ $ - -
$0.00 | § - $ $ - 5000 3000 |8 - -
$000 | % - $ - 3000 $000 |8 - -
$0.00 | - $ - $0.00 $0.00 (8 - -
$0.00 | 8 - $0.00 $ - $0.00 SO00D |8 - -
$0.00 | $ = $0.00 $ - $0.00 0029 - -
$000 | $ = $0.00 % - $0.00 000 (8 - -
$000 | $ - $0.00 $ - $0.00 20008 - -
$000 | 8 - $0.00 $ - $0.00 000 (8% - -
$000 | $ - $0.00 $ - .00 00083 - -
$000 | % = $0.00 $ - $0.00 30008 - -
$000 | $ = $0.00 $ = $0.00 3000 |$ = -
$000 (S = $0.00 $ = 3000 300019 = -
$000 [ $ - $0.00 $ - $0.00 3000 |8 = -
800013 - $0.00 $ - $0.00 $000 |8 - =
$000 1% = $0.00 $ - $0.00 $0.00|$ - -
300019 = $0.00 3 = $0.00 $000|$ - -
$0001% = £0.00 $ - $0.00 $000 |8 = =
$00018 = $0.00 $ - $0.00 2000 |8 = =
300018 - $ $ - $0.00 $000 (9 - =
$000 1% - 3 $ - $0.00 $000 |8 - -
$000 18 - 3 $ - $0.00 $000 |3 - -
$000 | $ - S0. $ - $0.00 $000 |3 - -
$000 1% - 20.00 $ - $0.00 5000 ($ - -
$000 | $ = $0.00 $ = $0.00 5000 (% - -
$0.00 | $ - $0.00 $ = $0.00 $000 (8 = -
$0.00 | $ - $0.00 $ = $0.00 $000 [ $ = -
$000 | 8 - $0.00 $ = £0.00 $000 | $ - -
$000 19 - $0.00 $ = $0.00 $000|$ = -
$000 (S - $0.00 $ - $0.00 $000|3 = =
DS - $0.00 $ - $0.00 $0.00183 - =
$0.00 | $ - $0.00 $ - $0.00 $000]3 - -
5000 (% - 30,00 $ - $0.00 $00013 - =
3000 (% - £0.00 $ - $0.00 S000|3 - -
3000 (8 - $0.00 $ - $0.00 300018 = =
$0.00 | § = 50.00 $ - $0.00 $00018 - -
Printed 8/27/2019
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91

92

93

94

95

96

97

98

99

100
101
102
103
104
105
106
107
108
108
110
111
112
113
114
115
116
117
118
119
120
121
122
123

125
126
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. I of the cost report you are using

G. Cost Report - Cost / Days / Charges

iepar! Year (10/01/2016-09/30/2017)

State of Georgia

Disproportionate Share Hospital (DSH) Examination Survey Part 1[

SOUTH GEORGIA MED CTR - BERRIEN

Intem & Resident RCE and Therapy

Line Total Allowable Costs Removed on  Add-Back (If
# Cost Cost Report* i cable)
E—

300019 - $0.00

$000 | § = $0.00

$0.00 |9 - $0.00

$000 % = $0.00

$000 1% - $0.00

$000 [ $ - $0.00

$000 [ $ = $0.00

$000 (% = $0.00

$000 | § - $0.00

3000 |$ - $0.00

$000 | $ = $0.00

$000 1§ - $0.00

$000|$ - $0.00

$000|$ - $0.00

$000[$ - $0.00

$000 (% = $0.00

$000 |8 = $0.00

$000 | § = $0.00

30008 = $0.00

$000|% - $0.00

$000 19 - $0.00

$0.001$ = $0.00

$0.00 | $ - $0.00

$000($ - $0.00

$000 (9 2 $0.00

$0.00|$ = $0.00

$0.00 | $ = $0.00

$0.00 |8 = $0.00

$000 1% = $0.00

$00019 = $0.00

$0.00 | $ - $0.00

$000 | § - $0.00

$000 (% - $0.00

$000 [$ - $0.00

$000 |8 - $0.00

Total Ancillary $ 4915230 $ - 8 -

Weighted Average

Sub Totals $ 8,649,725 § - 8 =

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 Payors (Hospital must calculate Submit support for calculation of cost.)
Other Cost Adjustments (support must be submitted)

Grand Total

Total Intern/Resident Cost as a Percent of Other Allowable Cost

Printed 8/27/2019

Version 7.25
/P Routine
UP Days and /P  Charges and O Medicaid Per Diem /
Total Cost ' Ancillary o5 Ancillary Charges Cost or Other Ratios
$ - $0 00 $0.00 | % = =
$ - $0.00 $000 | $ E B
$ - $0.00 $000 |8 = =
$ - $0.00 $000 [ $ = =
$ - $0.00 $000|$ E E
$ - $0.00 $000|8 = -
$ = $0.00 $000 18 - =
$ - $0.00 $000 | $ - -
$ - $0.00 $000 | $ = =
$ - $0.00 $000 [ $ - -
$ - $0.00 $000 [ $ - -
$ - $0.00 $0.00 (S - -
3 - $0.00 $0.00 | $ - -
$ - $0 00 $0.00|$ - -
$ - $0 00 $000 | % - =
$ = $0 00 $0.00 | $ - =
$ - $0 00 $0.00 | $ - =
$ - $0 00 $000|$ - -
$ = $0.00 $0.00 | - =
$ = $0.00 $000 | $§ = -
$ - $0.00 $000|$ = .
$ * $0.00 30008 - -
$ - $0.00 30008 = -
$ = $0.00 $000 | $ - -
$ = $0.00 $000 | $ - -
$ = $0.00 $000 18 - -
$ = $0.00 $000|% - -
$ - $0.00 $000 |8 - -
$ = $0.00 $000 | $ - -
$ - $0.00 $000 |8 - -
$ - $0.00 $0.00]$ = -
$ - $0.00 $0.00 [ $ - -
$ E $0.00 $000 |8 - -
$ = $0.00 $0.00 | % = =
$ = $0.00 $0.00($ 2l -
$ 4915230 $ 2,742,982 $ 12,559,926 § 15,302,908
[ os420m]

5 BB4ST725 $ 7343456 $ 12559926 § 1990332 (NN

$0.00

$0.00
$ 8,649,725

0.00%
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State of Georgia Version 725
Dispropertionate Sharc Hospital (DSH) Examunation Survey Part 1f

H. In-State icaid and All Uni jent and O jent Hospital Data:

R I <0.iTH GEORGIA MED CTR - BERRIEN

tnpatient  Oulpi
Inpatient Outpatient trpatient Outpationt impatient Outpatient e Exhibitd) Inpatient
i From PSER FromPSER From PSER From PSER From PSER From PSSR From PSER From PSSR From Hospitars Own  From Haspitars Own
(EESechons RnSecs Summary (Noto A} Summary (Noto A)  Summary (Note A)  Summary (NofeA)  Summary (NoteA)  Summary (NowA)  Summary (Noted)  Summary (Noto A) Intemal Analysis Internal Anslysis
Days Days Dayy Duys ~ Days
& a0 T Tl 2am8%

19 Total Days per PS&R of Exhibit Detall
20 Unreconciled Days (Explain Variance)

21 [Fsuime Croroes. I
2101 Calcalaled Rodtine Charge Per Ll

1 S1r 3588 81855

=008 | | = 20400 .328 177708 1259 ASR00 | a71T%
455710 | [ 4w WO | § 13.373 2B [ THIEIET | sacew
236927 16337 HEEEA | | 44166 5067 114 927.108 | 5220%
108 821 3100 G605 1,267 S0 6.495 204915 | s448%
436 Rz ] 3z | 4355 - 3672 25X | 2382%
[ 26 (153 13,742 24 0e2 10.835 51026 | ssesm
15T A58 P 161,204 IEA | 289,485 804.895 | s5291%
EICT | 5135 3 a5 12.243 = g 30,694 1173201 | sre2%

{

]

—
E=

Prined 8 272019 Property of Myers and Stauffer LC Page |
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State of Georgia Version 725
ionate Share Hospital (DSH) Examination Survey Part [1

H. In-State icaid and All Uni d and Ou e ital Data:

EESE SR SUTH GEORGIA MED CTR - BERRIEN

| | 1
— | i
] = — —
- -
=1 — i
p— | = — — p=—
_..|| 3 —
=1 [ = | ] : i L
3 1o : 1 LAt ] ] T ES 3 TES 3 TE 48T i m ] 008 H 2500 13 314 602
Totals { Paymants
Total Gharges (includes organ scquisition from Section J) s 158215 ] [3 ssaeet | 3 s l[s 1711683 ] [s 385668 | [ 1522467 [ 1284007 | [ 5 seater | [s as6][3  sman [ 1671561 | 8 4690967 | sosem
(Agrees o ExhibIt A) (hgrees 2 Exhini A}
Total Charges per PS&R or Exhibil Detail [s @z (s s=am | [3 mamls mimla w1 1=z | [s rmucsr | [3 s [3 w5 | 3 3tabeeo |
Unreconciled Charges (Explain Variance) s - - - % = - - - +
Total Calculated Cost {includes organ acquisition from Section J) s 80,156 ] [5 830 ] [5 2690 ][5 51,965 | 5 200184 ] [ w315] [5 816210 [s_ 1mo3] [5 z.772][s 1003979 | [5 1125200 | [5 1849634 | mmeow
Total Medicaid Paid Amount (ociudes TPL, Co-Pay and Spend-Down) ] G0 s 3 200135 L] 24587 3 &5 .00 3 n7e 3 4 25 3 LI 5 116,308 $ 800 261
Tolal Medicaid Managed Care Paid Amourt (excludes TPL, Co-Pay and Spend-Down) (See Note E) [ o) s -1[= e
Private Insurance (incluing primary and third party Gabity) 3 e i [EA D ] s zn | (s 13313 s zmm | |3 1a150
Selt-Pay (including Co-Pay and Spend-Down) 3 738 3 =) 3 alls 15 5 alls 1,690
Total Mitivas Amiount fror Medeaid PSAR or BA Datet (A% Paymisnta) 3 mas | [ =em ] [3 2amT | (3 YY)
Medicaid Gost Settiement Payment (See Note B) 3 1451351 s -I[s (45138
Other Medicaid Payments Reported on Cost Report Year (See Note C) s s ]
Medicare Traditional (non-HMO) Paid Amount (excludes coinsurancaldeductibles) 3 vz ][5 =] [s EXEA | B 118 s e |5 241,656
Medicare Managed Care (HMO) Paid Amount (exziudes coinsurance/deductibles) s sazen | [ 1227, s s |[s 17574
Medicare Cross-Over Bad Debt Payments 3 1.551 5 #,027 [re——— Band to Extubt 8 and 5 1,581 £ a0
Other Medicare Crots-Over Payments (Sea Note D) [ [ragy = 5 carz| [3 i s pdha v 3 B4 [3 B
Paymert from Hospital Uninsured During Cast Report Year (Cash Basis) [= 175 |5 Eia]
Section 1011 Payment Related to Inpatient Hospital Services NOT Included in Extibits 6 & B-1 (from Section E) [s - s |
Calculated Payment Shortfall / (Longfall) (PRIOR TO SUPPLEMENTAL PAYMENTS ANDDSH) |5 19258 | [s 447 [s 4963 ] [s 106562 | [ ar702] [ 218831 | 3 204402 | [s 127606 | [s 272018 s 1056255 | [5 zea15][s 612,446
a f Cost 6% 6% 3 70% 76% 6% 75% 26% 3% % 5% &%
Tolal Medicare Days from W/S S-3 of the Cost Report Excluding Swing-Bed (C/R, WIS S-3, Pt. 1, CoL 6, Sum of Lns. 2, 3, 4, 14, 16, 17, 18 less lines 6 & 6) [ 2ea7]
Percent of cross-over days to total Medicare days from the cost report 5%
Nete A - Thete amounts must aqree to vour inpatient and outpetiont Medicaid peid clirms summary. For Managed Care, Cross-Over data, and other efgbles, use the hospitars kogs if PSAR summaries are not avalable (subimit og with survey)
Note B - Medicaid cost settiament peyments refer Lo payments made by Medicaid during & cost report satisment that are not refleclad on the ciaims:paid summary (RA summary or PS&R)
Note G - Cihar Modicad Paymants such o Outhary and NonClaim Spacifs pajrarés. DSH payments should NOT e aliced. UL pesmesits iz on 1 piata fissal year baeis Shouid be reportad in Section C of the sunvey, NOTE: Outpatien uninsured payment rate is outside nonmal ranges, please verity this

Primed 8272019 Proparty of Myery and Stauffer LC



Slate of Gieorgia

Version 7.25
Disproportionate Share Hospital (DSH) Examination Survey Part 11
I. Out-of-State Medicaid Data:
S0UTH GEORGIA MED CTR - BERRIEN
¢ FFS Cro
dicaid FFS Primary e
Medicaid Per ——
Diem Cost for Charge Ratio for
Routine Cost Ancillary Cost .
Line # Cost Center Descrip Centers Centers i O 2 ' Outpati i O Ou
From Section G From Section G From PS&R From PS&R From PS&R From PS&R From PS&R From PS&R From PS&R From PS&R
Summary (Nots A) Summary (Nole A) Summary (Note A) Summary (Nota A) Summary (Note A) Summary (Note A} Summary (Note A) Summary (Note A)

Routine Cost Centers (list bel Bays Days Days Days Days
1 03000 |ADULTS & PEDIATRICS $ 1,038.51 -
2 03100 |INTENSIVE CARE UNIT 3 -
3 23700 |CORONARY CARE UNIT $ = -
4 03300 | BURN INTENSIVE CARE UNIT $ - 1
5 02400 | SURGICAL INTENSIVE CARE LNIT s - =
6 03500 |GTHER SPECIAL CARE LINIT 5 - =
7 04000 | SUBFROVIDER | 5 =
8 04100 | SUBPROVIGER Il $ - =
9 04200 |OTHER SUBPROVIDER $ -
10 04300 Mzcﬁﬂmm.w. $ N -
11 $ - -
12 5 = =
13 3 - -
14 3 S
15 S - B
16 3 - =
17 $ = B
18 Total Days - - - - =
19 Tots Dayspor PSER or Echbi Dete — — — —)
20 Unreconciled Days (Explain Variance) -

—_— —_— —_—
Rouling ine Chargos Routine Chal Routine Chal Routing
. e _ e el T S — o e — e —
5 - $ - $ -

21.01 Caloilated Routine Charge Per Diem

Anci Cha Anciilary Charges Ancillary Charges:  _ Ancillary Charges Ancil G HAncil L] Ancillary Charges _ Ancillary Charges _ Ancillary Charges Ancillary Charges
0.850718

606844 183 - 183
24 055088 2.835 - 2835
25 353454 685 1,057
26 500 | RESPIRATORY THERAPY 225828 181
27 500 | PHYSICAL THERAPY 25722
28 7100 | MEDICAL SLERPLIES CHARGED TO PATIENT D.568584
29 7300[CRUGS CHARGED TO PATIENTS | 0157385 458 369
10 100 |EMERGENGY 6551052 1,165 614
31
32
33
34
35
36
37
38
39
40
41
42
43

22
23

5 |en ¢n [n [en

e[| e | [6n |6 e [ |6n |on [en |en |n|en |n

45
46
47
48
49
50
51
52
53

55
56
57
58
59
80

1[4 |60 |1 |01 [0 |48 [0 | [en [en [0 [en [en [ [0 [on [ [0n |on |6 |an | er en |en [ [n |00

e || |or v | |n o fn|n
'

Printed $/27/2019 Property of Myers and StaufTer LC Pupe |



State of Georgia Version 725
Disproportionate Share Hospital (DSH) Examination Survey Part Il

81
62
63

65
66

I. Out-of-State Medicaid Data:

Printed 82772019

SOUTH GEORGIA MED CTR - BERRIEN

[ ]
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State of Georgia .
Disproportionale Share Hospital (DSH) Examination Survey Part Il Version 725

I. Out-of-State Medicaid Data:

SOUTH GEORGIA MED CTR - BERRIEN

67
68
69
70
"
72
73
74
75
76
77
78
79
80
81
82
83

85

87

89
90
91
92
93

95

97

98

99

100
101
102
103
104
105
106
107
108
109
110
11
112
113
114
115
116
117
118
19
120
11
122
123
124
126
126
127

o o [oh
'

3 - 3 5,123 s - 5 - ] - 3 - 5 $ 2,404

Printed 8/2772019 Property of Myers and Stauffer LC Page 3



State of Georgia Version 7.25
Disproportionsle Share Hospilal (DSH) Examination Survey Part [1

|. Out-of-State Medicaid Data:

SOUTH GEORGIA MED CTR - BERRIEN

Totals / Payments
128 Total Charges {includes organ acquisition from Section K) = o |j 5123 [5 - 1[5 - 1[= - 1[3 -1 [E - 1[5 2404 ] [ 1= 7527
129 Total Charges per PS&R or Exhibit Detail [s -1Is saz] [3 s 1 3 {3 1 s e 2404 |
130 Unreconciled Charges (Explain Variance) - = = * - - -

1231 Total G Cost (includes organ acquisition from Section K) [s - 1[s 1170 [s - |[s - |[s - 1ls - 1s - 1[s 90| [ - 1is 2130

132 Total Medicaid Paid Amount (excludes TPL, Co-Pay and Spend-Down) |18 -
133 Total Medicaid Managed Care Paid Amount (excludes TPL, Co-Pay and Spend-Down) (See Note E) =i1E -
134 Private Insurance (including primary and third party fiability) $ 265 H L4 3 309
135 Seli-Pay (including Co-Pay and Spend-Down) ] =|| 8 =
136 Total Allowed Amourt from Medicaid PS&R or RA Detail (All Payments) s - 1[s 265 |5 - 1[s -  Whimmim— ] 3 |

137 Medicaid Cost Settiement Payments (See Note B) 3 5

138 Other Medicaid Payments Reported on Cost Report Year (See Note C) l L I | s -1i8 =
139 Medicare Traditional {non-HMO) Paid Amount i il 5 2H =118 234
140 Medicare Managed Care (HMO) Paid Amount Il il -|ls -
141 Medicare Cross-Over Bad Debt Payments it [| £

142 Other Medicare Cross-Over Payments (See Note D) = -11l8 o
143 Calculated Payment Shortfall / (Longfall) s =D s0s ] [ - |[s - s s Il 5 - |[s a6z | [= __1[s 1.587 |
144 Calcul: F asaP ge of Cost % 23% [ 0% % 0% % 29% U 25%

Note A - Thes= amounis must agres to your mpatient ard outpatient Medicald paid ¢laims summary. For Managed Care, Cross-Over data, and other sligibles, uss the hasptals logs If PEAR summarizs are nut availabls (submit logs with survey),

Note B - i cost refer in pay made by Medicald diring a cost report that are not raf on the claims paid summary (RA summary or PSAR)

Note C - Cther Medicaid Payments auch a5 Qutiiers 2nd Non-Claim Sgesific payments. DSH pavments should NOT be incloded, UPL payments made on 3 state fiscal year basis should be reported in Seclion C of the sunmy,

Note D - Should include other Medicare cress-ovar payments not ingluded in the paid elzims data reported above. This includes payments pald based on the nost report (2.9, Meds & Medical Ed il
Note E~ id Managed Cate pay should inclede all Medicaid Managed Care elaled to the sarvises provided, inaluding, but niot limited to, meents, . bonus and sub-
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State of Georgia Version 725
Disproportionate Sharc Hospital (DSH) Examination Survey Part Il

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

SN I < 01T GECASIA MED CTR - BERRIEN

Cont Report SumoCostRapert | D-4PENLCol f.Ln  CostReport = ! . .
o TR dmegisins pe 5. | FiomPedClaims o Puid Clins Fram Paid Gsins From Pald Ciains Fiom Paid Clabra ﬂahvzhunsﬁu Nﬂnv&ﬁkﬂ From PO OIS | toectary oun|  Fram e
PLILCH 1 Ln | TLTOMIGEN | o e the A Medicare wi 4,PL i, Line Clazs oace CRELS g Froces EAesis o g Rrovider DGt Intornal Analysis Intornal Analysis
gy, | Fapod Omgan O Cas Misckenicl Crogs Over o2 Logs (Note A) Logs (Note A) Logs (Nots A) Logs (Nots &) Logn (Note A) Logs (Note A) Logs (Note A) Logs (Note A)
ED.- on Cost N
& yenred] See
Note C below.
org st balowg:
[o— s000 s | |
ey Acmuean sa00 1+ L= |
[ pr— s B | [l
matt Ao D00 =1 = | — —
|Emirra Acsintis 5000 |8 ) L I - | -
{rewwmnal Aznuseon s000 |3 s = [ = L O
[iadet Acpmten $000 {5 ] & | o | [H= | | = i |
soop | $ 5 i b b ] | | |

E= Toumls Is s s s 0 s 21 s J -1 [s |1 s J 0 [s : ]
T TotalGont ] L1 = =

0
Hake & - Theso amounts must agres to your (mpatient and outpatient Medicald pald clalms summary, i avallable (If not, use hospital’s logs and submit with survey).
Note B: Enter Organ Acquisition Payments in Section H as part of your In-State Medleald fotal payments.

|
|

and others, and for organs transplanted Into non-Medicald / non-Uninsured patients (but where organs were Included in the Medlcald and Uninsured organ counts above). Such revenues musi be determined under the

Mote C: Enter the iotal revense appl 1 to other to organ p:
accrual method of ag. Morgans into nox 3 patients who are not liable for payment on a charge basls, and as such there Is no revenue applicable to the relsted prgan acquisitions, the amount entered must also Include an amount representing the acquisition cost of the organs transplanted
Into such patients.

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

AN 0UTH GEORGIA MED CTR - BERRIEN

From Paid Claims From Peid Claims From Paid Claims From Paid Claims From Paid Clsims From Paid Clsims From Paid Claims From Paid Claims
Data or Provider Deta or Provider Dats or Provider Data or Provider Data or Provider Data or Provider Deta or Provider Data or Provider

Logs (Note A) Logs (Note A) Logs (Nofs A) Logs (Nots A) Logs (Nots A) Logs (Nots A) Logs (Noto ) Logs (Nofe A)
‘Organ Azguisition Cost Centers (list below): P— ——
[Lung Acquisition [s s = s [ [ o ! | — i _ 11 =
[ idnev Acauisition Is . |3 1 ol [ —
3 Liver Acauisition - .|s -1l " o _] I | ;
L} HHeart Acauisition H -1% -3 -1 LS - 3 —— 1 | I
15 Pancrass Acquisit s s .5 -] [s : 0 | I | n
16} Intestinal Acauisition 5 .15 <% ~F s L D I L
17] Istel Acauisifion T -ls s | ls L o i [ | == ==
18 3 .1s -ls S ls g L i 1§ i I L. _

19 | Totals |= s -ls s ] [s =3 s il s | s -] 1 -]
- — — — —— E—=

Note A - These ameounts must agres to your Inpatient and outpatient Mediciid pald clalms summary, If avallable (if not, use hosphal's fogs and submht with survey).
Note B: Entar Grgan Acqulsiion Payments in Secticn | 25 part af yaur Ou-of-State Medicald (otal vns._m:ﬁ.
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State of Georgia Version 7.25
Disproportionate Share Hospital (DSH) Examination Survey Part I1

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 colleciad
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 reporis 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 sSurveys.

Cost Report Year (1 2016-09/30/2017) SOUTH GEORGIA MED CTR - BERRIEN

Worksheet A Provider Tax Assessment Reconciliation:

WIS A Cost Center
Dollar Amount Line
1 Hospital Gross Provider Tax Assessment (from general ledger)* $ 72,913
1a Working Trial Balance Account Type and Account # that includes Gross Provider Tax Assessment Expense 002-7342-8000-8710 | (WTB Account # )
2 Hospital Gross Provider Tax Assessment Included in Expense on the Cost Report (W/S A, Col. 2) $ 72,913 5.00|(Where is the cost included on w/s A?)

3 Difference (Explain Here —-——--- >) $ -

Provider Tax Assessment Reclassifications (from w/s A-6 of the Medicare cost report)
Reclassification Code
Reclassification Code
Reclassification Code
Reclassification Code

(Reclassified to / (from))
(Reciassified to / (from))
(Reclassified to / (from))
{Reclassifizd to / (from))

~N o O N

DSH UCC ALLOWABLE - Provider Tax A ment Adj 1ts (from wi/s A-8 of the Medicare cost report)

8 Reason for adjustment
9 Reason for adjustment
10 Reason for adjustment
11 Reason for adjustment

(Adjusted fo / (from))
(Adjusted to / (from))
(Adjusted fo / (from))
(Adjusted to / (from))

DSH UCC NON-ALLOWABLE Provider Tax A t Adj {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 $ 72,913

DSH UCC Provider Tax Assessment Adjustment:

17 Gross Allowable Assessment Not Included in the Cost Report

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