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

For State DSH Year 2017
DSH Version  5.20
A. General DSH Year Information
Begin End

1. DSH Year. & 07/01/2018] | DB/30/2017]
2. Select Your Facility from the Drop-Down Menu Provided: _ch._.I GEORGIA MEDICAL CENTER ._

Identification of cost reports needed to cover the DSH Year:

Begin Date(s) End Date(s)
3. Cost Report Year 1 10/01/2018 02302017
4. Cost Report Year 2 (if applicable)
5. Cost Report Year 3 (if applicable)
Data
6. Medicaid Provider Number. 000001724A
7. Medicaid Subprovider Number 1 (Psychiafric or Rehab): 000001724G
8. Medicaid Subprovider Number 2 (Psychiatric or Rehab): 0
8. Medicare Provider Number: 110122
B. DSH OB Qualifying Information
Questions 1-3, below, should be din the with Sec. 1923(d) of the Soclal Security Act.
DSH Examination
Year (07/0116 -

During the DSH Examination Year: DE/3017)

1. Did the hospital have at least two obstetricians who had staff privileges at the hospital that agreed to Yes

N

4

3a.

3b

>

o

o

provide obstelric 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.)

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

inpatients are predominantly under 18 years of age?

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

What date did the hospital open?

Questions 4-6, below, sh be din the

During the Interim DSH Payment Year:

hospital to perform nonemergency obstetric procedures.)

Alexander Culbreth

List the Names of the two Obstetricians {or case of rura hospital, Ph

with Sec. 1923(d) of the Social Security Act.

Does the hospital have at least two obstetricians who have staff privileges at the hospital who have agreed to Yag
provide obstetric services to Medicaid-eligible individuals during the DSH year? (In the case of a hospital
located in a rural area, the term "obstefrician” includes any physician with staff privileges at the

icians) who have agresd to parform OB servicas:

1

Nicole Yarbrough_

Is the hospital exempt from the requirement listed under #1 above because the hospital's

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-

emergency obstetric services to the general population when federal Medicaid DSH regulations

were enacted on December 22, 19877

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

1

dicaid | P ts for DSH Year 07/01/2016 - 06/30/2017

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

Certification:

Was your hospital allowed to retain 100% of the DSH payment it received for this DSH year?
Matching the federal share with an IGT/CPE is not a basis for answering this question "no". If your
please

hospital was not allowed to retain 100% of its DSH pay
p that p: d the hospital from retaining lts pay
Explanation for “No" st

what cir

State of Georgia

For State DSH Year 2017

Yes

Disproportionate Share Hospital (DSH) Examination Survey Part T

$ 3,251,394

The following certification is to be

records of the hospital. All Medicaid eligible patients,

d by the hospital's CEO or CFO:
| 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

cluding 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 compliance with federal Disproportionate Share Hospital (DSH) el

ity 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

Hospital CEO or CFO Signature

Grant Byers

Hospital CEO or CFO Printed Name

grant.byers@sgmc.org

Date

Hospital CEO or CFO Telephone Number

Hospital CEO or CFO E-Mail

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

520

Hospital Contact:
Name |Grani Byars
Title |CFO
Telephone Number |228-333-1020

E-Mail Address
Mailing Street Address
Mailing City, State, Zip

grant.byersfsgme org

2501 N Patterson Street

Valdosta, GA 31602

Outside Preparer:
Name

Title:

Firm Name:
Telephone Mumber
E-Mail Address

Property of Myers and Stauffer LC
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State of Georgia Vearsion 7.25

Disproportionate Share Hospital (DSH) Examination Survey Part IT

Example of Exhibit A - Uninsured Charges

Service Total Private
indicator Insurance Claim Status
Primary Secondary Patient Patient’s Social {Inpatient / Total Charges Total Patient Payments for  (Exhausted or Non-
Payor Plan  Payor Plan Hospltal's Medicaid Identifier Code  Patient's  Security Number Patient’s Di: ge O ) for Services  Routine Days Payments for Services  Services Covered Service ™=, if
Claim Type (4] (B) {C) Provider # {[1] {PCN]) (E) Birth Date (F) (&) Gender (H)  Name (|} AdmitDate (/! Date (K} (L} Code (M) V..oincmlﬁ& = of Care () Provided (+) Provided () ** (5]

Uninsured Charges  Charity Sel-Fay 12345 ZEXIAIE 1N850 995-99.959 Famale Doz Jens {2010 A0 Inpatient 10 5 400000 7 5
Uninsured Charges Charity Self-Pay 12345 forrrred WViriss0 999-55.999 Female Doe, Jane 3/12010 31172010 Inpatient 200 5 4 500.00 3 3
Uninsured Charges ~ Charity Self-Pay 12345 2222973 17111980 9gg.00.ca9 Female Doe, Jane 3172010 3/11/2010 Inpatient 250 5 520025 $
Uninsured Charges  Charity Self-Pay 12345 2222220 111/1980 968-98-559 Female Doe, Jane 3112010 3/11/2010 Inpatient 300 5 2.700.00 ]
Uninsured Charges  Charity Self-Pay 12345 s rd 11rie60 999.98-6G99 Female Doe, Jane 3172010 3/11/2010 Inpatient 360 § 1500075 $
Uninsured Charges  Charity Self-Pay 12345 222092 Tresn 995-FE-555 Female Doe, Jane 3/1/2010 3/11/2010 Inpatient 450 5 1.000:25 S
Uninsured Charges ~ Medicare 12345 da4dadd 71121885 599-99-259 Male  Jones, James  6/15/2010 6/15/2010  Outpatient 250 5 150.00 H) 50000 $ Exhausted
Uninsured Charges  Medicare 12345 R 71121985 203-89-895 Male  Jones, James  6/15/2010 6/15/2010  Outpatierit 450 5 750.00 3 50000 $ Exhausted
Uninsured Charges ~ Blue Cross 12345 111111 L2000 S59-FE-E59 Male Smith, Mike 8/10/2010 8/10/2010  Outpatient 450 5 1.100.00 S Non-Covered Service
Notes for Completing Exhibit A:

“ All charges for non-hospital services should be excluded
™ Payments reported in Columns P & Q are nol reported in the survey. These amounts are used for examination purposas only. Amount should include all payments received to date on the account.
*** Rapon sérvices not covered under the patienl’s insurance package as & "Non-Covered Service™. Note - the sarvice must be covered under the state Medicald plan,

Please submit the above data in the electronic file included with this survey document. The electronic file must be submitted in Excel (-xls or .xisx). If this is not possible, the data must be submitted as a CSV (.csv)
fite 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 fo input
patient detail into a database from which Myers and Stauffer will generate reports.

Prinizd 8/27/2019 Propaty of Myers and Stauffer LC
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State of Georgia
Disproportionate Share Hospital (DSH) Examination Survey Pan Il

Exampla of Exhibit B - Self Pay Collections

Insurance
Total Other  Status
Total Non- When

Physiclan  Hospltal Services
Charges Charges Were

Version 725

Calculated Hospital

Uninsured
Collections
(T)="Uninsured" or

(U)="Exhausted” o

Patient Indlcate f Tor for Provided Claim Status (U)="Non-Covered
Hospital's Identifier Patient's Social Amountof  Collection Is a Service Indlcator  Total Hospltal Charges  Services  Services (Insuredor  (Exhausted or Non- Servicw”
Primary Payor ~ Secondary  Transaction Medicald Code Patlent's Security Patlent's Admit Date  Discharge Date Date of Cash Cash 1011 Paymiant  (Inpatient/ Outpalient) for Services Provided  Provided  Provided Uninsured) Covered Service™, i |G412 4R+ (M)
Etalm Type (A) Pian (B} PayorPlan (C;  Cods (0} Provider # (&1 [PCN| i¥) Birth Date (51 Number |; Gender (1| Name [\ ) — Ly Coliection (M| Coltections (M| o = 7 [l it} 8= in" applicable) (U} b
Saff Pay Paymants Eeicary Medicad 500 12345 frezcee] 2ATEERS 9509000 e Juma. ATnomy TNEEE TS 1172010 & 5 Ne Inpatant ] w0000 ¥ 20 ¥ . Irsurag 3
Self Pay Payments  Medicare Medicaid 500 12345 3333333 2772025  995-99-999 Male Jones, Arthony 7H21995 7141995 2172010 % 50 No Inpabent s 10000 5 900 % - Insured 3
Seff Pay Payments  Madicare Medicard 500 12345 3333333 272025 999-99-993 Male Jones, Anthony 7121995 711411995 3172010 % 50 No inpatient 5 10000 § 900 % - Insured 5
Seif Pay Payments  Medicare Medicaid 500 12345 3333333 2712025 999-99-999 Male Jones, Anthony 7121985 7411995 4172010 8 50 No Inpabent 3 10000 § 900 % - Insured 5 .
Seff Pay Payments  Blue Crass. 150 12345 9999999 92511979 999-99-999 Male Smith. John 912112000 912172000 973072008 % 150 N Outpatent H 2000 3 . ¥ 50 insured Exhausted 1 146
Seff Pay Payments  Blue Cross 150 12345 9999999 9/25/1979  999-99-999 Male Smith, John 912172000 9/21/2000 1073172009 % 150 N Outpatert s 2000 E o | 50 imsured Exhausted 3 146
Self Pay Payments  Blue Cross 150 12345 9599999 9251979 999-99-999 Mate Smith. John 9/21/2000 92172000 117302009 150 N Outpatent s 2000 § . ¥ 50 Insured Exhausted H 146
Seff Pay Payments  Self-Pay 500 12345 berceass 71972000  999-99-999 Male CIff, Heath 1273172009 1172010 S152010 ¥ 90 No Inpatient H 15000 3 1000 ¥ - Uninsured 1 84
Self Pay Payments  Self-Pay 500 12345 77Ty 7192000  999-99-999 Male CIff, Heath 1273172009 112010 5312010 3 % No Inpatient [ 15000 § 1000 3 - Uninsured ] 84
Seff Pay Payments  United Healthcare 500 12345 5556555 2151960  999-99-999 Male Johnson. Joo 9/1/2005 92005 1171272010 & 130 No Ingabent 5 14000 § 400 1 50 Insured  Non-Covered Service 126
[Notea for Completing Exhibit B:
* Charges and Insurance status will be the same when listing multiple payments for the same patient and dates of service.
** Other Non-Hospital Charpes should include RHC, FQHC, Phammacy, etc...
*** if Section 1011 (L Allen) are applied &t a patient level, jnclude those payments in the cash coliection column. If they are not applied at patient fevel, include them in Sedlion E of the survey document

“*** Repont services not covered under lhe patient's insurance package as a “Non-Covered Service”. Note - the service mus] be covered undar the state Medicald plan.
..... The total C; Hoxpilal Uninsured Collections (calump V) should tie to the total ient and O P in Section H, Line 143 of the DSH Survey.

Pleaso submit the above data in the electronic file included with this survey document. The electronic file must be submitted In Excel (.xis or .xlax). If 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 a database from which Myers and Stauffer will generate

reports.

Printed 8272019 Property of Myers and Stauffer LC



State of Georgia

Disproportionate Share Hospital (DSH) Examination Survey Part II

Example of Exhibit B-1

Summary of Self Pay Cash Collections During the Cost Report Year
(Unknown Insurance Status)

Version 7.25

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)+(1)+(J))*(F
Code (PCN) (A) Name (B) (C) Date (D) Collection (E) Collections (F) G) ™ Provided (H) * Provided (1) Provided (J) ** — (9)]

8888888 Johnson, Joe 5/12/1999 5/25/1999 5/1/2010 $ 500 No S 55,000 $ 1,100 § - 7% $ 33
8888888 Johnson, Joe 5/12/1999 5/25/1999 3/1/2010 $ 250 Yes 3 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 5/12/1999 5/25/1999 6/15/2010 $ 300 No s 55,000 $ 1,100 § - 7% 3 20
5555555 Smith, Scott 7/1/2004 7115/2004 2/18/2010 $ 800 No ] 35000 $ 550 $ 330 7% 3 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 3 35000 $ 550 $ 330 7% $ 13
5555555 Smith, Scott 7/1/2004 7/15/2004 6/15/2010 $ 100 No 3 35000 $ 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...

*nk

in Section E of the survey document.

for all of the older service date collections since documentation is not available to support the insurance status.

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

“*** 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

Please submit the above data in an electronic file with this survey document. The electronic file must be submitted in Excel (.xls, .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
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Exarople of Exhiblt ! Total
Patients Total Medicare Medecaid Sum of AS Payments
Patient identifier Patient's Social Service Indicator Total Charges for  Routine Payments for Total Medicare HWO Total Medicain MCO Totat Private insurance Received on Chsim
Sscondary Payer Hoapaal's Medicaid Number [PEN) Medicaid Patient's Birth Secwity Patient’s Admit Gschargs (Inpatient/ Revenue Code Sesvices Dap ol i i i K T
Shim Typs i~ Plan 0 A L it W {F) Humbor 2 Gendr (1) 4 Daleit  Ostess i i Provided 0 °_Cate )

S Mad=aid Efgiies Bae Coney Wndingd 2328 mnnsEy 1455708 560 59505355 Mnle s, S = BADUE -t 120 12 3 E iR 2 180 8 1.A8D
o Mashcnid Sigtten Blus Crom. Ninlieicl 2345 L] TS 0 S8 Male e, ST Ll FAIee Inpamarr 3 AL s 3 =0 3 1550
Ot Mz Eigbins. Blue Cross: Macicaid 12345 ] 1N L Minje <3 Damiel IR PATII inpatiurt 0 100 50 % 150 3 1550
Ot Mt Ehgibies Bhus Cross: Madicakd 22345 L] 1224TEY W oo Msla s el 12000 o) bt 300 75 s 3 1c 4 1550
Other Madicaid Efigihion. Hus Crom: Mncicid 12345 S 1asETE S0 996-90-900 Mals b Sttt 17008 oaon ot 450 1500 5 3 150 3 1550
Other Medicaid Eigisies. Asira Mndicaid 145 L] TS S8 090-90-000 Famule Jeberan, Sendy 802012 &302010 Drpane =0 100 -3 00 3 s
Other Medicald Eiigikies. Asira Maciicaid 2345 Lind STOIEA21 345 990-95-000 Facpla shoasn Sandy  $O0F010 a0 et 300 75 - 3 ao 3 75
O Mt Eligibles. Asira Mudicakd 2345 [ d gremsa 1SS 900-09-900 Famals st Sandy  G302010 &32010 Dspatan 450 1500 - 8 %00 1 75
O hedicaid Eliisien Cigm Medicald 2345 Lo L2197 252000 S98-99-000 Famala Jaftery Simen  TPRTON0 202010 Orrrent 0 s 100 $ 1000 % 1,100
Tt Medicoid Elgises. Cligm Muciicaid Z345 558555 os21978 IS000  S00-09-990 Farmals JeSwey Dusan 20010 27282010 Ouspaton 450 1.500 100 $ 1000 § 1@
Notes for Compieling Exhibit
* A3 g for non-hospil seraces shoud pe geciuser
™ & soparams C Ml shouic hevtied for aach ciaim fype reparted {e.g. Me Other Medicaid EfgRtiles, - Medicsid, sic ). The fn ove should be used for
Pieaze submit e above data in the electronic file ided with this y The filo must be submitted in Excel (.als or xixa). f this s not possible. the dals must be submitted 25 8 CBV (.c3v) file waing eithes the
TAH or | (pipe symbof abiovs the ENTER key). The data may not be accepted If not In one of these formats. Please do nol alter colamn headings! Thene column headings will be used to input patiant detail into e databsse trom which
Mynrs and Stauffer will gonerate mporta.




D. General Cost Report Year Information
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 "Yes" or "No" to either agree or disagree with the
accuracy of the information. If you disagree with one of these items, please provide the correct information along with supporting documentation when you submit your survey,

1

w N

3a

@® ~N ;O O A

8b.

10
"

12.
13.
14.

15

Select Your Facility from the Drop-Down Menu Provided:

. Select Cost Report Year Covered by this Survey (enter "X"):

Status of Cost Report Used for this Survey (Should be audited if

Slate of Georgia

tionate Share Hospital (DSH) E Survey Part Il

10/1/2016 - 9/30/2017

_MOC._..I CEORGIA MEDICAL CENTER

Date CMS processed the HCRIS file into the HCRIS database:

Hospital Name:

Medicaid Provider Number:

Medicaid Subprovider Number 1 (Psychiatric or Rehab):
Medicaid Subprovider Number 2 (Psychiatric or Rehab):

. Medicare Provider Number:

Owner/Operator (Private, State Govt, Non-State Govt., HIS/Tribal):
DSH Pool Classification (Small Rural, Non-Small Rural, Urban):

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

. State Name & Number

State Name & Number
State Name & Number
State Name & Number
State Name & Number
State Name & Number
State Name & Number
(List additional states on a separate attachment)

DSH Version  7.25

101112016
through
8130/2017
l X | L 1
[1.- As Submitted |
[ sriomois ]
Data C ? 4] 1, Proper Information.

SOUTH GEORGIA MEDICAL CENTER Yes —sl]

000001724A Yes

000001724G Yes

0 Yes

110122 Yes

Non-State Govt Yes

Urban Yes

pi g during the cost report year:

Florida 21020750 __
|
|

i |

E. Disclosure of Medicaid / Uninsured Payments Received: (10/01/2016 - 09/30/2017)

@

©

10.
1.
12,

14.
15.

16.

NOOsWN

Section 1011 Payment Related to Hospital Services Included in Exhibits B & B-1 (See Note 1)

Section 1011 Payment Related to Inpatient Hospital Services NOT Included in Exhi

B &B-1 (See Note 1)

Section 1011 Payment Related to Outpatient Hospital Services NOT Included in Exhitits B & B-1 (See Note 1)

Total Section 1011 P: Related to Hospi

pital Services (See Note 1)

Section 1011 Payment Related to Non-Hospital Services Included in Exhibits B & B-1 (See Note 1)
Section 1011 Payment Related to Non-Hospital Sarvices NOT Included in Exhibits B & B-1 {See Note 1)

Total Secti

1011 Pay Related to Non-Hosplital Services

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

{See Note 1)

Inipatient Outpatisnt
Total Cash Basis Patient Payments from Uninsured (On Exhibit B) vm‘ 171429 | | 5 1.242.818 |
Total Cash Basis Patient Payments from All Other Patients (On Exhibit B) $ 2.039.237 _ W 8,168,346 _
Total Cash Basis Patient Payments Reported on Exhibit B (Agrees to Column (N) on Exhibit B, less ician and hospital portion of $2,210,666 $10,418,164
Uninsured Cash Basis Patient Payments as a Percentage of Total Cash Basis Patient Payments: 7.75% 12.00%
Did your hospi ive any Medicaid managed care payments not paid at the claim level? __. No _

Should include all non-claim-specific payments such as lump sum

for full id pricing,

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

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

Printed 8/27/2019

quality bonus

——]

&

Property of Myers and Stauffer LC

Total
$1,421,247
$11,207,583
$12,628,830
11.25%

received _.u:w_ fhe fipzoial (not by the MCO), or other incentive payments.
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Version 725
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State of Georgia
Disproportionale Share Hospital (DSH) Examination Survey Part I

Note 1: Subtitle B - Miscellaneous Provision, Section 1011 of the Medicare Prescription Drug Improvement and Modemization Act of 2003 provides federal reimbursement for emergency health services furished 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 tittled
“"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 hospital received from a state Medicaid program (other than your home state). In-state DSH payments

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

oA wN =

o 0o~

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 Ratio (MIUR}
Total Hospital Days Per Cost Report Excluding Swing-Bed (C/R, W/S $-3, PL |, 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 Recelved from State or Local Governments and Charity Care Charges (Used in Low-Income Utilization Ratio (LIUR) Calculation):

Inpatient Hospital Subsidies
QOutpatient Hospital Subsidies

Unspecified I/P and O/P Hospital Subsidies

Non-Hospital Subsidies

Total Hospital Subsidies 3 .
Inpatient Hospital Charity Care Charges kit 16,361,054
Outpatient Hospital Charity Care Charges 11, 317.437
Non-Hospital Charity Care Charges

Total Charity Care Charges s 27.678.491
F-3. C ion of Net Hospi from Patient Services (Used for LIUR)

Formulas can be overwritten as needed with actual data.

11

13
14
15
16
17
18
19
20
21

22,
23.

24
25
26

2
28

29
30

31

32

35

35

65,895 _ {See Note in Section F-3, below)

al Adjustments (formulas below can be overwntlen if amounts
are known)

be reported directly from the Medicaid program and should not be included in this section of the survey

p Hospital (o] Hospital Non-Hospital Hosplital Outpatient Hospital Non-Hospital Net Hospital Revenue
Hospital $64.931.389.00 | | LS 44 078 180 s = $ -1 $ 20,853,198
Subprovider | (Psych or Rehab) $0.00 | | LS - 5 =115 -1 3 -
Subprovider |l (Psych or Rehab) $0.00 $ = = $ | 8 -
Swing Bed - SNF e e $0.00 e 3 - |
Swing Bed - NF " S0.00 o $ |
Skilled Nursing Facility W $0.00 ! - |
Nursing Facility " ) 50.00 e e |
Other Long-Term Care - $0.00 o 1S -
Ancillary Services $368,365,768.00 $429 083.033.00 5 281,266 246 s - 5 255 421 352
Outpalient Services $53.081,151.00 | 36,040,533 % =
Home Health Agency x $0.00 | w e " S - |
Ambulance s B 12,237,680 | e 8,307,465 |
Outpatient Rehab Providers 50.00 3 - |
ASC 50.00 §0.00 =1 | % - |
Hospice §3.614.088 .00 S 2.453,404 | !
Other $5018.220.00 $0.00 $23.428721.00 3405581 H § 15904413 | ' § 1,611,639
Total s 439,315,397 $ 482,154,184 $ 39,280,509 $ 298,225,987 $ 327,306,779 E 26,665,281 $ 295,936,815
Total Hospital and Non Hospital Total from Above $ 960,750,090 Total from Above 5 652,198,047
Total Per Cost Report Total Patient Reverues (G-3Line 1) [ 960,750.090 | Total Contractual Adj. (G-3 Line 2) 646.010.466 |

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 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)

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)

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

Printed 8/27/2019 Property of Myers and Stauffer LC
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4
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Version 7.25
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State of Georgia

Version 7 25
Disproportionate Share Hospital (DSH) Examination Survey Part IT
G. Cost Report - Cost / Days / Charges
SOUTH GEORGIA MEDICAL CENTER
Intern & Resident RCE and Therapy /P Routine
Line Total Costs R d on Add-Back (if VP Daysand /P  Charges and O/P Medicaid Per Diem /
# Cost Center Description Cost Cost Report * Applicable) Total Cost Anclllary Charges Ancillary Charges  Total Charges  Cost or Other Ratios
NOTE: All data in this section must be verified by the
hospital. If data is already present in this section, it was ] 3
completed using CMS HCRIS cost report data. If the Inpatient Routine
hospital has a more recent version of the cost report, the Cost Report Days - Cost Report Charges - Cost
e " . d 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 |~ Cosf Report Worksheet B, WorkshestC, | Out- Cost Report 2 for Adults & Peds;| C, Pt. I, Col. 6
report. Formulas can be overwritten as needed with actual Worksheet B, Pert l, Col. 25 WOHE PO Calculated ’ ;SN | Calculated Per Diem
= Part I, Col.2 and Worksheet D-1, W/SD-1, Pt 2, (Informational only
SEE el @2l & | (e e Resrdent Col. 4 Part |, Line 26 Lines 4247 for | unless ussdin
Gz CiLY) others Section L charges
allocation)
Routine Cost Centers (list below):
1 03000 [ADULTS & PEDIATRICS $ 35.666.349 | § $ 120,379 $ 35,786,728 46.394 $41,940,365 00
2 o”ﬁoo__z._.mzm_<m CARE UNIT $ 20118112 | % -13% $ 20,118.112 13.791 $22,991,024 00
3 03200 |ICORONARY CARE UNIT 3 - $ -13 $ - - $0.00
4 03300 [BURN INTENSIVE CARE UNIT $ - $ =13 $ - - $0.00
5 03400 | SURGICAL INTENSIVE CARE UNIT $ - $ -18 $ - - $0.00
6 03500 |OTHER SPECIAL CARE UNIT $ - $ $ $ - $0.00
7 04000 | SUBPROVIDER | $ - $ -18 $ - $0.00
8 04100 |SUBPROVIDER I $ = $ -13 $ - $0.00
el 04200 |OTHER SUBPROVIDER $ - 3 -13 $ - - $0.00
10 04300 [NURSERY $ 4089481 | $ =19 $ 4,099 481 5,710 $5.018,220.00
1 $ - $ -13 3 - - $0.00
12 $ - $ -13 $ - $0.00
13 3 - $ -19 $ - $0.00
14 $ - $ -13 3 -
15 $ $ -19 $ = $0.00
16 $ - $ =13$ $ = 50.00
17 $ - $ -13$ = $ - . 30.00
18 Total Routine $ 50,883,942 $ -3 120,379 § - 8 60,004,321 65,895 $ 69,949 609
19 Weighted Average s o108
Hospital Subprovider | Subprovider I " N
Observation Days - | Observation Days - | Observation Days - |  Calculated (Per 2 %ma Charges - | Outpatient Charges | - Total Charges - L.
. ost Report - Cost Report Cost Report Medicaid Calculated
Cost Report W/S S- | Cost Report W/S S- |Cost Report W/S S- Diems Above Worksheet C, Pt I, | Worksheet C, Pt I, | Worksheet C, Pt. 1. | Cost-to-Ch Rati
3, Pt | Line 28, |3, Pt 1, Line 28.01, |3, Pt. I, Line 26.02, | Muttiplied by Days) 26t &, P11, | Worksheet G, Pt I, | Worksheet C, PY. |, | Cost-to-Charge Ratio
. . Col. 8 Col. 8 Col. 8 o/l e etk &
Observation Data (Non-Distinct)
20 08200 _Oummzm:o: (Non-Distinct) o =1'$ = $ = =
Cost Report %MM“M“M Cost Report Inpatient Charges - | Outpatient Charges | Total Charges -
Worksheet 8, Part i, Col. 2 m Worksheet C, Calculated Cost Report - Cost Report Cost Report Medicaid Calculated
Part . Col. 26 (Intem & Resident Part I, Col.2 and Worksheet C, Pt. I, | Worksheet C, PL. I, | Worksheet C, Pt I, Cost-fo-Charge Ratio
u Col. 4 Col. 6 Col. 7 Col. 8
Offset ONLY)*
Ancillary Cost Centers {from WIS C excluding Observation) (list below):
21 S000|OFERATING ROOM $27.535325.00 | $ : 3 27.535,325 $33855988.00 | $51.010.06300 | $ 84.6877.051 0.324414
22 S200{DELIVERY ROOM & LABOR ROOM £4.136.59500 | $ : $ 4,136,595 $1.113.885 0D $2,664.417.00 [ 3.778.282 1.094835
23 5300/ ANESTHESIOLOGY $1,196.471.00 [ $ - $ 1.196.471 $5.024852 00 $11.855.178.00 [ $ 17,880,130 0.066916
24 5400|RADIOLOGY-DIAGNOSTIC $31.173.309.00 | $ = $ 31,173.309 $30,234 765.00 $66.022 73400 [ $ 96.257 499 0.323853
25 5700]CT SCAN $4.366.503.00 | $ - 3 4,366,503 $15.514,924 00 $59,579.545.00 | § 76.394,470 0.057157
26 5800 |MRI $1.650.167.00 | $ - $ 1,650,167 $3.664.446.00 $12,622.59100 [ § 16.287.037 0101318
27 E000|LABORATORY $18.107,782.00 | § = $ 18,107,762 | $41245801.00 |  $53.398.50200 | $ 94.644.303 0191324
28 6300|BLOOD STORING PROCESSING & TRANS $3,087.46800 | $ E $ 3,037.468 $6,416.522 00 $2.245417.00 | $ 8.661.939 0.350668
29 6500|RESPIRATORY THERAPY $5.687 583.00 | $ - $ 5687.583 | $22.369.410 00 $4.118.35200 | $ 26.487.762 0.214725
30 6600|PHYSICAL THERAPY $3,41849100 | 3 - $ 3.418.491 $4.187.137.00 $83557800 | $ 5122715 0.667320
Printed 8/27/2019
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31
32
33
34
35
36
37
38
39
40
41
42
43

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

82
83
84
85
86
87
88
83
90

G. Cost Report - Cost / Days / Charges

i1 Year (10/01/2016-09/30/2017

SOUTH GEORGIA MEDICAL CENTER

State of Georgia

Disproportionate Share Hospital (DSH) Examination Survey Part Il

Version 7.25

Intern & Resident RCE and Therapy UP Routine

Line Total Allowable Costs R Add-Back (If UP Days and /P Charges and O/P . Medicaid Per Diem /
# __ Cost Center Desc - Cost plicable) Total Cost Ancillary Charges  Ancilla arges  Total Charges  Cost or Other Ratios
G700 | OCCUPATIONAL Aﬁ)ﬂi $1.454.981.00 | § - 3 1.464,981 $2.522.553 00 $36.72600 | $ 2,562,279 0.571749
6800|SPEECH PATHOLOGY $1.199.935.00 | $ - $ 1.199,935 $2.108,588 00 $8413400| 8 2192722 0.547235
6900|ELECTROCARDIDLOGY $3.795.782.00 | § - £0.00 $ 3,795,782 $8.241.623 00 £8613.090.00 | 8 16.854,713 0.225206
7100|MEDICAL SUPPLIES CHARGED TO PATIENT $13.672.448.00 | $ = $0.00 $ 13,672,448 $38.296.623.00 31787855800 | 9 56,175,187 0.243389
7200|IMPL_DEV. CHARGED TO PATIENTS $23.968.098.00 | $ - £0.00 $ 23,968,098 $44.376.312 00 $26,43536000 | $ 70.811,672 0.338477
7300|DRUGS CHARGED TO PATIENTS $39.273.882.00 | $ = $0.00 $ 39,273,882 $102.227.560.00 $11087442300 [ $ 213.101,983 0.184296
7400 |RENAL DHALYSIS $1.317.993.00 | $ = $0.00 $ 1.317.993 $2.796.970 00 $438,41600 | $ 3.235,386 0.407368
7501 |IV THERAPY $324.380.00 | $ = $0.00 $ 324,380 $2.856.743.00 $246,948.00 | $ 3.103,691 0.104514
SO00|CLINIC $2.358,637.00 | § = $0.00 $ 2,358,637 $176.183.00 $2.513.57800 | $ 2.689,761 0.876895
1|WOUND CARE $1.727.470.00 | § = $0.00 $ 1.727.470 $916.651.00 $1,470,460.00 | § 2.387,111 0.723666
9100|EMERGENCY $20.861.81400 | $ = $2.790.143.00 $ 23,671,957 $8.081.404.00 $28,396,908.00 | § 36.478,312 0.648932
S200|0BSERVATION $7.748,19800 | $ = $0.00 $ 7.749,198 $5,711.628.00 $5824.33800 | $ 11,535,967 0671742

3000 | $ - $0.00 $ = $0.00 $000 |9 - -

5000 |8 - $0.00 $ - $0.00 $000| 8% - -

$0.00 | % - $0.00 $ - $0.00 $000 | $ - -

500019 = $0.00 $ = $0.00 300018 = =

$0.00 | 8 = $0.00 3 - $0.00 30008 5 -

$0.00 | $ = $0.00 3 = $0.00 3000 $ - -

$0.00 18 - $0.00 $ = $0.00 3000 | $ - -

$0.00 |8 - $0.00 $ - $0.00 3000 |8 = =

$0.00 [ 8 = $0.00 $ = $0.00 3000 (8 - -

$0.00 | $ - $0.00 $ - $0.00 3000 [ $ - &

$000 (8 = $0.00 $ - $0.00 $000 (8 - =

$0.00 [ § = $0.00 $ - $0.00 $000 [ § - -

$000 | $ = 30.00 $ - $0.00 $000 [ $ - -

$000 [ $ = $0.00 $ - $0.00 $000 | $ - -

$000 | $ - $0.00 $ - $0.00 $000 (S - -

$0.00 | $ - $0.00 $ - $0.00 $000 | $ - -

$000C | 8 = § $ = $0.00 $000 |8 - -

$000 [ $ = £0.00 $ = $0 00 $000($ - -

$0.00 | § = E $ - $0.00 $000 1% - -

$0.00 [ 8 = S $ - $0 00 $0.00]8 - C

$0.00 | 8 - g $ = $0.00 $000 (S - -

$0.00 [ § - 30 $ - $0.00 0003 = =

$0.00 | $ - £0.00 $ - $0.00 §000| S = -

$000 [ § = $0.00 $ - $0.00 0003 - -

$000 (3 - $0.00 % - $0 00 3000(% - -

$000 [ 8 = $0.00 $ = $0.00 30008 - -

$000 |3 - $0.00 $ = $0.00 $0.00 | $ - -

S00013 = $0.00 $ - $0.00 $0.00 | $ - -

s00C ¢ L $0.00 $ = $0.00 $0.00 | $ - -

00018 - $0.00 $ - $0.00 $0.00 | $ - -

500013 - $0.00 $ = $0.00 $0.00 | $ - -

500013 - £0.00 $ - $000 $000 | $ = -

$00019% = £0.00 $ - $0.00 $000 18 = -

$000 1% - $0.00 $ - $0.00 000 |3 = -

$000 | $ - $0.00 $ - $0.00 $0.00 |9 - -

$000 1% - 30.00 $ = $0.00 300018 - -

$000 | $ - $0.00 $ - $0.00 $000]| 8% - -

$0.00 | 8 - $0.00 $ = $0.00 $0.00|$ - -

$0.00 | § = $0.00 $ - $0.00 3000 1% - -

$000 [ $ - $0.00 $ - $0.00 $000|$ - -

3000 | % - $0.00 $ - $0.00 $000 |8 - -

$000 | % - $0.00 $ - $0.00 300018 - -

$000 (% - $0.00 $ - $0.00 $000 18 - -

0001 ¢ - $0.00 $ - $0.00 $000 % - -

3000 |8 < $0.00 $ - $0 00 $0001% - -

3000 (8 = 30.00 $ - $0.00 $000| 8 - =

5000 |8 - 3000 $ - $0 00 $000 |8 = -

3000 | $ - $000 $ - $0 00 $00018 - =
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State of Georgia Version 7 25
Disproportionate Share Hospital (DSH) Examination Survey Part I

G. Cost Report - Cost / Days / Charges

SOUTH GEORGIA MEDICAL CENTER

Intern & Resldent RCE and Therapy {/P Routine
Line Total All ble Costs R d on Add-Back (if UP Days and U/P Charges and O/P . Medicaid Per Diem /
# i - Cost port* A able) Total Cost Ancillary Charages gﬂﬁ:ﬁu Total Chiarges _ Cost or Other Ratios

91 $000 | % - $0.00 s - $0.00 SO0 1S - -
92 $000 | $ - $0.00 3 - $0.00 SO |3 - -
93 $0.00 [ § - $0.00 $ - $0.00 SCO0|S - -
94 $0.00 [ § - $0.00 $ - $0.00 S0.00 |8 3 -
95 $000 | $ - $0.00 $ - $0.00 o008 - -
96 $0.00 | & - $0.00 $ - $0.00 300018 - -
97 3000 |3 - $0.00 $ - $0.00 3000 (3 - -
g8 2000 |8 - $0.00 $ - $0.00 $0.00 | $ = -
99 $000 | S - $0.00 $ - $0.00 $0.00 [ $ - -
100 $0.00 | 8 - $0.00 $ - $0.00 $000 |8 - -
101 2000 | $ = $0.00 $ = $0.00 $0.00 | § - -
102 $000 (8 = $0.00 $ - $0.00 $000 |8 - -
103 3000 [ & = $0.00 $ - $0.00 $0.00 | $ - -
104 3000 (8 = $0.00 $ - $0.00 $000 | $ - -
105 300019 = $0.00 $ - $0.00 3000 |8 - -
106 3000 (8% = $0.00 $ - $0.00 $000 (% - -
107 $000 | $ - $0.00 $ - $0.00 S0001$ - -
108 $0.00 [ $ - $0.00 $ - $0.00 S000 (S = >
109 $0.00 [ $ - $0.00 $ - $0.00 S00D |9 - -
110 $0.00 | $ = $0.00 $ - $0.00 300018 - -
111 $0.00 |8 = $0.00 $ - $0.00 3000 |$% - =
112 $0.00 | 8 = $0.00 % - $0.00 500018 - -
113 $0.00 | 8 = $000 $ = $0.00 8000 |8 - =
114 $000 |8 = $0.00 $ = $0.00 $000 | $ - -
115 $0.00 18 - $0.00 $ - $0.00 $000 |8 = -
116 $0.00 | $ - $0.00 $ = $0.00 $000|$ = -
117 $0.00 [ $ - $0.00 $ = $000 $000|$ - -
118 $000 | % - $0 00 $ - $000 $0.00 | $ - -
119 $0.00 | 8 - $0.00 $ - $0.00 $0.00 (% - -
120 $000 (8 = $0.00 $ - $0.00 $0.00 | $ - -
121 $0.00 [ § = $0.00 $ - $0.00 $0.00 | $ - -
122 $0.00 | $ - $0.00 $ - $0.00 $0.00 | $ - -
123 $000 | $ - $0.00 $ - $0.00 $000 |8 - -
124 3000 |$ - $0.00 $ - $0.00 $000($ = >
125 $00013 - $0.00 $ - $0.00 $000(8 - -
126 Total Ancillary $ 218044292 § - 2,790,143 $ 220,834,435 $ 384251655 $  467,268317 $  851,519.972
127 Weighted Average [ o2s0ea1]
128 Sub Totals $  277,928234 $ S 2,910,522 S 280B3BTS6 $ 454201264 $ 467268317 § 921469551 NN
129 NF, SNF, and Swing Bed Cost for Medicaid (Sum 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)
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 Payors (Hospital must calculate. Submit support for calculation of cost.)
131.01 Other Cost Adjustments (support must be submitted)
132 Grand Total $ 280,838,756
133 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 Intern & Resident costs if it was removed in Column 25 of Worksheet B, Pt. | of the cost report you are using.
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Stale of Grorgia

Vension 725
Disproportionale Share Howpital (DSH) Examination Survey Part 1l

H. In-State icaid and All Uni d tent and O o ital Data:

IS SOUTH GEORGIA MEDICAL CENTER

Medicaid Per
Diam Cost for .u
Routine Cost Report
Lino ¥ Cost Center Description Cantors __ Genters inpatient Inpatient Lpatiant Ouipationt Inpatient Outpatient a.omna!.». E’ Yotals .
From PSSR From PS&R From PSER From PSER From PSER From PSER From PS&R From PSER From Hospital's Own  From Hospitals Own
EroniSecton(G) FemEiz=enG Summary (Note &) Summary (Note A} Summery (Noto A)  Summary (NoteA)  Summary (Note A)  Summary (NofsA)  Summary (Note A)  Summary (NotsA) Interal Analysis Internal Analysis
Hositios .ﬁﬂmﬁﬂﬁ. Days . Davs Oays Davs
ovg ru_._....,nuvmu._:._.a_ T ! 318 4050 2134 14,162 38.69%
foz CARE LNIT 145879 [ 78 | 163 o8 2648 il
oR -  — =
=
|———
1
—_—
71795 31 I P 7] L 3442 oo
L — —_—
4245 ToET 4877 £108 20348 830%
Total Days per PS&R or Exhibit Detail ! il L i z
Unrreconciled Days (Explain Variance) —_— =
[ EE—— s =m
Zniciflary Charges
AL 1792118 | TaB30 | 180177 [-5H T2 E40 16256531 | :222%
5 1851220 | | - THBAT 24 2,453.438 | o
[ T | [ 363182 =7 208 1530242 | | ¢ ATR2A77 | Mesk
L 641607 | 2320347 IMEST 4692058 | |1 12567540 | 24m%
533776 1,883 =T 40123% TTH | 0%
104.508 acma =5 DT 803,319 150371 | 1e87%
1030218 202 345 433 7 11954 Ew 12165758 6%
10859 e 247 570 (R 3| 2567
[ 137 180 | ) 255 407 5382048 105139 Mm%
i 7% | I43532 28810 B8 14E 2038 | 210%
| [T 7] 26.1P8 2503 | 58110 | 1829%
| [-EIF] 15,908 629212 | 57,776 | 1713%
ETE] 01D 543 000,274 | 2479702 | a235%
A5 gt [15171] 826 AES | 200%
102038 | &% 168 £26,810 4,077,434 | 2100%
I 692014 | 568 00 29,188,858 27,251,787 | w397%
f i 33088 155 440 140,214 83754 | 462m%
. [ I . 5 o | - - -| oo
FE-A ! 14545 { 32127 | | 57,676 5490 | TS 79064 1277885 | s17rw
=i 3790 16.928 [T 55 065 379 TREM | 1567
TTrees | | 700 450 250,557 403 287 Saoars | 7250 0m 2226725 | TEAET | s100%
Eana | | 8505 39639 | | 3] >ETE | 1356 149 2256741 475 4B | 7828%
| | ]
i 1 1
| { i I
i | |
| |
! : =
[ f
; i 1
| K
g
— :
| 5
s
1 i S
|
= I
T ]

Frinnd RTT 2019
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State of Georgia Venion 7.25
Disproportionate Share Hospital (DSH) Examination Survey Part I1

H. In-State Medicaid and All Uni ient and O: i ital Data:

T 01/ GZORCIA MEDICAL CENTER

1 1 = | |
_ _ | _ { I I |
 —
—
— | -
| " _ =
o | | 1 _
— 1 [
== _ _ —
- 1 ! # i
=1 | = i
= “ |
3 2 IBAOSY ] 21 pes ..w 1IDOTRESS  : AT SN s 3 »o8087 3 Qe 3 pi ALt 3 SeE e : P =5 - 5 011,787
Totals { Payments
Total Charges (includes organ acquisition from Section J) [s asom][s 21665144 ] [3 2443564 | [3 3793884 | [8 4253801 ] [s w4037 ] [5 2476060 |[s sesaes ] [s 27170163 | [3 miper |[s 1seeaara]{s 108014714 2arm
(AQrees to ExhIbItA)  (Agrees b3 Exmibit A
Total Charges per PS&R or Exhibit Datail N aeyoen | [ nesa ] [s deavra ]l Ty | L3 et | (s xomamy | [s e | 3 sasse | [3 7m0 | [ s 0t 787 |
Unreconciled Charges (Explain Variance) 5 - - - - B B - - :
Total Calculated Cost (includes organ acquisition from Section J) s 935083 | [ se16540] [3 11,589813 | [s nz162] 5 13785246 | [5 11805253 | [ 862167 ] 5 16%301 | [s 9204713 ][5 11,358001 | [s 43357064 |[s—  30485806] aasem
Total Medicaid Paid Amount (excludes TPL, Co-Pay and Spend-Down) | 8.8a8 870 3 & 556 TE2 3 1,060 03 3 THE GE1 5 Pra ) i B505.448 3 5.785 743
Total Medicaid Managed Care Paid Amourt (exciudes TPL, Co-Pay and Spend-Down) (See Nole E) ) aom a2 | [3 7 ¥a= [ = 3 B3ma% (|3 730,29
m:ﬁh_acsaiﬁigg!ﬂiagﬁi_g 3 25900 3 BT 3 2,784 3 e 13 ..u_i*s.! 5 12580 3 2100053 3 13RS 1 213030 || $ 1i88M1
Self-Pay (including Co-Pay and Spend-Down) 3 11771 3 s 11,771
Total Allowed Amount from Medicaid PS&R or RA Detail (All Paymerts) 3 [ 5002185 | | § EoEs s | [ 7,301 80T II
Mediceid Cost Seffiament Payments (See Note B) 3 esn 1 -|[s 260048
Other Medicaid Payments Reported on Cost Reporl Year (See Nole C) 3 -1[s -
Madicare Tracitional (nan-HMO) Paid Amount (excludes coimsurance/deductibies) ) ssnso | [3 rmaw] [ souse] s 178,096 s mares|(s 7,402,288
Medicare Managed Care (HMO) Paid Amourt (excludes coinsurance/deductibles) 1 tirome] |'s 201 0t0 % 170 | [ 301019
Medicare Cross-Over Bad Debt Payments s no] Iy 3904 o it B D RS e | &0 |[s 313964
Other Medicare Cross-Over Payments (See Note D) 3 oo [3 o] [3 i 9142 Bl B [ 19770 | [3 (320,054}
Payment from Hoapital Uninsured During Cost Report Year (Cash Basis) [+ i |3 122018 |
Section 1011 Payment Related to Inpatient Hespital Services NOT Included in Exhibits B & B-1 (from Section E) is - 1ls |
Calculated Payment Shortfall/ (Longfall) (PRIOR TO SUPPLEMENTAL PAYMENTS ANDDSH) |5 _ 467005 | s 342407 ] [s 3504557 | [ 3945465 | [ 2,986,463 | |4 sssice | [s 2176834 | [5 sa00| s o12azma]ls 11080 | [s 9134850 | s 8,204,980
Calcutated Payments as a Percentage of Cost S% 4% 70% 65% 76% 0 75% 7% 2% e %% 7%
Total Medicare Days from WIS -3 of the Cost Report Excluding Swing-Bed (C/R, WIS S3, PL1, Col. 6, Sum of Lns. 2, 3, 4, 14, 15, 17, 18 less lines 5 & 6) | Y1 |
Percent of cross-over days (o lotal Medicare days from the cost report 16%
Note A - st yonr bt s e nammary, For Manages Care; Crows-Qver data, and offmr slpities, une the hosbitars logs if PSSR Summasies. 6 siat svaltible (submit o8 with Burvey) NOTE: Inpatient uninsured payment rate is outside normal ranges, please verily this is
zﬂnm.:ﬂn-nnoauﬂgi._..En_.!ﬂz__!Eus_aﬁ.....:l....-u_.!-nnnn_nqrﬂ.nnaniuﬂ.-a&-:&ﬁui-inzigg?ﬁasn‘i_mbéﬂuwmﬂ coirecL.

zano‘o_vﬂi_qhavnﬂ:ﬁnwuﬁﬂoﬁ.l.;ztrﬁzﬁmnﬂaag. DSH paymerts shoold NOT be-incaiged UPL payments made on o siste fiscal year besic shouid be rapodisd i Section © of the purvy
Note D - Z2muid inzhste ofar Medoars rom-Sred paymants not i s d3t3 This Fchudes cavmanta pala based o tha Mesicsre cost teport sestiemard (e g, Madficare Graduste Medical Eciyten paymasta )
z_snm.zﬁ.n..kv(.imln-:giu!ﬂaﬂﬁnginagawﬁﬁn_u.iﬂgg&s Inchieling, buf nat imded i, incesfive sayrents, bomas pEymenls, canlteten 3nd st canmaten novmends
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26
27
28
29
30
31

2
3
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
60

Suate of Georgia

Version 7 23
Disproportionale Share Hospital (DSH) Exomination Survey Part 1
I. Out-of-State Medicaid Data:
S0OUTH GEORGIA MEDICAL CENTER
Medicaid Per Medicaid Costto
Diem Cost for Charge Ratlo for
e Routine Cost Anclilary Cost
Lino # Cost Center Descri _Contsrs ‘Caontors. ¢ O O i i O C
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
<z on T on Summary (Note A) Summary (Note A) Summary (Note A) Summary (Note A) Summary (Note A} Summary (Note A) Summary (Note A) Summary (Note A)
Routine Cost Centers (list bolow): Days Days Days Days Days
23000 |ADLIL TS & PEDIATRICS 3 T7aT 212 “350 562
03100 |INTENSIVE CARE UNIT $ 1/458.79 67 141 208
CORONARY CARE UNIT S - -
03300 |BURN INTENSIVE CARE UINIT s -
SURGICAL INTENSIVE CARE UNIT 3 - -
03500 |OTHER SPECIAL CARE UNIT $ - -
04000 _m&.mau_ﬂoe__ﬂmm_ 3 - 25
04100 |SUBPROVIDER || $ - R
04200 |OTHER SUBPROVIDER s - -
04300 |NUREERY 3 717.85 22 2 24
5 - -
3 -
$ = -
s - -
$ -
S - -
S - -
Total Days 30 - = 453 734
Total Days per PS&R or Exhibit Detai [ 3] —— | | —

U iled Days (Explain Vari )

Routine Charges Routine Cl
O Do) ) ——
$ $ N

Routine C| s Rouline Charges
—

o G I 5 ]
Calcuiatzd Routine Charge Per Diem 1,080.02 B = B 1,148.12 B 1,126.10
i g balcn Ancillary Charges _ Ancillary Charges  _ Ancillary Charges  _ Anciltary Charges  _ Ancillary Charges _ Ancillary Charges  _ Ancillary Cha Ancillary Charges _Ancillary Charges _ Ancillary Charges
[og200 [Observation (Non-Dishinet) | - s -1[s 3
324414 51716 65288 140973 88127 | {5 232689 | [5 153415
084835 19,076 . 7058 —|Is 26134 | [5 =
085016 14,604 18301 26,101 20104 | [5 40,705 36415
373853 86,603 75.304 145.282 158,020 $ 231,885 231,334
057157 97,418 T3 458 | 154,104 127746 | [5 251522 | [s 356,204 |
101318 5,525 2675 27,058 14585 | 5 36,583 | [ & 17,370
191324 210,150 146.734 405,997 90613 | [5 616147 | [ £ 237,347
0350668 14178 " 45912 4042 | [5 60,050 | [ 5 4042
S500|RESPIRATORY THERAPY | 214725 169,171 23385 194,903 15192 1[5 364074 |[8 38,577
6600|PHYSICAL THERAPY | B873E0 9338 2,552 32,817 2460 1[5 42155 | [5 5012
S700|DCCUPATIONAL THERAEY | 571745 2718 1315 14,694 956 | [5 17432 | [ 2271
E 547235 2,889 808 15,520 2,956 18409 | [§ 3,764
5530 | ELECTROCARDIOLOGY 225208 35,120 20.330 86,462 15324 124591 || s 35,654
7100| MEDICAL SUPFLIES CHARGED T PATIE 243389 106,901 33768 223 458 51586 329359 | |5 85,354
T200[IMPL_DEV. CHARGED TO PATIENTS S38477 37 442 29,489 213812 51,630 251,254 5 81,118
7300] DRUGS CHARGED 10 PATIENTS 184298 390,656 304.019 928457 442739 | [s 1319113 | [5 745758
7400 | RENAL DIALYEIS 407368 13442 : 58938 2068 | 5 72380 | |3 068
0.104514 E s - ]
B7EAEE 711 213 1833 5897 | |5 2644 10,110
TIIEEE S 4914 : 648 | |5 E 5357
548837 59 555 231893 97623 93690 | [5 157,178 | |3 325,583
71742 25 445 535602 20442 51218 [5 54,887 10¢.818
2 5 N 5
- 3 -
= B B
s N
s 5
= B = =
= BIB _
s —1ls =
= 5 = R
- s
% 13 - .
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State of Georgia Version 725
Disproportionate Share Hospital (DSH) Examination Survey Part 1T

I. Out-of-State Medicald Data:

SOUTH GEORGIA MEDICAL CENTER
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'

1 [ |8 |n|en [en[rfen |en | |n
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State of Georgia
Disproportionate Sharc Hospital (DSH) Examination Survey Part [

I. Out-of-State Medicaid Data:

S0UTH GEORGIA MEDICAL CENTER

Version 725

Totals / Payments
Total Charges (includes organ acquisition from Section K) s 1,727,784 | [$ 1,243,058 | [ E ) - 1= - ||z - 1[0 3415568 | [ 1,241,719 [§ 5143352 | [$ 2484777 |
Total Charges per PS&R or Exhibit Detail [ 1727784 ) [5 1243058 ] [8 e 1[5 1[= B E 3415563 | [§ 1241718 |
Unreconciled Charges (Explain Variance) = = . * . = = =
Total C: Cost (i organ acquisition from Section K) [s 635,256 | [s 365155 | [ - [s - |ls - 1[s - 1[s 1191263 | [§ 335247 | [ 8 1626519 | [8 700,502
Total Medicaid Paid Amount (excludes TPL, Co-Pay and Spend-Down) 5 71480 [3 122 358 £ 14 851 5 5841 B 186,171 128,608
Total Medicaid Managed Care Paid Amourt (excludes TPL, Co-Pay and Spend-Down) (See Note E) 3 - =
Private Insurance (including primary and third party Fability) H 5 142,455 ] 55748 142,455 B.286
Self-Pay (including Co-Pay and Spend-Down) $ = =
Total Allowed Amourt from Medicaid PS&R or RA Detail (All Payments) 3 171280 | [S B = 5 : e
Medicaid Cost Setlement Payments (See Note B) $ = |3 -
Other Medicaid Payments Reported on Cost Report Year (See Note C} L 11 ] ] - -
Medicare Traditional (non-HMO) Paid Amount i il 3 S72840 | 1% 172228 572,840 172,228
Medicare Managed Care (HMO) Paid Amount I il 3 130,503 3 40334 130,903 40,338
Medicare Cross-Over Bad Debt Payments -5 =
Other Medicare Cross-Over Payments (See Note D) $ 44975 H T8 {5 4975 || § {7,288)
Calculated Payment Shortfall / (Longfall) [s 463776 | [5 241065 ] [ - Jis -1 [s - 1[s | |s 325399 | [s 117,888 | [s 789175 | [s 356,933
G F asaF ge of Cost 27% 34% % 0% 0% 0% TR 65% 57% 49%
Note A - These amounts must agree to your inpatient and outpalient Medicaid paid claims summary. For Managed Care, Cross-Over data, and other eligbles, use the hospital's logs if PS&R summaries are not available (submit logs with survey)
Note B - id cost refer to made by id 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 Specific payments. DSH payments should NOT be included. UPL payments made on a state fiscal year basis should be reported in Section C of the survey.
Note D - Should include other Medicare cross-over payments not included in the paid claims data reported above. This includes payments paid based on the i cost report (eg. Medical
Note E - i Care should include all Medicaid M: d Care related to the services provided, including, but not limited to, incentive bonus itation and sub- itati
Prinled 8/27/2019 Property of Myers and Stauffer LC
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Stale of Georgia

Venion 7 25
Disproportionale Sharc Hospilal (DSH) Examination Survey Part 1
J. Transplant Facilities Only: Organ A Cost In-State Medicaid and Unii
SOUTH GEORGIA MEDICAL CENTER
Total Revenus for Total
Additional Add-in  Total Adjusted Medicaid/ Cross- Useable
Organ Organ Over! Organs Useable Organs Useabla Organs Useable Organs
Acquisition Cost Cast Cost Organs Sold {Count) Charges (Coumt) Charges {Count) Charges {Court) Charges (Count)
Eitrallme o Inenbristtizegy
. from Cost Report W/S
AcciOn Cost Factor
COSIROPO  — ation &, Ling 7701 ot Ritpodt P«mw, HiCol. 1itn | | Cost m%onv FromPaidClsims ~ FromPaidClams ~ FromPeidClaims  From Paid Claims  From Paid Clams  From Paid Claums From Paid Claims FromPaidClaims L own From Hosoials Owm
pomssest DA rayx romcost - OWN Ryl e Data or Provider Data or Provider Data or Provider Data or Provider Dats or Provider Date or Provider Dats or Provider Data or Provider e e
PLULCOL 1 LN | et Cligge. 0 e B A L0 LI bl Logs (Noto A} Logs (Note A) Logs (Nofe A) Logs (Nofs A} Logs (Nofs A) Logs (Note A) Logs (Not A) Logs (Nofs A) st 2
61 - Qn Cont Medicaid/ Cross-Over 62
s & uninsured). See
Note C below.
Organ & 5t Comturs. [lint Below]: — - —_—
1 |birae Actuintion soools -3 o | — | | — |
2 [iidney Acquistion 500013 5 o | i | |
3 hira s a [ |
3 | 000 |8 3 __ - _ ! =1 == — |
2 | Hoar Aepanter soools s - o = | il - I |
5| Pancreas Acquisttion 500018 -1s 0 - | = 1 L
ol Intestnal Acquistion $000 | 8 ] [ | | b 1 |
7l bilet Arouuinon 3000 | § -15 L] il | /- . . — _| SR !
| so0o |8 Is o == il — | _I ] ..“
B Torals [s -Is I= s Nj 1[s =]l 1[s | Az o - -1 [s <] - [s =] I
10 Tomicon —— 3 | 1 L ] ——
Note A - These amaunts mist sqree ko your inpatient and outpaliest Medicaid pald claims summary, if 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 Medlcald total payments.
Note C: Enler the total revenue lo organs to other p , 10 organ and others, and for organs into Medicaid / patients {but where organs were Included In the Medicaid and Uninsured organ counts above). Such revenues must be delermined under the
acerual method of accounling. If organs are into

Into such patients.

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

N M SOUTH GEORGIA MEDICAL CENTER

Total

Total I I
Useable [ i

-Uninsured patients who are not liable for payment on a charge basls, and as such there Is no revenue applicable to the related organ acquisttlons, the amount entered must also Include an amount represenling the acquisition cost of the organs transplanted

Revenue for
Additional Adddn  Total Adjusted Medicald/ Cross-
Organ Organ Over! Organs Usaable Organs Usaahle Organs Useable Organs Useable Organs
Cost Cost Orpans Sold {Count) Charges {Coumt) Charges {Count) Charges {Count) Charges (Count)
Simitar to Instructions
from Cost Report W/S
. AddiOn Cost Factr

iﬂﬁ hoh.w._.._ o Section G, Line ﬁu Cont Rupact ?ww lisColsiSea| | Cost maxm. From Peid Claims ~ FromPaid Claims ~ From Paid Claims ~ From PeidClaims ~ From Paid Claims ~ From Paid Claims From Peid Claims From Paid Claims

= x_sﬂil, f oy 133 Tomsl Cost e gy e AT S Data or Provider Data or Provider Data or Provider Data or Provider Data or Provider Data or Provider Data or Provider Deta or Provider

i : ReporOgan. %, iy i Logs (Note A) Logs (Note A) Logs (Nots A) Logs (Nots A) Logs (Note A) Logs (Nots A} Logs (Note A) Logs (Nots A)

&1 e On Gost Modicaid/ Cross-Over 62
d & uninsured) See
Note C befow.
Drgan Acguiniiion Cost Canters (et balow]: g
1] Lung Azeisitine 3 ={s -l= 5 5 ! H 11 [ |
1al oy 3 -1 -1s 3 2] | — — —1 | | L | |—
1a] Lover Acayssition s - |8 -|s -tIs o]l el | |
18] Hasft i s =13 -1s 5 -1 ) L | =
18] Fangsass 5 -5 =|$ 3 [ | | |
1 Intessinal Sccumitisn s =13 3 (1] | = Il |
17 lnket Resguinition 3 -3 -l |5 - ol | | - 1] — — |
1 P -1s -] [s ol = ! |
18 Totals fs [s -Is [ R s S -1is 1 | [s B [ 1
® e | T — — — —
Note A - These amounts must agree to your inpationt and outpatiznt Medicald paid clalms summary, If available (if not, use hospital’s logs and submit with survey).

Note B: Enter Organ Acquisition Payments in Section | as part of your Out-of-State Medicald total payments.
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Printed 8/27/2019

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

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
is an allowable cost in determining hospital-specific DSH limits and, therefore, can be included in the DSH examination survey. However, depending on how your hospital reports it on the Medicare cost report,
an adjustment may be necessary to ensure the cost is properly reflected in determining your hospital-specific DSH limit. For instance, if your hospital removed part or all of the provider tax assessment on the
Medicare cost report, the full amount of the provider tax assessment would not have been apportioned to the various payers through the step down allocation process, resulting in the Medicaid and uninsured
share being understated in determining the hospital-specific DSH limit. If your hospital needs to make an adjustment for the Medicaid and uninsured share of the provider tax assessment, please fill out the
reconciliation below, and submit the supporting general ledger entries and other supporting documentation to Myers and Stauffer, LC along with your hospital's DSH examination surveys.

Cost Report Year (10/01/2016-09/30/2017) SOUTH GEORGIA MEDICAL CENTER

Worksheet A Provider Tax Assessment Reconciliation:

WIS A Cost Center
Dollar Amount Line
1 Hospital Gross Provider Tax Assessment (from general ledger)* 3 4,118,545
1a Working Trial Balance Account Type and Account # that includes Gross Provider Tax Assessment Expense (WTE Account # )
2 Hospital Gross Provider Tax Assessment Included in Expense on the Cost Repert (W/S A, Col. 2) 3 4,118,545 5.08 |(Where is the cost included on w/s A?)
3 Difference (Explain Here ——--->) $ -
Provider Tax Assessment Reclassifications (from wis A-6 of the Medicare cost report)
4 Reclassification Code (Reclassified to / (from))
5 Reclassification Code (Reclassified to / (from))
6 Reclassification Code (Reclassified to / (from))
7 Reclassification Code (Reclassified to / (from))
DSH UCC ALLOWABLE - Provider Tax Assessment Adjustments {from wis A-8 of the Medicare cost report)
8 Reason for adjustment (Adjusted to / (from))
9 Reason for adjustment (Adjusted to / (from))
10 Reason for adjustment (Adjusted to / (from))
1 Reason for adjustment (Adjustad to / (from))
DSH UCC NON-ALLOWABLE Provider Tax A ment Adjust ts {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 Total Net Provider Tax Assessment Expense Included in the Cost Report g

DSH UCC Provider Tax Assessment Adjustment:

17 Gross Allowable Assessment Not Included in the Cost Report I

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