11-98 FORM HCFA-2552-96 : 3690 (C
This report is required by law (42 USC 1395g; 42 CFR 413.20(b)). Failure to report can result in all interim

FORM APPROVED
payments made since the beginning of the cost reporting period being deemed oveipayments (42 USC 1395g). OMB NO. 0938-0050
HOSPITAL AND HOSPITAL HEALTH CARE  {PROVIDER NO.: PERIODL): e 0 é WORKSHEET 8,
COMPLEX COST REPORT CERTIFICATION | L/ /- /7[00 3 rrom /O PARTS 1&1I
AND SETTLEMENT SUMMARY 0, J-30 -
Intermediary [ ] Audited Date Received: [ JInitial [ ] Reopening
use only [ ] Desk Reviewed Intermediary No. { ] Final
PART I - CERTIFICATION
Check { ] Electronically filed cost report Date: Time:
applicable box [})Manually submitted cost report

MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS COST REPORT MAY BE PUNISHABLE
BY CRIMINAL, CIVIL AND ADMINISTRATIVE ACTION, FINE AND/OR IMPRISONMENT UNDER FEDERAL LAW. FURTHERMORE,

IF SERVICES IDENTIFIED IN THIS REPORT WERE PROVIDED OR PROCURED THROUGH THE PAYMENT DIRECTLY OR INDIRECTLY

OF A KICKBACK OR WHERE OTHERWISE ILLEGAL, CRIMINAL, CIVIL AND ADMINISTRATIVE ACTION, FINES AND/OR
IMPRISONMENT MAY RESULT.

CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER(S)
I HEREBY CERTIFY that I have read the above statement and that ] have examined the accompanying electronically filed or

uaily sulymitted cost report.and the Bajance Shept and Statement of Revenue and Expenses prepared by
nd/efen J10SY! f (Provider Names(s) and Number(s)) for the cost reporting period
beginning /0 —{ =0 (» and ending e -07 and that to the best ol my knowledge and belief, it is a true,

correct and complete statement prepared from the books and records of the provider in accordance with applicable instructions,
except as noted. I further certify that I am familiar with the laws and regutations regarding the provision of health care services

and that the services identified in this cost report were pravided in compliance with such laws and regulatipns.
(Signed) M @ Wﬂ/yz‘j
(o] cegr 0?1_)1’5% rovider(s)
Title } /)r? 0 P

Date

PART 11 - SETTLEMENT SUMMARY

TITLE XVIII
TITLE V PART A PART B TITLE XIX
1 2 3 4

-

HOSPITAL

2 |SUBPROVIDER

3 |SWING BED - SNF

4 |SWING BED - NF

W

SKILLED NURSING FACILITY

6 [NURSING FACILITY

7 JHOME HEALTH AGENCY
8 |OUTPATIENT REHABILITATION
PROVIDER (specify)

-]

HEALTH CLINIC (specify)

100 |[TOTAL @ ﬁ

The above amounts represent "due to" or "due from" the applicable prografn for the elemcent of the above complex indicated. ’
According to the Paperwork Reductlon Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB

control number for this information collection is 0938-0050. The time required to complete this information collection is estimated to avernge 657 hours per response, including
the time to review instructions, search existing data , gather

concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to:
HCFA, P.0. Box 26684, Baltimore, Maryland 21207 and to the Office of the Information and Repulatory Affairs, Office of Management and Budget, Washington, D.C. 20503,

FORM HCFA-2552-96 (11/98) (INSTRUCTIONS FOR THIS WORKSHEET ARE PUBLISHED IN HCFA PUB 15-11, SECTIONS 3603-3603.2)




3690 (Cont.) : FORM HCFA-2552-96 11-98

HOSPITAL AND HOSPITAL HEALTH CARE PROVIDER NQ.: |PERIOD: WORKSHEET S5-2
COMPLEX IDENTIFICATION DATA 4[-4C0 2 [FroM 10-1-06
10.9-36-07F
Hospital and Hospital Health Care Complex Address:
1 | Street: P.O Box: 1
1.01 | City: State: Zip Code: County: 1.01
Hospital and Hospital-Based Component Identification: Payment System
Provider Date (P, T, O, or N)
Corponent Component Name Number Certified \ XVII XIX
] 1 2 3 4 5 6
2 | Hospital EP bragley rospl 91-906 31 T-1-66 2
3 | Subprovider 4 i 3
4 | Swing Beds-SNF 4
5 | Swing Beds-NF B 5
6 | Hospital Besed SNF 6
7 ital-Based NF 7
8 | Hospital-Based OLTC Al e 8
9 ) Hospital Based HHA 9
11 | Separately Certificd ASC H 1
12 | Hospital-Based Hospice Rt 12
14 | Hospital-Based Health Clinic 14
(specify)
15 | Outpatient Rehab. Clinic (specify) 15
16 | Renal Dialysis IR & 16
17 | Cost Reporting Period (mnvdd/yyyy) From: Q- [- Dl To: |¢? -30-07 17
1 2
18 [Type of Conirol (see instructions) A4
Type of hospital/subprovider (see instructions)
19 | Hospital
20 Subprovider
21 | indicate if your hospital is either (1) urben or (2) rural N ks 21
21.01 | Are you eligible for disproportionate share adjustment payments in accordance with 42 CFR ¥ 21.01
4121067 (see instructions) ‘ N b
22 | Aroyou classified as a referral center? 22
23 | Does this facility operate a transplant ceater? 55 23
23.01 ] If this is a Medicare certified ki lant center, enter the certification date (mm/d 5 B N 23.01
23.02 } If this is a Medicare certified heart transplant centar, enter the certification date (mm/dd/yyyy). SR A ] 23.02
23.03 } ¥ this is a Medicare certificd liver transplant center, enter the certification date (mm/dd/yyyy). A 23.03
23.04 | If this is « Medicare certified hung transplant center, enter the certification date (mm/dd/yyyy). Al 23.04
24 | If this an atgan procurement arganization (OPO), enter the OPO number in column 2. 24
25 | Is this a teaching hospital? 25
25.01 | Is this teaching program approved in accordance with HCFA Pub. 15-1, chapter 47 25.01
25.02 } If line 25,01 is yes, was Medicare participation and approved teaching program status in effect during 25.02
the first month of the cost reporting period? If yes, complete Worksheet E-3, Part 1V. Ifno,
mleb ‘Worksheet D-2, Part II. .
.03 | As a teaching hospital, did you elect cost reimbursement for physicians' services as defined 25.03
in HCFA Pub. 15-1, section 21487 Ifyes, camplete Worksheet D-9.
.04 | Are you claiming costs on line 70 of Worksheet A? If yes, complete Worksheet, D-2, Part I. 25.04
26 | If this is a sole comnmnity hospital (SCH), enter the mumber of periods SCH status in effect. 26
Enter beginning and ending dates of SCH status on line 26.01. Subscript line 26.01 for number
of E'ods in excess of one and enter subsequent dates.
26.01 | Enter the applicable SCH dates: Beginning: Ending: 26.01
27 | Does this hospital have an agreement under either section 1883 or section 1913 tor swing 27 -
beds? If'yes, enter the agreement date (mm/dd/yyyy) in column 2.

FORM HCFA-2552-96 ( 11/98) (INSTRUCTIONS FOR THIS WORKSHEET ARE PUBLISHED IN HCFA PUB. 15-11, SECTION 3604)

36-504 Rev. 4



11-98 FORM HCFA-2552-96 3690 (Cont.)

HOSPITAL AND HOSPITAL HEALTH CARE PROVIDER NO.: _|PERIOD: WORKSHEET §-2
COMPLEX IDENTIFICATION DATA L} B L{OO 3 [From o -1-0b
. TO - 3 -

28 | Does this facility contain a hospital-based SNF which has been granted an exemption lrom
the cost limits in accordance with 42 CFR 413.30(e)?

29 | Is this a rural hospital with a certified SNF which has fewer than 50 beds in the aparegate for
both components, using the swing bed optional method of reimbursement?
30 | Does this hospital qualify as a rural primaty care hospital (RPCH)/Critical Access Hospital (CAH)?
(see 42 CFR 485.606f1)
30.01 | If so, is this the initial 12 month period for the facility operated s an RPCH/CAH? See 42 CFR 413.70.
30.02 | If this facility qualifies as an RPCH, has it elected the all-mcluswe method of payment
for oulpaueut services?
31 | Isthisa rural b hospital qualifying for an exception to the CRNA fee schedule? See 42 CFR 412.113(c).

Miscellanegus Cost Reporting information
32 } Is this an all-inclusive provider? Ifyes, enter the method used (A, B, or B only) in column 2.
33 | Is this a now hospital under 42 CFR 412.300 PPS capital?
34 | Is this a new hospital under 42 CFR 413.40(£)(1Xi) TRFRA?
35 | Have you established a new subprovider (excluded unit) under 42 CFR 413.40(1(1)(i)?

Prospective Payment System (PPS) Capital .

36 | Do you elect fully prospective payment methodology for capital costs? N/

36.01 | Are you eligible for disproportionate share payments in accordance with 42 CFR 412.3207 (see instr.) N
37 | Do you elect hold harmless payment methodology for capital costs?

37.01 | Iyou are a hold hanmless provider, are you filing on the basis of 100% of the Federal rate?

s
c
-
]
hn

N
e
<
=

kR

-< !
RRI|Z. kit | R &S

Title XIX inpatient services
38 | Do you have title XIX inpatient hospital services?
38.01 | Is this hospital reimbursed for title XIX through the cost report either in full or in part?
38.02 | Does the title XTX program reduce capital following the Medicare methodology?
38.03 | Are titlo XTX NF patients occupying title XVIN SNF beds (dual certification)? (see instructions)
Do you operats an ICFAMR facility for purposes of title XIX?

04
40 | Aro there any related orpanization or homs office costs as defined in HCFA Pub. 15-1, chapter 107
41 | Are provider based physicians' costs included in Worksheet A?
42 ire physical therapy sexvices provided by outside suppliers? ]
42.01 | Are occupational therapy services provided by outside suppliers?
42.02 | Are speech pathology sezvices provided by outside suppliers?
43} Are respiratory therapy services provided by outside suppliers?
44 | I you are claiming cost for renal services on Worksheet A, are they inpatient services only?
45 | Have you changed your cost allocation methodology from the previously filed cost report? See
HCFA Pub. 15-1I, section 3617. Ifyes, enter the approval date (mm/dd/yyyy) in column 2.
43.01 | Was thero a change in the statistical basis?
45.02 | Was there a change in the order of allocation?
4503 Wuthcda_mgatothenmphﬁedoostﬁnd&gmethod?
46 | If you are participating in the NHCMQ demonstration project (must have a hospital-based SNF)
M this cost reporting period, enter the phase (see instructions). N / )4
If this facility contains a provider that qualifies for an exemption from the application of the lower of costs or charges, enter "Y* for
cach companent and type of service that qualifies for the exemption. Enter "N* if not exempt. (See 42 CFR 413.13)

Qutpatient | Outpatient | Outpatient
Part A Part B ASC Radiology | Diagnostic
1 2 3 4 5

47 § Hospital 47
s | subprovider ' a8
49 | SNF % 49
50 | HHA 50
51 {Outpatient Rehab. Providers(specify) 51

FORM HCFA-2552-96 ( 11/98) (INSTRUCTIONS FOR THIS WORKSHEET ARE PUBLISHED IN HCFA PUB. 15-11, SECTION 3604)

Rev. 4 7 ' 36-505



3690 (Cont.) FORM HCFA-2552-96 11-98
HOSPITAL AND HOSPITAL HEALTH CARE PROVIDER NO.:  [PERIOD: _ é) WORKSHEET 8-2
COMPLEX IDENTIFICATION DATA /’ 400 5 FrRoM__JO / '5 (CONT.)
Lf TO 36 ~07
52 ] Does this hospital claim expenditures for extraordinary circumstances inaccordance with 42 CFR 52
412.348(e)? (see instructions) U / A’
53 | If this is a medicare dependent hospital (MIDH), enter the number of periods MDI{ status in effect. 53
Bnter beginning and ending dates of MDH status on line 53.01. Subscript line 53.01 for number A)/H_
of periods in excess of one and enter subsequent dates. "
53.01 | MDH period beginning: ending: 53,01
54 | List amounts of malpractice premiums and paid losses:
Premiums: eP’j‘i Paid losses: A ) l A . and/or Self insurance:
54.01 | Aro malpractice ifms and paid losses reported in other than the Administrative and General cost
center? Ifyes, submit supporting schedule listing cost centers and amounts contained therein. !
55 | Does your facility qualify for additional prospective payment in accordance with 42 CFR 412.107.
Bater "Y*" for yes and "N" for no.
56 | Are you claiming ambulance costs? If'yes, enter in column 2 the payment limit provided
-] from your intermediary.

FORM HCFA-2552-96 ( 11/98) (INSTRUCTIONS FOR THIS WORKSHEET ARE PUBLISHED IN HCFA PUB. 15-11, SECTION 3604)

36-506

Rev. 4
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3690 (Cont.) FORM HCFA-2552-96 08-97
BALANCE SHEET PROVIDER NO.: JPERIOD: WORKSHEET G
(if you are nonpropietaty and do not maintain fund-type }f/,é/mg wroM /0108
acoounting records, completo the Gensral Fund oolums only) 109:30-07
Specific
Assets General Purpose Endowment Plant
(Omit cents) Fund Fund Fund Fund
1 2 3 4
CURRENT ASSETS T T
1 [Cash on hand end in banks 3954 , 1
2 Tempmtyinvah_:gn& . — 2
3 JNotes receivable - 3
4 | Accounts reosivable QIbg2) 4
5 |Other recoivables 109 220 5
6 | Allowances for uncollectible notes and i 6
7 |laentory 107818 7
8 |Prepaid oxpenses 3,772 8
9 |Other current assets e 9
10 |Due from other fnds - _ 10
11 | Total cument assets (sum of lines 1-10) 11
FIXED ASSETS ; 3 2
12 JLand 2379, 12
12.01 | Accummilated depreciati “— 12.01
13 JLand improvements e 13
13.01 | Accumiated depreciation — 13.01
14 |Buildings 11,990,806 14
1401 | Accumplated depreciation (AT RS 1401
—15 JLeasehold improvemeats p10, 278 15
1501 | Accummlated deprecistion (Lo, 0T2Y 15.01
16 |Fixed equipment = 16
1601 | Accunmlated deprecistion — 16.01
17 J Automobiles and trucks — 17
17.01 | _Accunmilated depreciation — 11.01
18 [Major movable equipmient JO,6HI, 103 18
18.01 | Accumulated depreciation { 7 ) 18.01
19 |Minor equipment deprecisble ” 19
19.01 | Acoumlated deprecistion - 19.01
20 Minor equipment-nondepreciable - B . 20
21 | Total fixed assets (sum of lines 12-20) J 21
) OTHER ASSETS RN
22 |investments - 22
23 §Deposits on leases hd 23
24 ]|Due from owners/officers 24
25 JOther assets (; 25
26 | Total other assets (sum of lines 22-25) / 26
27 | Total assets (sum of lines 11, 21, and 26) 1,720, 25 Z /) /Z 27

FORM HCFA-2552-96 (9/96) (INSTRUCTIONS FOR THIS WORKSHEET ARE PUBLISHED IN HCFA PUB. 15-11, SECTION 3640)

36-600

Rev. 3



10-96 ) FORM HCFA-2552-96 3690 (Cont.)

BALANCE SHEET PROVIDER NO.: |PERIOD: 'WORKSHEET G
(If you are nonproprietary and do not maintain fund-type L'l /- 7 w 5 FROM D'/ '_(% (CONT.)
_Aecounting records, complete the General Fund column only) TO&?O -07
Liabilities and Fund Specific
Balances General Purpose Endowment Plant
(Omit cents) Fund Fund Fund Fund
1 2 3 4
, CURRENT LIABILITIES
28 IAocoums payable / L 5 ?é) / g 4 28
29 |Salaries, wages, and fees payable 3, g& 4.4
30 Py_mll taxes payable s
31 |Notes and loans payable (short term)
32 {Deferred income
33 |Accelerated payments -
34 |Due to other finds -
35 |Other current lisbilities 716, H5%
36 |Total current liabilities (sum of 36
lines 28 thr 35) 55 éé,“ 7 ¢ é Q/ .
LONG TERM LIABILITIES
37 |Mortgage payable - 37
38 {Notes payable - 38
39 {Uh d loans - 39
40 |Loans from owners .01 Prior to 7/1/66 — 40.01
.02 On or after 7/1/66 - 40.02
41 {Other long term liabilities R79595. 41
42 |Total long term liabilities (sum of . 42
| tines 37 thra41) LY485KS _ .
43 [Total lisbilities (sum of lines 36 and 42) R.OISOYH. & {/j 7 43
CAPITAL ACCOUNTS
44 |General fund balance '/ 4
45 | Specific purpose fund 3 45
46 [Donor created - endowment fund 46
balance - restrioted
47 |Donor created - endowment fund 47
|balance - unrestricted '
48 |Goveming body created - endowment 48
fund balance
I Plntﬁmdbn!mce-investedi_gplmt 3 : 49
50 [Plant fund balance - reserve for plant d = K 50
improvement, seplacement, and expansion i3 : —
51 | Total fund balences (sum of lines 44 thra 50) 23,7059 ) [ 7@' 51
52 |Total liabilities and fund balances (sum of 52
e qaexs £ | g |
L 4 L4

FORM HCFA-2552-96 (9/96) (INSTRUCTIONS FOR THIS WORKSHEET ARE PUBLISHED IN HCFA PUB. 15-1I, SECTION 3640)

Rev. 1 36-601
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10-96

FORM HCFA-2552-96

3690 (Cont.)
STATEMENT OF PATIENT REVENUES PROVIDER NO.: [PERIOD: WORKSHEET G-2,
AND OPERATING REVENUES 4 /., 'yw 3 vroM JO-/-d|parTs 1211
109-2007
PART I - PATIENT REVENUES
INPATIENT _ | OUTPATIENT TOTAL
REVENUE CENTER
2 3
GENERAL INPATIENT ROUTINE CARE SERVICES ST
1 |Hospital 1
2 |Subprovider 2
4 YSwing bed - SNF 4
5 |Swing bed - NF 5
6 |Skilled nursing facili 6
7 facili 7
8 JOther long term care 8
9 {Total genaral inpatient care services (sum of lines 1-8) 9
INTENSIVE CARE TYPE INPATIENT HOSPITAL SERVICES 7
10 llntmsive care unit 10
1] |Caronary care unit 11
12 |Bum intensive care unit 12
13 |Surgical intensive careunit N o 13
L4 Jofher el e o) __PSGEIN 20,50, 1
15 | Total intensive care type inpatient hospitatservices (sum of 15
of lines 10-14) e, SORHODE 3,503, O]
16 {Total inpatient routine caro services (sum of lines 9 and 15) A : 16
7 Iﬂx’ services 4, 305,000| Q, 540, iTs) 17
18 [Outpatient services - 9. L9000V /7 (2242 18
19 [Home health agency 19
20 JAmbulance 20
21 |Outpatient rehabilitation providers 21
22 JASC 22
23 [Hospice 23
24 24
25 {Total patient revenues (sum of lines 16-24) (transfer column 3 to L)
Wist. G-3, line 1) 40,867,000 28 434,000 03,3 ﬁmt
PART II - OPERATING EXPENSES .
. 1 2
2% | i (per Wkst. A, column 3, line 101) SR 26
2 P\dd (specify) 27
28 28
29 29
30 30.
31 X 31
32 32
33 [Total additions (sum of lines 27-32) s Q 33
34 [Doduct (specify) 34
35 35
36 36
17 37
8] ,@ 38
39 |Total deductions (sum of lines 34-38) S 39
40 |Total operating expenses (sum of lines 26 and 33 minus line 39) (transfer to Wkst. G-3, line 4) 571 NH67 40

FORM HCFA-2552-96 (9/96) (INSTRUCTIONS FOR THIS WORKSHEET ARE PUBLISHED IN HCFA PUB. 15-I1, SECTION 3640)

Rev. 1

36-603



3690 (Cont.) FORM HCFA-2552-96

10-96

STATEMENT OF REVENUES PROVIDER NO.:

AND EXPENSES ,7/_ 6/00 5

rout /0706
o0 9-30-0Y7

'WORKSHEET G-3

Description

Total patient revenues (from Wkst. G-2, Part I, column 3, line 25)

3,249,000

1
2 [Less contractual allowances and discounts on patients' accounts

/3, 285,000

w

[Net patient revenues (line 1 minus line 2)

1
2
51,06 | 3

4 |Less total ing expenses (from Wkst. G-2, Part II, line 40)

v/

5 |Net income from service to patients (line 3 minus line 4)

OTHER INCOME

—

Incame from investments

Revenmes from telephone and telepraph servico

Revenus from television and radio service

——
—
—

Rebates and refunds of expenses

- 11

Puil;nglotreceipts

e 12

13 | Revenue from laundry and linen service

14 ] Revenue from meals sold to employees and puests

|44 000 114

15 | Revenue from rental of living quarters

16 | Revenue from sale of medical and surgical supplies to other than patients

17 | Revenue from sale of drugs to other than patients

18 | Revenus from sale of medical records and sbatracts

19 | Tuition (fees, sale of textbooks, uniforms, etc.)

20 | Revermo from gifts, flowers, coffee shops, and canteen

21 | Rental of vending machi

22 | Rental of hospital space

Govemmental appropriations

r - vi vl

Other (speci K
Totalo&_;etinooma (sum of lines 6-24)

EAremor

2,022 480

Other expenses (specify)

23
2]
25
26 | Total (line 5 plus line 25)
21
28
29

30 | Total other expenses (sum of lines 27-29)

31 ] Net income (or loss) for the period (line 26 minns line 30)

r
5,023, (00| 31

FORM HCFA-2552-96 (9/96) (INSTRUCTIONS FOR THIS WORKSHEET ARE PUBLISHED IN HCFA PUB. 15-I1, SECTION 3640)

36-604



