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, | 07/012018] | DB/30/2017 ]
2. Select Your Facility from the Drop-Down Menu Provided: _mOC._._._ GEDORGIA MED CTR - LANIER
Cost Report Cost Report
Begin Date(s) ___ End Date(s)
3. Cost Report Year 1 10/0172016 Q8/30/2017
4. Cost Report Year 2 {if applicable)
5. Cost Report Year 3 (if applicable)
Data
6 Medicaid Provider Number: 000001163A
7. Medicaid Subprovider Number 1 (Psychiatric or Rehab): 0
8 Medicaid Subprovider Number 2 (Psychiatric or Rehab): 0
9 Medicare Provider Number: 111326
B. DSH OB Qualifying Information
Questlons 1-3, below, sh be d In the with Sec. 1923(d) of the Social Security Act.
Year (07/01/16 -
During the DSH Examination Year: 06/3017)

-

Did the hospital have at least two obstetricians who had staff privileges at the hospital that agreed to Yas
provide obstetric services to Medicaid-eligible individuals during the DSH year? (In the case of a hospilal
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?

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

I

|

3a. Was the hospital open as of December 22, 198772 Yes
3b. What date did the hospital open? [ 7nss0 ]
Questions 4-6, below, sh be d in the with Sec. 1923(d) of the Social Security Act.
DSH Payment Year
During the Interim DSH Payment Year: (0701118 - 06/30/15)

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.)

List the Names of the two Obstatricians (or case of nural hospital, Physicians) who have agreed to perform OB services;

UH

Mandy Lucas a
Jonathan Wade a
5§ Is the hospital exernpt from the requiremnent listed under #1 above because the hospital's No
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- I No _

emergency obstetric services to the general population when federal Medicaid DSH regulations
were enacted on December 22, 19877
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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 received for this DSH year?
Matching the federal share with an IGT/CPE is not a basis for answering this question "no”. If your

hospital was not allowed to retain 100% of its DSH pay

p nt that pr d the hospi

p

Exol ion for "No"

| from retaining its payments.

please in what cir

were

During the preparation of the: SH Year 2018 Survey, Part | indicated that SGMC - Lanier did not maintain 2 OB or physicians that would provide services

to Medicaid patients, due o 3 misLiridersianding of the question. Bacause the errar was not discovered until after the siigcation had occumed and had been communicated to all participants,

the SGMC - Lanier was forced to return the interim payment even though otherwise eligible to receive the full allocation.

The following certification is to be completed by the hospital's CEO or CFO:

I hereby certify that the information in Sections A, B, C, D, E, F, G, H, I, J, K and L of the DSH Surve
records of the hospital. All Medicaid ligible patients; including those who have
payment on the claim, | understand that this information will be used tc determi
pravisions. Detailed support exists for all amounts reparted in the survay.
available for inspection when requested

Hospital CEO or CFO Sigraturs

Grant Byers

Hospital CED or CFO Printed Name

y files are true and accurate to the best of our ability, and supported by the financial and other
private Insurance coverage, have been reported on the DSH survey regardless of whether the hospital received

ne the Medicaid program's compliance with federal Disproporiionate Share Hospital (DSH) eligibility and payments
These records will be retained for & period of not lsss than 5 years following the due daie of the survey, and will be made

CFO

Title Date
229-259-4162 grant.byers@sgmc.org
Hospital CEO or CFO Telephone Number Hospital CEO or CFO E-Mail

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

520

H. tal Contact:

U P

Name

Grant Byers

Title

CFO

Telephone Number

228-250-4162

E-Mail Address

grant byers@sgme org

Mailing Street Address

2501 N Pattarson Street

Mailing City, State, Zip

Valdusta GA 31602

Outside Preparer:

Name
Title:

Wes Stemenbemg

Partnst

Firm Name:

Dralfin & Tuigker, LLP

Telephone Mumber

228-883-7878

E-Mail Address

vstamenberg@Edraffin-tucker.com

Property of Myers and Stauffer LC
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State of Geargin Version 7.25

Tisproportionate Shate Hospial (DSH) Examiration Sarvey Part IT

Examiple 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-
PayorPlan Payor Plan Hospltal's Medicaid Identifier Code  Patient’s Security Number Patient's Di ge Outp ) for Services  Routine Days Payments for Services Services Covered Service *, if
Claim Type (4) 2] 1] Provider # (C)) (FCN] (E) Birth Date (F) {5} Gender (H) Name ()  AdmitDate (J| Date (¥} L} Codza (M)  Provided (1) ©  of Care () Provided () Provided [Q) ] {R}
Uninsured Charoes  Charty Sell-Pay 12345 2202922 111960 590893968 Female  Doe, Jane TN2E10 ©12010 Inpaliem 196§ 4,000.00 7 S :
Uninsured Charges Charity Sell-Pay 12345 Frerrred 1/1/1960 HH5-59.000 Female Doe, Jans 3/1/2010 2010 Inpatient 200 $ 4,500.00 3 $
Uninsured Charges ~ Charity Seil-Fay 12345 2209232 1/1/1960 35352395 Female Do, Jans 3/1/2010 I Inpatent 250 $ 5,20025 $
Uninsured Charges ~ Charity Seif-Pay 12345 Frrsrrrd 11111960 996-99-989 Female Do, Jame 312010 112010 Inpatient 300 $ 2,700.00 3
Uninsured Charges ~ Charity Sal-Pay 12345 2o 1171960 492.53-999 Female Dow, Jans 31/2010 3112010 Inpatient 360 $ 1500075 $
Uninsured Charges ~ Charity SeltPay 12345 prorirred 1111960 995-90-g39 Female Doe, Jane 3172010 o Inpatient 450 $ 1,000.25 s -
Uninsured Charges ~ Medicare 12345 Addadds 7121985 588-88-050 Male Jones, James  6/15/2010 £182010 Outpatient 250 $ 150.00 $ 500.00 $ - Exhausied
Uni Charges i 12345 Aadazadg 711211985 098.-05-695 Male Jones. James  6/15/2010 EBM5Z010  Outpatient 450 $ 750.00 3 50000 $ - Exhausted
Uninsured Charges  Blue Cross 12345 man 3/5/2000 995 58-959 Male Smuth, Mirg 8/1012010 /102010 Outpatient 450 $ 1,100.00 £ ] Non-Covered Service
Notes for Completing Exhibit Az

" Al charges for non-hospital services should be excluded.
** Paymants reported in Columns P& Q are nol reported in the survey, These amounts are used for examination purposes only. Amount should include all paymants received 1o dats on the account.
*** Report services not covered under Ihe patient's insurance package as a "Non-Covered Sesvica™, Note - the service must be covared 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 (-xfs or .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). 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 Stauifer will generate reports.

Printed 8/27/2019 Property of Myers and Stanffer LC



State of Goorgia Varsion 7.25
OSH Sarvey Pact
Exemple of Exhibit B - Seif Pay Colleetiors
- Insurance Calculated Hospital
Total Status. Uninsured
otal  OtherNon-  When Calipetions 1
Phiysician  Hospital  Services T o
harges  Charges Were (Vi Extaumind o
Patient Patient's Amount of Indicate Iif for for Provided Clalm Status U=tar Commrnr
Secondary Hospital's Identifier Patient's. Social Cash Collection Is a ‘Service Indicator Total Hospital Charges  Services  Sarvices a_.-u..-ﬂneq {Exhausted or Non- Tarves,
Primary Payor  Payor Plan ransaction Medicaid Code Birth Date Seciti! Patamfs Admit Date  Discharge Date ?Bioﬂ_. Collactions ‘3. swnis lopatisat 9!_!.5: for Services Provided Provided  Provided i X ™)
Claim Type (4 Plan (1) [2+4] Code i1 Provider 2§ {PCN] il Gance (1} Narme 23 [{8] Coltection (M [T [ [T | R imn* E_.HIKB__.__ A=
Gaif Pay Paymunts. My Wodicad =] 1305 B i) ITIRS  W0-B500 e Jomwe, Athoey SR ] e Suu_u = .__u win!._. 5 ) [0 [
Sdif Pay Paymentis.  Mudicsrs Wedicwe == 12345 I ITI00S  eeSsmeu Male denes, Asttory i Gl 21112010 0 No Inpatiant = %00 3 e .
Self Pay Payments  Modicars Modicaid =0 12345 xS 272005 Ve Mae  Jores Antwey  INT0R ratses 2o =0 No Inpationt o0 S0 $ maires -
Self Pay Payments  Macicars Modicaid 0 12345 IS ITImS 2020 ™ ofles, Actirary 1121085 71401299 4120 50 No Inpatiet o %00 $ [rng .
Seif Pay Payments  Bius Crom. 15 12346 5600908 CSAEIE 06530055 Male Emtn Jehn S21IOW 2T v=I0s 50 No Outpationt o0 -5 50 jnuems Exhausted 46
Self Pay Payments  Bius Croms 150 12245 9990000 0T et Male Bemin St 211000 200 10912309 50 No Outpatient =0 -8 50 e Exhacaied 46
Self Py Payments  Sie Cooms 150 1345 9000000 L= Male Gimit, Jofny V112000 =t WX 3 50 No Outpatient ol - 8§ 0 Vreane Exdmusted 148
Self Pay Payments  if-Fay 500 12345 b 0 95emans Male Citt, bemin 112009 e TIE2010 % No Inpmtient oo 1000 $ Urimiire 84
Self Pay Payments <17y 500 12345 T bl et Male ot Hwaihy ey W0 5300 90 No Inpatient 2% 1000 Uit o
Self Pay Payments  Uritnd Heslthcars 500 1245 Eo) 085020 ™ dannean, o 1100 37205 IT010 30 No ipabant ) 40 $ S0 Inewsd  Non-Coversd Savico 126
ﬂlefunlv.-EuEm.
* Chargss and inwarance sTafus will o thi samme whan Feing matiipie paymmits fos e wene peliant sod dates of serce.
ggiﬂlﬂli%gggﬂn
W ESection 1013 ; i} paymants A sppied Bt patiect e, 05kt Ihote payTIANTS In the cash. calieclion solumn I thiy are = ot lppilect wt pationt keved, lockide inant I Sectior: € of the survey document.
inl!itnlanii.ig. e package a1 8 No VCE” ode < b 1 e Wiate M
o= Thi total T Houpial | [+ g&lﬂ&nfﬁ?iiaﬂ ripoitted in Section H, Line 140 of the DEH Burwy.
Piease submit the sbove data in the ok ie e inchsded with this survey d Tha i-gvulbatln!mrnlgghruv W this is not possible, the data must be submitted as 2 CSV .csv} file using elther the TAB or | (pipe
nggsvigsgfixiistifni?iﬁii il gs! Thesa co g will be used to input patient detail into o database from which Myers and Stauffer will generate
reports,
Printod 42772019 Property of Myers and Staffer LC Page2



State of Georgia Version 7.25
Disproportionate Share Hospital (DSH) Examination Survey Part 11

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
Patient Collection is a Charges for Charges for Hospital Charges Uninsured Collections (=
Identifier Code Admit Date Discharge Date of Cash Amount of Cash 1011 Payment Services Services for Services Percentage (K) (H)/((H)+(h+())*(F
(PCN) (A) Name (B} (9] Date (D) Collection (E} Collections (F) (G) *** Provided (H) * Provided (I} Provided (J) ** b Y(K))

BBBBEES Johnson, Joe 5/12/1959 5/25/1999 5/1/2010 § 500 No $ 55000 $ 1100 $ - 7% $ 33
8888888 Johnson, Joe 5/12/1999 5/25/1999 3/1/2010 $ 250 Yes $ 55000 $ 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 5/12/1889 5/25/1999 6/15/2010 § 300 No $ 55,000 § 1100 3 - 7% $ 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 $ 35,000 $ 550 $ 330 7% 3 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 $ 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...

hk

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 alf 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 (.xls, xlIsx). 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 3



y Pt 11
— Maticaid S K}
Fatients Total Medicara: NGO Fotal Private Fayments Recaived
. 1&-.!-{!! olu!.nlq {-E luvlio& Medicald Patianfs Rirth Sty Pazients. Ad4ma  Discharge papatiant Havuius Code  for Sarvices. Daym of Sarviess vices for Services far rricded Bt Py (=T T P
i Type 140 = = i Dain i Geedar m a 1= o {1 wai o
O Wedcad Dxvtars m_br-.- lfunx E 1] IS UL 0 J R 3 we 10 [ AE ] L] 180
Other Macicaid ol P Oom e et 12348 888888 1468756 TS BROJ3E00 e e Sacel | RN2000 DI Iremtiont = 1.500 w s 1500 % - & 1=
‘Othar Mariouid Elaibies Dom Trme Mocicaid 12345 sassas 1455788 ANNSK  900-00-09 Mais e Gl 12008 Q42000 Inoatient ne 100 50 & 1500 § 1] 1550
Cther Madkosid Bigibles Bue Creay. Medicaid 1D [ nsd 107 11H000  900-60-000 Mate e Sama 22008 2008 Incwtiont 00 s 50 § 1500 & ¥ 1.580
Otter Mexiceid Exnibios Ehus Crom Macicd 12345 sansas 12456789 N9 KDBLSGE  Male  mes Swmel 91200 42000  nomtient 0 1500 S 1500 § 1,850
Cther Macticaid Eliibles Agtrm Madiesid 1D sl oTeesL21 721080  900-90-990 Femala Johneon, Sancv 8202010 [zl ‘Outnatart 230 100 -4 00 ¥ %0 s
Other Mediceid Eligibis Astra Mediosii 1D8 000000 7ees4A1 2985 966-99-999 Fammis Johfmon. Sancv  ADOZXNM0 B0201 Oumnatiery 200 s - % 900 § =0 s
Other Macicaict Elcities At Mdacioncd 12345 oo orpesezt ZH965 GO00000 Ferms  Jivwon Smv 62072010  AD010  Ounment 0 1500 - B 0 3 ™4 o
CRher Macicsid Evoibles Cora Madicadt 1245 585005 esas215m 2000 900-9000  Femsis  Jelwy Sumn 282010  22A2010  Oupetient 200 a78 100 & 1,000 3 1.100
Citver Mockcaid Esobies Cona Slociact 12045 558558 esqziom VS2000 PG990 Female  Jefav Swwn 22VX010 2282010  Ounaient “0 1500 100 4 1000 3 . 1.100
giﬂ
9 om Ol o
Fiwane submit the sbows data in th L | with this y Thier el ke st bo submitt fml-:,..,lnnh!. :th}gggfiIngin‘i?i Tan
oF | (e symbel sbove the ENTER bey) issi'itililii Piosse do not alter cofamn g Tings will be used o input patient detai into 2 database from whick Mysrs ant
Stuuffer will generate reports.




D. General Cost Report Year Information

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

10/1/2016 - 9/30/2017

DSH Version 7.25

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

@ N

3a

® N O O A

8a

8b.

o

10

11.

12

13.

14
15

(List additional states on a separate attachment)

[S0UTH GEORGIA MED CTR - LANIER

If Incorrect, Proper Information

101112016
i 3|
/3002017

Select Cost Report Year Covered by this Survey (enter "X"): [ ® | il

Status of Cost Report Used for this Survey (Should be audited if T - As Submitted

Date CMS processed the HCRIS file into the HCRIS database: 3e/z018 |

Date Caorrect?

Hospital Name: SOUTH GEORGIA MED CTR - LANIER Yes
. Medicaid Provider Number: 000001163A Yes
. Medicaid Subprovider Number 1 (Psychiatric or Rehab): 0 Yes

Medicaid Subprovider Number 2 (Psychiatric or Rehab): 0 Yes

Medicare Provider Number: 111326 Yes

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

DSH Pool Classification (Small Rural, Non-Small Rural, Urban): Small Rural Yes

Out-of-State Medicaid Provider Number. List all states where you had a Medicaid [ gl during the cost report year:

State Name & Number | 1

State Name & Number [l

State Name & Number |

State Name & Number |

State Name & Number | |

State Name & Number |

State Name & Number

E. Disclosure of Medicaid / Uninsured Payments Received: (10/01/2016 - 09/30/201 7)

1. Section 1011 Payment Related to Hospital Sarvices Included in Exhibilts B & B-1 (Ses Note 1
2. Sgction 1011 Paymsnt Ralsted (o Inpatient Hospital Services NOT included in Exhiblis B & B-1 (See Note 1)
Section 1011 Payment Related to Outpatient Hospital Services NOT Included In Exhibits B & B-1 {See Note 1)

far

o

o«

10

1.

12

Total Section 1011 Pay

Services (See Note 1)

Section 1011 Payment Related 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 Payments Related to Non-Hospital Services (See Note 1)

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

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

Total Cash Basis Patient Payments from All Other Patients (On Exhibit B)
Total Cash Basis Patient Payments Reported on Exhibit B (Agrees to Column {N) on Exhibit B, less ician and hospital portion of
Uninsured Cash Basis Patient Payments as a Percentage of Total Cash Basis Patient Payments:

Did your P

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

managed care payments not paid at the claim level?

5
=
—

for full pricing, quality bonus

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

—
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Ingatisnt Qutpatient
[s \A 20739 |
s 5083 100,685 |
$5,083 $130,424
0.00% 15.90%

Total
$20,739
$114,768
$135,507
15.30%

d by the hognital (naf by the MCO), or other incentive payments.

51312018

Version 7 25
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Mote 1! Subtitle B - Miscallaneous Provision, Section 1011 of the Medicare Prescrip
these funds during any cost report year

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)

[o RS, BF NI N -

O ©0m~

o

NOTE: All data in this section must be verified by the hospital. If data is
already p

F-1. Total Hospital Days Used in Medicaid Inpatient Utilization Ratio {MIUR)
Total Hospital Days Per Cost Report Excluding Swing-Bed (C/R, WIS S-3, Pt. I, Col- 8, Sum of Lns. 14, 16, 17, 18.00-18 03, 30, 31 less lines 5 & 6)

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 ion of Net Hospi

in this it was

from Patient Services (Used for LIUR)

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.
Formulas can be overwritten as needed with actual data.

11
12
13

14.

15
16
17.
18
19
2

21

74
2
24
2
26

(SN

3]

27

28.

29.
30.

3

32

34

3

3

[l

(=4

34

Hospital

Subprovider | (Psych or Rehab)
Subprovider Il (Psych or Rehab)
Swing Bed - SNF

Swing Bed - NF

Skilled Nursing Facility

Nursing Facility

Other Long-Term Care
Ancillary Services

Outpatient Services

Home Health Agency
Ambulance

Outpatient Rehab Providers
ASC

Hospice

Other

Total
Total Hospilal and Non Hospital

Total Per Cost Report

State of Georgia
Disproportionate Share Hospital (DSH) Examination Survey Part I1

fion Drug Imprevement and Madernization Act of 2003 provides federal reimbursement for emergency health services fumished to undocumented aliens.
coverad by the survey, they must be reported here. i you can document that a portion of the payment
"Section 1011 Payments Related to Non-Hospital Services.” Otherwise report 100 percent of the

_. 595 | (See Note in Section F-3, below)

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

E— ]

180738 |
307,560

5 488.299

iustments (formulas below can be overwritten f amounts

are knownj

If your hospltal received
recaived is relsted to non-hospital services (physician or ambulance sarvices), report that amount in the section titled
funds you recelvad in the section related to hospital services,

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

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

in net patient ravenuz)

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 workshast G-3, Line 2 to remove Medicaid Provider Taxes INCLUDED on worksheet G-3, Line 2 (impact is an

increase in net patient revenue)

glank Recan 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

7,411,466

Hospl Outp Hosp L Hosp Outpatlent Hospit Non-Hespital Net Hospital Revenue
$1.807.463.00 | [s 571,343 5 - s $ 1,086,120
50.00 IE - $ - S = $ -
50.00 B S -1 [s i -
n e S0.00 5 -
.. . 50,00 o s -
= e T4 29501300 | e B 1,502.023 A
e S0.00 | W5 ", 3 L | !
. o n S0.00 on ! o - na )
$4.811.477.00 $5.682.583.00 8 1.710,152 s S - 5 7408707
$3154.514.00 e ane | 5 3 -] s 2,033,200
$0.00 o s B
e e e = o 5 :
$0.00 - 5 3 -
0.00 $0.00 - 3 = 3 :
$0.00 : :
0.00 S0.00 $370,06100 | | § - Jmu - -3 131,531 $ -
5 6,418,940 $ 9,837,097 $ 4,595,974 $ 2,281,495 $ 3,496,416 $ 1,633,555 $ 10,478,126
Total from Above 3 20,852,011 Total from Above $ 7,411,466
Total Patient Revenues (G-3 Line 1) 20,852,011 | Total Contractual Adj, (G-3 Line 2) 6 544 057
866,509

Version 7 25
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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 MED CTR - LANIER
Intern & Resident - RCE and Therapy UP Routine
Line Total Allowable Costs Removed on Add-Back (if UPDaysand /P  Charges and O/P Medicaid Per Diem /
# Cost Center Description Cost Cost Report* Applicable) Total Cost Anclllary Charg Ancillary Ch 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 5 .
completed using CMS HCRIS cost report data. If the Days - Cost Report \%‘MMM\WOMM”
hospital has a more recent version of the cost report, the Cost Report Cost Report Swing-Bed Carve W/S D-1, Pt. I, 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 ‘Owbg.am m Tm%. C Pt1 Col6 .
report. Formulas can be overwritten as needed with actual Worksheet B, Peart I, Col. Nm Part | Col.2 E.g 7 Worksheet D-1, Calculated WIS D-1, PL 2, [ Q:m.u:: mn._.ozm\ only Calculated Per Diem
LLlE GaniliCalZCRR([nteriis]Resient Col. 4 PartI, Line 26 Lines 42-47for |  unless usedin
Offset ONLY) others Section L charges
allocation)
Routine Cost Centers {list below):
1 03000 [ADULTS & PEDIATRICS $ 2635148 | § -1 8 $2,045.582.00 | $ 589.566 764 $1.607,463.00
2 03100 [INTENSIVE CARE UNIT $ - $ 18 $ - - $0.00
3 03200 |[CORCNARY CARE LINIT $ . $ -18 $ - - $0.00
4 03300 |BURN INTENSIVE CARE UNIT $ $ -1 $ - = $0.00
5 03400 | SURGICAL INTENSIVE CARE UNIT $ $ $ $ - = S0.00
6 03500 |OTHER SPECIAL CARE UNIT 3 $ $ $ - - $0.00
7 04000 | SUBPROVIDER | $ $ -1 $ - - $0.00
8 04100 [SUBPROVIDER || 3 $ -1 $ - - $0.00
9 04200 |OTHER SUBPROVIDER $ $ -19% $ - = $0.00
10 04300 |NURSERY 3 $ -13% $ - - $0.00
1 $ - $ -13 $ s = $0.00
12 $ = $ -13 $ = 50.00
13 $ = $ -13 $ - = $0.00
14 $ = $ -13 $ - n 3000
15 $ - $ -19% $ - = $0.00
16 3 $ -13 $ - = $0.00
17 $ = $ -13 3 - = $0.00
18 Total Routine $ 2635148 § - 8 -8 2,045,582 $ 589,566 764 $ 1,607,463
19 Weighted Average
Hospital Subprovider | Subprovider H y .
Observation Days - | Observation Days - | Observation Days - |  Calculated (Per i m%MMM thoﬂmm i Ocmb Mnmwammnw“wa .\.QONQ\OMMW%M N Medicaid Caloulated
Cost Report W/S S- | Cost Report W/S S- | Cost Report W/S S- Diems Above :
3,Pt1, Line 28, |3, Pt 1, Line 268.01, | 3, Pt. 1, Line 26.02, | Muttiplied by Days) s\o%m,mwn D Eo%wmw o .5»%@% C, PL.1, | Cost-fo-Charge Ratio
_ ) Col. 8 Col. 8 Col.8 ol @l Col. 8
Observation Data (Non-Distinct)
20 Tmm?.... Observation (Non-Disting) l_ 169 - -13 130.414 $4,380.00 $146.716.00 | $ 151.096 0.863120
Cost Report _\WMM%MMWM Cost Report Inpatient Charges - | Outpatient Charges | Total Charges -
Worksheet B Part . Col. 2 m Worksheet C, Caloulated Cost Report - Cost Report Cost Report Medicaid Calculated
Part . Col Nm, (intern m Resident Part I, Col.2 and Worksheet C, Pt. I, | Worksheet C, Pt. I, | Worksheet C, Pt. 1, Cost-to-Charge Ratio
N — Col. 4 Col. 6 Col. 7 Col. 8
Offset ONLY)*
Ancillary Cost Centers (from W/S C excluding Observation) (list below):
21 5400{RADIOLOGY-DIAGNOSTIC $387,477.00 | $ - 3 387,477 $86.220.00 $603.03600 | $ 689,256 0.562167
22 5700(CT SCAN $37348500 [ $ - $ 373,466 $65.058.00 $1.831.64000 | $ 1.896.698 0.196803
23 5000{LABORATORY 5148078400 | $ $ 1,480,764 $683.635.00 $2.193,981.00 | $ 2877619 0.514580
24 ES00IRESPIRATORY THERAPY $79.27800 | $ $ 79,278 $221.00 $1,01100 [ § 1.232 64.349026
25 B5001PHYSICAL THERAPY $1.05282800 | $ $ 1.052,828 $875.294 00 $245581.00 | $ 1.121.875 0.938454
26 8900 |ELECTROCARDIOLOGY 54571300 | $ = $ 45713 $20,130.00 $199,8917.00 | $ 220.047 0.207742
27 TR0 IELECTROENCEPHALOGRAPHY 5B83.503.00 | § ~ $ 83,503 $0.00 $350.16000 | $ 350,160 0.238471
28 7100|MEDICAL SUPPLIES CHARGED TO PATIENT $332.13300 | § ~ 3 332.133 $651.945.00 $109.69400 | $ 171.639 1.935067
29 7300 |DRUGS CHARGED TO PATIENTS §1,283.38500 | $ $ 1.283,385 $3.017.971.00 $1,147.563.00 | $ 4,165,534 0.308096
30 9100 |EMERGENCY $2.314656.00 | $ $ 2,314,656 $42.159.00 $2,961,25900 | $ 3.003,418 0770674

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
54
55
56
57
58
59
&0
&1
62
83
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

G. Cost Report - Cost / Days / Charges

111 Year (10/01/2016-09/30/2017)

SOUTH GEORGIA MED CTR - LANIER

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

Intemn & Resldent RCE and Therapy

Costs Removed on

$0.00

Version 7.25

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

£0.00

3000

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

50.00

$0.00

30.00

$0.00

$0.00

2000

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

§0.00

$0.00

67 |88 |67 |65 |6R [ |69 |68 |0 |67 (68 |6 |9 (R [n R [ |an |en oo [ [P | s s | [ oo [an [ | |oo | | [en [en | | | [n |en |en [ |es || || [ [en [ |en | |en e |n |en |en |en |en
0

Printed 8/27/2019

/P Routine
UP Days and /P Charges and O/P Medicaid Per Diem /
Totat Cost incillan _ Ancillary Charges  Total a—_ﬂmu Cost or Other Ratios
$ - $0.00 18 -
$ - 50.00 $0.00 1% -
$ - =0.00 300018 -
$ - 0.00 $000 18 -
$ - 5000 $0.00 | § -
$ - £0.00 $0.00 | $ -
$ = $0.00 $0.00 | & =
$ - $0.00 $0.00 | § =
3 = $0 00 $000 |8 -
$ - $0.00 S000 1§ =
$ - $0.00 $000 1§ -
$ - $0.00 $000 |3 -
$ - $0.00 $000|8% -
3 = $0.00 $000]8 =
$ - $0.00 $000 |9 -
$ - $0.00 30009 -
$ - $0.00 30008 -
3 ‘ $0.00 50008 -
$ - $0.00 $000 |8 -
$ - $0.00 $000|$ -
$ - $0.00 $000 |8 -
$ - $0.00 $000 18 -
$ - $0.00 300018 -
$ - $0.00 300018 -
$ - $0.00 $000|$ -
$ - $0.00 $00018% -
$ - $0.00 $000|$ -
$ - $0.00 $000 | % -
$ - 30.00 $0.00 | $ -
$ =+ 30.00 $000 |8 -
$ - $0.00 $000 | $ -
$ - $0.00 S000 | S =
$ - $0.00 $000 | $ =
$ = $0.00 30008 =
$ - $0.00 $000 |3 =
$ - $0.00 50008 -
$ - $0.00 $000]S =z
$ - $0.00 S000 [ $ =
$ - $0.00 $000 (8 -
$ = $0.00 $000 (8 =
3 - $0.00 $0.001$ -
$ - §$0.00 $0.00 | $ -
$ - $0.00 $0.00 | 8 -
$ » 3000 §0.00 -
$ e 3000 $0.00 -
$ 3 $0.00 $0.00 =
$ 3 $0.00 $000 18 -
$ - $0.00 $0.00 |8 =
$ = $0.00 $0.00|$% -
$ - $0.00 5000 |$ -
$ - $0.00 500018 -
$ - $0.00 5000 % =
$ = $0.00 $0.00 | $ -
$ = $0.00 $000 |8 -
$ = $0.00 $000 | 8 -
$ = $0.00 $000 |8 -
$ - $0.00 $0.00 | $ -
$ - $0.00 $000 | $ -
$ - §0.00 $000 | % -
$ = $0.00 $000 1% -

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

G. Cost Report - Cost / Days / Charges

SOUTH GEORGIA MED CTR - LANIER

Intem & Resident RCE and Therapy UP Routine
Line Total Allowable Costs R don  Add-Back (if /P Days and /P Charges and O/P oI Medicaid Per Diem /
# cr Cost Report®  Applicable) Total Cost - _..ll Anciltary Charges  Total Charges  Cost or Other Ratios

g1 $000 | % = $0.00 $ - $0.00 3 - -
92 $000|$ = $0.00 $ - $0.00 $ - -
93 $000 | % = $0.00 $ - $0.00 $ - -
94 $000 | 8 = $0.00 $ - $0.00 $ - -
95 $000 | $ = $0.00 $ - $0.00 $ - -
96 $0.00 [ $ - $0.00 $ - $0.00 $ - -
97 $0.00 [ $ = $0.00 $ = $0.00 $ - =
98 $000 | $ - $0.00 $ - $0.00 $ - -
99 $0.00 [ $ - $0.00 $ - $0.00 $ - -
100 $0.00 [ § - $0.00 $ - $0.00 $ - -
101 $000 | $ - $0.00 $ - $0.00 $ - -
102 $000 [ % = $0.00 $ - $0.00 $ - -
103 $000 [ § = $0.00 $ - $0.00 $ - -
104 $000 | & = $0.00 $ - $0.00 $ - -
105 $0.00 [ $ = £0.00 $ - $0.00 $ - -
106 $0.00 | § - $0.00 $ - $0.00 3 - -
107 $0.00 | $ - $0.00 $ - $0.00 3 - -
108 $0.00 | $ = $0.00 $ - 30.00 $ - -
108 $0.00 | $ = $0.00 $ - 20.00 $ - -
110 $000 |8 - $0.00 3 - 0.00 $ - -
111 $000 | § = $0.00 $ - £0.00 $000 |8 - -
112 3000 % - $0.00 $ - $0.00 $000 | 8 - -
113 $000|$ - $0.00 $ - $0.00 $000 | $ - -
114 $00018% - $0.00 $ - $0.00 $000($ - -
115 $000 | § - $0.00 $ - $0.00 $000 [ 8 - -
116 $000|$ - $0.00 $ - $0.00 $0.00 | $ - -
117 $000 |3 - $0.00 $ - $0.00 $000|$ - -
118 $000 |9 - $0.00 % - $0.00 $000 1% - -
119 0001 % - $0.00 $ - $0.00 $000 | % - =
120 0019 - $0.00 $ - $0.00 $000 | $ - -
121 5000189 - $0.00 $ - $0.00 $000 |8 - -
122 $000 18 - $0.00 $ - $0.00 00013 - -
123 $0.00 | § - $0.00 3 - $0.00 $000 1S - -
124 $0.00 | - $000 $ - $0.00 300018 - -
125 $0.00 (% - $000 3 - $0.00 3000 $ - =
126 Total Ancillary $ 7,433,203 § - $ - $ 7,433,203 $ 4,858,016 $ 9,790,558 $ 14,648,574
127 Weighted Average !
128 Sub Totals $ 10068351 $ -8 ; s 8022763 § 6465479 $ 979055 § 16,256,037 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 $1,425,747 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 $ 6,597,022
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

Printed 8/27/2019 Property of Myers and Stauffer LC Page 9



Stale of Georgia

Vension 7.25
Disproportionate Share Hospilal (DSH) Examination Survey Part Il
H. In-State icaid and All Uni ient and O. ient Hospital Data:
PR ISR S OUTH GEORGIA MED CTR - LANIER
Modicald Par Madicald Costto I ||||....i R— . I
Diam Cost for Charge Ratlo for 8
Roatine Cost Anciftary Cost Report
Line § Coat Contar Descriptian Coilers. Canters tnpatiant tnpatient Outpationt Inpatiamt Outpatient tnpatient Outpatient .wlmu._!;. .uo.mn...z;. 15 Totals
o on & From Seaton & From PS&R From PSER From PSER From PS&R From PSER From PS&R From PSER From PSER From Hospitals Own | From Hospitals Own
Summary (Note A) Summary (Note A} Summary (Note A) Summary (Note A) Summary (Nots A) Summary (Note A) Summeary (Note A) Summary (Note A} Internal Analysis intemal Analysis
Diys Dave Dot — Days
1 I 5 [} i) I (7] e
2
3
4 —
5 ___u.s_u & nﬁ_nb_....:.mzuEm CARE UWiT —
6 (o | u._.znmnu.n_.._ L CARE UNIT
7
8
9
10
1"
12
13
14 | —
15 | —————
16 ]
7 -
18 Total Days 45 ] 7 Bd LT
19 Total Days per PS&R or Exhibit Detaif [ o) [ — ®
20 Unreconciled Days (Explain Variance) - —_ = -
i ._Foutine Chames
21 [Routine Charges 1 Do | — g j==—os r.|u|rm.._ =1 &W_ IR o
210 Calculated Routine Charge Per Diem 50192
Ancillary Charges Anciliary Charges Anciliary Charges _Anciiary Charges Anclilary Charges _ Ancillaty Charges: netinry Chirges. 4 Chan
1825 x| - =) "y =0 | A5 3287 | Jas1%
5133 sy | | 535 E578 5 52,050 10T 2NEITH | arr2n
6,639 24853 | 2,647 =7 18700 48| 0em | 15450 485334 | s275%
36.967 [ F 10.462 A ELF=] SASHT. 3515 74,837 783849 | 4374%
180 J 180 || § -1 1aE%
1623 e 509 2T F) - 30609 47628 | asex
2673 3t 58 347 ERL NS ETT5] =) 58233 | 4751%
- = 2T | I 45 - 200575 | 5T42%
3334 15837 1737 e Ams i | T 37| ek
119.808 [FF— 1) 30.988 18y 1EME NE40 217243 JRE | 2279w
1,078 =781 759 36425 =3 (¥ 7887 102958 | 6ssom
d
—
|
|

Printed § 27 2019
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State of Georgia

Version 7.25
Srure Hhoepnnd (LI5H Survey Part IT
H. In-State Medicaid and All Uni fent and O i ital Data:
T TR < TH GEORGIA MED CTR - LANIER
ﬂ “ “ LY
T ~ { T [} [ =
i - 1 _ i — I : =
% E -
” 1
|
|
|
; |
L |
[ — [ i ji—= |
3 0o 3 136008 [} 35 3 [T 3 b B 3 e % A7 537 3 I 3 men 5 ZAWATS
Totals / Payments
Total Charges s orgen acquisiton from Section ) [s — 100e][s soee] [s  aaes][s  imsrae] [5 2sa0][s oot ] [ mewi[s meem] 3 m]fs _ assaml (s s ][s  azmes1] wrem
(Agress fe Extmit A} [Agtees o Exkibit )
Total Charges par PS&R or Exhibit Datail [s sonoee | [3 e | [3 zasn | [ et [3 nnato ) [2 1ommson | [s e | [3 =5 3 M7 | s 213870 |
Unreconciled Charges (Explain Variance) 3 . . - 5 - - = 5 :
Total Cost inchides isition frai ) s 81,161 | [$ 7089 [2 1550 | [s 720130 [ 142837 | [ sasar7 | [s 3s610] [ 138000 | [s 160,346 | ['s 1,147,868 | s 275524 | [ s 1,761,076 | s072%
Total Medicaid Peid Amourt (exchudes TPL, Co-Pay and Spenc-Down) [ sariz] [3 o038 » N 5540 3 s 3 n20 [ 260613
Total Medicaid Managed Care Paid Amourt (exciudes TPL, Co-Pay and Spend-Down) (See Note E) s e waae | [3 s : i : 3 Soet|[3 22215
Privete Insurance (including primary and third party liability) 1 =R &0 3 1203 5 tom | [3 0T
Self-Pay (including Co-Pay and Spend-Down) s 548 5 [ 5 |3 5
Total Allowed Amount from Medicaid PS&R or RA Detail (Al Payments) 3 ez ls 206893 | |3 g 304542 [
Medicaid Cast Settiement Payments. (See Note B) s 53,408 5 s 53,406
Other Medicaid Payments Reportad on Cost Report Year (See Nots C) s -ls -
Medicare Traditiorl (non-HMO) Paid Amount (excludes coinsuranceideductibles) ) o= [¥ wizz] [s 14132 [3 s [ 12516 | [ 2B
Medicare Managed Care (HMO) Paid Amount (excludes coinsurance/deductibles) 5 B s 1| |3 073 [ 18891 | {5 *om
Medicare Cross-Over Bad Debt Payments s D ls Se D it D5 oEmbenam |5 2764 |8 saoa
Other Medicare Cross-Over Payments (See Note D) 3 i asn] (% [ 811 5 745Nl ms
Payment from Hospital Uninsured During Cost Reporl Year (Cash Basis)

Section 1011 Payment Related to Inpatient Hospital Services NOT Included in Exhibits B & B-1 (from Section E)

a1
_w - _u ....,.l...ubﬂ—

Caleulated Payment Shortfall / (Longtall) (PRIOR TO SUPPLEMENTAL PAYMENTS ANDDSH) | _ 17440 | [s s6770] [ 10072] [5 425 s 428 [s (5350)
% 7%

768
Calculated Payments as a Percentage of Cost 7% 4% 101%

Total Medicare Days from W/S $-3 of the Cost Report Excluding Swing-Bed (C/R, W/S S-3,PL, Col. 6, Sum of Lns. 2, 3, 4, 14, 16, 17, 18 less lines & & 6) =7
Percent of cross-over days Io lota Medicare days from the cost report 26%
Note & - These amaurrs sust. ot instiary an Masiesd ST, For Minsoed Cam, Ctoes-Over 2at and oiher sigiip. s e nosslals laos T PSAR summames e net rafiabie fsutimit Saa with aliney]

Note B - bMadicas anst setfiemant payments refer is pay e by during 8 & ot refiected o thas eiaima pad summiry (RA summary o PSER),

Note C - Diher Medicais Fayménts such s Sutliors ana Non-Claim Specfie payrents, D5H pilyments shatd NOT be meiides igﬁggusinﬂ,gnﬁgfgnmﬂgnuuunj

Note [ - Seuld irvcbucie st Modizarn sroas-cver paymants nat incliuded in fhe paid clsns deta reporied thove. THS inckics parvTents pai Bussd on the Modicas cost ripor sefiamert (.0, Madticare Geadusts Medical Equcation pryhents)
anTEnlngnﬁ%.gwﬁﬁhzgnﬁq%%!&??gg;ﬂg But rick rmiled fo, irsenttes payments. bafhus payrents, canleten aud suScasiaton payeels

Prinsd $27:2019 Propaty of Myen and Sauffa LC

101%

S, 2787 | (s 30,944 3 160346 || § 1126428 | | § 28680 || $ 548,143
2% 2% 0% 69%

78% 0%

NOTE: Inpatientt uninsured payment rate is outside normal ranges, please verity this is
corvect.

NOTE: Outpatient uninsured payment rate is outside normal ranges, please vesify this
is corvect

Page 11



Siale of Georgla

Version 7.25
Disproportionate Share Hospital (DSH) Examinafion Survey Part Il

L. Out-of-State Medicaid Data:

I M 50\ TH GEORGIA MED CTR - LANIER

Medicakd Per Medicald Cost to II o II

From PSER From PS&R From PS&R From PSER From PS&R From PSER FromPSER From PSER
Summary (Note 4)  Summary (Nofe A)  Summary (Note A)  Summary (Note A)  Summary (Nofe A)  Summary (NofeA)  Summary (NoteA)  Summary (Note A)

Days Days

A —

AT

UL

19 Tolal Days per PS&R or Exhibit Detail |

20 Unreconciled Days (Explain Variance)

—— —— —
Routine Charges Routine Charges BS Routine Charges Routine Charges
. oo ) M | ) — O E— ) e—
el $ - 5 - s - 3 -

_|»u1...=|uun.§.m|_ Ancllary Charges _Ancifiaty Charges  Anclbiary Charges — Ancllsry Chisrges  Ancllary Chasges Ancilary Charges Anciliary Charges: _Aneilsty Charges _ Antillary Ghasges

0514580 1 285 = 288

30 TTO0 IMEDICAL SUPDLIES CHARGED TO PATIENT 1.935067 L 97 -
T300!DRUGE CHARGED TO BATIENTS 0.308096 N L i 704 e ToE
32 8100 | EMERCE! 0770674 804 535

Printed 8 27 2019 Property of Mser and Staufler LC Page 12
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State of Goorgia
Disproportionats Share Hospital (DSH) Examination Skrvey Part Il

Version 725

I. Out-of-State Medicaid Data:

ST S <OUTH GEORGIA MED GTR - LANER

Totals / Payments
Total Charges {inciudes organ acquisition fram Sactlen K) (I3 - 1[5 1o | (3 —IE 13 - 1[s - 1= - |[s 1626] 5 0 3716
Total Charges per PS&R or Exhibit Detail = = 10| [3 15 1 [z 1 [E i3 |3 i ]
Unraconciied Chzrges (Explain Variance) - . o . N N N .
Total Calculated Cost (includes organ acquisition from Section K} [s - 1[s 757] [= BRI - 1[s - I[E - Jis - 1[5 =] . s 1734
Total Medicaid Paid Amount (exchudes TPL, Co-Pay and Spend-Down) 3 = ] =
Total Medicaid Managed Care Paid Amount (exciudes TPL, Co-Pay and Spend-Dawn) (See Note E) .
Privale Insurance (including primary and third party liability) =
Self-Pay (including Co-Pay and Spend-Down) : N
Total Allowed Amount from Medicaid PS&R or RA Detail (All Payments) 3 o =[5 - |5 . e
Mediczid Cost Settiement Payments (See Note B) . B
Other Medicaid Payments Reported on Cost Report Year (See Note C) i [ 1
Medicare Traditional (non-HMO) Paid Amount (excludes coinsuranceideductibles) G =] . 485
Medicare Managed Care (HMO) Paid Amount (exciudes coinsurance/deductibles) . -
Medicare Cross-Over Bad Debt Paymenis
Other Medicare Cross-Over Payments (See Note D) . =
ﬂ_n._ua_v..s.saw_sa-_:_..eiu__. [s e |5 3_: ,L s P - lls - | is . ][5 an | [= - 1[s 1,179
f Cost o % o 3 [ Lo 0% 2%
Matw A - ﬁigiiﬂﬁa&‘h i o Tor Managed Carn, niggigggizzﬁn % logs if PE&R
Mote B - Medpoaid made by id durs resen alément fnod e nat aPosRy
Male T - Oithar Madicaid P ‘Er-r&uﬂucsu-:azﬂrﬂnsmqﬂ_an E:I._F Umxu! nents should NOT be ncludes curiignﬂimﬂigﬁo&gg!gngigi
Mate _u Shzuld indlude offiar b paYmEnts nat horvee. This mcllices pafmant sad based on fha Macssne oo mpe saltaiant (oo, Medicorn Graduste Medeal Edloatisn paymartal
et £ + Medaid Managed Cave payments should includa all Medicaid Mannged wad neiSing. but ot imsted 1 incentve paymants. Sonun sayments. cactmien and sub-sapiatan seymants:
Prinied 8/27/2019

Property of Myars and Stauffer LC Page 13



State of Govrgia Verim 7,25
Disproportionatc Share Hospilal (DSH) Examination Survcy Part It

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

TSR A SOUTH GEORGIA MED CTR - LANIER

. .. - _Ravenue for ol
Ivtmendl E : ‘Crves  Univeured Organs Useable Organs Useable Organs
ont Organy Seig {Count) Charges (Court) Charges {Count Charges (Count) Charges
Similar to instructions
from Cost Report W/S
AGOn st Eachir
CostReport | o e eton (- Line mm....!nnu Hupor 9.%_ fubeltlital | || Cost mexm. FromPeid Cleims ~ From Paid Claims ~ FromPaidClaims ~ FromPaid Claims  From Paid Claims  From Paid Claims From Paid Clans FromPaid Claims o own From Hosarals e
pOeeotD 4. | a3eTolaiCon. O Acast SR s DataorProvider ~ DataorProvider  Data or Provider DafaorProvider  DafaorProvidr  Data or Provider Data or Provider Data or Provider o Hospiers e apare O
PR, Coly 1, Fimpart Grgan Moy} o )25 e 14 blAacss Logs (Note A) Logs (Note A Logs (Note A) Logs (Note A) Logs (Nofe A) Logs (Note A) Logs (Note A) Logs (Note A) RS malinah/ss
61 : o On Cont Medicaid/ Cross-Over 62
& uninsured) See
Note C bolow.

COrgan fitps i ogﬂ — P—— —— = — e —
1 Lusip Actjriinition | s000 [ 3 | ] [ — — ] | { | | ] 4
2 Orey Asgumenn 5000 | § 3 i 10 | | - |
a Lbver Accxialion: | 2003 -1s lg = L i
< Higan Aesuibcn | 3000 | % -3 o | | - -
5 Parvress Acmnllien 8000 | 3 lo = = -
5 irsansias 2 5000 | 5 5 o L 1 L |
7 Il Sryinbon $000 13 =15 a _ i | ! .
[ | sooo | s s _n | | |
3 [ Totats [s -Is s s N s = B I | s B 1[= ]
10 _ TotalCost | I L 1 [ —— |

Note A - These amaunts must agres to your inpafient and outpatient Medicald pald clalms summary, If available (if not, use hospital's logs and submit with survey).

Note B: Enter Organ Acquisition Payments In Sectlon H as part of your In-State Medlcald total payments.

Note C: Enter the total revenue applicable to organs furnished to other , to organ izati and others, and for organs transplanted into non-Medicaid / non-Uninsured patlents {but where organs were Included in the Medicald and Uninsured ©organ counts above). Such revenises musi be determined under the
accrual method of ing. If organs are Into i patients who are nol liable for payment on a charge basis, and as such there Is no revenue applicable to the related organ acquisitions, the amount entered must also Inciude an amount representing the acqulsktion cost of the ©organs transplanied
imlo such patients,

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

S U TH GEORGIA MED CTR - LANIER

Organs Bold [Count} Charges {County Charges {Count)
Cost Raport b . ;. ] - - . T
WorksheotD-  F/OMPeidCleims  From Paid Claims  From Paid Claims  From Paid Claims  From Paid Claims ~ From Paid Claims From Paid Claims From Paid Claims
PLi Cot 1, tn "33 Telal Cost Orgar ....q. ..eiﬂnu o e 4Pl Ling  Data or Povider Data or Provider Date or Provider Data or Provider Date or Provider Data or Provider Data or Provider Data or Provider
» RepertOgan,  °°% Ak s Rt Logs (Note A) Logs (Nofe A} Logs (Nots A) Logs (Note A) Logs (Note A) Logs (Note A) Logs (Note A) Logs (Nots A)
at o O Gzt Medicaid/ Cross-Over 62
& uninsured). Ses
Note C below.
uisition Cost Catiters (list belowl: — I —
B Lung it |3 -|s I3 : g [C . i o
2 an=2 isi is .18 |3 - g L — = —
13 Liver Acouisition |s s .|s el| == . —U
T Heart Acquisition s -3 NI el i
15 Pancreas Acauisition 5 -13 B [ o =
i1 Intestinat Acquisition 5 -1 -|s o x|
17 Inlst zasasian 3 =|s -5 - ail i ! = [ |-, =
18 £ s « | 1] _. 4 — _ i : | |2 —
T F T 1 —_
19 [ Totals T -1s s s ] s -] s BE] 1 <] 1 L -1
- == —_—
20 | Totul Cost | | | J : i -]

Note A - Thuse amourty must agres fo your inpatient and outpatient Medicald pald claims summary, if available {if not, use hospital's logs and submit with survey}
Note B: Enter Organ Acquisition Payments in Section | as parl of your Oul-ol-State Medicald total payments.
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State of Georgia
Disproportionate Share Hospital (DSH) Examination Survey Part IT

L. Provider Tax Assessment Reconciliation / Adjustment

An adjustment is necessary to properly reflect the Medicaid and uninsured share of the provider tax assessment for some hospitals. The Medicaid and uninsured share of the provider tax assessment collected
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.

SOUTH GEORGIA MED CTR - LANIER

Version 7,25

Worksheet A Provider Tax Assessment Reconcillation:

1 Hospital Gross Provider Tax Assessment (from general ledger)*

1a Working Trial Balance Account Type and Account # thal includes Gross Provider Tax Assessment
2 Hospital Gross Provider Tax Assessment Included in Expense on the Cost Repart (W/S A, Cal. 2)
SGMC Lanier is a CAH and is exempt from the hospital

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

~N O o bh

10
"

12
13
14
15

16 Total Net Provider Tax Assessment Expense Included in the Cost Report

Provider Tax A it Recl

Reclassification Code
Reclassification Code
Reclassification Code
Reclassification Code

Reason for adjustment
Reason for adjustment
Reason for adjustment
Reason for adjustment

Reason for adjustment
Reason for adjustment
Reason for adjustment
Reason for adjustment

DSH UCC NON-ALLOWABLE Provider Tax A

Dollar Amount

TE Account # )

provider tax program $ =

(from w/s A-& of the Medicare cost report)

(Reclassified to / (from))

(R ified to / (from))

(Reclassified to / (from))

DSH UCC ALLOWABLE - Provider Tax Assessment Adjustments (from w/s A-8 of the Medicare cost report)

(Reclassified to / (from})}

(Adjusted to / (from))

(Adjusted to / (from))

(Adjusted to / (from))

(Adjusted to / (from))

(from w/s A-8 of the Medicare cost report)

|(Where fs the cost included on w/s A?)

DSH UCC Provider Tax Assessment Adjustment:

17 Gross Allowable Assessment Not Included in the Cost Report

Printed 8/27/2019

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