A. General DSH Year Information

Begin End
1. DSH Year: | 07101/2024] [ 06/30/2025'
2, Selact Your Facility from the Drop-Down Menu Provided: [soum Geargia Med Ctr - Berrien
antification of coal orts ed to
Cost Report Cost Report
Begin Dato(s) End Date(s)
3, Cosl Report Yeer 1 10/01/2022 08/30/2023
4. Cosi Report Year 2 (if applicable)
5. Cost Report Year 3 (If applicable) |
Data
6. Madicaid Provider Number: 000000173A
7. Medlcald Subprovider Number 1 (Psy or Rehab): 0
8. Medicald Subp Number 2 (Psychlatrc or Rehab): 0
8. Medicare Provider Number: 110234

State of Georgia

Dispropontionate Share Hospital (DSH) Examination Survey Part I

Far State DSH Year 2025

DSH Verslon  6.02 2/10/2023

B. DSH Qualifylng Information

-

[

3a,

3b.

Questions 1-3, below, should ba answered in the accordance with Sec, 1923{d} of the Soclal Security Act.

D a iG] ar;

. Did the hospltal have ai least two obstetricians who had staff privileges at the haspital that agreed to

provide sarvices lo M tigible Indlviduals during the DSH year? (In the case of a hospital
lacated In a rurel area, the term "obstetriclan” includes any physiclan with staff privileges at the
)

hospilal to perform gency P )
Was the hospltal exempt from the requirement listed under #1 above because the hospital's

inpatlents are predominantly under 18 yaars of age?
Was the hospital t from the requli listed under #1 above because it did not offer non-

emergency obslelrc services to the general population when federal Medicald DSH regulations
waere enacled on December 22, 19877

Was the hosplial open as of December 22, 10877

What date did the hospltal open?

6.02

Mubsl also complele a separaie aurvey fle for sach cost report pariod listed - SEE DSH SURVEY PART i FILES

DSH Examination
Year (07/01/24 -
06/30/25)

Yee
—T—
7/1/19685
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State of Georgia
Di i Sharc Hospital (D5H) Examination Susvoy Part I
For State DSH Year 2025

C. Disclosure of Other Medicald Payments Recelved:

1. Medicald | | Pay for Hospltal Services DSH Year 07/01/2024 - 08/30/2025
{Should include UPL and non-clalm specific payments pald based on the state fiscal year. However, DSH paymenls should NOT be included.)

2. Medicald Managed Care Suppl: 1 Pay for hospltal services far DSH Year 07/01/2024 - 06/30/2025

{Should include alf Jalm specific p ts for hospllal services such as lump sum payments for full Medicald pricing (FMP), supy quality p is, bonus

. 1 pltation pay 1 ived by the hospltal (not by the MCO), or other incentive paymenls.

NOTE: Hospital portion of supplemental payments reported on DSH Survey Part Ii, Seclion E, Question 14 should be rep here If paid on a SFY basis.
3, Total Medicald and M Managed Cars Non-Clalms Payments for Hospltal Services07/01/2024 - 06/30/2025

Certification:
Answer
Yeas

1. Was your hospltal allowad to retain 100% of the DSH payment it recelved for this DSH year?
Matching the federal share with an IGT/CPE Is not a basis for answering thls question "no". if your

hospital was not allowed to retain 100% of its DSH pay ts, plense exp what cir were
p t that p ted the I from g Its pay t

p for "No"
The following certlification is to be d by the hospltal's CEO or CFO:

1 hereby cerllfy that the informatlan in Sections A, B, C, D, E, F, G, H, |, J, K and L of the DSH Survey files are irue and accurata Lo the besi of our abllity, and supported by the finenclal and other
of the hospital. All A i gligible patlents, Including those who have private insurance coverage, have been reporied on the DSH survey regardless of whether lhe hospltal recelved

payment on the clalm. | understand that this informatlon will be used to the Medicald program's 1l wilh fadaral Disproportionate Share Hosplital (DSH} ellglbllity and payments

provistons. Detalled sypport exists for all amounts reperted In the survey. Thase records will be retalned for a perlod of not less than 5 years following the due dete of the survay, and will be made

avallable for Inspecilé when requested.

%&1‘{ cFo 2‘;' AN

—— Tilla

Hospital CEO or CFOySignalure

ohn.moore@sgme.or,

228-259-4162
Hospital CEO or CFQ E-Mail

Hospital CEO or CFO Telephone Number

John Moore
Hospital CEO or Cl

Printed Namo

Contact Inf tion for indlviduals authorized to d to inquiries related to this survey:
Outside Preparer:
Namo(\Was Slernanberg
Tile{Parinor
Firm Nama|Dralfin & Tucker, LLP
Telephone Number|{228-883-7878
E-Mall Address{wstormenbar,

Hospltal Contact:

Mailing Stresl Address{2501 N Palterson Sirest
Malling Clty, State, Zir{Valdosta, GA 31602

6.02 Property of Myers and Stauffer LC Page 2



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

DSH Version  9.00 9/11/2024
D. General Cost Report Year Information 10/1/2022 - 9/30/2023
The following information is provided based on Ihe information we received from the stale. Please review this informalion for items 4 through 8 and select "Yes" or "No" to either agree or disagree with the
accuragcy of the information, If you disagree with one of these items, please provide the correcl information along with supporling documentation when you submit your survey.
1. Select Your Facility from the Drop-Down Menu Provided: |South Georgia Med Clr - Berrien
10/1/2022
through
9/30/2023
2. Select Cost Report Year Covered by this Survey (enler "X"): [ X 11 | 1 |
3, Status of Cost Report Used for this Survey (Should be audiled if available): |1 - As Submilted
3a, Date CMS processed the HCRIS file into the HCRIS database:
Data Correct? If In , Proper Infor
4. Hospilal Name: South Georgia Med Cir - Berrien Yes
5. Medicaid Provider Number: D00000173A Yes
6. Medicaid Subprovider Number 1 (Psychiatric or Rehab): 0 Yes
7. Medicaid Subprovider Number 2 (Psychialric or Rehab): 0 Yes
8. Medicare Provider Number: 110234 Yes
Owner/Operator (Private State Govt, Non-Stale Govt., HIS/Tribal): Non-State Govt Yes
Out-of-State Medicald Provider Number. List all states where you had a Medicaid provider agr during the cost report year:
State Name Provider No.
9. State Name & Number
10. Slale Name & Number
11. State Name & Number
12. State Name & Number
13. Slate Name & Number
14. Stale Name & Number
15. State Name & Number
(List additional stafes on a separate attachment)
E. Disclosure of Medicaid / Uninsured Payments Received: (10/01/2022 - 09/30/2023)
1. Section 1011 Payment Related lo Hospilal Services Included in Exhibits B & B-1 (See Nole 1)
2. Seclion 1011 Payment Related to Inpalient Hospilal Services NOT Included in Exhibits B & B-1 (See Note 1)
3. Section 1011 Paymenl Related to Oulpatienl Hospital Services NOT Included in Exhibits B & B-1 (See Note 1)
4. Total Section 1011 Payments Related to Hospital Services (See Note 1} $:
5. Section 1011 Payment Related lo Non-Hospital Services Included in Exhibits B & B-1 (See Note 1)
6. Seclion 1011 Payment Related to Non-Hospilal Services NOT Included in Exhibits B & B-1 (See Note 1)
7. Total Section 1011 Pay Related to Non-Hospital Services (See Note 1) $-
8. Out-of-State DSH Payments (See Note 2) i:i
Inpatient Outpatient Total
9. Total Cash Basis Palient Payments from Uninsured (On Exhibit B) $ 73707, $ 82,481 $90,238
10. Total Cash Basis Patient Payments from All Other Patients (On Exhibit B) $ 39,349 3 342,438 $381,787
11. Tolal Cash Basis Patient Paymenls Reported on Exhibit B (Agrees o Column () on Exhibit B, less physician and hospital portion of ) $47,106 $424,919 $472,025
12. Uninsured Cash Basis Patient Payments as a Percentage of Total Cash Basis Patient Payments: 16.47% 19.41% 19.12%
13. Did your hospital receive any Medicaid managed care payments not paid at the claim level?
Should include all non-claim-specific payments such as lump sum pay ts for full Medicaid pricing, supp quality pay , bonus p , capitation t wed by the hospital (not by the MCO), or other incentive payments,
14, Total Medicaid managed care non-claims payments (see question 13 above) received applicable lo hospital services $ 132,301 | <--These payments do NOT flow to Section H, and therefore do not impact

15. Total Medicaid managed care non-claims payments (see question 13 above) received applicable lo non-hospital services
16. Total Medicaid managed care non-claims paymenls (see question 13 above) received $132,301

Note 1: Sublille B - Miscellaneous Provision, Section 1011 of the Medicare Prescriplion Drug Improvement and Modernization Act of 2003 provides federal reimbursement for emergency health services furnished to undocumented aliens. If your hospital
received these funds during any cost report year covered by Lhe survey, lhey must be reported here. If you can document that a portion of the payment received is related to non-hospilal services (physician or ambulance services), report that amount in the

section titled "Section 1011 Payments Related to Non-Hospital Services," Otherwise report 100 percent of the funds you received in the section related to hospital services

Printed 5/28/2025 Property of Myers and Stauffer LC

the UCC. If these payments are not already considered in the UCC and
should be, include the amount reported here on line 133 of Section H,

Version 9.00
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State of Georgia

Disproportionate Share Hospilal (DSH) Examinalion Survey Part 11

Version 9.00

Note 2: Report any DSH payments your hospital received from a state Medicaid program (other than your home slale). In-state DSH payments will be reporled directly from the Medicaid program and should not be included in this section of the survey.,

F. MIUR/ LIUR Qualifying Data from the Cost Report (10/01/2022 - 09/30/2023)

-

doawN

O o~

=

NOTE: All data in this section must be verified by the hospital. If data is
already present in thls 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.
Formulas can be overwritten as needed with actual data.

"
12
13
14
15
16
17

18.

19

20.
21.

22

23.

24

25.
26.

27
28

29.
30.

31

32

33

34

35,

36
37.

F-1. Total Hospltal Davs Used in Medicald Inpatient Utllization Ratio (MIUR)

F-2. Cash Subsidles for Patient Services Received from State or Local Governments and Charlty Care Charges (Used In Low-Income Utilization Ratio (LIUR) Ci

Inpatient Hospital Subsidies

Outpatient Hospital Subsidies

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

Total Hospital Subsidies

Inpatient Hospital Charily Care Charges

. Outpatienl Hospital Charity Care Charges
- Non-Hospital Charity Care Charges
. Total Charity Care Charges

F-3. Cal of Net Hospil from Patient Services (Used for LIUR) (W/S G-2 and G-3 ol Cost Report]

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

5 -
98,052

1,127,183

5 1,225,235

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

Conlraclual Adjustiments (formulas below can be overwrilten If amounts

are known)

npatient Hospltal Qutpatient Hospltal Non-Hospltal
Hospital $4,936,540.00 3,751,289
Subprovider | (Psych or Rehab) $0.00 -
Subprovider il {Psych or Rehab) $0.00 *
Swing Bed - SNF $0.00 -
Swing Bed - NF $0.00 -
Skilled Nursing Facility $0.00 -
Nursing Facility $0.00 -
Other Long-Term Care $0.00 -
Anciliary Services 52.736.014.00 $13,958,080.00 5 2,080,623 10,606,786 -
Outpatient Services $6.262,829.00 4,759,139
Home Health Agency $0.00
Ambulance $ - =
Outpalient Rehab Providers $0.00 -
ASC $0.00 $0.00 -
Hospice $0.00 -
Other $50.00 $0.00 $251,726.00 191,287
Total $ 7.674,554 $ 20,220,919 $ 251,726 $ 5,831,912 $ 15,365,925 $ 191,287
Total Hospital and Non Hospital Total from Above $ 28,147,199 Total from Above $ 21,389,124
Total Per Cost Report Total Patient Revenues (G-3 Line 1) 28,147,199 Total Conlractual Adj. (G-3 Line 2) 20,367,702
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 Charily Care Wrile-Offs NOT INCLUDED on worksheet G-3, Line 2 (impact is a decrease
in net patient revenue)
Increase worksheel G-3, Line 2 to reverse offset of Medicaid DSH Revenue INCLUDED on worksheet G-3, Line 2 (impact is
a decrease in net patient revenue) 1.021.422
Increase worksheet G-3, Line 2 1o reverse offsel of State and Local Patient Care Cash Subsidies 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 lo insured patients
INCLUDED on worksheet G-3, Line 2 (impact is an increase in net palient revenue)”
Adjusted Conlraclual Adjustments 21,388,124
Unreconciled Difference Unreconciled Difference (Should be $0) 5 - Unreconciled Difference (Should be $0) s -

Printed 5/28/2025
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Nei Hospilal Revenue

1,185,251

(LR R

$ 6,697,636
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G. Cost Report - Cost/ Days / Charges

Cost Reporl Year (10/01

South Georgia Med Ctr - Berrien

State of Georgia

Disproportionate Share Hospital (DSH) Examination Survey Part 11

Version 9.00

Intern & Resident RCE and Therapy I/P Routine
Line Total Allowable Costs Removed on Add-Back (If I/P Days and /P  Charges and O/P Medicaid Per Diem /
# Cost Center Description Cost Cost Report * Applicable Total Cost Ancillary 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 i L
completed using CMS HCRIS cost report data. If the Days - Cost Report ’m‘;’;’s’?oc“g;e
hospital has a more recent version of the cost report, the Cost Report E - 3 3
data should be updated to the hospital's version of the cost|  Cosf Report Workshegt B, M(ioj: );‘ep ;)g cs)w:ngéBsd: arv'et :V f;s 2&1‘11':’('&”',”36, R%po; VIVo(r:ksIh:et
report. Formulas can be overwritten as needed with actual Worksheet B, Part I, Col. 25 OrESeol g ostixerd Calculated o CUiS S odss ALY e Calculated Per Diem
e Part . Col. 26 (Intern & Resident Part I,CCoI.2 and Workshegt D-1, W/S D-1, Pt 2, {Informational qnly
Offset ONLY ol. 4 Part |, Line 26 Lines 42-47 for un(ess usedin
others Section L charges
allocation)
Routine Cost Centers (list below):
1 03000 [ADULTS & PEDIATRICS $ 4,544,745 | § -18 4,544,745 3,512 $4.936,540.00 1,294.06
2 03100 |INTENSIVE CARE UNIT $ - $ -18 - : $0.00 -
3 03200 |ICORONARY CARE UNIT $ $ -1% $0.00 -
4 03300 |BURN INTENSIVE CARE UNIT $ $ -1% $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 il $ $ $ = - - $0.00 -
9 04200 |OTHER SUBPROVIDER $ $ -18 - - $0.00 -
10 04300 |INURSERY $ $ -1 - $0.00 -
11 $ - $ =18 - - $0.00 -
12 $ $ $ - $0.00 -
13 $ - 3 =13 - - $0.00 -
14 $ - 3 b - $0.00 -
15 $ - $ -1% - - $0.00 -
16 $ = $ -13 - $0.00
17 $ - 1$ $ - - $0.00 =
18 Total Routine $ 4,544745 § - 3 - 4,544,745 3512 § 4,936,540
19 Weighted Average
Hospital Subprovider Subprovider i1 A .
Observatign Days - | Observation Days - | Observation Days - |  Calculated (Per 2 eglent Chergesy|iOutoatient CharesifiRotallChargece -
" ost Report - Cost Report Cost Report Medicaid Calculated
Cost Report WIS 5- | Cost Report WIS S (Cost Report WS S- |, Diems Above o neenaer ¢ 1. i, | worksheet G, Pt 1, | Worksheet C, Pt. 1, | Cost-to-Charge Ratio
3, Pt | Line28 |3, Pt I Line 26.01, | 3, Pt I, Line 28.02, | Multiplied by Days) Col 6' K Col 7‘ e Col 8‘ g
_ Col. 8 Col. 8 Col. 8 2 :
Observation Data (Non-Distinct)
20 (09200 |Observation (Non-Distinot 181 - $ 234,225 $52,090.00 $126,771.00 | $ 178,861 1.309536
Cost Report Vgg:fsﬁ:’; ;’g Cost Report Inpatient Charges - | Oulpalient Charges | Total Charges - |
Workshest B Part | Col 25 Worksheet C, Calculated Cost Report - Cost Report Cost Report Medicaid Calculated
i : v Part |, Col.2 and Worksheet C, Pt I, | Worksheet C, Pt. I, | Worksheet C, Pt. |, | Cost-to-Charge Ratio
Part I, Col. 26 (Intern & Resident Col 4 Col. 6 Col. 7 Col. 8
Offset ONLY : 1 .
Ancillary Cost Centers (from WIS C excluding Observation) (list below):
21 5400|RADIOLOGY-DIAGNOSTIC $734,316.00 | § $ - $ 734,316 $57,338.00 $2.214471.00 | § 2,271,809 0,323230
22 5700]CT SCAN $221,324.00 | $ -1 % $ 221,324 $369.096 00 $6,053,206.00 | § 6,422,302 0.034462
23 6000|LABORATORY $1,197,017.00 | § -1$ - $ 1,197,017 $841,543.00 $3,447,187.00 | § 4,288,730 0.279108
24 6500|RESPIRATORY THERAPY $54,929.00 | $ $ $ 54,929 $30,878.00 $361,520.00 392,398 0.139983
25 6600|PHYSICAL THERAPY $94,810.00 | $ $ $ 94,810 $105,349.00 $1,164.00 106,513 0.890126
28 7100|MEDICAL SUPPLIES CHARGED TO PATIENT $63,950.00 | $ $ 3 63,950 $106,677.00 $54,564.00 161,241 0.396611
27 7300]DRUGS CHARGED TO PATIENTS $604,004.00 | § -1 5 - 604,004 $1,227,133.00 $1,825,978.00 3,053,111 0.197832
28 9100|EMERGENCY $2,055,808.00 | § $ 264,757 2,320,565 $239,133.00 $5,844,835.00 6,083,968 0.381423
29 $0.00 | § $ - - $0.00 $000 | $ - -
30 $0.00 | § $ - $0.00 $0.00 | $ - -

Printed 5/28/2025
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G. Cost Report - Cost / Days / Charges

il Year (10

Disproportionate Share Hospital (DSH) Examination Survey Part 11

South Georgia Med Ctr - Berrien

Intern & Resident

State of Georgia

RCE and Therapy

/P Routine

Version 9 00

Medicaid Per Diem /

Line Total Allowable Costs Removed on Add-Back {if I/P Days and IfP  Charges and O/P
# Cost Center Doscription Cost Cost Report * Applicable Total Cost Ancillary Charges Ancillary Charges  Total Charges  Cost or Other Ratios

$0.00 | § $ - $ $0.00 $0.00 -
$0.00 | $ $ - $ $0.00 $0.00 -
$0.00 | $ $ - $ $0.00 $0.00 -
$0.00 | $ -8 - $ $0.00 $0.00 | § -
$0.00 | § 18 - $ $0.00 30.00 | § -
$0.00 |8 $ - $ $0.00 0.00 |9 -
$0.00 | $ - - $ $0.00 0.00]8% -
$0.00 | $ = $0.00 30008 =
$0.00 | $ = $0.00 000183 =
$0.00 [ $ $ $0.00 $0.00 18 -
$0.00 | $ -3 $0.00 $0.00 | § -
$0.00 | % -18 $0.00 §000 |8 -
$000 19 -19% $ $0.00 $000|$ -
$000 | § $ . $ $0.00 $0.00|$ -
$0.00 [ § $ - $ $0.00 500018 =
$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 -
$000 | § $ - $0.00 $0.00 | ¢ -
$0.00 | § -19$ - $0.00 $0.00 | § -
$0.00 | & $ $0.00 $0.00 |

$0.00 [ § -19% - $0.00 0.00 | $

$0.00 | § $ $0.00 0.00 | $

$0.00 | § 1% - $0.00 000 | % -
$000 | § -18 $0.00 0.00 | $ -
$0.00 | & -18 - $ $0.00 0.00 | $ -
$0.00 | § $ . $ $0.00 0.00 | § -
$0.00 = - $ $0.00 $0.00 | $ -
$0.00 | § - - $ $0.00 $0.00 | $

$000 | 8 s - $0.00 $0.00

$0.00 | § = 3 $0.00 $0.00 | §

$0.00 1% -18 - E: $0.00 $0.00 .
$0.00 1% -1% . 3 $0.00 $0.00 -
$0.00 | $ -18$ - § $0.00 $0.00 -
$0.00 | $ -13$ . § $0.00 174 3000 |9 =
$0.00 | § -13$ - $ $0.00 $000|$ -
$000 | % -8 . $ $0.00 $000|$ -
$0.00 [ § -1 % - $ $0.00 $000 | 8 -
$0.00 | $ -18 $0.00 $000 | 8 -
$0.00 | § - $0.00 $0.00 | $ -
$0.00 | § -1% $0.00 $0.00 -
$0.00 - 13 - $ $0.00 $0.00 -
$0.00 - 13 = $ $0.00 $0.00 =
$0.00 -13 - $0.00 $0.00 -
$0.00 -1$ - $0.00 $0.00 | $ -
$0.00 | 3 -1% - $0.00 $0.00 | § -
$0.00 | § = $0.00 $0.00 | $ -
$000 | § - $0.00 $0.00 | $ -
$000 | 5 = 3 $0.00 $0.00 -
$000 [ § -8 - 5 $0.00 $0.00 -
$0.00 | $ $ - $ $0.00 £0.00 -
$0.00 | § -1% - $ $0.00 $0.00 -
$000 8 . S $0.00 $0.00 -
$000 | $ - - $0.00 $000193 =
$0.00 | § § $0.00 $000 |8

$0.00 | § =15 - $0.00 $000 |5 -
$0.00 | $ =13 $0.00 $000 |8 -

Printed 5/28/2025
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G. Cost Report - Cost / Days / Charges

1 Year (10/01/2022-09/30/2023)

South Georgia Med Cir - Berrien

State of Georgia

Disproportionate Share Hospital (DSH) Examination Survey Part 11

Version 9,00

Intern & Resident RCE and Therapy I/P Routine
Line Total All ble Costs R on Add-Back (If I/P Days and I/P  Charges and O/P Medicaid Per Diem /
# Cost Center Description Cost Cost Report * Applicable Total Cost Ancillary Charges Ancillary Charges  Total Charges  Cost or Other Ratios

91 $0.00 | 8 -8 - $ - $0.00 $0.00 [ § =
92 $0.00 | $ 3 $ - $0.00 $0.00 | $ -
93 $0.00 | § 3 = $ - $0.00 $0.00 | $ -
94 $0.00 | § $ - $ - $0.00 $0.00 | § =
95 $0.00 | § 3 - - $0.00 $000 | % -
96 $0.00 | ¢ s - - $0.00 $0.00
97 £0.00 -13 - - $0.00 $0.00
98 $0.00 g - $0.00 $0.00| 8§
99 $0.00 -1 $ - $0.00 $0.00 -
100 $0.00 $ - $0.00 $0.00 -
101 $0.00 -13 - $ - $0.00 $0.00 | § -
102 $0.00 $ $ = $0.00 $0.00 | & -
103 $0.00 | 3 $ - 3 = $0.00 $0.00 | § =
104 $0.00 | § $ 3 = $0.00 $0.00 | § -
108 $000 |8 $ - $ = $0.00 $0.00 | § =
106 3000 | § $ $ = $0.00 $0.00 | § =
107 000 |38 -1$ - $ - $0.00 $0.00 | & -
108 $0.00 | $ - $ - $0.00 $0.00 | § -
109 3000 |8 $ $ - $0.00 $000 | § -
110 $0.00 | 8 -1$ s - $0.00 $0.00 | § -
1M1 3000 |5 $ - $0.00 $0.00 |8 -
112 $0.00 | § $ - - $0.00 $000 18 -
113 3000 | § $ - - $0.00 $0.00 -
114 $000 | & $ - $0.00 $0.00 -
115 $000 | § $ - $0.00 $0.00 -
116 $000|§ $ - $0.00 $0.00 -
117 5000 % -5 - $0.00 $0.00 -
118 $000 |8 $ - $0.00 $0.00 -
119 $0.00 | $ -13% - $0.00 $0.00 -
120 3000 | § $ - $0.00 $0.00
121 $000 [ $ -19 - - $0.00 $0.00 -
122 $0.00 g g - $0.00 $0.00 | §
123 $0.00 -18 $ o $0.00 $0.00 | $ =
124 $0.00 $ - $ = $0.00 $0.001 ¢ -
125 $0.00 -15%5 - $ = $0.00 $000 | $ =
126 Total Ancillary $ 5,026,158 $ - $ 264,757 $ 5290915 $ 3,029,237 § 18,928,696 $ 22,958,933
127 Weighted Average
128 Sub Totals $ 9,570,903 $ -8 264,757 m $ 7,965,777 $ 19,929,696 $ 27,895,473 —
129 NF, SNF, and Swing Bed Cost for Medicaid (Sum of applicable Cost Repornt 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 Bad 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 Payers (Hospital must calculate. Submit support for calculation of cost.)
131.01 Other Cost Adjustments (support must be submitled)
132 Grand Total § 9,835,660
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 5/28/2025 Property of Myers and Stauffer LC Page 3



Stale of Geongia Vb 810
Disproportionate Share I$ospital (DS!1) Examination Survey Pan 1

H. In-State Medlcald and All Uninsured Inpatient and Outpatlent Hospltal Data;

| Sauth Georgia Med Ctr - Berrion

Included & it Medicad
In Slale Medicare FES Cross Osats ¢ Secendary id Exhausted
Medicaid Geconda
Medicald Per Medicald Cost to i i

Diem Got for Charge Ratio for
Rowting

Tolal In-5! include
Hedicaid FFS

% Survey to
CoslReport
Totals
(Includes a

s

From PR

) ) From PSAR From PS4 s : Froes P5AR
J—1 FromSectonG  gummary (Nos A) || Sumematy (N A) | | Suminary (Nok Al | Sy (NeswA) | | Biommary (NGl Al | | Binary. (Nol A) | Sy ihie Al

ey Dayn.

465 |

Total Days

19 Total Days por PS&R or Exhibil Detail | e | | —

20 Unreconciled Days (Explain Variance)

2 e — E— N — r‘imm:':’? ) — ) e—

2101 Catcelated foutn Chaps Par Diem s 1,487.08 3 148195

ANt
30298 oo
617,160 Juoss
1158250 Lonsew
14800 fes e
e AR

164 [ rw
Tods |
BUBI%A Jutern
2,624,199 [marn

Thinasd § 303808 Propesty of Miyers and Stauller LC Page



Stale of Georgia Version 900
Disproportionate Share 1lospital (DSH) Examinalion Survey art U

H. In-State Medicald and All Uninsured Inpatient and Outpatient Hosplital Dala:

& By I
; — : 3
Y [T Wi 8 aar 3 ET 7T Ty EH{ I Y A0 3 EToEn 8 oviesi - 3 - 3 178514 & 4324621

Page2

Printed 572812025 Frvperty i Neyers s Slasdlis
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130

131

132

M
135
136
137
138
139
140
141
142
143
144

145
146

147
148

State of Georgia
Disproportionate Share Ilospital (DSH) Examination Survey Pan 11

H. In-State Medicald and All Uninsured inpatient and Oufpatient Hospltal Data:

South Georgla Med Ctr - Barrien

__ [
chudzd Il

Tolals / Payments

o £l

Vinkm 280

Total Chargee @includes organ acquishion from Section J) [s 173849 | [5 904,445 | [5 49,153 3,687,021 | [ 1063286 | [3 656216 | [5 1385912 | [3 2014881 | |3 : 1% . 1[s 207,257 | [§ 4324821 | [3 2872200 | [s 7,262,563 ]
(Aarees o Eahibil A} (Agress fa Exhibht A)
Total Charges per PSR or Exhibit Detail [z maaol[; mm] Ellr asoron | [4 oz [ san] [s 1385012 [3 201881 [ J [z i]ila wrgar ) [s 4324821
Unroconclied Charges (Explain Variance) g . = E - : : . -
Total organ from Section J} [s 138288 | [ 212235 | [g 20065 | [5 1010700 ] [s 608577 | [5 185194 [ 804,141 | [5 asa254 | I3 = I Y 77670 | [s 1059845 | [§ 1,751,081 | [§ 1,862,383 o
Total Medicaid Paid Amounl (excludes TPL, Co-Pay and Spand-Dawn) 5 ] [3 R 1 o] 1 o | 05 Y e B
Total Medicald Managed Care Pald Amount (sxcludes TPL, Go-Pay and Spand Down) (See Nolo E) 1 s 3 B 14,789 | 3 o0 |[3 21,08
Priead 13 ey ¥ Maksiey) : 3 27 | 14aans | 3 i | £ [N
Self-Pay (including Co-Pay and Spand-Down) 3 I 1 19) 26% | 5 |l 2320
Totat Allowed Amount from Medicald PS&R or RA Datall (All Paymants) 1 w3 e |3 20378 | (3 w13ee7 |
Medicald Cost Selllament Paymenls (Ses Nots B) 3 10568 3 =D (10,688}
Othor Madlicald Paymants Reparlad on Cost Reparl Year (Sce Nota ) i |
Modicaro Tradfioa (ton-HMO) Pald Amount (oxcludos colnsurancaldoductiie) (See NolaF) I moeo] [3 saoen | [1 T4 o] [ J ] s corona || WA
Medicars Managed Cars (HMO) Paid Amount (exch ) Ty Vo387 i it |3 163307
Madicara Cross.Over Bad Debt Paymants 3 S (3 I = & ) 3, 1 1001
Other Medicare Cross-Ovar Payments (See Note D) 3 170553 3 12433 3 -Jnj_:lm_ 1 L Y] £ 10) 1 LECALL) 3 1345
Payiment fram Hospital Uninsured During Cos| Report Year (Cash Basls) [z ) m.] N nzam |
Saction 1011 Payment Relaled to Inpatiant Hospltal Sarvices NOT Included in Exhibits B & B-1 (from Section E) n .1l |
Galculated Payment Shortfall / (Longfall) {PRIOR TO SUPPLEMENTAL PAYMENTS ANDDSH) |3 89, 3oa 3 63363 ] [ (10,1831 [5 308,03 | [3 @759 [3 53144 | [3 420908 | [5 74241 [§ . s -1 69913 | [ 977,464
Calculated Paymenls as a Percenlage of Gost 73% 151% 61% 101% 3% ‘520 84% o o% 0% 8% 7% 56%
Total Medicare Daye from W/S §-3 of the Cost Report Excluding Swing-Bed (C/R, WIS -3, Pt ), Gol. 6, Sum of Lns. 2, 3,4, 14, 16, 17, 18 lens lines 6.4 6 [ Fd]

Percent of crosa-over days (o tolal Medicare days from the cos( report

ld nol

Hida Ao 4 3 your LU Y, g ., Crons-Oved dals, ey putal wrmﬁw—-wmrwwmwn
Nau! Medesd - it aey nary o PSBR)
hite C - wmnwmmhnmnmmumsmw m‘ll\llmllﬂmm'lhhw mwmm!mlﬂllmﬂﬂmhwhwﬂdhwm
Ficda O pont naaimant (s g, &
Hiota € « Modzs hauld Instode sl Droneded. ncheday dis, Capitation mecd
Hiots F - & reportss n FFS, MO, MCD E: soverod, sty shindd ooty ” ) o anclilary services Ims sh
A beamhts f
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I. Out-of-State Medicaid Data:

South Georgia Med Clr - Beriien

Stale of Georgia
Disproportionate Sharc Tospital (DSH) Fxaminalion Survey Part 11

Oul-ol-Slate Medicaid Managed Care

Oul-of-State Medicare FFS Cross-Overs

Version 9.00

Oul-of-Slale Olher Medicaid Eligilles (Nol

Included Elsewlhere & wilh Medicard

Printed 5/28/2025

Property of Myers and Stauller LC

Oul-of-Slate Medicatd FFS Primary Primary (wilh Medicaid Secondary) Secondary)
Medicald Per Wedicaid Cost to
Diem Cost for Charge Ratio for
Routine Cost Ancillary Cost
Line 8 Cost Center I}otmmn Centers Centers Inpatlent (o] Inpati O O Inpatient Qutpatie Inpatient QOutpatient
] Fram PS&R From PS&R From PS&R From PS&R From PS&R From PSER From PSER From PSER
From Seclioa. o e SO y (Note A)  Summary (Noled) : S [Noto A) | i Summary, (Note A) ~ * Summary (Neto A) | Summary (Nofo A) .  Sumwnary {Nota A} Summary (Nofa A)
Routine Cost Contors {fist bolaw): Days Days Days Days Days
ADULTS & PEDIATRICS 1,284,06 5 15 23
03100 | - :
Total Days - [] 18 23
Total Days per PS&R or Extibil Detail ————1 [ 5]  — || | 18]
Unreconciled Days (Explain Variance) - - - -
Routine Charges __Routing Charges _ __Routine Charges Routine Charges Routine Charges
Rauine Charges [T | ]_I T _[__m:!??m __
Calculaled Routing Charge Por Diem $ - 796.00 1,524.28 1,365.96
_Ancillary Charges Ancillary Charges _ Ancil s Ancillary Charges Ancillary Charges Ancillary Charges Ancillary Charges Ancillary Charges _ Anclilary Charges 'Am:iﬂn_rx Charges
1208536 - . . - -115 -
0.323230 351 213 448 | BOG || S 213
034462 4,735 . 8,719 B985 8,719 13,720
279108 1,065 3419 3,869 B383 3401 11,802 B.A25
139983 - 588 g2 196 - T84 392
5600 |PHYSICAL THERAPY BB0126 1,479 1,479 :
TI00|MEDICAL SUPPLIES CHARGED TO PATIENT 306611 52 | - - 83 a5 28 i
7300|DRUGS CHARGED TO PATIENTS 187832 1608 569 873 5984 | 1,020 6,557 3,501
EMERGENCY 0381423 3245 763 8.836 1,447 4,744 2210 16,825
5 =
3
3 -
$ -8
Page |



Slate of Georgia Version 9.00
Disproportionate Share Hospilol (DSH) Examination Survey Part IT

i. Out-of-State Medicaid Data:

South Georgia Med Clr - Berrien

Ot ol-Etata M i MA ke Oul:al-Stale Medicare FFS Cross-Overs

Medioaid FFS P KTy, (with Medicard Secondary)

49
50
51
52
53
54
55
56
57
58
59
60
61
62
63
64
65
66
67
68
69
70
n
72
73
74

76
77
78
79
a0
81
82
83
B4
85
86
a7
88
89
920
91
92
93
94
95
96
97
98
99
100
101
102
103
104
105
106
107
108
109
110
11
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Stale of Georgia Version 900
Disproportionate Share Hospital (DSIT) Examination Survey Part [1

I. Out-of-State Medlcaid Data:

South Georgia Med Ctr - Berrien

Qul-al-Slale Olher Medicaid Eligibles (Nol

& willh Bedicard
ndary)

Ouliol-Stale Medicaid IManaged Care Oul-ol-Slate Medicare FES Cross-Overs Included Elsery!
id FFS Pnmafy Primary (with Medicaid Secondary) Seco

112
113
114
115
116
117
118
119
120
121
122
123
124
125
126
127

5 . $ 10,704 3 5700 § 14,183 $ . § . $ 26,748 3 18,265

Totals / Payments

128 Total Charges (includes organ acquisition from Section K) [s - 18 10704 | [5 9680 ] [5 14183 ] [5 - 1[5 - | [s 54185 ] [3 18265 | [ 63,065 ][ $ 43153 |
129 Tolal Charges per PS&R or Exhibil Detail [s s 10,704 | [$ 9680 | [ 14,183 | [ s -] L& 54,185 | [ § 18,265
130 Unreconciled Charges (Explain Variance) ~ - - - - - - -

131 Total C Cost (i organ acquisition from Section K) [s - 1ls 2037] [s 8027 [s a7a7] |8 - s - 1[s 20193 [8 3305 | [¢ a7220][s 10,088 |

132 Tolal Medicaid Paid Amount (excludes TPL, Co-Pay and Spend-Down) 5 1,0-57' - 1,081
133 Total Medicaid Managed Care Paid Amount (excludes TPL, Co-Pay and Spend-Down) {See Nole E) 3 1622118 220 5 268 | 1622 2497
134 Privale Insurance {including primary and third party liability) . -
135 Self-Pay (including Co-Pay and Spend-Down) = =] - -

136 Total Allowed Amount from Medicaid PS&R or RA Detail (All Payments) s - |5 108 | [$ 1622 | [5 2231 _ I
137 dicaid Cost Pay (See Note B) 5 - -
138 Other Medicald Paymenls Reported on Cost Report Year (See Nole C) $ - -
139 Medicare Traditional (non-HMO) Paid Amount {excludes coinsurance/deductibles) (See Note F) _ 5 2?’.?33- 5 2163118 27,732 2,163
140 Medicare Managed Care (HMO) Paid Amount (excludes coinsurance/deductibles) = -

141 Medicare Cross-Over Bad Debt Paymenls
142 Other Medicare Cross-Over Payments (See Note D)

143 Calculated Payment shomau /{Longfall) (PRIOR TO SUPPLEMENTAL PAYMENTS AND DSH)  |.$ - Ils as6 | [s 6405 | [ 2516 | |8 - 1ls - 1 1s 1461 ] [3 876 | | s 7886 | [5 4248 |
144 as a P ige of Cost 0% 53% 20% 47% 0% 0% 95% 73% 79% 5%
Nole A - These amounts must agree to your inpatient and oulpatient Medicaid paid claims summary. For Managed Care, Cross-Over dala, and other eligibles, use the hospital's logs if PS&R summaries are nat available (submit logs with survey)
Note B - Medicaid cost settl refer to made by icaid during a cost report setiement that are not reflected on the claims paid summary (RA summary or PS&R)
Nole C - Other Medicaid Payments such as Outliers and Non-Claim Specific paymenls. DSH payments should NOT be included, UPL payments made on a state fiscal year basis should be reported In Section C of lhe 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 Medi cost report (eqg. Medlcal ion p
Note E - Medicai Care p should include all icai Care related to the services provided, including, but not limiled lo, i i bonus italion and sub:

Printed 5/28/2025 Property of Myers and Stauffer 1.C Page 3



J. Transplant Facllitles Only: Organ Acqulsition Cost In-State Medicald and Uninsured

Bty Chergia Modd Ciir - Diatrien

fate of Georgia
Disproportionate Share Ilospital (DSH) Examination Surscy Part I

Vierihes 9,00

In Slale Other Medicaid Eligibles (1ol

Inchrdet) Elscvehete & vath Medhcaid
In State Medicare FFS Cress Overs (valh Secondary « Exclude Medic
Tolal I for. Medicaid Secondary) Hon Coucied)
ol TutdAdjusied  Medicald Cro Ulublc
o) Inter/Resident  Organ Acquisition  Over / Uninsured Useable Organs  Useable Organs Useable Crgana Useable Organs Useahte Organs Useable Organs
icqulsition Goet Saut Gt Organs Soid (92 i Charpes (Count) Charges (Count) Charges (Couni Gharges {Count Charges {Coun} Chargas {Count)
St i Inddnctiang
P e Dot oo WS
mc""mw' Patior on Sechon ' SN ContPupc | DIPMEBOLL LA | | COUMMPON | o s Clis | | FromPeid Clams | | From Paid Claima - From PaidClaims | | FromPaid Claims | | From Paid Cleims | from Pk Cilese | | From Paid Claims | From Paid Glaims | | From Peid Claims From HospitaFs From Haspitar's
P, ok 1, Ln G, Linw 135 5 Toda! Dot ad e AdE T 4 PL I, Li Data or Provicer Data or Provider Data or Provider Dats or Provider Dala or Provider Data or Provider L Date or Provider Data or Provider Dala or Provider Own Intomat Own Infemat
il Ropit o Moo Wl o TTTILS ogs uote &) Logs (Noto 4) Logs (Note A) Logs (Nots 4) Logs (Noto A) Logs (Nofe A) Logs (Nolo ) Logs (Now A) Logs (Noto A) Lo (Nok A) Analysis Analysis
Aol Coal &uninsured) Sew
Note C beiaw.
] {! L] oo ls 3 : {3
2 (T o0y i ] P (i — Es
3 Lo fequinion 00| B o
a oot Acgamiben 3000 1% =13 {1 —
H [y — ol i . o | —
6 [y woy i . o .= &1
b — T 10003 <18 - 0 | —i: i
8 noly e 5 - i)
9 L Towls [e I -3 A [ ) lx -] 1 s 1 NI <l -1 | E| [ mi (e -] |
10 TetalCont ] ———1 == —] — I | =
Lt wurmary, if. {ir mot. fags and submil with survey)
kv Raction s pert o yuor i

I method of into

Enter tha Jotal taveruss applicable Lo organs furnished to other providets, (o organ procurement ofganizations and olhers, and for organs

the Iforgans are
transplanted into such patients,

K, Transplant Facilliles Onl;

: Orpan Acqulsilion Cost Out-of-State Med|cald

Soulh Georgia Med Clr - Barrien

it

into

d patients {but where organs were included in (he Medicaid and Uninsured organ counts above}, Such revenues mus! be delermined under
d palients who are not liable for payment on a charge basis, and as auch there is no revenue applicable (o the related organ acquisitions, the amount entered must also include an amount representing the acquisilion cost of he organs

Cul of State Medicare FFS Cross Overs
Tota) - Revenue for Total valh Medicaid Secondary)
o Additionat Add-in  Total Adjussed Medicald! Cross- Useable
reh iy o qui Over { Uninsured Organs Useable Organs Useable Organs Useable Organs Useable Organs
= = =T Cosl Organg Sold {Copnt Charges {Gount) ___ Charges {Gount) Gharges {Count) Charges {Count)
Simitar to instructions
o AN o gy Doap i col rﬁs Cost Report
Winviahest, ﬂ.-‘_ Fa o i o} Workshee! D From Paid Ciaims From Paid Claims From Paid Claims From Paxd Claims From Paid Ciaims From Paid Clalms From Pald Climy Feom Paid Clamy
0ot 1, L %08 (33 £ Totwi m‘“““"mﬁ “,‘ Mm St L DamorProvder Data or Provider Data or Provider Data or Provider Data or Provider Data or Provider Data or Provider Data or Provider
ol Rt Organ s bl Logs (Note A) Logs (Noto A) Logs Nots A) Logs (hote A) Logs (Noto A) Logs (Note A) Logs (Note A} Logs (Note A)
&t ication Cot On Caat Mackcail Cioits-Dver 4
& uninsured) See
Note C bslow
" L 3 =}k 1% = Lk = "}
7 i bl 3 3 BES - {3 . ]
13 Lives Acqin 3 =13 =15 3 - o
1 . 3 -1s |3 s A ['] l—
15 Pancier; Aquinaes 3 13 =13 -1 |3 - o
w 3 =13 =1% AN ']
L1 bt Acqpnilen 3 =1% i =| 13 . ]
10 1 =13 =13 -l ls - [}
" [ Totah I N s [ 1 s | Al [ NN | [ Bl -1

oLl Coy
Note A - Thess smaunis misst saiea 15 Wl innsiient #nd eutoatient Medicaid paid claims summary. if available (if not. use hospilal's loas and submit with survey)
Note B: Enter Organ Acquisition Payments in Siectisn | as part of your Oul-of-State Medicaid lolal payments.

Primied 3703034

—
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Slate of Georgia
Disproportionale Sharc [fospital (DSI[) Lixamination Survey Part T

L. Provider Tax Assessment Reconciliation / Adjustment

An adjusiment is necessary to properly reflecl ihe Medicaid and uninsured share of the provider lax for some i The icaid and uni share of lhe provider lax assessment collected is an

allowable

cosl in delermining hospilal-specific DSH limils and, , can be il in the DSH ination survey. However, depending on how your hospilal reporis il on lhe Medicare cost repori, an adjustment may

be necessary lo ensure lhe cosl is properly refiecled in determining your hospilal-specific DSH limil. For instance, if your hospilal removed parl or all of the provider lax assessment on the Medicare cosl repor, the full
amount of the provider tax assessmenl would nol have been apporlioned to the various payers through Lhe step down ion process, ing in the icaid and uni share being in delermining the
hospital-specific DSH limit. If your hospital needs lo make an adj for lhe icaid and uni share of lhe provider lax assessment, please fill out the reconcilialion below, and submit the supporting general
ledger entries and other supporling documentation lo Myers and Slauffer, LC along wilh your hospital's DSH examinalion surveys.

Soulh Georgia Med Ctr - Berrien

Worksheet A Provider Tax Assessment Reconciliation:

W/S A Cost Canter
Dollar Amount Lina
1 Hospital Gross Provider Tax Assessment {from general ledger)* 3 8500
1a Working Trial Balance Account Type and Account # that includes Gross Provider Tax Assessment | Expenss (WTB Account # }
2 Hospital Gross Provider Tax Assessmenl Included in Expense on the Cost Repert (WrS A Gol 2) 3 B4 500 {(Where is the cost included on w/s A?)
3 Difference (Explain Here —-——->) $ .
Provider Tax i i (from wie A5 of tha Medicare cost repart)
4 Reclassificalion Coda f i 16/ (from})
5 Raclassification Code (i o / (from))
6 Reclassification Code (| I/ (from))
7 Reclassificalion Code o fed fo / (from})
DSH UCC ALLOWABLE - Provider Tax Assossment Adjustments (from wis A of the Medicare cost repart)
8 Reason for adjustment i 1o/ (from)}
9 Reason for adjustment {Adjusted fo / (from))
10 Reason for adjusiment B o/ (from))
11 Reason for adjustment {Adgursted la / (from))
DSH UCC NON-ALLOWABLE Provider Tax Ausessment Adjustments (from w/s A-8 of the Medizare 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 5 86,500
DSH UCC Provider Tax Assessment Adjustment:
17 Gross Allowabe Assessment Not Included in the Cost Report | |
Apportionment of Provider Tax to All id Eligible & L
18 Medicaid Eligible*** Charges Sec. G 10,041,780
19 Uninsured Hospital Charges Sec. G 4532 078
20 Total Hospital Charges Sec. G 27 BI54T3
21 Medicaid Eligible Percentage of Provider Tax Assessment Adjustment to includs in DSH Medicaid UCC*** 36 00%
22 Percenlage of Provider Tax Assessment Adjustment lo include in DSH Uninsured UCC 16.25%
23 Medicaid Eligible Provider Tax Assessment Adjustmant to DSH UCC*** 3 a
24 Uninsured Provider Tex Assessment Adjustment lo DSH UCC 5
25 Provider Tax Assessmenl Adjustment 1o DSH UCC Including all Medicaid eligibles*** 5 -
Apportlonmeni of Provider Tax to id Primary &
26 Medicaid Primary*** Charges Sec. G 4 B840 (35
27 Uninsured Hospital Charges Sec. G 4,832,078
28 Tolal Hospital Charges Sec. G 27.805473
29 Medicaid Primary sage of Provider Te A 1o include in DSH Medicaid UCG*** 17.36%
30 Percentage of Provider Tax Assessment Adjustment 1o include in DSH Uninsured UCC 16.25%
a1 Medicaid Primary Provider Tax Assessment Adjustment to DSH UCC™* 3 .
32 Uninsured Provider Tax Assessment Adjustment to DSH UCC 5
33 Medicaid Primary Tax Assessment Adjustment lo DSH UCC™* $ =

Printed 5/28/2025

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

** The Gross Aflowable Assessment Not Included in the Cost Report (line 17, above} will be apporiioned to Medicaid and uninsured based on charges sec. g unless the hospital provides a revised cost report lo include the amount in the cosi-to-
charge ralios and per diems used in the survey.

***For slale plan rate years (SPRY) beginning on or after Oclober 1, 2021, Medicaid UCC includes only Medicaid primary cost and payments, unless a provider qualifies for 97th percentile exceplion and it benefils them. The exceplion is based on
SPRY. For cost report periods overlapping SPRYs beginning on or after effective date, the Mediceid primary tax assessment adjustment to DSH UCC (line 33, above) will be utilized unless the provider qualifies for the 97th percentile exception and
the SPRY UCG is grealer utiizing tolal Medicaid eligible population. In which case, the provider lex assessment adjusiment to DSH UCC including ait Medicaid eligibies (line 25, above) will be ulilized.

Property of Myers and Stauiler LC

Version 9,00
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