A. General DSH Year Information
1. DSH Year:

2. Select Your Facliity from lhe Drop-Down Menu Provided:

d [ of co: eadad to cover ‘aar;

3. Cost Report Year 1
4. Cost Report Year 2 (if applicable)
5. Cost Report Year 3 (If applicable)

8. Medicald Provider Number:
7. Medicald Subprovider Number 1 (Psychlatric or Rehab):
8. Medilcald Sut ider Number 2 (Psychlatric or Rehab);

p

9. Medicare Provider Number:

B. DSH Quallfying Information

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

L 07/0172024] [

d
(R

For State DSH Yecar 2025

DSH Verslon 6.02

ISCIUTH GEORGIA MED CTR - LANIER

Cost Report
Begln Dato(s)

Cost Report
End Date{s)

10-"51-“2022[

==,

Q00001183A

]

Questions 1-3, below, should be d In the rd

During the DSH Examination Year:

-

111326

. Did the hospital have at least two obsletriclans who had staff privileges at the hospital that agreed 1o

with See, 1923(d) of the Soclal Sacurity Act.

ld (ric services to Medicaid-eliglble Indlviduels during the DSH year? (In the casa of a hospilal

with staff privileges at the

p
located in & rura! area, tha term “ob any
haspltal to perform nanemergency obstetric procedures,)

2, Was lhe hospltal pt from the requl listed under #1 above because the hospital's

Inpatients are predomlnantly under 18 years of age?

w

. Was the hospllal exempi (ram the requirement listed under #1 above becauss It did not offer non-

emergency obstetric services (o the general population when federal Medlcald DSH regulations

were enactad on December 22, 19877

open as of D 22, 18877

3a. Was the h

3b. What date dld the hasplial opan?

L

6.02

DSH Examination
Year (07/01/24 -

H
-

Yos

71171850

Property of Myers and Stauffer LC

2/102023

08/30/2023] Must aleo complels a separate survey fle for each cost report period kisted - SEE DSH SURVEY PART Il FILES
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State of Georgia

Dispropostionate Sharc Hospital (DSH) Examination Survey Part I
For State DSH Year 2025
C. Disclosure of Other Medicald Payments Recelved:
1. Medleald Supp! Pay for Hospltal Services DSH Year 07/01/2024 - 06/30/2025

(Should include UPL and non-claim specific payments pald based on the state fiscal year. However, DSH payments should NOT be Included. )

2. Medicald Managed Care Suppl 1 Payments for hospltal services for DSH Year 07/01/2024 - 0830/2025 C—/—]

(Should include all /alm specific p for i salvicas such as Jump sum payments for full Medicaid pricing (FMP}, f Is, quality p ts, bonus
paymanis, capitation pay Ived by the hosp {not by the MCO), or other incentiva payments.
NOTE: Hospital portion of supp tal g ts raportad on DSH Survey Par I, Section E, Question 14 should be reportad here if paid on a SFY basls.
3. Total Medicald and M Managed Care Non-Clalms Payments for Hospltal Servicas07/01/2024 - 06/30/2025
Certlfication:
Answer
Yes

1. Was your hosplital allowed to retaln 100% of the DSH payment It recelved for this DSH year?
Matching the federal share with an IGT/CPE s not a basis for answering this quastion “no". If your

hospital was not allowed to retaln 100% of its DSH pay , please explain what cl were
p that p ted tha hospltal from g its pay
E; for "No"

The follow!ng certlfication s to be pleted by the hospital’s CEQ or CFO:

| hereby cerlily that the Infarmatlon in Sections A, B, C, D E F. G, H, |, J, K and L of the DSH Survey files are true and auurala to the besti of our abllily, and supported by the financisl and olher

records of the hosplilal. All ellglble p i g those who hava private g , have been reporled on the DSH survey regardless of whether the h
payment on the claim. | understand that this infermation will be used fo di Ine the A 's pliance with federal Disproportionate Share Hospital (DSH) ellglblllly and payments

provisfons, Detalled support exists for all amounts reported in the survey. These records will be retalnad for a period of not less than 5 yaars following the due dale of the survey, and will be made
availabl inspaction when requested.

oo zhales”

chn.moored@sgme.or

229-259-4162
Hospital CEQ or CFO 1elephone Number ospl or -Mall
Canfact Inf for individual: horized to respond to Inquiries related to this survey:
Hospltal Contact: Outside Preparer:
Namae/John Moora Nama[Wes Slernenbarg
il TiletParinar
Telephone Number|228-259-4162 Firm Name|Draffin & Tucker, LLP
E-Mall Address{john.moore@sgme.o Telephone Number|228.883-7678
Malling Strest Address(2501 N Pallerson Sireel E-Mall Address|wslamenberg@dralfin-lucker.com
Mailing Clty, State, Zig{Valdosta, GA 31602

6.02 Property of Myers and Stauffer LC Poge 2



State of Georpia Version 9.00
Disproportionate Share Hospital (DSH) Examinalion 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 the information we received from the state. Please review this informalion for ilems 4 through 8 and select "Yes" or "No" to either agree or disagree wilh lhe
accuracy of the information. If you disagree wilh one of lhese items, please provide the correct information along with supporting documentalion when you submit your survey
1. Select Your Facility from the Drop-Down Menu Provided: SOUTH GEORGIA MED CTR - LANIER
10/1/2022
through
9/30/2023
2. Select Cost Report Year Covered by this Survey (enter "X"): | X ] 1 | |
3. Stalus of Cosl Report Used for this Survey (Should be audited if available): |1 - As Submitled
3a, Date CMS processed the HCRIS file inlo lhe HCRIS database: 31612024
Data Correct? If Incorrect, Proper Information
4. Hospital Name: SOUTH GEORGIA MED CTR - LANIER Yes
5. Medicaid Provider Number: 000001163A Yes
6. Medicaid Subprovider Number 1 (Psychiatric or Rehab): 0 Yes
7. Medicaid Subprovider Number 2 (Psychiatric or Rehab): 0 Yes
8. Medicare Provider Number: 111326 Yes
Owner/Operator (Private State Govt,, Non-State Govt , HIS/Tribal): Non-State Govl Yes
Out-of-State Medicaid Provider Number. List all states where you had a Medicaid provider agr t during the cost report year:
State Name Provider No.
9. State Name & Number
10. State Name 8 Number
11. State Name & Number
12. Slate Name & Number
13. Stale Name & Number
14. State Name & Number
15. State Name & Number
(List additional states on a separate attachment)
E. Disclosure of Medicaid / Uninsured Payments Received: (10/01/2022 - 09/30/2023)
1. Seclion 1011 Payment Related to Hospital Services Included in Exhibits B & B-1 (See Note 1)
2. Seclion 1011 Payment Related to Inpatient Hospital Services NOT Included in Exhibits B & B-1 (See Note 1)
3. Section 1011 Payment Relaled to Outpalient Hospital Services NOT Included in Exhibils B & B-1 (See Note 1)
4. Total Section 1011 Payments Related to Hospital Services (See Note 1) $
5 Section 1011 Payment Related to Non-Hospital Services included in Exhibits B & B-1 (See Note 1)
6. Section 1011 Payment Related to Non-Hospital Services NOT Included in Exhibits B & B-1 (See Nole 1)
7. Total Section 1011 Payments Related to Non-Hospital Services (See Note 1} $-
8. Out-of-State DSH Payments (See Note 2) EEV—_1
Inpatient Culpatient Total
9. Total Cash Basis Palienl Payments from Uninsured (On Exhibit B) $ 230 3 68,581 $68,811
10. Total Cash Basis Patient Payments from All Olher Patienls (On Exhibit B) $ 8.625 3 375,916 $394,541
11. Tolal Cash Basis Patient Payments Reported on Exhibil B (Agrees to Column () on Exhibit B, less physician and non-hospital portion of pay ) $8,855 $444,497 $453,352
12. Uninsured Cash Basis Patienl Payments as a Percentage of Total Cash Basis Patient Payments: 260% 15.43% 15.18%
13. Did your hospital receive any Medicaid managed care payments not paid at the claim level? No
Should include alf non-claim-specific payments such as lump sum pay ts for full Medicaid pricing, supp quality pay , bonus pay , capitation pay received by the hospital (not by the MCO), or other incentive payments.
14. Total Medicaid managed care non-claims paymenls (see question 13 above) received applicable to hospital services
16, Tolal Medicaid managed care non-claims payments (see queslion 13 above) received applicable to non-hospital services
16. Total Medicaid managed care non-claims payments (see question 13 above) received $-
Note 1: Subtitle B - Miscellaneous Provision, Seclion 1011 of the Medicare Prescription Drug Improvement and Modernization Act of 2003 provides federal reimbursement for emergency health services furnished 1o undocumented aliens. If your hospital
received lhese funds during any cost report year covered by the survey, they must be reported here. If you can document that a portion of lhe payment received is related to non-hospital services (physician or ambulance services), report that amount in the
section titled "Seclion 1011 Paymenls Related lo Non-Hospital Services." Olherwise report 100 percent of lhe funds you received in the seclion related to hospital services
Printed 5/28/2025 Property of Myers and Stauffer LC Page |



State of Georgia

Disproportionale Share Hospilal (DSH) Examination Survey Part 1[

Nele 2: Report any DSH payments your hospital received from a state Medicaid program (other than your home state). In-state DSH payments will be reported direclly 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)

=

R

=
O W~

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

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

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

F-2. Cash Subsidles for Patient Services Received from State or Local Governments and Charity Care Charges (Used In Low-Income Utllization Ratio {LIUR) Galculation):

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
. Outpatient Hospital Charity Care Charges

Non-Hospital Charity Care Charges
Total Charity Care Charges

F-3. C of Net Hospital Revenue from Patient Services (Used for LIUR) (WS G-2 and G-3 of Cost Report}

Formulas can be overwritten as noeded with actual data.

1

12

13

14.
15.

16
17
18

18.

20

21.
22.
23.

24
25
26

27
28

29,
30.

3

=2

32

33

34

35.

36
37.

[ N
117,584

1.472.112

LS 1.589.706

(See Note in Section F-3, below)

Conlraclual Adjustments (formulas below can be overwritten if amounts

Hre Kiown)

Inpatient Hospital Outpatlent Hospltal Non-Hospital Inpatlent Hospital Outpatient Hospltal Non-Hospital
Hospital $177.878.00 88,003 = R
Subprovider | (Psych or Rehab) 5000 - . 3
Subprovider Il (Psych or Rehab) $0.00 - $ -
Swing Bed - SNF $1,442,770.00 $ 713,792
Swing Bed - NF $0.00 $ .
Skilled Nursing Facility $5,637,995.00 3 2,789,327
Nursing Facility 0.00 $ -
Olher Long-Term Care 0.00 $
Angcillary Services $4,191,913.00 H 2,073,896 $
Outpatient Services 2,466,762 -
Home Health Agency $0.00
Ambulance $ 5
Outpalient Rehab Providers $0,00 $ - -
ASC $0.00 50.00 S -
Hospice $0.00
Other $0.00 $0.00 $0.00 s -
Total $ 4,369,791 $ 19,138,423 $ 7,080,765 $ 2,161,899 $ 9,468,494 $ 3,503,120
Tolal Hospital and Non Hospital Total from Above $ 30,588,979 Total from Above $ 15,133,513
Total Per Cost Report Total Patient Revenues (G-3 Line 1) 30,588,978 Total Conlractual Adj. (G-3 Line 2) 14,167.404
Increase worksheet G-3, Line 2 for Bad Debls NOT INCLUDED on worksheet G-3, Line 2 (impacl is a decrease in net
patient revenue)
Increase worksheet G-3, Line 2 for Charity Care Write-Offs NOT INCLUDED on worksheet G-3, Line 2 (impact is a decrease
in net patient revenue)
Increase worksheet G-3, Line 2 to reverse offset of Medicaid DSH Revenue INCLUDED on worksheet G-3, Line 2 (impact is
a decrease in net patient revenue) 966.109
Increase worksheet G-3, Line 2 to reverse offset of State and Local Patienl Care Cash Subsidies INCLUDED on worksheet
G-3, Line 2 (impac! 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)
Btank Recon Line OR "Decrease worksheet G-3, Line 2 to remove Charily Care Charges related lo insured patients
INCLUDED on worksheet G-3, Line 2 (impact is an increase in net patient revenue)”
Adjusted Contraclual Adjustments 15,133,613
Unreconciled Difference Unreconciled Difference (Should be $0) $ - Unreconciled Difference (Should be $0) 3 -

Printed 5/28/2025

Property of Myers and Stauffer LC

Net Hospital Revenue

$ 89,875
$ .
-

§ 9,268,674
2,519,271

$
$
$
$

3 11,877,821

Version 9.00

Page 2



G. Cost Report - Cost / Days / Charges

Cosl Report Year (10/01/2022-09/30/2023)

SOUTH GEORGIA MED CTR - LANIER

State of Georgia

Disproportionate Share Hospital (DSH) Examination Survey Part [1

Version 9.00

Intern & Resident RCE and Therapy I/P Routine
Line Total Allowable Costs Removed 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
NOTE: All data in this section must be verified by the
hospital. If data is already present in this section, it was 1 i
completed using CMS HCRIS cost report data. If the Days - Cost Report ”(';'a:’:’:sRogggte
d::pl'a' .hJa: N mt:nf rfcem ve:smn of..‘he = GELIGHI Cost Report Cost Report Swing-Bed Carve W/S D-1, Pt. |, Line | Report Worksheet
e up to the s version of the cost Cost Report Worksheet B, o
. . Worksheet C, QOut - Cost Report 2 for Adults & Peds; C, Pt.1 Col 6 .
report, Formulas can be overwritten as needed with actual Worksheet B, Part |, Col. 256 Calculated ] Calculated Per Diem
data, Part 1, Col. 26 (Intern & Resident Part f, Col.2 and Workshegr D-1, W/S D-1, Pt 2, (Informational qnly
Offset ONLY Col. 4 Part I, Line 26 Lines 42-47 for un{ess used in
others Section L charges
allocation)
Routine Cost Centers (list below):
1 03000 [ADULTS & PEDIATRICS $ 3,093,393 | $ = $ 288,992 315 $1,620,648.00
2 03100 [INTENSIVE CARE UNIT 3 - $ $ - $ - $0.00
3 03200 |CORONARY CARE UNIT $ -13 - $ - $0.00
4 03300 |BURN INTENSIVE CARE UNIT $ -18 - $ - - $0.00
5 03400 [SURGICAL INTENSIVE CARE UNIT 3 -19% - $ - - $0.00
6 03500 |OTHER SPECIAL CARE UNIT - $ -18% = $ - - $0.00
7 04000 [SUBPROVIDER | $ - $ -13 - 3 - - $0.00
8 04100 |SUBPROVIDER i $ $ -18 - $ - - 0.00
9 04200 |OTHER SUBPROVIDER $ - $ -1 % - $ - = 0.00
10 04300 INURSERY $ - $ $ $ - - 0.00
11 $ - $ -1% - $ = = $0.00
12 $ $ -18 $ = = $0.00
13 $ $ -18 - $ - - $0.00
14 $ ) =13 $ = - $0.00
15 $ - 3 -13 - - - $0.00
16 3 $ -13 - - - $0.00
17 $ - $ -1 9% - - $0.00
18 Total Rouline $ 3,093,393 §$ - 8 B ] 2,804,401 $ 288,992 315 ¢ 1,620,648
19 Weighted Average
Hospital Subprovider | Subprovider 1! . .
Observation Days - Observgfion Days - | Observation Days - Calculated (Per e aéfen{ Charges - | Outpatient Charges |  Total Charges - NN
4 ost Report - Cost Report Cost Report Medicaid Calculated
Cost Report W/S S- |Cost Report W/S S- | Cost Report W/S S- | Diems Above |y icnet 6 bt 1, | worksheet C, P, I, | Worksheet C, Pt I, | Cost-to-Charge Ratio
3, Pt |, Line 28, |3, Pt /, Line 28.01, | 3, Pt I, Line 28,02, | Muitiplied by Days) " e " 8' i
, . Col. 8 Col. 8 Col. 8 ol GoLz Cos
Observation Data (Non-Distinct)
20 |09200 |0bsarvalion (Non-Distinct) 79 - -18 72,477 $11,585.00 $68,675.00 | 8 80,260 0.903028
Cost Report Vgg;:sizz ;’g Cost Report Inpatient Charges - | Oufpatient Charges | Total Charges - o
Worksheet B Part |, Col 25 Worksheet C, Calculated Cost Report - Cost Report Cost Report Medicaid Calculated
P b ’ - Part |, Col 2 and Worksheet C, Pt, I, | Worksheet C, Pt. I, | Worksheet C, Pt. I, | Cost-to-Charge Ratio
art I, Col. 26 {Intern & Resident Col. 4 Col. 6 Col.7 Col. 8
Offset ONLY . iy : )
Ancillary Cost Centers (from WIS C excluding Observation) (list below):
21 5400|RADIOLOGY-DIAGNOSTIC $507,783.00 | $ -3 $ 507,783 $80,563.00 $1.088,324.00 1,168,887 0.434416
22 5700|CT SCAN $346,917.00 | $ $ $ 346,917 $139,077.00 $5,019,823.00 5,158,900 0.067246
23 G000|LABORATORY $1,661,867.00 | $ $ - $ 1,661,867 $793,865.00 $4,503,483.00 5,297,348 0.313717
24 6600|PHYSICAL THERAPY $1,599,544.00 | § $ = $ 1,599,544 $1,061,337.00 $1,021,522.00 2,082,859 0.767956
25 6900|ELECTROCARDIOLOGY $47,918.00 [ $ $ - $ 47,918 $12,522.00 $342,425.00 | § 354,947 0.135000
26 7100|MEDICAL SUPPLIES CHARGED TO PATIENT $271,116.00 [ § $ 271,116 $314,988.00 $87,043.00 | § 402,031 0.674366
27 7300|DRUGS CHARGED TO PATIENTS $598,187.00 | § - $ 598,187 $1,789,561.00 $2,089,740.00 | $ 3,879,301 0.154200
28 9100|EMERGENCY $2.591,178.00 - 2,591,178 $66,590.00 $4,839,213.00 | $ 4,905,803 0.528186
29 $0.00 - = $0.00 $000 | § - -
30 $0.00 $ - - $0.00 $000 | $ - -

Printed 5/28/2025

Property of Myers and Stauffer LC
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G. Cost Report - Cost / Days / Charges

SOUTH GEORGIA MED CTR - LANIER

Disproportionate Share Hospital (DSH) Examination Survey Part 1T

State of Georgia

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

$000 | $ -13 - $ $0.00 $0.00 | $ -
$000 |8 $ - $ $0.00 $0.00 | $ -
$000 1% $ = $ $0.00 $000|$ -
$000 1% $ $ $0.00 $0.00 | 8

$0.00 | $ -18 - $ $0.00 $000 | $ =
$0.00 [ $ -1$ - $ $0.00 $0.00 | $ -
$0.00 [ $ -1 8 - $ $0.00 $0.00 -
$0.00 | $ -1 3 $ $0.00 $0.00

$0.00 | $ -1 8 $0.00 $0.00 -
$000 1% $ $0.00 $0.00 -
$0.00 | $ -19% = $0.00 $0.00 -
$0.00 | § -18 . $0.00 $0.00 -
$0.00 | § -18 2 $0.00 3000 | § =
$0.00 | $ -18 $0.00 $0.00 | § -
$0.00 | § -13 . $ $0.00 $0.00 | § .
$0.00 | § $ = $ $0.00 $0.00 | § -
$0.00 | § -3 - $ $0.00 $000 | $ -
$0.00 | $ $ = $0.00 $0.00| 8 -
$0.00 | § -18% = 3 $0.00 $0.001 8 -
$000 [ $ 18 - $ $0.00 $000 |8 -
$000 {8 =18 = $ $0.00 $000 18 -
$000 {9 -13 $ $0.00 $00018 -
$0.00 | § -18 - $ $0.00 $000 (9 -
$000 | 9% $ = $ $0.00 $0.00 -
$O000|$ -8 - $ $0.00 $0.00 -
$0.00 18 - - $0.00 $0.00 -
$0.00 | & - - $0.00 $000 18 -
$0.00 | & - $0.00 $0.00 -
$000($ - $ $0.00 $0.00 -
$0.00 | § - - B $0.00 $0.00 -
$0.00 | § -13 - $0.00 $0.00 -
$0001]$ -18 - $0.00 $0.00 -
$0.00 | $ -13 - $0.00 $0.00 -
$0.00 | & $ - § $0.00 $0.00 -
$0.00 -1$ 3 $0.00 $000 | $ -
$0.00 -1$ $ $0.00 $000 | § -
$0.00 -15 - $ $0.00 $0.00 | $ -
$0.00 -1$ $ $0.00 $000| 8

$0.00 | 8 ] 3§ $0.00 $0.00

$000 | 8 -1 8 - 3 $0.00 $0.00 -
$000 | $ =1 & $0.00 $0.00 -
$0.00 | § - 13 - $0.00 $0.00 =
$0.00 | & - 18 - $ $0.00 $0.00 -
$0.00 [ $ 3 $ $0.00 $0.00 [ & =
$0.00 | § -18 $ $0.00 $0.00 | & -
$0.00 | § -18 - $ $0.00 $0.00 | § -
$0.00 | § -18 $0.00 $0.00 | § -
$0.00 | § 3 $0.00 $000 | 8 -
$0.00 | $ -3 $0.00 $0.00 -
$000 (8 -18 - $0.00 $0.00 -
$000 | & -18 - $0.00 $0.00 -
$0.00 $ $0.00 $0.00 -
$0.00 =18 - 3 $0.00 $0.00 [ § -
$0.00 -1% - g $0.00 $000 | $ -
$0.00 | $ - |8 - 3 $0.00 $0.00 | $ -
$0.00 | § § $0.00 $0.00 | $ -
$000 | $ - |8 - $0.00 $0.00 | & -
$000 | $ - $0.00 $0.00 | & -
$0.00 | § 3 - $0.00 $0.00 =
$0.00 | & -1 § - $0.00 $0.00

Printed 5/28/2025 Property of Myers and Stauffer LC
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State of Georgia
Disproportionate Share Hospital (DSH) Examination Survey Part I

G. Cost Report - Cost / Days / Charges

il Year (10/01/2022-09/30/2023) SOUTH GEORGIA MED CTR - LANIER

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

91 $000 | $ -1$ - - $0.00 $0.00 | § - -
92 $0.00 | $ -8 - - $0.00 $0.00 |'$ = -
93 $000 | $ -1 8 - - $0.00 $0.00 | § - -
94 $0.00 | $ ol - $0.00 $0.00 | & - -
95 $0.00 | § = - $ = $0.00 $0.00 - -
96 $0.00 | % $ = $0.00 $0.00 - -
97 $000 | $ - $ - $0.00 $0.00 = -
98 $000 | § -8 $ - $0.00 $0.00 - -
99 $0.00 | § 18 $ - $0.00 $0.00 - -
100 $000 | § ] $ - $0.00 $0.00 - -
101 $000 | § $ $ - $0.00 $0.00 | § - -
102 $000 | § i - $ - $0.00 $0.00 | § - 2
103 $0.00 | § -8 - $ - $0.00 $0.00 | $ - -
104 $0.00 | § -18 - $ . $0.00 $0.00 | $ 5 -
105 $0.00 | § -13% - = $0.00 $0.00 - -
106 $0.00 | & $ - $0.00 $0.00 | § = =
107 $0.00 | & $ = - $0.00 $0.00 | & = -
108 $0.00 | 8 $ - $0.00 $0.00 | & - -
109 $0.00 | § $ = $ - $0.00 $0.00 - -
110 $000 | § $ $ - $0.00 $0.00 - -
111 $0.00 | § -18 - $ - $0.00 $0.00 - -
112 300018 -1$ - $ - $0.00 $0.00 - .
113 300018 -1$ - $ - $0.00 $0.00 = -
114 $000 1% $ - $ - $0.00 $0.00 | § -

115 $0.00 | § -1$ - 3 - $0.00 $0.00 | $ . -
116 $0.00 | § -1$ - $ - $0.00 $0.00 | § . -
117 $0.00 [ % $ - $ = $0.00 $0.00 | § - >
118 3000 [ § $ = $0.00 $0.00 | 8 - =
119 $000 | $ - - = $0.00 $0.00 | § - =
120 5000 [ § 3 2 $0.00 $0.00 - -
121 $0.00 | § -8 g - $0.00 $0.00 - -
122 $0.00 | $ -19$ . § - $0.00 $0.00 | § - =
123 $0.00 | § -8 - - $0.00 $000 | § - -
124 $0.00 | § =13 - . $0.00 $0.00 | § -

125 $000|$ -1% - * $0.00 $0.00 | § 2 s
126 Total Ancillary $ 7,624,510 § - 8 - $ 7624510 $ 4,270,088 $ 19,060,248 $ 23,330,336

127 Weighted Average
128 Sub Totals $ 10717903 § -8 - T 7913502 $ 5830736 s 19080248 5 24950984 [N

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 $922,633 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 submilted)

132 Grand Total $ 6,990,869

133 Total Intern/Resident Cost as a Percent of Other Allowable Cost 0.00%

* Note A - Final cost-to-charge ralios should include teaching cost. Only enter Intern & Resident costs if it was removed in Column 25 of Worksheet B, Pt. | of the cosl report you are using
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H. In-State Medicald and Ali Uninsured Inpatlent and Outpatient Hospltal Data:
SOUTH GESRGM MED CTR - LANER

In-Slala Olher Medicard Elgib

Total In-Slato Medicaid (Days Include
Medicaid FFS & MCO Erhavsted and Hon
C

Secondary - Laclu caid Exhavsted
and Mon Govered)

% Survey to
Gost Report

Totals
{includey al

Medicaild Per Medicaid Cont to
Diem Cont far Charge Ratlo for

Routine Cost AncMary Cost

fnpatiamt Cutpatient
Ling Zout Descrigtion Contars Centers Inpatient Outpatiem Inpatiemt Outpatient Inpatiemt Outpatient Inpatiant Qutpatient Inpatient Outpatient See ExhIbit A) {See ExhibltA) Mpatfent é

From Noapters
From PS&R From PSER From PSAR From PS&R Bl

From Section G From Section G From PSAR From PSER From PS&R From PS&R From PSER Frem Ovirs b Oy,
Summery (Note A) Summary (Note A) Summery (Note A) Summary (Note A} Summary (Nole A)  Summary (Note A) Summary (Note A) Seenmary (Note A) Summary (Note A) Sammary [Nose A) Anadeais Anatyal

Dy

Dayps

— B
1)

-1

3300

52

Total Days

19 Tolal Days per PS&R or Exhibil Delail
20 Unreconciled Days (Explain Variance)

- ]
21 T S I 2 ccoai| D [ o) I (oo | N [ 9,

2101 Gatintahed Rlavding Chiarga Pes Dhane s 631.00 $ 830 80 s 80735
Ancidary Charges AncEans Gl NsA IREE.
- — LT | = 0 20 | LTFE
261 11338 | =5 ) = Nk

1oz | : 840"

305084 [XEH) 71017 | FLYTH | —
i je . (RS ¥ | (TXF7]
[T === |l Ee— o T
11048 | 1055 =)

& 00m | 2007 | 2E0 1 12413 | B1iea |
275,461 970, 1,150,030 7.962 ]
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H. In-State Medlcald and All Uninsured Inpatient and Oulpatient Hospital Data:

| SOUTH GEORGIA MED CTR - LANIER

Version 9 00

Pristed 3783001

TIasT

a6,

1

8,790

Ao rsr

3 69948 3 788,187 % L E I [ETET]
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Stale of Georgia Version 900
Disproportionale Share 1 lospital (DS11) Fxaminaiion Survey Part I

H. [n-State Medicald and All Uninsured Inpatient and Outpatient Hospital Data:

| BOUTH GEDRGIA MED CTR - LANIER

n-Slae Wodicai:

Totats | Paymenis
"8 Tolal Charges includes organ acquisition from Section J) [s 88,601 | (s e76,721 | [s 20944 | [3 348757 | [3 88517 | [3 weaaer | (% w1 e ) [ o - 1[s 195104 | [ 3858060 | [5 203419 | [$ 6,478,395 ain
(Agrass Lo Exhibil A} {Agreea 10 Exhiblt A)

129 Total Charges per PSAR or Exhibit Detall

oot ] [s sem] 3 200 [s somre ] [ e i nayme ] [3 woasr | [1 v ] [3 ] [s Ih umculls smcen |
130 Unreconciled Charges (Explaln Variance) A . 5 : = . . g -
131 Total organ ition from Section J) [s 42,184 ] [5 306,606 | [5 9210 [s 1081042 ] [ 41958 1 [§ 226331 | [3 47823 | [s ss1262 ] [ - - [ 0409 | [$ 1161534 ] [3 1475 ][4 e | e

132 Tolal Medicald Pald Amount {excludes TPL, Co-Pay and Spand-Down) 3 non]ls T s N BTALL 1 15,309 3 wsm ][y 780760
133 Total Medicaid Managed Care Pald Amounl (excludes TPL, Co-Pay and Spand-Down) (Sea Nolo E) i srofls 23299 3 101,550 | 2 6210 (1§ G334
134 Privats Insurance (Including primary and third party liability) 3 15l 183 3 1ol i a0 L ] ECERE] 12659
135 Seit-Pay (ncluding Co-Pay and Spend-Down) =7 1 at 3 564 3 2301 § .15
3 R— o | e | — | i —— —
137 Medicald Cos! Sattlament Payments (See Nots B) 3 =437 3 i 03T
135 Othor Madicald Paymants Reported on Cost Roport Yoar (506 Nols C) 3 3 .
139 Medicare Traditional (non-HMO) Phaid 1) (Son Mot F) 3 we | [3 nnwo ] [3 s | [3 ] [ f s saan | s 13153 |
140 Medicare Managed Care (HMO) Paid Amounl (excludes coinsurance/deductiblos) 3 pLYrcd | K BRI 3 Ml W17
141 Madicare Gross-Over Bad Dabt Payments 1 ol | A8 sand 13 w3 4080
142 Other Medicaro Cross-Over Payments (Ses Note D) 3 vrsEn||s g n el |3 {100 3 s (3 a7 8
143 Payment fram Hospital Uninsured During Cosl Report Yaar (Cash Basls) P__m% El.__&|

2

144 Section 1011 Payment Related (o Inpatient Hosptial Services NOT Included In Exhibits B & B-1 {from Section E)

145 Calculated Payment Shortfall / (Longlall) {PRIOR TO SUPPLEMENTAL PAYMENTS AND DSH) [ $ 8155 62704 [s 1000 | [s 458066 | [3 498 | [5 ap30] [s [s 1559 (3 . 10 -1 90179 | [s. 1112953 | [3 10238 |[5 504,041 |
ED) 9% o & 0% % s3% 7%

146 Galculated Payments as a Percenlage of Goat. 89% 98% 104%

147 Tolal Medicare Days from WIS -3 of the Cost Report Excluding Swing-Bed {GIR, WIS $-3, Pt.J, Col. 6, Sum of Lns. 2, 3,4, 14, 18, 17, 18 less lines 6 & 6) [ i
149 Percent of croas-over days Lo lotal Medicare daya from the cost report
NOTE: Inpalient uninsured payment rate Is outside normal ranges, please verify this

Nels A - Thesa amounts must agree (o your Inpatient and outpatient Medicald pald claims summary. For Managed Care, Cross-Ovar data, and other eligibles, use the hospital's logs If PS&R summaries are nol avallable (submit logs with survay)
is correcl

Nolo B - Medicaid cosl seltfement payments rafer Lo payments made by Medicald during a ost report setliemen that sre not rflacted an Lho claims pald summary (RA summary of PSAR)
Note C - Other Medicald Payments such a5 Outliars and Non-Claim Specific payments. DSH payments should NOT be Included UPL payments made on a state fiscal year basls should ba reporied in Section C of the survay

Nota D - Should Includs other Medicara cross-ovar payments nol Included In ihe pald claims dala roported above. This includes paymants paid based on the Medicare cosl repart setement {a g, Medicare Graduale Medica! Education payments).

Nota E - Medicald Managed Care pavments should Includa a/f Medicald Managed Caro pavments related to tha services provided. Including, but not limited 1o, Incentive payments, bonus payments, capitation and sub-capilation pavments

Nota F - Medicare payments reporled in FFS, MCO, MCD Exhausted/Non-covered, and uninsured payor buckets should anly Includa Medicare Part B paymants for inpatien!, Medicald primary clalms with Madicara Part B anly covarage for Medicald covered ancillary services Such claims should not
hava Medicare Parl A banefits (du to no covarage or exhausled bonafits)

Property of Myers and Stauffer LC Page3




State of Georgia Version 9.00
Disproportionate Share Hospilal (DSIT) lixamination Survey Part 11

I. Out-of-State Medicaid Data:

SO0 BOUTH GEORGIA MED CTR - LANIER
Oul-of-Stale Olher Medicaid Eligibles (Nol
Oul-of-Stale Medicaid Managed Care Oul-ol-Stale Medicare FFS Cross-Overs Included Elsewhere & wilh Medicaid
Primary (wilh Medicaid Secondary) Secondary) Tolnl O-0-Siate M
Medicald Per Medicaid Cost to
Dlem Cost for Charge Ratio for
Routine Cost Ancillary Cost
Line # Cost Center Description Centers Centers [o] [+] O inpatient () i Outpatlent
z From PS&R From PS&R From P5&R From PS&R From PSER From PS&R From PS8R From PS&R
Fiom Secion G from Seokion & Summary (Note A) ¥ (NotwA) & (Noto A) | Surimary (Noto &) | Summary (Note A)  Summary (Note Al Summary (Noto A)  Summary (Nole A)
Days Days Days Days — Days
1 81743 -
2 -
3 5
4
5 03400 | SURGICAL INTENSIVE CARE UNIT
6 03500 |QOTHER SPECIAL CARE UNIT 3 -
7 04000 [SUBPROVIDER | -
8. 04100 |SUBPROVIDER Il = =
9 04200 |OTHER SUBPROVIDER =
10 04300 |NURSERY -
"
12
13 -
14
15
16 5
17 $
18 Tolal Days
19 Total Days per PSER or Exhibit Detail e —— 1 e
20 Unreconciled Days (Explain Variance) - - - -
Rouline Charges Rouline Charges Ry o8 __Routing Chay Routing Charges
21 T — O E— ] ] — ) —
21,01 Calculaled Routine Charge Per Diem 3 - s - s - s - 5 -
Ancillary Cost Centors (from WIS C) {list belaw): ~Ancillary Charges  _Ancillary Charges  _ Ancillary Charges | Ancillary Charges  Ancillary Charges _ Ancillry Charges _ Ancillary Charges - Ancillary Charges _Ancillary Chargos _Ancillary Charges
22 [09200 [Observation (Noo Distine) | 0903028 . - 164 - 164
23 | S400|RADICLOGY-DIAGNODSTIC | 0.434416 a7 2.262 § [+ 3311
24 5700[CT SCAN 0067246 9486 4,345 - 13831
25 5000 |LABORATORY 0.313717 3604 5,959 | 3,302 - 17,045
26 | 6600|PHYSICAL THERAPY 0.767956 . - 455 = 455
27 6900 |ELECTROCARDIOLOGY 0.135000 588 392 = 880 |
28 T100|MEDICAL SUPPLIES CHARGED TO PATIENT 0.674366 - 311 a5 . 396
29 T300{DRUGS CHARGED TO PATIENTS 0.154200 m 7,060 127,225 - 134 595 |
30 9100 |EMERGENCY 0.528186 5487 26,761 11,329 | - 43557
31 - - -
32 = 5
33
34
35
36 -
kig
38 =
39
40 =
41
42 -
43 -
44
45 1
46 5
47 = K3
48 - s

Printed 5/28/2025 Property of Myers and Staufler LC Pagee |
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I. Out-of-State MedIcaid Data:

SOUTH GEORGIA MED CTR - LANIER

Slale of Georgia
Disproportionate Sharc Tospital (DSH) Examination Survey Part I

Oul-ol-Slaie Olher K
Included E

Version 9.00

&5 (60

Printed 5/28/2025

Praperty of Myers and StaufTor LC
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Stale of Georgin Version 9.00
Disproportionate Share Hospital (DSH) Examination Survey Part 11

I. Out-of-State MedIcaid Data:

S0OUTH GEORGIA MED CTR - LANIER

Oul-ol-Slale Other Medicaid Eligibles (Nol
O Included El & wilh Medicaid

Out-ol-5ate uich ¥ Primaty

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

£ ] $ 9,899 $ $ 56,426 $ . ] - $ - $ 148,009

Totals / Payments

128 Total Charges (includes organ acquisition from Section K) |s - 1[5 gnos | [s - 15 SEEBB I 3 - _1ls - 118 - 1ls 148009 ] [§ -1[3 2“-@
129 Total Charges per PS&R or Exhibit Detail s | [s 9,899 | I3 =% a6 [5 -1 15 B -1[s 142,009 |

130 Unreconciled Charges (Explain Variance) - - s = -

131 Total C: Cost (includes organ acquisition from Section K) $ [s 4280] [ - 1[s 20257 | [ - Jls - | ls - Jls 2783 | [5 [ 52313 ]

s 280
5 6,612
5 139
5 -

132 Total Medicaid Paid Amount (excludes TPL, Co-Pay and Spend-Down) 5 260 ) —
133 Total Medicaid Managed Care Paid Amount (excludes TPL, Co-Pay and Spend-Down) (See Note E) 5 6507
134 Privale Insurance (including primary and third party liability)
135 Sell-Pay (including Co-Pay and Spend-Down)

136 Total Allowed Amount from Medicaid PS&R or RA Delail (All Payments) 5 = ] 280 5 = 3 6,597
137 Medicaid Cosl Pay (See Nole B)
138 Olher Medicaid Payments Reported on Cost Report Year (See Note C)

139 Medicare Traditional (non-HMO) Paid Amount (excludes coinsurance/deduclibles) (See Note F) E _
140 Medicare Managed Care {(HMO) Paid Amount {excludes coinsurance/deductibles)

141 Medicare Cross-Over Bad Debl Payments

142 Other Medicare Cross-Over Payments (See Note D)

15

13

L L

Im«m«

682
41,005

6az

41,0

talon

143 Calculated Payment Shortial/ (Longfal) (PRIOR TO SUPPLEMENTAL PAYMENTS AND DSH) [s - 1[s 2000 ] 3 - 1s 13660 | [$ - 1[s BRE _1[s (14,005 [ - 1ls 3,655 |
144 ; asaF of Cost 0% 7% 0% 3% % 0% [ 150% 3 3%

Nole A - These amounts must agree to your inpalient and outpatient Medicaid paid claims summary. For Managed Care, Cross-Over dala, and other eligibles, use the hospilal's logs if PS&R summaries are not available (submil logs with survey)

Note B - Medicaid cost setil refer lo made by Medicaid during a cost report setilement thal are not reflected on the claims paid summary (RA summary or PS&R),

Note C - Other Medicaid Payments such as Outliers and Non-Claim Specific paymenls. DSH payments should NOT be included, UPL payments made on a slale fiscal year basis should be reporled |n Segclion C of the survey,
Note D - Should include other Medicare cross-over payments not included in the paid claims data reported above. This includes payments paid based on the Medi cost report (eg, di Medlcal
Note E - icail Care should include all id M: Care relaled to the services provided, including, but not limiled to, i bonus itation and sub

Prined 5/28/2025 Property of Myers and Stauffer LC Page 3



Cost In-State and

J. Transplant Faclllties Only: Organ

'SOUTH GEORGIA MED CTR - LANIER

Stale of Georgia
I propustionats Share |lospilal (DS11) Examination Sursey Part I

In State Othier Medicaid Eligiblc

i

Version 900

Incluled Elscuhce &
In-Stale Medicaic FFS Cre
Total Revenue for Nedicaid 5
Addinasal Adddn  Tod Adpuated Medicald! Cross- Useable £
Organ Aoquisle Over { Uninsured Organs Useable Orgams. Useable Organs Usaabla Organs Useable Organs Usaable Organs
Gont _Gon Goal Orgars Sold Cherges Count Gharges (Count} Charges !Duunn Gharges (Count) Charges Count] Charges (Gount}
imilar b Inadructons
o W
Hf:w""‘:_" Fockor o Soction oo £ Heport Ml?‘“o" Lin . Codlfiersd | FomPaidGlams  FomPaidCiams || FromPaid Cleims | From Pakd Clams | From Paid Claims  From [ From § Fem phars From Haspitafs
P ot 1, Ln O, Line 13 # Tots! Conaland B AdkS: Mochea wilhy 4 Pi 1, Une Data or Provider Data or Providar Dak or Provider Dale or Provider Data or Provider Dala or Provider Data or Provider Dinls o Prowicher Dats o Provider Mty & Preniclar Own intemal Own intermal
o T cout ronhiadiagd Ll Legs (Note A Logs (Noto A) Logs (Note A) Logs (Note A) Logx (Note A) Logs fNote A) Logs (Note Ay Logn thioe &) Loga (Nate &) Loga ok A Analysis Analysis
& wrinne) - See
Wt € bebiw

1 Luig & 001y 3 B (] =
2 00|t i 4
3 L byt Az 01y 3 = it
. {vaean At TN B 1 . 0 -
t p At Bol 13 it -
] brtysto 100003 3 . 0
S 0om s o . 1 i T
L] 10l =13 - ('} —
v [ Touly ls s s 1z - s Al s 1 Nl Al -] s -] L s Al ) [ 10 .
" ToulCont ] — | I, ———] —] — —

Mots A - THaee amistits st agoee b your
ot B Enter Organ Acquisitinon Payments i Secthon H e nm:l,mn MMMIHWWII

Wi hospilal's logs and submil with survey),

included in the Medicaid and Uninsured organ caunte above). Such revenues must be determined under

MC‘ Entar the LELT anil for prjans.
H iForgane Uninsited patiends who for iy a charge basis, #nd s #ith there is ne revenss sppheabls 1o lhe relaled organ acquisilions, the amount enlered must also include an amount represenling Lhe acquisilion coal of Lhe organs
lvan:planlad into such patients
K. Transplanl Faclllties Only: Organ Acqulsition Cost Out-of-State Medlcald
| SOUTH GEORGIA MED CTR - LAMER
Oul of Slate Othet Medicaid Eligibles (Mol
Outof-Slale Medicare FFS C ncluded Elsewdiere € vilh Medicard
Tota) Revenua for Total with Medicard Secondary) Secondary)
ol Additional Add4n  Total Adjusted Medicald/ Gross- Usasbla
| = ,3 Gost  IMerResident  Organ Acqulsition  Over / Uninaured Qrgans Ulnb|e Omln: Useabls Organs
cqulsiCon S Organs Sold (Gount) Chuyges (Gount) Charges {Count Charges harges (Counl)
Sembar s Ipinhons
Ak O Cond heen Coat Rt WeT
Contltaparl | Fackie o0 Secton wc"" enort NG';'};;: Lt CoslRepol  FremPadClems  FomPadCiaims  FromPadClaims  FromPaidClums | FromPaidClaims  FromPeldClaims  From Paid Claims  From Paid Claims
H' "’-‘”“"‘l i Oiliow 133 Fomi SO mmmm:z o 4t U Lime  Déta or Provider Data or Provider Data or Provider Dala or Providar Dats or Provider Daln or Provider Datn or Provider Dol or Prowicer
8 : Cont Repet Grges 0n Cost Medicaid Cross-Over v Logs (Note A) Logs (Note A) Logs (Note A) Logs (Note A) Logs (Note A) Loygs (Note A) Logs (Note A) Logs (Note A)
& uninsured) See
Note C below:
11 It ) s I s H )
12 ¥ 3 =13 E & ] = |b . [ ]
" Lives Acqidaion ] =13 =13 13 - L}
14 iu 5 -i3 =13 1la - Q
15 Plarsiess Aoquinian 3 =13 =13 -l 1t - L] —
16 3 =13 - |3 -11s . [}
17 1 3 =13 -] |1 '] i
10 i e i =13 i = ]
19 [ Tatals Is Ix -Ts 0 1 Alz A0 s g1 NI Jl Jbk: 1 -1
» Tota Gont — — ] ——3]
Nete A « Tisese smounts must ames (o von nnatient end outpatient Medicaid paid claims summary, if available {if not, use hospital's loas and submit with survev)

Note B: Enler Organ Acquisilion Payments in Sectlon | as parl of your Out-of-Stale Medicaid lotal payments.

Prinied 5282025
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State of Georgin
Dispropartionate Share Hospital (DSIT) Lsamination Survey Part 1t

L. Provider Tax Assessment Reconciliation / Adjustment

An adjuslment is necessary to properly reflecl the Medicaid and uninsured share of the provider {ax for some i The icaid and uni share of {he provider lax assessmen! collected is an
allowable cosl in delermining hospilal-specific DSH limits and, , can be i in the DSH inalion survey. However, depending on how your hospilal reporis it on lhe Medicare cost report, an adjuslment may
be necessary lo ensure ihe cost is properly reflected in delermining your hospilal-specific DSH limit. For instance, if your hospital removed part or all of the prowder lax assessmenl on the Medicare cost repord, the full
amount of the provider tax assessmenl would nol have been apportioned to Ihe various payers lhrough ihe slep down all ion process, ing in lhe i and share being underslaled In delermining lhe
hospital-specific DSH limil. If your hospital needs to make an adj for the fcaid and uni share of the provider lax assessmenl, please fill out the reconciliation below, and submit the supporling general
ledger entries and other supporting documentation lo Myers and Stauffer, LC along wilh your hospilal's DSH examination surveys.

SOLUTH GEORGIA MED CTR - LANIER

Worksheet A Provider Tax Assessmant Reconciliation:
W/S A Cost Center
Dollar Amount Line

1 Haospital Gross Provider Tax Assessment {from general ledger)*

ta Working Trial Balance Account Type and Account # thal includes Gross Provider Tax Assessment | ln‘ﬂil Account #)

2 Hospilat Gross Provider Tax Assessment Included in Expinas on the Cost Repodt (WIS A, Col 21 | ](Where is the cosl included on w/s A?)
3 Difference (Explain Here --——>) CEAH J 3
Provider Tax Assesement Reclasslfications (from wis fi-8 of the Madicare cost repor]
4 Raclassification Code ( to/ (from))
5 Reclassification Code A fod (o f (from))
6 Reclassification Code { ta / ffrom))
7 Reclassification Code d o/ (from))
DSH UCC ALLOWABLE - Provider Tax Assessment Adjustmants (from wis A-8 of the Medlcare cost report)
Reason for adjustment (Addpstod to / (from))
9 Reason for adjustment (Adiusted fo / (from))
10 Reason for adjustment {Ad) fo / (from))
" Reason for adjustment il to / (from)}
DSH UCC NON-ALLOWABLE Provider Tax Asseasment Adjustments (from wis A-8 of the Modicare cost roport)
12 Reason for adjustment
13 Reason for adjustment
14 Reason for adjustment
15 Reason for adjustment

16 Total Net Provider Tax Assessmenl Expense Included in lhe Cost Reporl

DSH UCC Provider Tax Assessment Adjustment:

17 Gross Allowable Assessmenl Not Included in the Cost Report

Apportionment of Provider Tax A to All Ellgible & L
18 Medicaid Eligible*** Charges Sec. G B 806 148
19 Uninsured Hospital Charges Sec, G 3,853,164
20 Total Hospital Charges Sec. G 24,950,984
21 Madicad Ebglle Percantage of Providsr Tax Assetamant Adisbmant 1o inclida in DSH Medicaid UCC*** 28.00%
22 Parcenlage of Provider Tax Assessment Adjustment to include in DSH Uninsured UCC 1544%
23 Medicaid Eligible Provider Tax Assessment Adjustment lo DSH UCC*** 3 -
24 Uninsured Provider Tax Assessment Adjustment io DSH UCC $ -
25 Provider Tax Assessment Adjustment to DSH UCC Includmg all Medicaid eligibles*** $ =

Apportionment of Provider Tax to Primary & L
26 Medicaid Primary*** Charges Sec, G 4,101,347
27 Uninsured Hospital Charges Sec, G 3,853,164
28 Total Hospital Charges Sec. G 24,950,964
29 Medicaid Primary Pertentage of Provider Tis Assssamant Adjistmant o ncluda in DSH Medicaid UCC*** 16.44%
30 Percenlage of Provider Tax Assassment Adjustment (o include in DSH Uninsured UCC 15.44%
3 Medicaid Primary Provider Tax Assessment Adjustment lo DSH UCC*** $ =
32 Uninsured Provider Tax Assessmenl Adjustment lo DSH UCC $
a3 icaid Primary Tax j to DSH UCC*** $

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

“* The Gross Aflowable Assessment Not Included in the Cost Report (line 17, above) will be epportionad lo Medicaid and uninsured based on charges sec g unless the hospilal provides a revised cost report lo include the amount in the cosi-to-
charge ralios and per diems used in the survey.
“**For stale plan rale years (SPRY) beginning on or after October 1, 2021, Medicaid UCC inciudes only Mediceid primary cosl and payments, unless a provider qualifies for 97th percentile exceplion and it bensfils them. The exceplion is based on

SPRY. For cost report periods overlapping SPRYs beginning on or after effective dele, the Medicaid primary tax assessment adjustment to DSH UCC (line 33, above) will be ulilized unless the provider qualifies for the 971h percentile exception and
the SPRY UCC is greater utilizing total Medicsid eligible population. in which case, the provider tax assessment adjustment to DSH UCC including alf Medicaid eligibles (fine 25, above) will be utilized.
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