A. General DSH Year Information

State of Georgia

Share Hospital (DSH) Examination Survey Part 1
For State DSH Year 2025

DSH Version  6.02

Begin End
1. DSH Year: I 0?.‘01.‘2024[ [ omwzozs|
2. Select Your Facflity from the Drop-Dawn Menu Provided: [SOUTH GEORGIA MEDICAL CENTER I
el orts o 8 .
Cost Repaort Cost Report
Begin Date(s) End Date(s)

3. Cost Report Year 1 | 10/0 1?2022| 0‘3-'30&023' Must also completa @ separate survey file for each cost repart period listed - SEE DSH SURVEY PART Il FILES

4. Cost Report Year 2 (if applicable)

S. Cost Report Year 3 (if applicable) |

]

Data
8. Medlcaid Provider Number: 000001724A
7. Medicaid Subp Number 1 (Psychiatric or ) 000001724G
8. Medicaid Subp Number 2 (Psychialric or Rehab): 0
9. Medicara Provider Number: 110122

B. DSH Qualifying Information
Questions 1-J, below, should be answared In the accordance with Sec. 1923(d) of the Soclal Security Act.

u the DSH E; ation Year;
1. Did the hospital have at least two abstetricians who had staff privileges at the hospital that agreed to
provide ob ic services to Medi ligible Individuals during the DSH year? (In the case ofa haspital

localed in a rural aren, the term "absietriclan” | any physician with siaff privilages at the
hodpital ta perform nanemergency obstetric procedures.)

2. Was the hosy pt from the requi t listed under #1 above because the hospital's
inpatients are predominantly under 18 years of age?
3. Was the hasp pt from the req 1t listed under #1 ahave because It did not offer non-

emergency obstetric services to the general population when federal Medicaid DSH regulalions
were enacted on December 22, 18877

3a, Was the h

open as of D ber 22, 19877

3

g

What date did the hospital open?

6.02

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

Yes

i

Yes

71111958
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C. Disclosure of Other Medicald Payments Received:

1M Suppl | Pay for Hosp

Services DSH Year 07/01/2024 - 06/30/2025

State of Georgia
Di ionate Share Hospital (DSH) Examination Survey Part I
For State DSH Year 2025

S 8,472,631

(Should include UPL and non-cialm specific payments pald based on fhe state fiscal year. However, DSH payments should NOT be included.)

2. Medicald Managed Care Supplemental Payments for hospital services for DSH Year 07/01/2024 - 06/30/2025

{Should include all laim specific for hospital services such as lump sum payments for full Medicaid pricing (FMP), supp quality p ts, bonus
pay , capitafion pay { ivad by the hospital (not by the MCO), or other incentive payments.
NOTE: Hospltal portion of e ported an DSH Survey Part I, Section E, Question 14 should be reported here if paid on a SFY basis.
3. Total M and Medleald M d Care Non-Claims Payments for Hospltal Servicas07/01/2024 - 08/30/2025 $ 17,828,284
Certification:
Anawer

1. Was your hospital allowed to retain 100% of the DSH payment It recelvad for this DSH year?
Matching the federal share with an IGT/CPE is not a basls for answaring thls question “no". If your

hospltal was not allowed to retain 100% of its DSH pay , please explaln what cir
p that p the hospital from retalning Its pay t
Expl for "No"

Yes

The following certificatlon is to be completed by the hospltal's CEO or CFO:

I heraby cerlify that the infarmalion in Sections A, B, C, D, E, F, G, H, I, J, K and L of the DSH Survey files are true and accurate to the best of our abilily, and supported by the financlal and other
ge, have been reported on the DSH survey regardless of whather the h Ir

I including those who hava private insurance

ds of the hospital. All Medicald eligible f

will ba used to

payment on the claim. | 4 thet this i

provisions, D’e_l\allod support axists for all amounts reported in the survey. These records will be ;el;lned

when

" the Medi

p with federal Disproportionate Share Hospital (DSH) eligibllity and payments

§
for a

period of not less than 5 years following the due date of the survey, and will be made

cFo 2 \lz\202s
or CFO Signature — Title Date
John M 229-259-4162 john.moore@sgmc.of
Hospital GO or CFO Prinled Name Hospital CEO or CFO Telophone Numbar Hospltal CEO or CFO E-Mall
Contact Infarmation for individuals d to respond to irles related to this survey:
Hospltal Contact: Outside Preparer:
Nama|John Moore Name|Wes Sternenberg
Tile[CFO TitlelPariner
Telephone Number|220-258-4162

6.02

Malling Street Address|2501 N Pallerson Sireet

Firm Name|Draffin & Tucker, LLP
Telephone Number{229.863.7878
E-Mail Address|wsternanb draffin-tucker.com

Mailing City, State, Zig|Valdosta, GA 31602

p
E-Mail MdmsFohn.moorergmc.om

Propenty of Myers and Stauffer LC
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State of Georgia
Disproportionate Share Hospital (DSH) Examination Survey Part Il

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 informalion we received from the stale, Please review lhis information for items 4 through 8 and select "Yes" or "No" to either agree or disagree wilh the
accuracy of the information. If you disagree wilh one of these items, please provide the correct information along wilh supporting documentation when you submit your survey.

1. Select Your Facility from the Drop-Down Menu Provided: SOUTH GEORGIA MEDICAL CENTER
10/1/2022
through
9/30/2023
2, Selec! Cost Report Year Covered by this Survey (enler "X"): [ X 11 1 [ |

Slatus of Cost Report Used for this Survey (Should be audited if available): |1 - As Submilted
3a. Date CMS processed the HCRIS file into the HCRIS database: 3452024

(o

Data Correct? IF Incorrect, Proper Information

4, Hospital Name: SOUTH GEORGIA MEDICAL CENTER Yes
5. Medicaid Provider Number: 000001724A Yes
6. Medicaid Subprovider Number 1 {Psychialric or Rehab): 000001724G Yes
7. Medicaid Subprovider Number 2 (Psychiatric or Rehab): 0 Yes
8. Medicare Provider Number: 110122 Yes

Owner/Operator (Private State Govt., Non-State Govt,, HIS/Tribal): Non-Slate Govt 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 & Number
11. State Name & Number
12. Stale Name & Number
13. State Name & Number
14. State Name & Number
15. State Name & Number

(List additional stales on a separale altachment)

E. Disclosure of Medicaid / Uninsured Payments Received: (10/01/2022 - 09/30/2023)

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

2. Section 1011 Payment Related to Inpatient Hospilal Services NOT Included in Exhibits B & B-1 (See Note 1)

3, Section 1011 Paymenl Related to Outpatienl Hospital Services NOT Included in Exhibits B & B-1 (See Nole 1)

4. Total Section 1011 Payments Related to Hospital Services (See Note 1) 8-

5. Seclion 1011 Payment Relaled to Non-Hospital Services Included in Exhibits B & B-1 (See Nole 1)

6. Section 1011 Payment Related to Non-Hospital Services NOT Included in Exhibils B & B-1 (See Nole 1)

7. Total Section 1011 Pay ts Related to Non-Hospital Services (See Note 1) 5-

8. Out-of-State DSH Payments (See Note 2) —

Inpatient OQutpatient Total

9. Total Cash Basis Patienl Payments from Uninsured (On Exhibil B) 3 365,327 3 1,272,219 $1,637,546
10. Totat Cash Basis Patient Payments from All Other Patients (On Exhibil B) $ 2,863,254 3 9,984,174 $12,847,428
11. Tolal Cash Basis Patient Paymenls Reporled on Exhibil B (Agrees to Column (N} on Exhibil B, less physician and hospital portion of p ) $3,228,581 $11,256,393 $14,484,974
12. Uninsured Cash Basis Patient Payments as a Percentage of Total Cash Basis Palient Payments: 11.32% 11.30% 11.31%

13. Did your hospital receive any Medicaid managed care payments not paid at the claim level?

Should inciude alf non-claim-specific payments such as jump sum pay for fult icaid pricing, supp , quality pay , bonus pay , capilation 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 lo hospital services $ 11,355,663 | <--These Pa}"'me"fs do NOT flow to Section H, and the‘riefor'e’ dzggt im(l;acf
- ot . . 9 g i g the UCC. If these payments are not already considered in the an
15, Total Medicaid managed care non-claims payments (see question 13 above) received applicable to non-hospital services should be, include the amount reported here on line 133 of Section H,

16. Total Medicaid managed care non-claims payments (see question 13 above) received $11,355,653

Nole 1: Subtitle B - Miscellaneous Provision, Seclion 1011 of the Medicare Prescription Drug Improvement and Modernizalion Acl of 2003 provides federal reimbursement for emergency health services furnished lo undocumented aliens. If your hospital

received Lhese funds during any cost reporl year covered by the survey, they must be reporied here. If you can document that a portion of the payment received is related to non-hospital services {physician or ambulance services), report lhat amount in the

section tilled "Section 1011 Paymenls Related to Non-Hospital Services." Otherwise report 100 percent of the funds you received in the section refated lo hospital services

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

Disproportionate Share Hospital (DSH) Examination Survey Part [l

Nole 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 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)

oOoh N -

-

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.

o ©w~

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

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

F-2. Cash Subsldies for Patient Services Received from State or Local Governments and Charity Care Charges (Used in Low-Income Utlllzation Ratlo (LIUR) Calcul

Inpatient Hospilal Subsidies
Outpatient Hospital Subsidies
Unspecified I/P and O/P Hospital Subsidies

. Non-Hospital Subsidies
. Tolal Hospital Subsidies

. Inpatient Hospilal Charity Care Charges
. Outpatient Hospital Charity Care Charges

Non-Hospital Charity Care Charges
Total Charity Care Charges

F-3. Calculation of Net Hospltal R from Patlent Services (Used for LIUR) (WIS G-2 and G-3 of Cost Report)

Formulas can be overwritten as needed with actual data.

11
12
13

14.

15

16
17.

18
19
20
21
22
23

24,

25

26.

27
28

29

30.

3

pct

32.

33

34

35.

36.

37

Non-Hospital

5 -
40.421.509
47,396.921

3 87,818,430

(See Note in Section F-3, below)

Contractual Adjuslments (formulas below can be overwrilten If amounls

are kioy

Inpatient Hospltal Outpatient Hospltal

Non-Hospltal

Hospital §75,312 718.00 54,305,545

Subprovider | (Psych or Rehab) S0.00 -

Subprovider I (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 B
Ancillary Services $480,619.521.00 $784,826,509.00 5 346,550,066 $ 555,812 806

Qutpatient Services 584,227,115.00 $ 60,733,428

Home Heallh Agency $0.00 -
Ambulance $ 13,699,444 9,878,222
Outpatient Rehab Providers $0.00 $ -
ASC £0.00 $0.00 S s =
Hospice $7.398,026 00 $ 5,334,475
Other §24.859,943.00 $0.00 $6,010,838.00 17,925,604 $ $ 4,334,219
Total $ 580,792,182 $ 869,053,624 $ 27,108,308 $ 418,790,306 $ 626,646,232 $ 19,546,917
Total Hospilal and Non Hospital Total from Above $ 1,476,954,114 Total from Above $ 1,064,983,455
Total Per Cost Report Total Patient Revenues (G-3 Line 1) Total Contraclual Adj. (G-3 Line 2) 1,058.476,322
Increase workshest G-3, Line 2 for Bad Debts NOT INCLUDED on worksheet G-3, Line 2 (impact is a decrease in net

patient revenue)

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

in net palient revenue)

Increase worksheet G-3, Line 2 lo reverse offset of Medicaid DSH Revenue INCLUDED on worksheet G-3, Line 2 (impact is

a decrease in nel patient revenue) 6.507.133
Increase worksheet G-3, Line 2 to reverse offset of State and Local Patient Care Cash Subsidies INCLUDED on worksheet

G-3, Line 2 (impact is a decrease in net patieni revenue)

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

increase in nel patient revenue)

Blank Recon Line OR "Decrease worksheet G-3, Line 2 to remove Charity Care Charges relaled to insured patients

INCLUDED on worksheet G-3, Line 2 (impact is an increase in net palienl revenue)”

Adjusted Contractual Adjustments 1,064,983,455
Unreconciled Difference Unreconciled Difference (Should be $0) $ - Unreconciled Difference (Should be $0) s =

Printed 5/28/2025

Property of Myers and Stauffer LC

Net Hospital Revenue

21,007,173

$
s
S

352,574,158
23,493,689

$ 404,409,268
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State of Georgia Version 9,00

Disproportionate Share Hospital (DSH) Examination Survey Part IT

G. Cost Report - Cost / Days / Charges

S0UTH GEORGIA MEDICAL CENTER

Cosl Raport Year (10/0172022-09/30/2023)

Intern & Resident RCE and Therapy /P Routine
Line Total Allowable Costs Removed on Add-Back (If /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: Ali 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 Days - Cost Report I’(’;f'a”’:’;;’qogg:te
hospital has a more recent version of the cost report, the Cost Report ! 3 5 -
data should be updated to the hospital's version of the cost Cost Report Workshegr B, M(;oskt I;ep ;’g (S)vqng(—)ﬂe;jRC arv'ef 2”;/8 2;',?2";’36, R?:pog I/IVogf s/ht;et
report. Formulas can be overwritten as needed with actual Worksheet B, Part i, Col. 25 QLIS Ul OSH YO R0) Calculated OO S 11005, alrals 2 Calculated Per Diem
data. Part |, Col. 26 (Intern & Resident Part i, Col.2 and WorkshegtD—t 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 $ 38,884,245 | § 996,418 | & 65,150 39,945,813 42,850 $42,550,525.00
2 03100 |INTENSIVE CARE UNIT $ 33,696,925 | § 197,032 | § - 33,893,957 23.473 $32.762,193.00
3 03200 |CORONARY CARE UNIT $ - $ =15 - - - $0.00
4 03300 |BURN INTENSIVE CARE UNIT $ s -1 § - - $0.00
5 03400 [SURGICAL INTENSIVE CARE UNIT $ 3 - 14 - - $0.00
6 03500 |OTHER SPECIAL CARE UNIT 3 § = - $0.00
7 04000 |[SUBPROVIDER | $ = Sk - - = $0.00
8 04100 |SUBPROVIDER It 3 3 - 18 - $0.00
9 04200 |OTHER SUBPROVIDER 3 = 3 -3 - - - $0.00
10 04300 [INURSERY 3 3,952,405 | § -18 3,952 405 4,658 $10.644,118 00
11 3 - -5 - - - $0.00
12 3 - -1 8 - - - $0.00
13 5 - -3 - - $0.00
14 $ -13 = $0.00
15 < _ $ R - $0.00
16 $ - 3 - - $0.00
17 $ - 3 -8 - - - $0.00
18 Tolal Routine $ 76,533,575 § 1,193,450 $ 65,150 77,792,175 709881 § 85,956,836
19 Weighted Average
Hospital Subprovider | Subprovider Il . 4
Observation Days - | Observation Days - | Observation Days - Calculated (Per Inpaélent Chages 2| Oufpatient|Charpes | R Tolal Charges = -
. ost Report - Cost Report Cost Report Medicaid Calculated
Cost Report WS S- | Cost Report W/S S- |Cost Report W/S S-|  Diems Above |\ cheet G, Pt I, | Workshest C, Pt I, | Workshest C, Pt. |, | Cost-to-Charge Ratio
3, Pt/ Line 28, |3 PtI Line28.01, |3 Pt I, Line 28.02, | Multiplied by Days) Co! 6’ e Col 7’ ‘o Col 8‘ o
- Col. 8 Col. 8 Col. 8 Pi g
Observation Data (Non-Distinct)
20 [09?00 JObser\ralion (Non-Distinct) 9.099 - -18 8,482.270 $6.693.340.00 $6,489.491.00 | $ 13,182,831 0.643433
Cost Report VSZ:I:S':ZQ ;’g Cost Report Inpatient Charges - | Outpatient Charges | Total Charges - .
Worksheet B Part 1. Col. 25 Worksheet C, Calculated Cost Report - Cost Report Cost Report Medicaid Calculateq
, e Part |, Col.2 and Worksheet C, Pt. I, | Worksheet C, Pt. I, | Worksheet C, Pt. I, | Cost-to-Charge Ratio
Part I, Col. 26 (Intern & Resident Col. 4 Col. 6 Col. 7 Col. 8
Offset ONLY i e i i
Ancillary Cost Centers {from W/S C excluding Observation) (list below):
21 SO00JOPERATING ROOM $33.22414300 | $ =13 - 33,224,143 $55,168,949.00 | $140,197.255.00 | § 195,366,204 0.170081
22 5200]DELIVERY ROOM & LABOR ROOM $5,369,367.00 | $ =15 - 5,369,367 $9,723,409.00 $1,15528500 [ § 10,878,694 0.493567
23 5300]ANESTHESIOLOGY $1.801.40500 | § - - 1,801,405 $14,884,387.00 $33,788823.00 1 8 48,683,210 0.037003
24 S400|RADIOLOGY-DIAGNOSTIC $27,398,97200 | 8 11.439 3 27,410,411 $44,830,678.00 | $113,371,645.00 | § 158,202,323 0.173262
25 5700{CT SCAN $5,730.047.00 - - 3 5,730,047 $35,859,169.00 $91.476,037.00 [ § 127,335,208 0.045000
26 5800 IMRI $1,891,011.00 - 3 1,891,011 $5,994,131.00 $20,390.263.00 [ § 26,384,394 0.071672
27 G000 ]LABORATORY $29,186,398.00 10,649 | § 3 29,197,047 $72,564,379.00 | $110,019.392.00 182,583,771 0.159910
28 6300|BLOOD STORING PROCESSING & TRANS. §3,422 246.00 -18 $ 3,422,246 $9.462,608.00 $3,643,366.00 13,105,974 0.261121
29 ESOU0|RESPIRATORY THERAPY $8,109.968.00 3 $ 8,109,968 $19,036,138.00 $5,646,196.00 24,682,334 ).328574
30 6600|PHYSICAL THERAPY $3,040.826.00 | $ 3 $ 3,040,826 $3.296,540.00 $711.647.00 | § 4,008,187 0.758854

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

Cosl Reporl Year (10/01/2022-09/30/2023) SOUTH GEORGIA MEDICAL CENTER

State of Georgia

Disproportionate Share Hospital (DSH) Examination Survey Part IT

Version 9.00

Intern & Resident RCE and Therapy I/P Routine
Line Total Allowable Costs Removed on Add-Back (If I/lP 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
6700|OCCUPATIONAL THERAPY $1.626,112.00 | $ 3 - 3 1,626,112 $2,766,030.00 $9,890.00 | § 2,775,920 0.585792
6800|SPEECH PATHOLOGY $947,089.00 | $ $ - $ 947,089 $1,674,834.00 $5616.00 | $ 1,680,450 0.563592
6900|ELECTROCARDIOLOGY $4,929.597.00 | $ 3 - 4,929,597 $13,325,159.00 $14,562,501.00 | $ 27,887,660 0.176766
7100|MEDICAL SUPPLIES CHARGED TO PATIENT $10734.417.00 | $ $ 10,734,417 $32,757,466.00 $24,150,593.00 | $ 56,908,059 0.188627
7200|IMPL. DEV. CHARGED TO PATIENTS $22,301,841.00 | § $ - 22,301,841 $26,694,447.00 $55,529,858.00 | § 82,224,305 0.271232
7300|DRUGS CHARGED TO PATIENTS $49,682,700.00 | $ $ - 49,662,700 $126,138,172.00 $168,5657,979.00 | $ 294,696,151 0.168590
7400|RENAL DIALYSIS $1,739,233.00 | § 3 - 1,739,233 $2,990.422.00 $187,523.00 | $ 3,177,945 0.547282
7501 ]IV THERAPY 372991800 | $ -1$ 729,918 $3,442.603.00 $1,422.640.00 | $ 4865243 0.150027
9000 |CLINIC $882,20400 | $ 100,403 | $ 982,607 $2.653.00 $882.661.00 | $ 885,314 1.109897
9001 {WOUND CARE $1.850,618.00 | $ 1% - $ 1,850,618 $19.961.00 $3,784,542.00 | § 3,804,503 0486428
9100|EMERGENCY $2522344300 [ $ 156,689 579,786 $ 25,959,918 $21,496,094.00 $44,858.373.00 66,354,467 0.391231
$000|$ - . $ - $0.00 §0.00 = -
$000 | $ - $0.00 $0.00 - -
$0.00 |8 E: § - $0.00 $0.00 - -
$0.00 1 8 -18 . - $0.00 $0.00 - -
$0.00 [ $ $ . - $0.00 30.00 | § - -
$000 | $ $ - = $0.00 20.00 | § - -
$0.00 | § -1$ = - $0.00 $0.00 | § - -
$0.00 | 8 1% = = $0.00 £0.00 | § - -
$0.00 | 8 $ - $0.00 0.00 | 4 =
$0.00 | $ -13 = 3 = $0.00 $0.00 | & - =
$0.00 | 8 $ - $ - $0.00 $0.00 | 8 - -
$000 | $ -1$ = = - $0.00 $0.00 | § a- =
$000 | % -1$ - § - $0.00 $0.00 - -
$000 |8 =13 - 3 - $0.00 $0.00 | & a. =
$000($ -18 § - $0.00 $0.00 | & - -
$000 | $ -1% - 4 = $0.00 $0.00 - -
$000 | % -13 E: - $0.00 0003 2 -
$000 |8 -1% E § $0.00 $00018 < =
$000 |8 -1% = E $0.00 $0.00 - -
$000 1% -1% - § $0.00 $0.00 - -
800018 -1% - § $0.00 $0.00 = -
$0.00 | % -1% - - $0.00 $0.00 = -
$00018 -1$ 3 - $0.00 $0.00 - -
$0.00 18 -1% = - $0.00 $0.00 | $ - -
$0.00 | % 3 - $0.00 $0.00 | § - -
0.00 | $ $ - $0.00 $0.00 | § - -
30.00 | § $ - - $0.00 $0.00 | $ - .
00015 $ - - $0.00 $0.00 | § = =
$000 (S $ - $ - $0.00 $000 | $ .
$000|% -13 = $ - $0.00 $0.00 - -
$0001% $ $ - $0.00 $0.00 = -
$000 | § -18 - - $0.00 $0.00 - -
30.00 | § -1% - - $0.00 $0.00 - -
$0.00 | § -13 - = $0.00 $0.00 - -
$000|$ -19% - = $0.00 $0.00 -
$0.00 | § -18 - = $0.00 $0.00 | § -
$000 | $ $ = $0.00 $0.00 | & =
$000 | % -13 - = $0.00 $0.00 - -
§$0.00 % -1 8 . $ - $0.00 $0.00 =
50.00 | § -13 - 3 - $0.00 $0.00 - -
0.00 | § -1 8 - $ - $0.00 $0.00 = -
$0.00 | § - $ - $0.00 $0.00 - -
30.00 | § $ - $0.00 $0.00 | $ -
$0.00 | § ] - $0.00 $0.00 | $ - =
000 | § £ - $0.00 $0.00 | $ - =
0.00 | § -15 - - $0.00 $0.00 | $ - -
300018 -18 - $0.00 $0.00 | § - -
30008 -19 - $ - $0.00 $0.00 | $ . -
$000 [ $ $ - $ $0.00 $000 | % - -

Printed 5/28/2025
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State of Georgia
Disproportionate Share Hospital (DSH) Examination Survey Part I

G. Cost Report - Cost / Days / Charges

Cost Report Year (10/01/2022-09/30/2023) SOUTH GEORGIA MEDICAL CENTER

Version 9.00

Intern & Resident RCE and Therapy I/P Routine
Line Total Allowable Costs Removed on Add-Back {If /P Days and /P  Charges and O/P Medicaid Per Diem /
# Cost Center Doscription Cost Cost Report * Applicable Total Cost Ancillary Charges Ancillary Charges  Total Charges  Cost or Other Ratios

N $0.00 [ § -13 $ - $0.00 0.00 = -
92 $0.00 | § -18 - 3 - $0.00 0.00 =
93 $000 { & -13$ = = $0.00 $0.00 - -
94 $000 |8 -18 - $0.00 $0.00 - -
95 $000 (S -13 = = $0.00 $000 (% = -
96 $000 (9 = - $0.00 $000 | $ = -
97 $00018 - - $ - $0.00 $000 18 - -
98 $000 19 $ - $0.00 $000 [ $ - =
99 $000 [ $ - - $ - $0.00 $000 | § - =
100 $0.00 | § -18 - $ - $0.00 $0.00 | § - -
101 $0.00 | $ - $ - $0.00 $0.00 | $ - =
102 $0.00 | § $ - $0.00 $0.00 - -
103 $000 { $ - - $ = $0.00 $0.00 - -
104 $0.00 -13 $ $0.00 $0.00 - -
105 $0.00 -3 - 0.00 $0.00 - -
106 0.00 -1 - - 0.00 $000 1 § = -
107 0.00 -8 - - 0.00 $0.00 | § = -
108 0.00 -1$ = $0.00 $0.00 | § - -
109 0.00 | $ -1$ ] - $0.00 $000 | $ - -
110 0.00 | $ $ - $0.00 $0.00 | § = -
111 $000 [ $ -19% = 3 - $0.00 $0.00 | § = -
112 $0.00 | $ $ 3 - $0.00 $0.00 | § =
113 $000($ -1 8 - 3 - $0.00 $0.00 | § = -
114 $000 | $ $ 3 - $0.00 $0.00 | § = -
115 $000 | $ $ - 5 - $0.00 $0.00 | § - -
116 $000 | $ $ - 3 - $0.00 $000 | § = -
117 $000 | $ -1 $ E 3 - $0.00 $0.00 | § - =
118 $000 | § -1 8 = 3 - $0.00 $0.00 | § - -
119 $000 | $ - - 5 - $0.00 $000 | - -
120 $0.00 | § - 13 - 3 = $0.00 $000 | $ = -
121 $0.00 | $ -19 - $ - $0.00 $0.00 [ $ - -
122 $0.00 | $ $ - 3 = $0.00 $000 1% = -
123 $0.00 | $ $ - 3 - $0.00 $0.00 - -
124 $0.00 | § $ $ - $0.00 $0.00 -
125 $0.00 | § -18 - $ - $0.00 $0.00 - -
126 Total Ancillary $ 239,821,555 §$ 279,180 $ 579,786 $ 240,680,521 $ 508,831,569 $ 840,841,576 § 1,349,673,145
127 Weighted Average
128 Sub Totals $ 316,355,130 $ 1,472,630 $ 644,936 3 318472696 § 594,788,405 $ 840,841,576 $ 1,435,629,981 _
129 NF, SNF, and Swing Bed Cost for Medicaid (Sum of applicable Cost Report Worksheet D-3, Title 19, Column 3, Line 200 and $0.00

Worksheet D, Part V, Title 19, Column 5-7, Line 200)
130 NF, SNF, and Swing Bed Cost for Medicare (Sum of applicable Cost Report Worksheet D-3, Title 18, Column 3, Line 200 and $0.00

Worksheel 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 Adjustmenls (support must be submitted)
132 Grand Total $ 318,472,696
133 Total Intern/Resident Cost as a Percent of Other Allowable Cost 0.46%

* Note A - Final cost-to-charge ratios should include teaching cost. Only enter Intern & Resident costs if it was removed in Column 25 of Workshest B, Pt. | of the cost report you are using
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State of Georgia Vot 900
Disproportionate Share Hospital (DS11) Examination Survey Port I

H. In-State Medlcald and All Uninsured Inpatient and Oulpatient Hospital Data:

SOUTH GEDHGIA MEDICAL CENTER

Medicald Per Wedicakd Contia
Diem Gosl tar Ghiaspe Ratio for
Anchiary Gant

. ; Routine Gost Inpaianl Outpatient nehatns 38
Lhinw Coat Banins Dasctipiion Centies Caites Inpatient Outpatient npatiem Outpatient npatient Outpatient inpatiant Outpatlent inpationt Oumpatiant (SeoExhiblA)  _ {See ExhibitA) tapatient Oupatiert ' pavers)
From Hodgta's
Fram P38t From PERH PFSER | FewmPSER Fromi PS2R FroPSAY Fram PIER Froeu Ptk FremPsEt FromPaLn
froméen®.  FOMSeBNG | fiaey (NowA) | Siemary (NowAl | Sionviary (NosA) | | Suminary (ol Al | | Sisrmary s Al || Siiremery o A) | Summary VoAl | Suimmy (ot A) | Guimerary (Nl Al | Sirmmary (ot ) Lol

Bgston G, —a T Dayy
1 L Frd | E—— - LA L]
2 1 1443 5% | Te22 121 IS
3 Y T -
4q il
5 i — x4
N - . -
7 v
8 SUNHOVDERE :
2 = S—
10 [T 18 339 183 | .
" .
12 =
13
14
15
16
17 L }
18 Total Days Xl 1 EE -
e ——— —a]  —7) ———3
20 Unreconciled Days (Explain Variance) - . .
_Posifme Ghi Riysing Cf Fouting G ine Cf uting Ghasges Shatdes
— | ) I [ ] T — ) — S I 3007 707 S s
$ 1,152 10 5 2,08532 3 1,031.95 $ 111491 s - $ 111026 .
. AcBeryChaoes  Anciary Chargrs  Anciiary Charges  Apcillary Chasges  Ancilary Ghames.  Ancillary Chirges Anclitasy Gharges rge_ L, Ansiary Chames.
B SR Nl 200 845 41 852 35359 A}35T | ANPAST S b0 e 1044 532 | 2310 )
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Do4es | LIS =R 4108789 | LBST T2 o108 ] ALIS CEREY
TR | 2 455 400 ST Lk EEiIRIER 242 557 | Ll iR TN
1 | ELTTN SIS | 1430000 | | 6565 | [TEITT-TH| [T G108 | 30 4%
FIEEETH LA | My e | LS | 220,438 | RS A 10
Sesa] [T BTN 319,140 Tt e
.75 | L] 27374 | ke — A prn
o583y |  FALEE) A r— . 100,004 | i T
S5w8 | L0904 | [FLT MFTo2 R ek N 550850 | e
SELTE PR E el | 2ardadn AZELTI. 2400741 | 1] fsa son
188007 | 2A1 000 491370 | FXELTCS — 1N 11807087 | e
271237 | IRITALLR PRI Y LR ARWLNIS g T
i | 10,408 205 | 12307191 | 17354000 == — | Mmige ] MY 00007 | A1860,128 fman
Q5418 263,250 T16A10 | .00 | 1ger FE: "] LamT10 ) 105948 Jizre
[ B WL w0 | I 1L077 KI5 8 B850 | 20930 1o
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H. in-State Medlcald and All Uninsured Inpatient and Ouipatient Hosplital Data:

T TIR G- MEDIGAL CENTER

State of Georgia
Disproportionale Share 1fospilal (DS11) Esaminalion Survey Parl I

Virslam 300

Printed 5728 2025
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Slale of Georgia Version 9 00
Disproportionale Share Hospital (DSH) Examination Survey Part I

H. In-State Medicald and All Uninsured Inpatient and Outpatient Hospltal Data:

BOUTH GEDHGIA MEDICAL CENTER
Totals / Payments
m Total Charges (includes organ acquishton from Section ) s 142003 ) [5 o3aa1477] [s apeosore ][5 766040011 [s seocee0a|[s _ 25500005 ] [3 7e0saseo] [s 70072438 | [3 B Y P | 5144799 | [s 719952071 [3 202061385 | [3 _ 214,707,051 mun
(Agreas loENHIDIN A} {Agrees o ExhibH A)
120 Total Charges por PS&R or Exhibit Detail ls  wsgonlly wenw]ls eseonl[s  mmeon] i mowmal[s  oss00005] [s 7e0sase0 ) [y morzass] [5 1[4 AL sraaress s siemamr]
130 Unraconciled Charges (Explain Varianco) F : T s . ~ - s i : . .
131 Total i organ acquisition from Section J} s 13,316,266 | [§ 6409785 | [5 14420764 | [3 14,401,455 | s 11,004,471 | [5 4585948 | [ 24801538 | [§ 14092893 | [3 - . 1[s 15255001 | [ 13287546 | [s 3133039 ][5 30190081 aram
152 Tolal Modicald Pald Amount (sxcludes TPL, Co-Pay and Spend-Down) [T | T i o] 3 e [X et | [ T o s 1
133 Total Medicaid Managed Caa Pald Amount (oxcludes TPL., Co-Pay and Spend-Davn) (Sea Note E) T oamee 10844247 ) e | [ [T [ERTE )
134 Privala Insurance (including primary and third party liabilty) ) yovtes | I3 P ' s | [y asorm 1
135 Solt-Pay (including Co-Pay and Spend-Down) ¥ w0 | | I3 el ] [3 o) [3 Er) 3
136 Tolal Allowad Amount from Medicald PS&R or RA Dalall (Al Paymants) V0484073 3 oo | 3 owsion I
137 Medicald Cost Sattlsment Payments (Seo Note B) ]
138 Othar Madicaid Paymants Reported on Cost Ropat Yoar (See Note C) 3
139 Madicare Tradilional (non-HMO) Pald Amount (excludes colnsuranceideductibles) (See Noto F) I [ v [3 wgr] [3 sovie ] [3 ) N s
140 Modicare Managed Cars (HMO) Paid Amounl (exeludes colnsurance/deductibles) i orsn a5 [
141 Medicars Cross.Over Bad Debl Payments i Fzr | TinpaL — [
142 Other Modicaro ross-Over Paymants (Soa Note D) 3 w0z | [ o | [T e | [3 Sasal 5 1) B1) )
143 Paymont from Hospital Uninsured During Cost Report Yoar (Cash Basis) 3 385927 | [ 3 1272219
144 Soction 1011 Payment Related lo Inpatiant HospHal Servicas NOT Includsd in Exhibits B & B-1_(from Section E) 3 - ls N
145 Calculated Payment Shortfall/{Longlell) (PRIOR TO SUPPLEMENTAL PAYMENTS AND DSH) |3 2832101 [ 335883 | [3 3579006 | [3 315043 ] [ 190 [5 (e83393)] [ 3565504 | [3 2pas2e3)] [5 -1k - 1[s 1apmoera|[s 1201507 [s 1030677915 (145,350)
146 Galculated Paymenia as a Percentage of Gost 79% 5% 72% 8% 100% 115% 6% 121% 0% 0% 2% 10% ‘84% 100%
147 Tolal Medicare Days from WIS $-3 of the Cost Report Excluding Swing-Bed GIR, WIS §-3, PL |, Cal. 8, Sum of Lns. 2,3, 4, 14, 16,17, 18 lesa lines 6 & &) [ 37005
148 Percent of cross-over daya (o (otal Medicare days from the cosl report 1%
N AL T 1 agree do your i it elaiem scmmiary. ot Ovver . I, UL e hotpRaT lags I PSS sumirsc "
Mt D)« Ml ol et A W m et hat v nit refecad f F54H)
1ot © - Cetat ’ 15 Ouas. aoct Mo o inckded. UMY, pagmeshy mad [ et ma swevey
Heta D 7 i e Thew inchuden paymasts pa e T 0. ).
s h " | pearided inchiding, i e Doy, Caoitizen and vl iLebon BAINNGL
L L MEO, d, buzieds vh by Irschudie W Mgl g y <l ith Banly > i sheukd nm
o py et
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L. Out-of-State Medicald Data:

S0UTH GEORGIA MEDICAL CENTER

State of Geogia
Dispropoitionale Share [ospital (DSI1) Eixamination Survey Part 1T

Version 9.00

Oul-of-State Other Medicaid Eligiblas (Nol
Included Elsewhere & wilh Medic

Oul-ol-Slale Medicaid Managed Care Out-ol-Slale Medicare FFS Cross-Overs

Qul-ol-Slale tedicaid FFS Primary Primasty (wilhy Medicaid Secondary) Secondaly)
Medicaid Per Medicald Cost to
Diem Cost for Charge Ratio for
Routine Cost Anclliary Cost
Line # Cost Center Duscription Centers Centers Inpatient o] t i I [ Inpatient Outpatient {npatient Outpatlent
Fren: Section G From Ssction G From PS&R From PS&R From PS&R From PSSR From PS&R From PS&R From PS&R From PS&R
Summary (Note AJ Summary (Note A) Surmmary (Note A} Summary (Nofe A) Summary (Note Al Summary (Nodo A) Summary (Note A) Summary (Nofe A}
Days Days . Days Days Days

§32.22 :rd 208 441 739

1.443.96 32 135 286 453

848 52 6 L]

Tolal Days 124 347 727 i 1,188

Total Days per PS&R or Exhibit Detail 124 | E— 727
Unreconciled Days (Explain Variance) —— - -
Routine Charges ouline Charges _Routine Charges utine Chirgos Rouline Charges
e Cirges — ] E— |: el m— ™) — EEE ilm o] I (51511257 | I—

Calculated Routing Charge Per Diem 904.19 1,208.07 1,072.87 1,094.57
illary Cost Contars (from WIS C) (list below): Ancillary Charges  _ Ancillary Chirges Ancillary Charges Ancillary Charges Ancillary Charges Ancillary Chargus Ancillary Charges Ancillary Charges  _Ancillary Charges _ Ancillary Charges
0.643433 12487 5401 20,740 7,763 36226 | | § 91,000 77,850
0170061 63,860 13314 171,784 327 600 | 86,268 | |5 563,244 220,754
0.493567 6,180 4 42 088 7,663 30 145,830 3564
0.037003 22570 3,999 60,229 86.233 | 30,524 169,032 69,156
0.173262 206,488 5410 66,556 157 256 13562 250,309 332441
0.045000 64,528 153,225 236,535 377,951 348,678 &79,014 966,793
0.071672 10,312 - 15425 75,577 | 14,121 101,314 AT,051
0.159910 117,033 111,301 459 883 849,725 | 244,106 1,425,651 873,537
0.261121 | 14,028 . 47,238 57,253 1,017 | 118,518 9,931
0.328574 | 14,181 1,561 | 93453 212,786 39,879 320,400 56,293
0.758654 | 5800 201 11,717 25674 1299 43,200 3,207
0.585792 | 1,838 - 7886 0 | 17,885 534 27,607 684
0.563592 - . 2,864 = 1,659 263 14,523 263
59 0.176766 23,475 9,604 194,995 50,354 | 7,107 134,962 365,577 194,820
7100 |MEDICAL SUPPLIES CHARGED TO PATIENT 0.188627 42,789 5068 138,969 39,830 1,768 20,052 613,525 64,840
i 0271232 1247 1,170 24,677 8317 3,431 76,295 196,355 85,762
0.168590 251,383 74,396 | 631,360 377,783 1,440,397 | 237402 | 2,323,179 689,580
0.547282 22,419 | - 972 68,250 1944 90,669 2916
0.150027 3914 265 11,383 | a7t 26,024 2.027 41,320 3689
1.108887 822 520 3,861 | 419 5,085 | 2,982 13,778 4,921
0486428 25 879 74 106 168 6,044 269 11,029

0.391231 21,074 124,603 77,103 | 523,495 | 240,393 236,296 339,270 84,303 |
= 3
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100
101
102
103
104
105
106
107
108
109
110
1

I. Out-of-State Medicaid Data:

‘SOUTH GEORGIA MEDICAL CENTER

Printed 5/28/2025

State of Gieorgia
Disproportionate Share 1lospital (DSI 1} Examination Survey Part 1L

Out-ol-Slale Me FFS Cross:Overs
{with fledicaid Secondary)

Qul-of-Slale Clher Meclicaid Ely
Included Elsewhere

Secondary;

Version 900

Stale Medicaid

Property of Myers and Stauller LC
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112
113
114
115
1186
117
118
119
120
121
122
123
124
125
126
127

128

129
130

131

132
133
134
135
136
137
138
139
140
141
142

143
144

Statc of Gieorgia
Disproportionate Share Hospital (DSH) Examination Survey Part 11

I. Out-of-State Medicaid Data:

SOUTH GEORGIA MEDICAL CENTER

Oul-of-Slale Medicaid Mana at O

Primary.

Version 900

$ 727,179 $ 540,949 $ 2,368,856 § 2,399,122 $ 3 $ 4,731,549 3 1,663,732
Totals / Payments
Total Charges (includes organ acquisition from Section K) (s 835298 | [§ 540849 ] [5 2,788,055 | [$ 2399122 ] [5 - Ils - 1[s 5511523 | [§ 1,663,732 | [§ 9,138,876 | [§ 4,603,604
Total Charges per PS&R or Exhibit Detail [s g3g208 | [ 540.046°] [§ 2788045 | [$ 23122 | [s 1[s ] [ 5511523 | [$ 1,663,732 |
Unreconciled Charges (Explain Variance) - - - - = = = -
Total C Cost (i organ from Section K) s 272751 | [$ 102694 | [ 847,303 | [ 479935 | [ - 1[s - 1[s 1772738 | [$ 322815 | [$ 2,892,793 | [$ 905,444
Total Medicaid Paid Amount (excludes TPL, Co-Pay and Spend-Down) E] BI2T4 | |5 Jaahs | | S 16278 | | § 56,546 ) 2,174 93,006
Total Medicaid Managed Care Paid Amount (excludes TPL, Co-Pay and Spend-Down) {See Nole E) 5 182780 | IS 155,854 1,354 18,953 174,807
Private Insurance (including primary and third party liability) 252,959 177,069 177,069
Self-Pay (including Co-Pay and Spend-Down) 5 17 H 314 (399} a0 411
Total Allowed Amount from Medicaid PS&R or RA Detail (All Paymenls) 3 63274 | |8 43031 |8 250007 | | § 212,714
Medicaid Cost Setllemenl Payments (See Nole By -
Other Medicaid Paymenls Reported on Cost Report Year (See Note C) - -
Medicare Traditional (non-HMO) Paid Amount i (See Note F) 3 872307 || §$ 88,028 872,307 68,028
Medicare Managed Care (HMO) Paid Amount 5 389.. 5 77,180 | 389386 || 8 77,180
Medicare Cross-Over Bad Debt Payments 115 -
Olher Medicare Cross-Over Payments (See Note D) 3 -

Calculated Payment Shortfall / {Longfall) (PRIOR TO SUPPLEMENTAL PAYMENTS AND DSH) | 8 209477 [ 8 68,301 | [ 588226 | [ 3 267221 ] [8 - ][s - 1[s 257132 ] [8 0669)] [3 1,054,835 | [s 294,943
c F asaf ge of Cost 2% 33% 3% 4% % 0% 5% 13% 64% 67%

Note A - These amounls must agree fo your inpatient and outpatient Medicaid paid claims summary. For Managed Care, Cross-Over data, and other eligibles, use the hospital's logs if PS&R summaries are not available (submil logs with survey)
Note B - licaid cost refer lo made by Medicaid during a cost report setlement that are not reflected on lhe claims paid summary (RA summary or PS&R).

Note C - Other Medicaid Payments such as Outliers and Non-Claim Specific payments. DSH payments should NOT be included. UPL paymenls made on a state liscal year basis should be reporied in Section C of the survey.

Nole D - Should include other Medicare cross-over paymenls not included in the paid claims data reported above. This includes paymenls paid based on the Medi cost report settl (e.g., di Graduate Medical Education payments).
Note E - icai Care should include all licait Care related to the services provided, including, but not limited to, i ti bonus itation and sub- i
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J. Transplant Facllities Only: Organ Acquisition Cost In-State Medlcald and Uninsured

| GOUTH GEORGIA MEDECAL CENTER

State uf Georgia
Disproportionate Share |lospital (D$H) Examination Survey Part I

Nrwm 9 00

Total
Addifignsl Addds  Total Ajusted
Organ v ' Organe Useahla Organs Useable Orgam Usaahia Organs Usesble Organs Useabls Organs Useable Organa
Gost Col Goil Organs Bold iCountl Cherges (Count) Charges {Caunt) Charges {Count) GCharges (Coun') Gharges {Coumt) Charges {Count)
Simitar to Instructions
Coithapont | ARIONCON | cpen pup s CUA R | conr
o4 Fucior o Saison 0"' - - . Work ,:;’fl") From Paid Glaims Feom Paxd Clalmy From Paid Claima cl . From Paid Claims From Paid Cialms. From Paid Claims From Paid Glaims From Hospitafs From Hospital's
LB Ol f Ly Olin 1Bk Tewt T e e ed e *"H"' g Dt o Proider (sl o Frovider Data or Providar Data or Provider Dala or Provider Data or Providar Data or Provider Data or Provider Datn or Provider Dels or Provider Own intomal Own infemal
il gl & Logs (Note A} Leg (Nete Al Logs (Notw A) Logs (Note A) Logs (Nots A) Logs (Noto A} Logs (Nofo A} Legs (Note A1 Logs Note A) Logs {Note A) Analysls Analysis
Ao Copt
& wninsieect
Note C below
Qigan Tedow]|
Lung A, 200013 -1 - t<}
ity & 3200{ 3 - 13 . (i
Liver Bedpmon oo iy =13 . 0 —_— — —_
it 3000 i3 1 7}
P J——— e s 1 B o
e 2 =il R 3 = ul il
thed & 500013 i = L B J
om0 |3 1 ]
L Touls ls s .13 Al ]I e il s -1 -ls -l -l J1 1 ls -1 s L -]
[ Yo Cost J — —] —— —] — —]
Habe A - Thers amournits must your k {inat, e hospital's logs and submit wilh survey)
Mate B Entar Qigan Acqusisition Payments b Section H ax part o your bn-Slate Bedecadd total paymants
Kot C: Ender the total reverue provider i athers. and for oigans " it i gans were Included In tha Medicald and abowe}. Such ]
the wccrual ' " b i liabide hus o il e wuch bl b the tlsied the amount entered i of tie oagany
Iransplanted into such patients
K. Transplant Faclllties Only: Organ Acquisillon Cost Out-of-State Medicald
SOUTH OEGROM MEGICAL CENTER
Tolal Rirvems for Total m _
& Addisoha Adddn  Tolal Adjusted Medicalr Gross- Uteabla
gan Orga i Over / Uninsured Organs Useable Organs Useable Organs Useable Orguns Useable Organa
quisition Cost Loal Gost Orgpna Sold. Charges [Gount) Gharges (Count) . GCharges {Gouny) Charges {Gount}
Similar fo Inshuctions
Cout Hapont AASONCOM G ot Goat Fapent | | D4PY M, Gt tt‘ Cout
ooy, Fectoron Bachen harty e, | FomPudClams  FomPadClsmy | From Paid Claims From Paid Clayms  Fyerm Pkl Cims
Pum ot pn O iiixtaw EECCIERCY b f“"l e P e | Do Provide Diate o Provicer Dale or Provider Data of Provider Dol o Proyicer Dok o Proyecer Dats or Provider Diats o Provicet
I Coat Rpert Qrgan On Cad Msieeh Cruas Over ar Loga (Mae A Logs (Nofe A) Logs (Nols A) Logs {Nols A) Logs (Nafe A) Lo (Hioks A) Logs (Note A) Logs Mot A)
Note C below
o
Luing Aoguisian L} =13 =13 -] 1L : 2 —
L.t 3 =13 =13 = |k L}
Lives Avgrinion L -1 =13 =] |4 L} (] — —
F 3 =13 =13 -] 1s I [
P A LI 3 =13 =13 CH R Ll (]
3 =N -3 -1 1s - [
Iudat Lo 3 =13 =13 {18 - ]
3 =13 i (]
[ Taa [+ -Ia -Is 0 1 s I 1l Al NN N HEn | -]
[ Totsi Gout ] — — —— —— 3
Nole A« Thane samunts miist anros b3 vise innatient laims summary, if available {if not, use hospilal's laas and submit wilh survey)

Note B: Enter Organ Acqulsition Payments in Section | as parl of yout Gut-al-State Medicaid total payments.
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Stote of Georgin Version 9.00
Disproportionate Share Hospilal (DSI1) Examination Suivey Part II

L. Provider Tax Assessment Reconciliation / Adjustment

An adjuslment is necessary lo praperly reflect the Medicaid and uninsured share of the provider tax for some hospilals. The icaid and unit share ofl lhe provider 1ax assessmenl collected is an
allowable cosl in determining hospital-specific DSH limits and, therefore, can be included in lhe DSH examinalion survey. However, depending on how your hospilal reports il on lhe Medicare cost report, an adjusimenl may
be necessary to ensure Lhe cost is properly reflecled in delermining your hospital-specific DSH limil, For instance, If your hospilal removed part or all of the provider {ax assessmenl on the Medicare cost repori, the full
amounl of {he provider lax assessmenl would nol have been apporiioned Lo the various payers lhrough Lhe slep down ion process, ing in Lthe icaid and unii share being understated in determining the
hospital-specific DSH limil. If your hospilal needs Lo make an adj for tlhe icaid and uni share of lhe provider lax assessment, please [ill out the reconciliation below, and submit the supporling general
ledger enlries and other supporling documenlation to Myers and Stauffer, LC along with your hospital's DSH examination surveys.

SOUTH GEORGIA MEDICAL CENTER

Worksheat A Provider Tax Assessment Reconciliation:

WIS A Cost Genter
Dollar Amount Lina
1 Hospilal Gross Provider Tax Assessmenl (from general ledger)* 3 4,840,964
1a Working Trial Balance Account Type and Account # thal includes Gross Provider Tax Assessment Expense [ [ Ten) am:-u:h\ ¥IB Account #)
2 Hospital Gross Provider Tax Assessment Included in Expense on {he Cost Ropott (WS A Cal 2) $ 4,840,964 I 5.8?|M‘horcu the cost included on w/s A?)
3 Difference (Explain Here - >) 3
Provider Tax Assessment Reclassifications {from wis A-0 of the Medicare cosl report)
4 Reclassification Code ed to / (from)}
5 Raclassification Code L to/ (from))
6 Raclassificalion Code to / (from))
7 Reclassification Code (Roc to / (from))
DSH UCC ALLOWABLE - Provider Tax Assessment Adjustments (from wis A-8 of the Medicars cost teport)
Reason for adjusiment f o/ (from))
9 Reason for adjustment (Adiudiod fo / (from))
10 Reason for adjustment Adfatod o/ flrom))
1 Reason for adjustment (Adfitod fe £ (fram))
DSH UCC NON-ALLOWABLE Provider Tax Assessment Adjustmants {from wis A-8 of the Medicare cost report]
12 Reason for adjusiment
13 Reason for adjustment
14 Reason for adjustment
15 Reason for adjustment

16 Total Net Provider Tax Assessment Expense Included in Lhe Cosl Report 4840854
DSH UCC Provider Tax Assessment Adjustment:

17 Gross Allowable Assessment Not Included in the Gost Report [P

Apportionment of Provider Tax A to All id Eligible & L
18 Medicaid Eligible*** Charges Sec. G 430,511,997
19 Uninsured Hospital Charges Sec. G 123,383,293
20 Total Hospital Charges Sec. G 1.435,629.981
21 Medicaid Eligible Percentage of Provider Tax Assessment Adjustment lo include in DSH Medicaid UCC*** 28 99%
22 Percentage of Provider Tax Assessment Adjustment o include in DSH Uninsured UCC 8 59%
23 Medicaid Eligible Provider Tax Assessment Adjustment to DSH UCC*** 3 -
24 Uninsured Provider Tax Assessment Adjustment to DSH UCC 3
25 Provider Tax Assessment Adjustment to DSH UCC Including all Medicaid eligibles*** $ =
Apportionment of Provider Tax j to Primary & L
26 Medicaid Primary®** Charges Sec. G 204 653,105
27 Uninsured Hospital Charges Sec. G 123,303,293
28 Tolal Hospital Charges Sec. G 1,435,629.981
29 Medicaid Primary Percentage of Provider Tax Assessment Adjustment {o include in DSH Medicaid UCC*** 14 26%
30 Percenlage of Provider Tax Assessment Adjustmen lo include in DSH Uninsured UCC 8 59%
il Medicaid Primary Pravider Tax Assessment Adjustmenl lo DSH UCC*** 3 =
32 Uninsured Provider Tax Assessment Adjustmenl to DSH UCC $
33 Medicaid Primary Tax Assessment Adjuslment to DSH UCC*** $

* Assessment must exclude any non-hospital assessment such as Nursing Facity.
** The Gross Alfowable Assessment Nol Included in the Cost Report {line 17, above) will be apportioned o Medicaid and uninsured based on charges sec. g unless the hospital provides a rvised cosi report fo ichido the amown! in the cost-to-
charge ratios and per diems used in the survey.

“**For stale 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 87th percentile exceplion and it benefits them. The excaplion is based on

SPRY. For cost report periods overlapping SPRYs beginning on or after effective dals, the Medicaid primary tax assessmenl adjustment to DSH UCC (line 33, above) will be utilized unless the provider qualifies for the 97th percentile exceplion and
the SPRY UCC is greater utilizing total Medicaid eligible popuiation. in which case, the provider tax assessment adjustment to DSH UCC including all Medicaid eligibles (line 25, above) will be ulilized.
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