Hospital Statement of Cost BHF Page 1
Healthcare and Family Services, Bureau of Health Finance, 201 S. Grand Ave. E., Springfield, IL 62763

General Information Preliminary
Name of Hospital: Medicare Provider Number:
SwedishAmerican Hospital 14-0228
Street: Medicaid Provider Number:
1401 E. State Street 18006
City: State: Zip:
Rockford lllinois 18006
Period Covered by Statement: From: To:
07/01/2019 06/30/2020
Type of Control
Voluntary Nonprofit Proprietary Government (Non-Federal)
Church Individual State Township
Corporation Partnership City Hospital District
XXXX Other (Specify) Corporation County Other (Specify)
XXXX Association
Type of Hospital
XXXX General Short-Term Psychiatric Cancer
XXXX
General Long-Term Rehabilitation Other (Specify)
Health Care Program (A Separate Report Must Be Filled Out For Each Distinct Part Unit)
XXXX Medicaid Hospital Medicaid Sub II
XXXX Rehab
Medicaid Sub | Medicaid Sub Il
Psych Other

NOTE: Intentional Misrepresentation Or Falsification Of Any Information In This Cost Report May Be Punishable
By Fine And / Or Imprisonment Under Federal Law

CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER(S):

| HEREBY CERTIFY that | have read the above statement and that | have examined the accompanying cost report and the Balance
Sheet and Statement of Revenue and Expense prepared by (Provider name(s) and number(s)) SwedishAmerican Hospital 18006

for the cost report beginning 07/01/2019 and ending 06/30/2020 and that to the best of my knowledge and belief, it is a true, correct and
complete statement prepared from the books and records of the provider in accordance with applicable instructions, except as noted.

Prepared by (Signed): Signed (Officer or Administrator of Provider(s)):
Name (Typewritten) Name (Typewritten)

Title Date Title

Firm Date

Telephone Number Telephone Number

Email Address Email Address

This State Agency is requesting disclosure of information that is necessary to accomplish statutory purposes as found in Section 5
of the (305 ILCS 5/) Healthcare and Family Services Code (from Ch. 23, Par. 5). Failure to provide any information on or before
the due date will result in cessation of program payments. This form has been approved by the Forms Mgt. Center.

Rev. 01/17



BHF Page 2
06/30/2020

18006
To

ider Number

icaid Prov

Med

Period Covered by Statement

From

07/01/2019

14-0228

Hospital Statement of Cost / Statistical Data

iminary

Prel

Medicare Provider Number

Program

icaid Hospital

Med

i e i e
u— H b i
=) ©|w ot o o o 3% Fbe ek ke ek ke bk
8O 2€Ec £l |9 s g ] 5 N 4] s i R
© S S35 9l<|w e b Eky okl ~ pei ~|© Fo i Sty ok Bk Sk by gk ety ok oty BT
> 8 $ b2 b o Tt ek TR S ek e e
LN o > © pai o ph BT S B et B et b | o % Egk Iy ik Bty S R St R St
o © = 3| gk gk bk by ik ety bk oty R Ty =~ gk Ry gk by gk ek bk iy ok oy gk by
e c 303 FEE Y T SRR Y ;R FIEE O e e e B e e e B ke
S 2 o B St ey ek ety et i B S Bk Sk ke ek R S R SR R R
8 a X =z S e e el ety ok R (O ek Rty ok ks st Tk EgE ky phk oty gk Bty
w 25 e I ey gyt By e g Bk ik by SR By Sk Ty —
I b2 e S o e ©
) =3 i o 4 4 b~
= = QR o 21 oo fei o) o ek ey ek Tty BTN
o S wn e £ o | Ik 74 0o Bei [Te} (h Epky oty Tl >
5 25 25 5[ [3° it 5 i3 & btk 0 A 0 4
© = r-1 = = S o P - ey
K-} S ® 3 N~ ek ] N N~ e I
£ 3 2 2| = o Fa Ve | S £E
€EGC0C 90 iyt i R et 34 =
> bty iy it et ©
32c0 x2 Lty e pi5d ]
QL c E ¥
Z A w 2% EEEE piatd bt o
2 2 F I
- E b = L
® e s pixt b E
c o y by s s ¥ bk
§ oc% & g i 22 $i 2 4
5323 38e i & | i i i
o & 2 3L ] e b [ <2 $H e 2
S [ o gk by ittty B B 2ty e
> x 2 S VE FEEL T FIEL T £ £ b gt
2a 3 S i3 $a i i3
e b3 4 3 t
> - 1< 5 i o 4 H ok e ek
o< S RN X Ity et Aty S Lt by gk ehy bk by SRRk Tk ik by ok ety B
g cc@ 213 2 204 M M R i e e T
© - € Q| re) It ik iy Sk by gk oty ok b ek by ik By ik by S Ry g ity
Q. 8 E o Ela g : ey P Tt oty ke Sy ok ek gk by bk ke ek by gk oy bk by B £
6 2538 Elo9|a 3 ey [ N0 S e S e e e 0 VERE P TEE P e e iyt P &
@ 0o == HE Fk S S TR )]
o o0 20 p2o po g
o=-aQno £ HH >
b5, ps o
¥ b2
3
- o S —|w N~ o[ © ©
c c © N ) ~Is o3}
- o S
s 8 v = 2 g _|<|o < iy B P @
2983 —~ |2 ~< .
°o® g3 S g|¥]g|w © olg @ il
F203E 5
c c 0 o
- 14
ey ok ok S R S res
prgnenEnt Rt i
- 0 ek ke ke bk ek ek ke bk Ak 3
s S E o dpky ek By b bk ks bk by b e
2] 4 ek T EEY b e T e ek ek ke e B T I e
£ ® o b bk By b S Tk Sk Nk Su Bk Sk N I b5
D ek ks oyt SESCESEESESNENEY B | o ek ki ek B ek
o > o Q) e S B ek ke Sk ok Sk Bk Sk Rk I P TR R TR
2 a T LR Tt ek Tk S ek ek e e B T I e ek T
Ll =4 bk ke ek Gk ety bk ey ek ek bk Sk ok B o ok ok ke ik
o ek ek i Epk by ek ok Rk ke ok i ek I T ahE
ek ke ke bk ek bk Bk ek I e
S R R i Ed i
m
o ; E 5 :
o 3|8 8 3k i i i
— ] 2] £ 3 3 E
0w 8 —|™ S 0 piid o ek
i 2 k] > i 4 HE ) EEE R T
2 B~ Lp | pit 2 Lt
S © | S pe EEbE SE bt ek Bty
o 2 m® =Y N B Q) < Sk Ay ek
m == - « B R et gt o g
Fo 8% Bl | B s p
P4 et Ik potegtit sy
B 2] e
b i EEE T T
e b At @
i i Eke Ak ok ]
olo © he it gt s e S
HREE & 3 3 S S 2
T ©» © B o e ¥ o P T R T S Ry R [
8 5 ®|o P et ity Sk Ty bk by Sk by ik Rty bk oty ek By g ks i by b (7]
o o =|T N T ks Sk oy ik Sk Bk Sk ek Sk by ek ey gk gk ik Bty Sk b it
Fm ® Dl e ik Sk iy ik bk Sk by Sk Ry Sk ey Sk ek Sk Rk Rk Rk S b ik k3
S SR ek T ek et ek ey et P e Tty e e e Ny
z Imasina Fiboeiitdan 0
f224 S T FESa e a IR ne oy c
¥ o
7
Slo
elo
ol.e
[1R=
o)
'
(]
» »
o 8l
= =3
] ol 2
2 212
= =
© c|.2
& 8 2 %%
0
- o - © o | Q
c = == [a) = == el R
o =) c|lCc = cle [
2 _|= =] b= 21zl 1el= =] b= 2 212
© ol B4 ol| o 3 (0] © ol o [ ®| S
o =|o ol = 4 o [ By o1 < 4 =1 K
£ a0 —~| ® % S c ol | c|® 5 K
nlo alo =z o olo alo|o P4 ola
o| € 2ol > c = =l c = > =
== 2 5 m ol 2] B4 g c Y nw
Zlalelel=lel el o o] o o] ol el sl sl o] =] =] =] = =l e|l=l2| ]G] c S =
zlElc|e|e|c|s|c| || c|e|e|c|c|a|z|e|a|eS|E|2] |e|E|c|E|le|c|s|e|c|e|e|c|c|e|c|e|a|e|a]|c|Sls zl=
> clelslclcl<slslsl<clslsl<sl<slel<l< < SI><lelelslelelslslslslelslslslslsle] B8 tle
©|T| 0| O|= € ol=l=l=l=l=l=l=l=l=l=l=l=l=l20]|2 1 el B D B B Rl B B = = L R BE E E E E E E E R ®©| o
(-9 B4 ['9 ['4 [¢] £=] [s] [¢] [e] [e] [e] [e] [e] [e] [e] [e] [e] o] [e] [e] F4 = [e] -9 B4 ['9 ['4 [e] £=] [s] [¢] [e] [e] [e] [e] [e] [e] [e] [e] [e] (e} [l [e] P4 1= o |~
25 o] |w|o|N]|s|o|o|= |||t |o|N|s|a]|o|=]|a]x R 31 ol Bl el K= D <2 K22 K= B Y e S B I e Y R=1 B B o 5l
£2 S ) R R ol g g B B2 0D BT R S IS4 ) R} REY I (g g Ry 23 b PN M £2
|

Rev. 10/ 11



Hospital Statement of Cost / Apportionment of Ancillary Services to Health Care Programs BHF Page 3
Preliminary
Medicare Provider Number: Medicaid Provider Number:
14-0228 18006
Program: Period Covered by Statement:
Medicaid Hospital From: 07/01/2019 To: 06/30/2020
Total Total 114 o/P
Total Dept. | Total Dept. Billed I/P Billed O/P Expenses Expenses
Costs Charges Charges Charges Applicable | Applicable
(CMS 2552-10|(CMS 2552-10| Ratio of (Gross) for | (Gross) for | to Health to Health
WIS C, WIS C, Cost to Health Care | Health Care Care Care
Line Pt. 1, Pt. 1, Charges Program Program Program Program
No Ancillary Service Cost Centers Col. 1) Col. 8)* (Col.1/2) Patients Patients (Col.3X4) | (Col.3X5)
(W) 2 (3) 4) (5) (6) @
1.|Operating Room 27,838,464 | 224,953,586 0.123752 1,814,384 224,534
2.|Recovery Room
3.|Delivery and Labor Room 6,606,871 | 29,131,411 0.226795 1,186,558 269,105
4.]Anesthesiology 3,500,016 | 29,325,699 0.119350 515,918 61,575
5.|Radiology - Diagnostic 23,501,937 | 180,562,718 0.130159 1,617,631 210,549
6.|Radiology - Therapeutic
7.|Nuclear Medicine
8.|Laboratory 19,509,550 | 248,576,990 0.078485 2,957,179 232,094
9.|Blood
10.|Blood - Administration 1,831,539 | 10,296,185 0.177885 328,134 58,370
11.|Intravenous Therapy
12.|Respiratory Therapy 6,548,879 | 32,955,281 0.198720 1,039,324 206,534
13.|Physical Therapy 10,086,234 | 46,265,063 0.218010 516,564 112,616
14.|Occupational Therapy
15.|Speech Pathology
16.|EKG 3,088,121 | 49,009,541 0.063011 528,432 33,297
17.|EEG 369,662 4,026,708 0.091803 28,233 2,592
18.|Med. / Surg. Supplies 34,591,211 | 168,028,584 0.205865 2,107,484 433,857
19.|Drugs Charged to Patients 36,464,722 | 702,880,780 0.051879 5,353,917 277,756
20.|Renal Dialysis
21.]Ambulance
22.|Gastroenterology 2,159,157 | 14,752,959 0.146354 85,938 12,577
23.|Oncology 26,203,515 | 91,110,492 0.287602 59,149 17,011
24.|CT 2,930,613 | 97,015,911 0.030208 985,460 29,769
25.|MRI 2,339,311 | 38,526,315 0.060720 226,310 13,742
26.|Implantables 2,618,039 | 237,642,858 0.011017 1,596,824 17,592
27.|Nutritional Support 41,169 159,320 0.258404
28.|Psych Partial 873,353 1,984,363 0.440118
29.|Ambulatory Care
30.|Hemodialysis 1,297,148 3,603,595 0.359959 102,385 36,854
31.|Cardiac Rehab 1,565,865 1,605,064 0.975578
32.|Chemo/IV Therapy
33.|Sleep Lab 1,477,604 | 10,649,040 0.138755
34.|Hyperbaric Ox. Therapy 2,603,348 | 10,908,406 0.238655 1,428 341
35.|Other
36.|Other
37.|Other
38.|Other
39.|Other
40.|Other
41.|Other
42.|Other
Outpatient Service Cost Centers A ey
43.|Clinic 19,653,739 | 56,044,306 0.348898 1,181
44.|Emergency 19,830,318 | 154,149,177 0.128644 1,229,962 158,227
45.|Observation 9,189,772 | 24,998,751 0.367609 249,136 91,585
46.|Total i anni] | 22 533,734 2,501,758

*

FAF A A

If Medicare claims billed net of professional component, total hospital professional component charges
must be added to CMS 2552, W/S C charges to recompute the department cost to charge ratio.

Rev. 10/ 11




Hospital Statement of Cost / Computation of Inpatient Operating Cost BHF Page 4
Preliminary
Medicare Provider Number: Medicaid Provider Number:
14-0228
Program: Period Covered by Statement:
Medicaid Hospital From: 07/01/2019 06/30/2020
Program Inpatient Operating Cost
Line Adults and Sub | Sub lll
No. Description Pediatrics Psych Other (Sub)
1. a)|Adjusted general inpatient routine service cost (net of
swing bed and private room cost differential) (see instructions) 56,769,176 5,663,071
b)| Total inpatient days including private room days
(CMS 2552-10, W/S S-3, Part 1, Col. 8) 53,238 5,075
c)|Adjusted general inpatient routine service
cost per diem (Line 1a/ 1b) 1,066.33 1,115.88
2.|Program general inpatient routine days
(BHF Page 2, Part Il, Col. 4) 3,096
3.|Program general inpatient routine cost
(Line 1c X Line 2) 3,301,358
4.|Average per diem private room cost differential
(BHF Supplement No. 1, Part ll, Line 6)
5.|Medically necessary private room days applicable
to the program (BHF Page 2, Pt. I, Col. 3)
6.|Medically necessary private room cost applicable
to the program (Line 4 X Line 5)
7.]Total program inpatient routine service cost
(Line 3 + Line 6) 3,301,358
Total Total Days
Dept. Costs (CMS 2552-10, Average
Line (CMS 2552-10, WIS S-3, Per Diem Program Cost
No. Description W/S C,Pt. 1, Col. 1] Part1,Col.8) | (Col. A/Col. B) (Col. C x Col. D)
(A) (B) (€) (E)
8.|Intensive Care Unit 12,654,005 6,497 1,947.67 671,946
9.|Coronary Care Unit
10.|Other
11.]Other
12.|Other
13.]|Other
14.|Other
15.|Other
16.]|Other
17.]Other
18.|Other
19.|Other
20.|Other
21.|Other
22.|Other
23.|Nursery 9,292,655 6,178 1,504.15 3,364,784
24.|Program inpatient ancillary care service cost i i
(BHF Page 3, Col. 6, Line 46) +"‘:: :::::E:EEEEEEEEEEIEI:I"‘E"‘E:EIE:E:E:E:I:I:E:E:E:E:EEEﬁﬁﬁ%ﬁ%ﬁﬁﬁﬁi :++++"‘+++++++++++++++ 2,501,758
25.[Total Program Inpatient Operating Costs P e
i _+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++ o e e e
(Sum of Lines 7 through 24) e 9,839,846 |

Rev. 10/ 11




Hospital Statement of Cost
Apportionment of Cost of Services Rendered by Interns and Residents Not in an Approved Teaching Program
Preliminary

BHF Page 5

Medicare Provider Number:

Medicaid Provider Number:

14-0228 18006
Program: Period Covered by Statement:
Medicaid Hospital From: 07/01/2019 To: 06/30/2020
Percent Expense Total Days
of Assign-| Alloca- Including
Hospital able Time tion Private Average Program
Inpatient (CMS (CMS (CMs Cost Inpatient Days
Services 2552-10, 2552-10, 2552-10, Per Day (BHF Page 2, Program
Line WIS D-2, WIS D-2, WIS S-3 (Col. 2/ Part Il, Inpatient Expenses
No. Col. 1) Col. 2) Pt. 1, Col. 8)| Col. 3) Column 4) (Col. 4 X Col. 5)
) (2)
1.|Total Cost of Svcs. Rendered 100%
2.|Adults and Pediatrics
(General Service Care)
3.|Psych
4.|Rehab
5.]Other (Sub)
6.|Intensive Care Unit
7.|Coronary Care Unit
8.|Other
9.|Other
10.|Other
11.]|Other
12.|Other
13.|Other
14.|Other
15.|Other
16.|Other
17.|Other
18.|Other
19.|Other
20.|Other
21.|Nursery
22.|Subtotal Inpatient Care Svcs.
(Lines 2 through 21)
Total
Dept.
Percent Expense Charges
Hospital of Assign-| Alloca- (CMS
Outpatient able Time tion 2552-10, Ratio of Program Charges
Services (CMS (CMS WIS C, Cost to (BHF Page 3, Program Expenses
2552-10, 2552-10, Pt.1, Charges Cols. 4-5, Lines 43-45) (Col. 4 X Cols. 5A-B)
Line WI/S D-2, WI/S D-2, Lines (Col. 2/
No. Col. 1) Col. 2) 88-93) Col. 3) Inpatient Outpatient | Inpatient Outpatient
) (2) (3) 4 (5A) (58B) (6A) (6B)
23.|Clinic
24.|Emergency
25.|Observation
26.|Subtotal Outpatient Care Svcs. EEHE, S

(Lines 23 through 25)

27.

Total (Sum of Lines 22 and 26)

Rev. 10/ 11
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Hospital Statement of Cost / Analysis of Hospital - Based Physician Expense BHF Page 6(a)

Preliminary

Medicare Provider Number: Medicaid Provider Number:
14-0228 18006

Program: Period Covered by Statement:
Medicaid Hospital From: 07/01/2019 To: 06/30/2020

Total Dept. Ratio of Inpatient Outpatient Inpatient Outpatient
Professional| Charges |Professional| Program Program Program Program
Component [(CMS 2552-10] Component| Charges Charges Expenses Expenses
(CMS 2552-10 wWis C, to Charges (BHF (BHF forHBP forHBP
Line Cost Centers WIS A-8-2, Pt. 1, (Col. 1/ Page 3, Page 3, (Col. 3X (Col. 3X
No. Col. 4) Col. 8)* Col. 2) Col. 4) Col. 5) Col. 4) Col. 5)
Inpatient Ancillary Cost Centers (1) (2) (3) (4) (5) (6) (7)

.|Operating Room 6,360,822 | 224,953,586 0.028276 1,814,384 51,304

.|Recovery Room

.|Delivery and Labor Room

.|Anesthesiology 2,554,430 | 29,325,699 0.087106 515,918 44,940

.|Radiology - Diagnostic 166,667 | 180,562,718 0.000923 1,617,631 1,493

.|Radiology - Therapeutic

.|Nuclear Medicine

o|N|[o|oa|~|wIN]~

.|Laboratory 41,460 | 248,576,990 0.000167 2,957,179 494

©

.|Blood

-
o

.|Blood - Administration

-
-

.|Intravenous Therapy

-
N

.|Respiratory Therapy

-
w

.|Physical Therapy

-
S

.|Occupational Therapy

-
(&2

.|Speech Pathology

-
o

.|EKG

-
-

.|EEG 47,490 4,026,708 0.011794 28,233 333

-
oo

.|Med. / Surg. Supplies

-
o

.|Drugs Charged to Patients

N
o

.|Renal Dialysis

N
=

.|Ambulance

N
N

.|Gastroenterology

N
w

.|Oncology 364,026 | 91,110,492 0.003995 59,149 236

N
=

.|CT 4,000 | 97,015,911 0.000041 985,460 40

N
[&]

.|MRI 2,550 | 38,526,315 0.000066 226,310 15

N
o

.|Implantables

N
<N

.|Nutritional Support

N
©

.|Psych Partial

N
©

.|Ambulatory Care

w
o

.|Hemodialysis

w
=

.|Cardiac Rehab

w
N

.|Chemo/IV Therapy

w
w

.|Sleep Lab

w
S

.|Hyperbaric Ox. Therapy 343,633 | 10,908,406 0.031502 1,428 45

w
(&2

.|Other

w
(o]

.|Other

w
J

.|Other

w
[¢9)

.|Other

w
©

.|Other

N
o

.|Other

IN
=

.|Other

I
N

.|Other
" " B R T e R R AR Ty
[e) A Cost C A L R ) Bt R
utpatient Ancillary Cost Centers A P e o B el R e ettt !

43.|Clinic

44.|Emergency 2,983,413 | 154,149,177 0.019354 1,229,962 23,805

45.|Observation

S s S, e

- T 7]
A i o
46.[Ancillary Total A e o et R et 122,705

*

If Medicare claims billed net of professional component, total hospital professional component charges
must be added to W/S C charges to recompute the professional component to total charge ratio.

Rev. 10/ 11



Hospital Statement of Cost / Analysis of Hospital - Based Physician Expense

Preliminary

BHF Page 6(b)

Medicare Provider Number:

Medicaid Provider Number:

14-0228 18006
Program: Period Covered by Statement:
Medicaid Hospital From: 07/01/2019 To: 06/30/2020
Total Days | Professional| Program Outpatient Inpatient Outpatient
Professional| Including | Component Days Program Program Program
Component Private Cost Including Charges Expenses Expenses
(CMS 2552-10|(CMS 2552-10] Per Diem Private (BHF forHBP forHBP
Line Cost Centers WIS A-8-2, WIS $-3 (Col. 1/ (BHF Pg. 2 Page 3, (Col. 3X (Col. 3X
No. Col. 4) Pt. 1, Col. 8) Col. 2) Pt. I, Col. 4) Col. 5) Col. 4) Col. 5)
Routine Service Cost Centers (1) (2) (3) (4) (5) (6) (7)
47.|Adults and Pediatrics 4,239,932 53,238 79.64 3,096 246,565
48.|Psych
49.|Rehab
50.]|Other (Sub)
51.|Intensive Care Unit 1,134,000 6,497 174.54 345 60,216
52.|Coronary Care Unit
53.|Other
54.|Other
55.|Other
56.|Other
57.|Other
58.|Other
59.|Other
60.|Other
61.|Other
62.|Other
63.|Other
64.|Other
65.|Other
66.|Nursery 55,230 6,178 8.94 2,237 19,999
67.|Routine Total (lines 47-66) 326,780
68.|Ancillary Total (from line 46) 122,705
69.|Total (Lines 67-68) 449,485

Rev. 10/ 11




Hospital Statement of Cost BHF Page 7
Computation of Lesser of Reasonable Cost or Customary Charges
Preliminary
Medicare Provider Number: Medicaid Provider Number:

14-0228 18006
Program: Period Covered by Statement:

Medicaid Hospital From: 07/01/2019 To: 06/30/2020
Line Program Program
No. Reasonable Cost Inpatient Outpatient

(1) 2)
1.]Ancillary Services

(BHF Page 3, Line 46, Col. 7)

N

.|Inpatient Operating Services

(BHF Page 4, Line 25)

w

.|Interns and Residents Not in an Approved Teaching

Program (BHF Page 5, Line 27, Cols. 6a and 6b)

.|Hospital Based Physician Services

(BHF Page 6, Line 69, Cols. 6 & 7)

449,485

]

.|Services of Teaching Physicians

(BHF Supplement No. 1, Part 1C, Lines 7 and 8)

o]

.|Graduate Medical Education

(BHF Supplement No. 2, Cols. 6 and 7, Line 69)

265,751

~

.| Total Reasonable Cost of Covered Services

(Sum of Lines 1 through 6)

10,555,082

©

.|Ratio of Inpatient and Outpatient Cost to Total Cost

(Line 7 Divided by Sum of Line 7, Cols. 1 and 2)

100.00%

Line
No.

Customary Charges

Program
Inpatient

Program
Outpatient

(1)

2

©

.|Ancillary Services

(See Instructions)

22,533,734

.|Inpatient Routine Services

(Provider's Records)

B e e e e e e e e e

o
oo e S S e S RS e e S RS
o S oS A S e o G S e o S S s o o
B R R R R R R R
s

Adults and Pediatrics

3,736,140

Psych

Rehab

Other (Sub)

Intensive Care Unit

1,578,107

Coronary Care Unit

Other

Other

Other

Other

Other

Other

Other

Other

Other

Other

Other

AR EEBEEEEEERHEEREE

Other

Other

Al

Nursery

3,926,015

.|Services of Teaching Physicians

(Provider's Records)

o oo, e o
4 o oo o e e o o e e
sttt e R
¢ o
E FEE

S
5!

L,

5] S
ettty

EEbEhety
T e e e

o e e e
+I+ ++++

12

Total Charges for Patient Services
(Sum of Lines 9 through 11)

.|Excess of Customary Charges Over Reasonable Cost

(Line 12 Minus Line 7, Sum of Cols. 1 through 2)

.|Excess of Reasonable Cost Over Customary Charges

(Line 7, Sum of Cols. 1 through 2, Minus Line 12)

21,218,914

.|Excess Reasonable Cost Applicable to Inpatient and Outpatient

(Line 8, Each Column X Line 14)

Rev.

10/ 11




Hospital Statement of Cost / Computation of Allowable Cost

Preliminary

BHF Page 8

Medicare Provider Number:
14-0228

Medicaid Provider Number:

Program:
Medicaid Hospital

Period Covered by Statement:

To:

06/30/2020

Line
No. Allowable Cost

Program
Inpatient

Program
Outpatient

()

(2)

1.|Total Reasonable Cost of Covered Services
(BHF Page 7, Line 7, Cols. 1 & 2)

10,555,082

2.|Excess Reasonable Cost
(BHF Page 7, Line 15, Columns 1 & 2)

3.|Total Current Cost Reporting Period Cost
(Line 1 Minus Line 2)

10,555,082

4.|Recovery of Excess Reasonable Cost Under
Lower of Cost or Charges
(BHF Page 9, Part lll, Line 4, Cols. 2B & 3B)

5.|Protested Amounts (Nonallowable Cost Items)
In Accordance With CMS Pub. 15-Il, Ch. 1, Sec. 115.2

6.|Total Allowable Cost
(Sum of Lines 3 and 4, Plus or Minus Line 5)

10,555,082

Line
No. Total Amount Received / Receivable

Program
Inpatient

Program
Outpatient

7.]|Amount Received / Receivable From:

A. State Agency

B. Other (Patients and Third Party Payors)

8.|Total Amount Received / Receivable
(Sum of Lines 7A and 7B)

9.|Balance Due Provider / (State Agency) *
(Line 6 Minus Line 8)

* Line 9 DOES NOT APPLY to the Medicaid program.

Rev. 10/ 11




BHF Page 9

Hospital Statement of Cost / Recovery of Excess Reasonable Cost

Preliminary
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Computation of Recovery of Excess Reasonable Cost Under Lower of Cost or Charges

Part| -

(Do Not Complete This Part In Any Cost Reporting Period In Which Costs Are Unreimbursed

21,218,914

Under 42 CFR Section 405.460) (Limitation on Coverage of Costs)

(BHF Page 7, Line 13)

(Must Equal Part Il, Line 1, Col. 5)

(Lesser of Line 1 or 2)

Line
No.

1.|Excess of Customary Charges Over Reasonable Cost

2.|Carry Over of Excess Reasonable Cost

3.|Recovery of Excess Reasonable Cost

Computation of Carry Over of Excess Reasonable Cost Under Lower of Cost or Charges

Part Il -
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Allocation of Recovered Excess Reasonable Cost Under Lower of Cost or Charges

Part il -
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Hospital Statement of Cost
Teaching Physicians / Routine Services Questionnaire
Preliminary

BHF Supplement No. 1

Medicare Provider Number:
14-0228

Medicaid Provider Number:

18006

Program:
Medicaid Hospital

Period Covered by Statement:

From:

07/01/2019

To:

06/30/2020

Part | - Apportionment of Cost for the Services of Teaching Physicians

Part A. Cost of Physicians Direct Medical and Surgical Services

1.|Physicians on hospital staff average per diem
(CMS 2552-10, Supplemental W/S D-5, Part Il, Col. 1, Line 3)

2.|Physicians on medical school faculty average per diem
(CMS 2552-10, Supplemental W/S D-5, Part I, Col. 2, Line 3)

3.|Total Per Diem
(Line 1 Plus Line 2)

Part B. Program Data

General
Service

Sub Il
Rehab

Sub Il
Other (Sub)

4.|Program inpatient days
(BHF Page 2, Part I, Column 4)

5.|Program outpatient occasions of service
(BHF Page 2, Part lll, Line 1)

Part C. Program Cost
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General
Service

Sub Il
Other (Sub)

6.|Program inpatient cost (Line 4 X Line 3)
(to BHF Page 7, Col. 1, Line 5)

7.|Program outpatient cost (Line 5 X Line 3)
(to BHF Page 7, Col. 2, Line 5)

Part Il - Routine Services Questionnaire

-

.|Gross Routine Revenues

Adults and
Pediatrics

Sub |
Psych

Sub Il
Rehab

Sub Il
Other (Sub)

(A) General inpatient routine service charges (Excluding swing
bed charges) (CMS 2552-10, W/S D - 1, Part |, Line 28)

(B) Routine general care semi-private room charges (Excluding
swing bed charges)(CMS 2552-10, W/S D - 1, Part |, Line 30)

(C) Private room charges
(A Minus B) or (CMS 2552-10, W/S D-1, Part 1, Line 29)

2.|Routine Days

(A)  Semi-private general care days
(CMS 2552-10, W/S D - 1, Part |, Line 4)

(B) Private room days
(CMS 2552-10, W/S D - 1, Part |, Line 3)

3.|Private room charge per diem
(1C Divided by 2B) or (CMS 2552-10, W/S D-1, Part 1, Line 32)

4.|Semi-private room charge per diem
(1B Divided by 2A) or (CMS 2552-10, W/S D-1, Part 1, Line 33)

5.|Private room charge differential per diem
(Line 3 Minus Line 4) or (CMS 2552-10, W/S D-1, Part 1, Line 34)

6.|Private room cost differential (To BHF Page 4, Line 4)
((Line 5 X (CMS 2552-10, W/S D-1, Part |, Line 27)
Divided by (Line 1A Above))

7.|Private room cost differential adjustment
(Line 2B X Line 6)

8.|General inpatient routine service cost (net of swing bed and
private room cost differential)
(CMS 2552-10, W/S D-1, Part |, Line 37)

9.|Adjusted general inpatient routine service cost per diem (Line 8
Divided by the Sum of Lines 2A + 2B) (to BHF Page 4, Line 1c)
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Hospital Statement of Cost / Graduate Medical Education Expense BHF Supplement No. 2(a)

Preliminary

Medicare Provider Number: Medicaid Provider Number:
14-0228 18006

Program: Period Covered by Statement:
Medicaid Hospital From: 07/01/2019 To: 06/30/2020

Total Dept. Ratio of Inpatient Outpatient Inpatient Outpatient
GME Charges GME Program Program Program Program
Cost (CMS 2552-10 Cost Charges Charges Expenses Expenses

(CMS 2552-10 wis C, to Charges (BHF (BHF forGME forGME

Line Cost Centers WIS B, Pt. 1, Pt. 1, (Col. 1/ Page 3, Page 3, (Col. 3X (Col. 3X

No. Col. 25) Col. 8)* Col. 2) Col. 4) Col. 5) Col. 4) Col. 5)

Inpatient Ancillary Centers (1) (2) (3) (4) (5) (6) (7)

.|Operating Room 171,108 | 224,953,586 0.000761 1,814,384 1,381

.|Recovery Room

.|Delivery and Labor Room

.|Anesthesiology

.|Radiology - Diagnostic

.|Radiology - Therapeutic

.|Nuclear Medicine

o|N|[o|oa|~|wIN]~

.|Laboratory

©

.|Blood

-
o

.|Blood - Administration

-
-

.|Intravenous Therapy

-
N

.|Respiratory Therapy

-
w

.|Physical Therapy

-
S

.|Occupational Therapy

-
[

.|Speech Pathology

-
o

.|EKG 149,720 | 49,009,541 0.003055 528,432 1,614

-
-

.|EEG

-
oo

.|Med. / Surg. Supplies

-
o

.|Drugs Charged to Patients

N
o

.|Renal Dialysis

N
=

.|Ambulance

N
N

.|Gastroenterology 149,720 | 14,752,959 0.010148 85,938 872

N
w

.|Oncology

N
=

.|CT

N
[&]

JMRI

N
o

.|Implantables

N
<

.|Nutritional Support

N
©

.|Psych Partial

N
©

.|Ambulatory Care

w
o

.|Hemodialysis

w
=

.|Cardiac Rehab

w
N

.|Chemo/IV Therapy

w
w

.|Sleep Lab

w
S

.|Hyperbaric Ox. Therapy

w
(92

.|Other

w
(o]

.|Other

w
J

.|Other

w
[¢9)

.|Other

w
©

.|Other

N
o

.|Other

IN
=

.|Other

I
N

.|Other
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Outpatlent Anc"lary Centers L o e L e R L e L B A B R B St B B Lo L ]

bbbttt k Ephbbbb bt o bbbttt bty S,
43.|Clinic

b ] e e SR
44.|Emergency 320,828 | 154,149,177 0.002081 1,229,962 2,560

45.|Observation

46.|Ancillary Total 6,427

*

If Medicare claims billed net of professional component, total hospital professional component charges
must be added to W/S C charges to recompute the G M E cost to total charge ratio.
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Hospital Statement of Cost / Graduate Medical Education Expense BHF Supplement No. 2(b)
Preliminary
Medicare Provider Number: Medicaid Provider Number:
14-0228 18006
Program: Period Covered by Statement:
Medicaid Hospital From: 07/01/2019 To: 06/30/2020

Total Days Program Outpatient Inpatient Outpatient
GME Including GME Days Program Program Program
Cost Private Cost Including Charges Expenses Expenses

(CMS 2552-10|(CMS 2552-10| Per Diem Private (BHF forGME for GME

Line Cost Centers WIS B, Pt. 1, WIS S-3,Pt.1,|] (Col.1/ (BHF Pg. 2 Page 3, (Col. 3X (Col. 3X

No. Col. 25) Col. 8) Col. 2) Pt. I, Col. 4) Col. 5) Col. 4) Col. 5)

Routine Service Cost Centers (1) (2) (3) (4) (5) (6) (7)

47.|Adults and Pediatrics 4,341,873 53,238 81.56 3,096 252,510

48.|Psych
49.|Rehab

50.]|Other (Sub)

51.|Intensive Care Unit 128,331 6,497 19.75 345 6,814
52.|Coronary Care Unit

53.|Other

54.|Other
55.|Other

56.|Other

57.|Other

58.|Other

59.|Other

60. |Other

61.|Other

62.|Other

63.|Other

64.|Other

65.|Other

66. |Nursery

67.|Routine Total (lines 47-66) 259,324

68.|Ancillary Total (from line 46) 6,427

69.|Total (Lines 67-68) 265,751
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Hospital Statement of Cost
Reconciliation of Patient Days and Revenue

Preliminary

Medicare Provider Number: Medicaid Provider Number:
14-0228 18006
Program: Period Covered by Statement:
Medicaid Hospital From: 07/01/2019 To: 06/30/2020
Provider's Audited
Inpatient Reconciliation | Records Adjustments Cost Report
Adult Days 3,441 3,441
Newborn Days 2,237 2,237
Total Inpatient Revenue 31,774,903 (907) 31,773,996
Ancillary Revenue 22,534,641 (907) 22,533,734
Routine Revenue 9,240,262 9,240,262

Inpatient Received and Receivable

Outpatient Reconciliation |

Outpatient Occasions of Service

Total Outpatient Revenue

Outpatient Received and Receivable

Notes:

BHF Page 2 - Reallocated filed Program Days. ICU days were not comparable to prior year totals nor comparable to

Current Paid Claims Report. See attached worksheet and Paid Claims Report.

BHF Page 3 - Clinic Costs/Charges: lines 90.00-90.13.

Adjusted GME costs to agree with as filed W/S B Part 1, column 25.

BHF Page 7 - Reallocated Inpatient Routine Services due to Reallocation of Program Days. See attached worksheet

$1 minor adjustment due to rounding

BHF Page 3 - Removed Cardiac Rehab I/P Charges in the amount of $909 since they are not covered by IL Medicaid.
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