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:
Silver Cross Hospital 14-0213
Street: Medicaid Provider Number:
1900 Silver Cross Blvd. 10004
City: State: Zip:
New Lenox lllinois 60451
Period Covered by Statement: From: To:
10/01/2019 09/30/2020
Type of Control
Voluntary Nonprofit Proprietary Government (Non-Federal)
XXXX Church Individual State Township
XXXX
Corporation Partnership City Hospital District
Other (Specify) Corporation County Other (Specify)
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)
Medicaid Hospital XXXX 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)) Silver Cross Hospital 10004

for the cost report beginning 10/01/2019 and ending 09/30/2020 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

Hospital Statement of Cost / Statistical Data

iminary

Prel

. ot e o X
[ o [ < fhesd e e ™y
8 oS 2 2| B B Bk ok i 5 R
Q 8 > 2B 3lgl gl - ek ek ik bt b0 — -~ b2 P S bk e et e e S ot
[ %5 5 5 ) - R E g F = b L ey ek ek ek Rk ek B ek B
g 5 F 2 £l S S B b | o e R s G T i B SR R SR e B
2883 ek Oy SEPE R S M S oy B 2 e e ek b Bk ik ke sk ek ek ke et
3 4 < H EE Fh et ek ey ek Sty etk B T R T T TR e ek e ek S
& <3%a %=z bk e ek ek ek ke otk I H+H....++++..++++.f++»wu+mw+n.mwﬁ+mw+umwn+mw...H..m
3 ek (re; I T e e S S R
- I ks i B Rt Ry
— i o S o e ©
i : H PRt A
O o O o < -~ o bt ] — Fi < bk ek Sk B Gk =
DE »w £ & ¥} =] ik 5 0w b 3 i
s 2525 88 |F S 2 . s 2
bt k] | e
< o c S ®© 3 N | © o et ~ S
g ESe8e 3| fi | i 3
.. 5 ; B e -
S ) 232 = o = FEE Er ] 2
- [ a s it e b °
7 : i i i =
o i e HH 3 * i
] 5§ £ E s HEH o2 3 2 ]
8. %35 98|~ ik o o2 fi 23 i
w n T £ 2 bt
2 HE Hh i — F50 s i
EO 2 3 3|9 a5 e £ Fo ] 43
T ] £EC 3 HE by ek ke ok i ~ i3 i o
B € z x 2 T ¥ R R i e e i3 g
S S 3 5 bk et Sty It F gt i
@ < £ e bk ek 55 e i Fiitd
2 m = et b i e o3
-~ [< = ) i i : ok bk
[ £ o - oY A 3 3 3 £y T i T
E 82 = e ¢ I = S £ % Tt 5 kLR SRR ok SRk o SRR by SRk e ik S
z |58 $s 8 E3Elalal |2 |S S b e e e e £
o e gk e ek Hek B ek o ek vk ek ok B Sk
5 2 W s o) 5 Iw 3 5(¢|8 S 2 Hunu o] £l T PR T e e EE ELEE TR FLEY TEE L TEE iy P &
o o o > o fiid i
R 8§23 38 2 g
H
< ] e IS
o > - o W o o) o
[ € ] 22
] o — s 0<=878 N 2 |
] = O =8 3 N @ @ N~
© < 5 >T © fory [ 3 3 N Py
2 |8 ¢ SEE3z eSS [P |7 ~l8
5 2 c 't o
@ e O £ £0 9o
= o W '3
e o ok o e ot 4
o s e o e o e
Mmmma
TSLEo e S S ek S e e e
s % 21 A e e S ok I e
° =~ s it By b ek ks St B Fr B | S
° > ¢ ™2 dpky gk By ey ik e ek Bty St B S ) 3
FEg0 SO R S SR S e e e e I I P
a Febe et oy by ek g ek ok S T I e Ek By
HEpankahy e B S Hitx I EE FHE
ikt ke bt bk ety ek Bty ek i
N B M b fd 2
< o o E d o -]
_ 2 N e} o S B i i it
s o 28 =] |2 @ i b i 325
° 92 &=V o =) ol | QR ] i
°Ca 8% 2 ] £ N ) i
s =g e e ek by
o B o <
P4 f Hx it
b3 piaid i o
© © > P it HH o
2 < I3\ 5] e T ] =
bt R 1 PN A @ g e . S THE T E m
- < T S| o et ok sk Bk ek by Sk by ik o £ S ke ke ot 2 : ke
b o @ =T SRR G R R Ma
S o8 SEELE e R S Do e S LT M D e S e S e A e T s
- SR ek T ek et ek ey et ke et ke ik Bk ik By °
d I e GECE ek ke ek ik Tk bk Tk bk ke ik ke »
o S T THIE Fhk T T T e c
= + o
0
Slo
elo
ole
<184
o}
» n|?
8 0
—— ] ‘s
8 L1105
2 =]
—— ] 2
=
. = s
& k] ” ®| e
2 (2] » > » n| &
£ ] = £ =|= © 3 - ols
s S = =|E la} = =]z €| o
S = 2 © =) > = clE
=z = s =5 2 gl 3] g8 515 > 8|o
a © o 5 =1
5 ] 2 Slo 25 o |of [g]e ol @ b 2| &
T z < e 3(S|S =HREREE 3(S|S 2 3|s
— c b=
) ] uon © anl| 2|2 c ® o 7| o 2| ol&
o 9 lel<l2] T W g S 2 o I 2 B £ |5
o = r clolalalalalalalalalala]ls]s =|lelc]le K7} 8 =|9
.. T Elo|e|lc|lc|o|lc|c|c|c|c|e|c|e]|e|a HEEIBFE < k) Slelslso|le|s|la|e]|s|s|e]|s|els]|els =
e [ HEIBEHEHEEEEEEEEEHEEEEEEEHE R HE IR EEEEEEEEEEEEEEEEEEHE S
8 |5= S12121815121815151581818181515181815|515] 21218 HEIR K E E R E R FE FE EE E EE R E RS
£
8 S = = [e] [e] [e] [e] [e] [e] [e][e] (o] 4 [ (e -9 B4 ['9 ['4 [¢] £=] [s] [¢] [e] [e] (] [e] [e] [e] [e] [e] [e] (e} [l [e] P4 1= P_m
2 - “Talsl<lsle s alsl<l<ls<ls <o o< T<la T T 1T
o o 20 =1 Rl 1 el el Bl D el K =1 B BT B —|N|o | [w|o|N]|o|o|o 2 sl
2 W £z bl Bl Bl Bl Bl Bl R Bl B BV K1 K1 K 1ﬂmmmmﬂmwmmﬂ nm1
|

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:
14-0213 10004
Program: Period Covered by Statement:
Medicaid Hospital From: 10/01/2019 To: 09/30/2020
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 39,135,916 | 128,318,352 0.304991 323 99
2.|Recovery Room 2,761,077 | 30,148,088 0.091584 3
3.|Delivery and Labor Room 7,676,183 | 10,171,430 0.754681 68 51
4.|Anesthesiology
5.|Radiology - Diagnostic 23,117,751 | 167,112,972 0.138336 4,670 646
6.|Radiology - Therapeutic
7.|Nuclear Medicine
8.|Laboratory 16,265,835 | 159,074,115 0.102253 82,135 8,399
9.|Blood
10.|Blood - Administration 2,328,228 | 11,213,368 0.207630 8,324 1,728
11.|Intravenous Therapy
12.|Respiratory Therapy 4,494,882 | 14,832,900 0.303035 18,857 5,714
13.|Physical Therapy 3,309,692 | 13,793,211 0.239951 83,647 20,071
14.|Occupational Therapy 3,004,519 10,192,500 0.294777
15.|Speech Pathology
16.|EKG 2,734,563 | 23,990,763 0.113984 1,221 139
17.|EEG 506,668 3,342,505 0.151583 605 92
18.|Med. / Surg. Supplies 40,323,176 | 79,245,923 0.508836 16,454 8,372
19.|Drugs Charged to Patients 27,913,776 | 81,189,707 0.343809 66,317 22,800
20.|Renal Dialysis 1,212,764 4,832,103 0.250981 7,360 1,847
21.]Ambulance
22.|Ultrasound 2,671,320 | 29,664,679 0.090051 7,669 691
23.|Diabetes Center 458,497 544,451 0.842127 581 489
24.|Home Program Dialysis
25.|Home Health Agency 6,073,365 5,768,567 1.052838
26.|Homer Glen Lab
27.|Homer Glen FEC
28.|Women's Health
29.|MRI 2,070,714 | 28,140,241 0.073586 3,957 291
30.|{CT Scan 4,009,406 | 100,620,414 0.039847 9,186 366
31.|Implantable Devices 30,356,457 | 49,511,728 0.613116
32.|OP Mental Health
33.|Sleep Lab 564,701 2,971,978 0.190008
34.|Other
35.|Other
36.|Other
37.|Other
38.|Other
39.|Other
40.|Other
41.|Other
42.|Other
Outpatient Service Cost Centers R S ey
43.|Clinic 1,277,543 1,775,413 0.719575 9
44.|Emergency 20,949,378 | 133,052,225 0.157452
45.|Observation 9,532,774 | 12,029,651 0.792440
46.|Total R B 311,389 71,804

*

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:
14-0213 10004
Program: Period Covered by Statement:
Medicaid Hospital From: 10/01/2019 To: 09/30/2020
Program Inpatient Operating Cost
Line Adults and Sub | Sub Il Sub I
No. Description Pediatrics Psych Rehab Other (Sub)
1. a)|Adjusted general inpatient routine service cost (net of
swing bed and private room cost differential) (see instructions) 71,776,224 10,533,809
b)| Total inpatient days including private room days
(CMS 2552-10, W/S S-3, Part 1, Col. 8) 70,580 8,355
c)|Adjusted general inpatient routine service
cost per diem (Line 1a/ 1b) 1,016.95 1,260.78
2.|Program general inpatient routine days
(BHF Page 2, Part Il, Col. 4) 155
3.|Program general inpatient routine cost
(Line 1c X Line 2) 195,421
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) 195,421
Total Total Days
Dept. Costs (CMS 2552-10, Average Program Days
Line (CMS 2552-10, WIS S-3, Per Diem (BHF Page 2, Program Cost
No. Description W/S C,Pt.1,Col. 1] Part1,Col.8) | (Col. A/Col.B) | Partll, Col.4) | (Col.C x Col. D)
(A) (B) (€) (D) (E)
8.|Intensive Care Unit 17,840,991 8,850 2,015.93
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 9,546,586 7,289 1,309.73
24 Program inpatient anCi”ary care SerViCe COSt ;I-++++++:+++++++++++++ oD S o ++++++++++::+:::+:+::++++ .............
(BHF Page 3, Col. 6, Line 46) Fxnannininiiiniaaieinaanindaiiiniaaananaanind
" " A
25.|Total Program Inpatient Operating Costs friienannlnadnaanans il nada e s e e e e e e
. B e e
(Sum of Lines 7 through 24) e 267,225 |

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:

14-0213 10004
Program: Period Covered by Statement:
Medicaid Hospital From: 10/01/2019 To: 09/30/2020
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:
14-0213 10004

Program: Period Covered by Statement:
Medicaid Hospital From: 10/01/2019 To: 09/30/2020

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 284,586 | 128,318,352 0.002218 323 1

.|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 70,000 | 14,832,900 0.004719 18,857 89

-
w

.|Physical Therapy

-
S

.|Occupational Therapy

-
(&2

.|Speech Pathology

-
o

.|EKG 1,122,456 | 23,990,763 0.046787 1,221 57

-
-

.|EEG 1,424,167 3,342,505 0.426078 605 258

-
oo

.|Med. / Surg. Supplies

-
o

.|Drugs Charged to Patients

N
o

.|Renal Dialysis

N
=

.|Ambulance

N
N

.|Ultrasound

N
w

.|Diabetes Center

N
=

.|Home Program Dialysis

N
[&]

.|Home Health Agency

N
o

.|Homer Glen Lab

N
<N

.|Homer Glen FEC

N
©

.|Women's Health

N
©

MRI

w
o

.|CT Scan

w
=

.|Implantable Devices

w
N

.|OP Mental Health

w
w

.|Sleep Lab 110,000 2,971,978 0.037012

w
S

.|Other

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 90,000 1,775,413 0.050692 12 1

44.|Emergency 530,050 | 133,052,225 0.003984

45.|Observation

S s S, e

- T 7]
A i o
46.[Ancillary Total A e o et R et 406

*

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:

14-0213

Medicaid Provider Number:
10004

Program:

Medicaid Hospital

Period Covered by Statement:
From: 10/01/2019 To:

09/30/2020

Line
No.

Cost Centers

Professional
Component
(CMS 2552-10
WIS A-8-2,
Col. 4)

Total Days
Including
Private
(CMS 2552-10
WIS S-3
Pt. 1, Col. 8)

Professional| Program Outpatient Inpatient
Component Days Program Program
Cost Including Charges Expenses
Per Diem Private (BHF forHBP
(Col. 1/ (BHF Pg. 2 Page 3, (Col.3X
Col. 2) Pt. I, Col. 4) Col. 5) Col. 4)

Outpatient
Program
Expenses
forHBP
(Col. 3X
Col. 5)

Routine Service Cost Centers

(1)

2

(3) (4) (5) (6)

47.

Adults and Pediatrics

1,864,386

70,580

26.42

48.

Psych

49.

Rehab

108,754

8,355

13.02 155 2,018

50.

Other (Sub)

51.

Intensive Care Unit

542,031

8,850

61.25

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)

68.

Ancillary Total (from line 46)

69.

Total (Lines 67-68)

Rev. 10/ 11
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Hospital Statement of Cost BHF Page 7
Computation of Lesser of Reasonable Cost or Customary Charges
Preliminary
Medicare Provider Number: Medicaid Provider Number:

14-0213 10004
Program: Period Covered by Statement:

Medicaid Hospital From: 10/01/2019 To: 09/30/2020
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)

2,424

]

.|Services of Teaching Physicians

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

[}

.|Graduate Medical Education

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

~

.| Total Reasonable Cost of Covered Services

(Sum of Lines 1 through 6)

269,649

©

.|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 Program
Inpatient Outpatient
(1) 2

©

.|Ancillary Services

(See Instructions)

311,389

.|Inpatient Routine Services

(Provider's Records)

e e e, e e e e e e e e, o, e e,
B ey ety S
B e e T e R Ey
e
".“?+‘.‘+f+?+f+‘.‘+‘.‘+‘.‘+f+?+f 4‘.:"‘.:.’-"?‘?4'?‘? +f+++++++++ +++++‘.‘+f+

o e e e e e
+++I+++++

o
gk

Adults and Pediatrics

Psych

Rehab

392,478

Other (Sub)

Intensive Care Unit

Coronary Care Unit

Other

Other

Other

Other

Other

Other

Other

Other

Other

Other

Other

AR EEBEEEEEERHEEREE

Other

Other

Al

Nursery

.|Services of Teaching Physicians

(Provider's Records)

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)

434,218

.|Excess of Reasonable Cost Over Customary Charges

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

.|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:
14-0213

Medicaid Provider Number:

Program:
Medicaid Hospital

Period Covered by Statement:

To:

09/30/2020

Line
No. Allowable Cost

Program
Inpatient

Program
Outpatient

()

(2)

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

269,649

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

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

269,649

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)

269,649

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

09/30/2020

To:

434,218

10004

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

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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Hospital Statement of Cost
Teaching Physicians / Routine Services Questionnaire
Preliminary

BHF Supplement No. 1

Medicare Provider Number:
14-0213

Medicaid Provider Number:

10004

Program:
Medicaid Hospital

Period Covered by Statement:

From:

10/01/2019

To:

09/30/2020

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:
14-0213 10004

Program: Period Covered by Statement:
Medicaid Hospital From: 10/01/2019 To: 09/30/2020

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

.|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

-
-

.|EEG

-
oo

.|Med. / Surg. Supplies

-
o

.|Drugs Charged to Patients

N
o

.|Renal Dialysis

N
=

.|Ambulance

N
N

.|Ultrasound

N
w

.|Diabetes Center

N
s

.|Home Program Dialysis

N
[&]

.|Home Health Agency

N
o

.|Homer Glen Lab

N
<

.|Homer Glen FEC

N
©

.|Women's Health

N
©

|MRI

w
o

.|CT Scan

w
=

.|Implantable Devices

w
N

.|OP Mental Health

w
w

.|Sleep Lab

w
S

.|Other

w
(92

.|Other

w
(o]

.|Other

w
J

.|Other

w
[¢9)

.|Other

w
©

.|Other

N
O

.|Other

N
=

.|Other

I
N

.|Other

. . e e e ) e E L e e e e ] s S
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bbbttt bbbt S N N, A
43.|Clinic

B A A, B e i A A
44.|Emergency

45.|Observation

46.|Ancillary Total

*

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:
14-0213 10004
Program: Period Covered by Statement:
Medicaid Hospital From: 10/01/2019 To: 09/30/2020
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
48.|Psych
49.|Rehab

50.]|Other (Sub)

51.|Intensive Care Unit
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)

68.|Ancillary Total (from line 46)

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

Preliminary
Medicare Provider Number: Medicaid Provider Number:
14-0213 10004
Program: Period Covered by Statement:
Medicaid Hospital From: 10/01/2019 To: 09/30/2020
Provider's Audited
Inpatient Reconciliation | Records Adjustments Cost Report
Adult Days 155 155
Newborn Days
Total Inpatient Revenue 1,447,904 (744,037) 703,867
Ancillary Revenue 922,547 (611,158) 311,389
Routine Revenue 525,357 (132,879) 392,478

Inpatient Received and Receivable

Outpatient Reconciliation |

Outpatient Occasions of Service

Total Outpatient Revenue

Outpatient Received and Receivable

Notes:

Page 1 - changed the nonprofit status to church from nonprofit corp to agree with the medicare report

Page 2 - The rehab XIX days and discharges tie to the Medicare report

Page 2 - added the Part | Hospital information which ties to the Medicare report W/S S-3

Original filed cost report showed an overstatement in Ancillary and Inpatient Routine Service Charges and Medicaid Days

BHF Page 3 - adjusted the ancillary charges in col 4 as follows:

(155 total Part Il Program days from Medicare report / 76 IPCR days ) * $152,680.34 IPCR total charges

This amount was spread amongst each of the charges on the cost report - See the attached spreadsheet.

BHF Page 7 - adjusted the routine charges as follows:

Rehab - ($21,155,838 W/S C-1, Col 8, line 31/ 8355 I/P days ) * 155 XIX Rehab days

BHF Page 3 - reclassed blood to blood administration
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