TRia
D5H) Examinsuon Sunvey Past
H Year 2025

DSH Version 602

A. General DSH Year Information

(I

Begin Eng
1. DSH Year L G7:a12024] | 06/30:2025]
2. Select Your Faciity from the Drop-Down Meru Provided (A YNE MEMORIAL HOSPITAL |
to H Y
Cost Repont Cont Report
Begin Date{s) End Date(s)
3. Cast Report Year 1 07:0172022 06302023
4 Cost Report Year 2 (if applicable)
5. Cost Repon Year 3 (if applicable)
8 Medicaid Provider Number: 0000020544
7  Medicaid Subpravider Number 1 (Psychiatric or Rehab) Q
8 Medicaid Subpravider Number 2 (Psychiatric or Rehab) 0
9. Medicare Provider Number 110124
D5H Qual
DSH Exanunation
Year (0701724 -
Duni mination Year: 06/30/25)
e —
1 Did the haspital have at leas! two obstevicians who had staff privileges at the hospilal that agreed to L Yes
provide services to Mi id-eligible individuals during the DSH year? (in the case of a hospital
located in & rural area. the term “obstetrcan” includes any physician wih staff privileges at the
nospital to perform gency obsietric procedures ) .
2. Was the hospiial axempt from the requirement listed under #1 abave because the hospital's i Na
ingatients are predomvnantly under 18 years of age?
3. Was the hospital exemat from the requirement histad under #1 above because it did not affer non- Na

emergency obsielric services 1o the general population when federal Medicaid DSH regulations
were enacted on December 22, 19877

3a Was the hospital open as of December 22 15877 Yes
R,
3b What date did (he hospial open? —t .
602 Progesty of My crs and Sunffe: LC

211072023

Page |



Suic of Georgia
Disproporuonaic Share Hospilal (DSH) Examinalion Suncy Pan !
For Statc DSH Year 2025

C. Disclosure of Other Medicaid Payments Received:

1 Medicaid Supplemental Payments for Hospital Services DSH Year 07/01/2024 - 06/30/2025

(Should include UPL and non-claim specific payments paid based on the state fiscal year. However DSH payments should NG T be included |

z id M. Care Suppl Payments for hospital services for DSH Year 07/01/2024 - 06/30/2025 8 2,168,830

(Should include ail non-claim specific payments for hospital services such as lump sum payments far full Medicaid pricing (FMF), , quality pay ts, bonus
payments, capitanion payments received by the hospital (not by the MCO), or other inceniive payments
NOTE" Hospital portion of pay parted on DSH Survey Part il Section E, Quastion 14 should be reported here if paid on a SFY basis
3 Total and Medicaid Managed Care Non-Claims Payments for Hospital Services07/01/2024 - 06/30/2025 ] 3,374,245
Centification:

1 Was your hospital allowed to retain 100% of the DSH payment it received for this DSH year?
Matching the federal share with an IGT/CPE is not a basis for answering this question "no”. If your
haspital was not allowed to retain 100% of its DSH payments, please explain what circumstances were
present that p d the hospital from retaining its payments.

E for "No" z

The following certification is to be compieted by the hospital's CEO or CFO:

| heraby ceriify that the informalion in Sections A, B, C, D, E, F, G, H, |, J. Kand L of the DSH Survey files are Irue and accurale fo the best of our ability, and supponed by the financial and other
records of the hospital All Medicaid ehigible palients, including those who have private insurance coverage, have been reported on the DSH survey regardiess cf whether the nospital receved

payment on the claim. | understand that this information will be used to determine the Medicaid program's comgliance wilh federal Disproportonale Share Hospilal (DSH) eligibility and payments
provisions. Delaiied suppert exisis for all amounts reported in the survey. These records will be relained for a period of nol less than S years following the due date of the survey, and will be made

f for insp y when req
¢ro ; z ! z ! a s
er CFC Signature Title Cate
Greg .ones 912-530-3305 giones!@wmhweb com
Haspital CEQ or CFO Printed Name Haspilal CEQ or CFO Telephcne Number Hespital CEO ar CFO E-Mail
Contact Infarmation for individuals authonized te respond lo inquinies related to this survey.
Hospital Contact: Qutside Preparer:
Name|Greg Janes Name| imnue O Richter Jjr
Tie|CFC Tl Partna:
Telephone Number|[312-830-3305 R Firm Name| Draffn & Tuckar LLP
E-Mail Address|giones 18 amnwed cam Telephone Number; 204-718.405%
Mailing Street Address B6S Sputh First Sveel F-Mail Ad grehtoc® dralfin-tucker.com
Mailing City, Stale, Zig| esup GA 31545

602 Property of My ers and Stauler 1.C Page 2



State of Georgia Version 9 00
Disproportionate Share Hospital (DSH) Examination Survey Part [l

DSH Version 9.00 8/11/2024
D. General Cost Report Year Information 71112022 - 6/30/2023
The following infarmation is provided based on the information we received from the state. Please review this information for items 4 through 8 and select "Yes” or "Na" to either agree or disagree with the
accuracy of the information. If you disagree with one of these items, please provide the correct information along with supporting documentation when you submit your survey.

1. Select Your Facility from the Drop-Down Menu Provided !WAVNE MEMORIAL HOSPITAL
71112022
through
6/30/2023
2. Select Cost Report Year Covered by this Survey (enter "X") [ X ] | ][

w

Status of Cost Report Used for this Survey (Should be audited if lable) |1 - As Submitted
3a. Date CMS processed the HCRIS file into the HCRIS database 5/8/2024

Date Cormect? i t, Proper i
4. Hospital Name 'WAYNE MEMORIAL HOSPITAL Yes
5. Medicaid Provider Number 000002054A Yes
6. Medicaid Subprovider Number 1 (Psychiatric or Rehab) 0 Yes
7. Medicaid Subprovider Number 2 (Psychiatric or Rehab) 0 Yes
8. Medicare Provider Number 110124 Yes
Owner/Operator (Private State Govl., Non-State Gavt., HIS/Tribal) Non-State Govt. Yes
Out-of-State Medicaid Provider Number. List all states where you had a Medicaid provider agr during the cost report year:
9. State Name & Number
10. State Name & Number
11. State Name & Number
12. State Name & Number
13. State Name & Number
14. State Name & Number
15. State Name & Number

(List additional states on a te i)

E. Disclosure of Medicaid / Uninsured Payments Received: (07/01/2022 - 06/30/2023

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

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

3. Section 1011 Payment Related to Outpatient Hospital Services NOT Included in Exhibits B & B-1 (See Note 1)

4. Total Section 1011 Payments Related to Hospital Services (See Note 1) 3-

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

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

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

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

Inpatient Outpatient Total

9. Total Cash Basis Patient Payments fram Uninsured (On Exhibit B) [s 35344 | [ 418,125 | $453 469
10. Total Cash Basis Patient Payments from All Other Patients (On Exhibit B) s 284630 | [ 2,269,428 | 52 554,058
11. Total Cash Basis Patient Payments Reported on Exhibit B (Agrees to Column (N} on Exhibet B. less physician and non-hospital portion of payments) $319,974 §2,687,553 §3,007,527
12. Uninsured Cash Basis Patient Paymenis as a Percentage of Total Cash Basis Patient Payments 11.05% 15.56% 15.08%
13. Did your hospital ive any Medicaid managed care payments not paid at the claim level?

Should include all non-claim-specific payments such as lump sum p for full id pricing, . quality bonus pay i d received by theospital (not by the MCO), or other inceniive payments

14. Total Medicaid managed care non-claims payments (see question 13 above) received applicable to hospital services S 2,168,830

15. Total Medicaid managed care non-claims payments (see question 13 above) received applicable to non-hospital services

a1 @ o8 Hive

16. Taotal Medicaid managed care non-claims payments (see question 13 above) received §2,168,830
Note 1. Subtitle B - Miscellaneous Provision, Section 1011 of the Medicare Prescription Drug Improvement and Modernization Act of 2003 provides federal reimbursement for emergency health services furnished to undocumented aliens. If your hospital

received these funds during any cost report year covered by the survey, they must be reported here. If you can document that a portion of the payment received is related to non-hespital services (physician or ambulance services), report that amount in the
section titled "Section 1011 Payments Related to Non-Hospital Services." Otherwise report 100 percent of the funds you received in the section related to hospital services.

Pninted 7/7/2025 Property of Myers and Stauffer LC Page |



State of Georgia

Disproportionate Share Hospital (DSH) Examination Survey Part I

Note 2: Report any DSH payments your hospital received from a state Medicaid program (ather than your home state)

F. MIUR / LIUR Qualifying Data from the Cost Report (07/01/2022 - 06/30/2023

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 §-3, Pt. |, Col. 8, Sum of Lns. 14, 16, 17, 18.00-18.03, 30, 31 less lines 5 & 6)

10,949

F-2. Cash Subsidies for Patient Services Received from State or Local Governments and Charity Care Charges (Used in Lowls L
Inpatient Hospital Subsidies

Outpatient Hospital Subsidies

Unspecified /P and O/P Hospital Subsidies

Non-Hospital Subsidies

Total Hospital Subsidies

TR

Inpatient Hospital Charity Care Charges
Qutpatient Hospital Charity Care Charges
Non-Hospital Charity Care Charges

Total Charity Care Charges

© @~

a8

F-3. Calculation of Net Hospital Revenue from Patient Services (Used for LIUR) (W/S G-2 and G-3 of Cost Report)

i , s Total Patient Revenues {

Charges)

F tp Hospital Non-Hospital

Ratio (LIUR) Calculation)

S .
4,510,850
5,004,396
s 13,515,346

Inpatient Hospital

Version 9 00

In-state DSH payments will be reported directly from the Medicaid program and should not be included in this section of the survey

Net Hospital Revenue

Non-Hospital

11. Hospital $8,562,678.00

6,456,420

] 2,103,258

12. Subprovider | (Psych or Rehab) 50.00

13. Subprovider |l (Psych or Rehab) 50.00

14, Swing Bed - SNF $44,128.00

15. Swing Bed - NF §0.00

16. Skilled Nursing Facility $0.00

17. Nursing Facility $0.00

18. Other Long-Term Care $0.00

19. Ancillary Services

20. Outpatient Services

21. Home Health Agency 52.304,407.00

22. Ambulance 3 .

23. Outpatient Rehab Providers $0.00

= .
33,288 :

61,288,969

10,929,151

24 ASC

25. Hospice $0.00

S5Tr00

26. Other $1.196.248.00

4318633

5
e
5

0w |w|o|nlu|v|olslelolalelolele

902.413 ]

140,545

@

3,544,783
306,690,441

72,487 812 S 230,657,846

Total from Above S

Total §
Total Hospital and Non Hospital

27.
28.

29,
30

Total Per Cost Report Total Patient Revenues (G-3 Line 1)

Increase worksheet G-3, Line 2 for Bad Debts NOT INCLUDED on worksheet G-3, Line 2 (impact is a decrease in net patient
revenue)

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

Increase worksheei G-3, Line 2 to reverse cffset of Medicaid DSH Revenue INCLUDED on worksheet G-3, Line 2 (impact is

a decrease in net patient revenue) s
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 patient revenue)

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

increase in net patient revenue)

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

INCLUDED on warksheet G-3, Line 2 (impact is an increase in net patient revenue)"”

3

32.

33.

34.

35.

36.
37

Adjusted Contractual Adjustments
Unreconciled Difference

Printed 7/7/2025

306.690.441

Unreconciled Difference (Should be $0) [ -

] 54 682,570

Total Contractual Adj. (G-3 Line 2)

L 174,001,166
Total from Above

Unreconciled Difference (Should be $0)

Property of Myers and Stauffer LC

2674075 §
231,357,811

74,461,922

226,741,337

4516474

231.357.811
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State of Georgia
Disproportionate Share Hospital (DSH) Examination Survey Part 11

G. Cost Report - Cost/ Days / Charges

Version 9 00

WAYNE MEMORIAL HOSPITAL
Intern & Resident RCE and Therapy I/P Routine
Line Total Allowable Costs R d on Add-Back (If VP Days and /P Charges and O/P Medicaid Per Diem /
# Cost Center Description Cost Cost Report * Applicable Total Cost Ancillary Charges Ancillary Charges  Total Charges Cost or Other Ratios
NOTE: All data in this section must be verified by the
hospital, I data is al iy p i this section, it was Inpatient Routine
completed using CMS H( rt gata. If (the hospital Days - Cost Report Charges - Cost
it version of the co i1e data should Cost Report ::fsl\fsm Cost Report Swing-8ed Carve W/S D-1, Pt I, Line | Report Worksheet
pital's ver : Worksheet C, Out - Cost Report 2 for Adults & Peds;| C,PL 1 Col 6
Formulas can be overwri Pt 25 | (o s eszane | Pant, Col2and | Worksheet 0-1 sl WISD-1, Pt 2, | (informational anly ST
c Offset ONLY Col. 4 Part |, Line 26 Lines 42-47 for unigss used in
others Section L charges
allocation)
Routine Cost Centers (list below):
1 03000]ADULTS & PEDIATRICS S 9,687 679 -5 - $101,97500] § 9,585,704 9,168 $6,291,816.00 1,045.56
2 03100|INTENSIVE CARE UNIT 5 2859317 -15 - 3 2,858,317 1.017 $2.314,980.0C 2,811.52
3 03200{CORONARY CARE UNIT S - -18 = S - - $0.00 -
4 03300|BURN INTENSIVE CARE UNIT S - $ - S - - 0.00 -
5 03400|SURGICAL INTENSIVE CARE UNIT - S - [ - - 0.00 2
6 03500]OTHER SPECIAL CARE UNIT - $ - 3 - - 0.00 -
7 04000|SUBPROVIDER | - S = E] - - 0.00 =
B 04100[SUBPROVIDER Il S - |s -18 - H - - 50.00 -
9 04200]OTHER SUBPROVIDER S - S S - S - - 50.00 -
10 04300|NURSERY S 1,385.157 | § = s 1,385,157 1,341 $572.178.00 1,032.93
11 S - S = $ - - $0.00 -
12 S - 5 - - $ - - 50.00 -
13 5 - 5 - $ - - $0.00 -
14 S - S - - - - $0.00 3 -
15 S - S - - - $0.00 -
16 [ - S - - - - $0.00 3 -
17 S - S -5 - = - $0.00 S -
18 Total Routine s 13832153 S - 5 - 8 101,975 § 13,830,178 11526 $ 9,178,984
19 Weighted Average
Hospital Subprovider | Subprovider Il r z :
Observation Days - | Observation Days - | Observation Days - |  Calculated (Per o :: anges < |0 Chargs)  Towl Charges - .
port Cost Report Cost Report Medicaid Calculated
Cost Report WS S- | Cost Report WIS S- | Cost Report WS S- | Diems Above | yorcneer ¢, Pt 1, | Worksheet C, Pt 1, | Worksheet C, Pt I, | Cost-to-Charge Ratio
3, Pt. |, Line 28, Col.| 3, Pt. I, Line 28.01, | 3, Pt |, Line 28.02, | Muitipiied by Days) Col Sl o Col ?.' o Col E‘ !
Observation Data (Non-Distinct) 2 cala Gol.o
20 IOQZDO]Observmron (Non-Distinct) I 577 - -5 603,288 $122.401.00 $1,484688.00] § 1,607,089 0.375382
Cost Faporn Cost Re Inpatient Charges - | Outpatient Cha Total Ch
Cost Report 8 port patient Charges utpa rges{ To arges - ‘
Worksheet 8 Part |, Col. 25 Worksheet C, Calculated Cost Report Cost Report Cost Report Medicaid Calculated
2 - : Part |, Coi.2 and v {C.PLI |V 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 ) :
Ancillary Cost Centers (from W/S C g Observation) (list below)
21 SDUC|OPERATING ROOM 58.849,178.00| S -15 - 8,843,178 $17.325,220.00 $47 87173700 $ 65,196,957 0.135730
22 5200|DELIVERY ROOM & LABCR RCOM $2,766,133.00| S -|§ - 2,766,133 $672.385.00 $361,963.00| 8 1,034,348 2.674277
23 5300[ANESTHESIOLOGY $84,088.00| S -15 - 84,088 $1,868,813.00 $4,893,44400| 8 8,762,257 0.012435
24 5400|RADIOLOGY-DIAGNOSTIC $4,436,002.00 | $ -8 - 4,436,002 $4,286,5637.00 $31,787.435.00[ § 36,093,872 0.122901
25 5600{RADIOISOTOPE $577,948.00| § -18 - 577,948 $174,407.00 §$1,708,137.00 1,882 544 0.307004 |
26 6000|LABORATORY 6,138,682.00 | $ -18 - 6,138.682 56,343,945.00 $13,767.574.00 20,111,519 0.305232
27 6500|RESPIRATORY THERAPY 1,.321,665.00] § -15 - 1,321,665 $4,453 061.00 $4,458.718.00 8,811,779 0.148305
28 6600{PHYSICAL THERAPY 1,225416.00| § -15 - $ 1,225,416 $760.834.00 $884,805.00 1,655,739 0.740102
29 7100{MEDICAL SUPPLIES CHARGED TO PATIENT $6,007,26200] 5 -15 - 6,097,262 $9,507,400.00 $19 186,883.00 28,694 283 0.212480
30 7200{IMPL. DEV. CHARGED TO PATIENTS $4,545843.00| 8 -18 = 4,545,843 $3,629,645.00 $9,861,938.00 13,591,583 0.334460
N 7300|DRUGS CHARGED TO PATIENTS $12,8344250C | S -18 - 12,834,425 $14,320,708.00 $51.260.898.0C 65,581,607 0.195702
Printed 7/7/2025 Property of Myers and Stauffer LC Page 3



32
33

35

37
38
]
40
a1
42
43
44
45
46
47
48
48
50
51
52
53

55

57
58
59
60
61
62
63
64
65
66
67
68
69
70
7
72
73
74
75
76
7
78
79
80
81
82
a3
84
85
86
87
88
89

91

G. Cost Report - Cost/ Days / Charges

State of Georgia

Disproportionate Share Hospital (DSH) Examination Survey Part 11

WAYNE MEMORIAL HOSPITAL

Version 9.00

Intern & Resident RCE and Therapy I/P Routine

Line Total All ble Costs R d on Add-Back (If IiP Days and WP Charges and O/P Medicaid Per Diem /

# Cost Center Description Cost Cost Report * Applicable Total Cost Ancillary Charges Ancillary Charges  Total Charges Caost or Other Ratios

9100|EMERGENCY $3,970,007.00 | § -15 - 3.9'.5007 $4,386.944.00 $38.480.181.0C | § 42,887,125 0.092568
S000]S - - = 50.00 $0.00|§ - -
$0.00]S - = - $0.00 $0.00 - -
$000] 5 - - - $0.00 $0.00 - -
$0.00 -15 - $ - $0.00 $0.00 - -
0.00 -19% - $ - $0.00 $0.00 - -
0.00 -8 - $ - $0.00 $0.00 - -
0.00 -1% - $ - $0.00 50.00 = -
0.00| S -1s - S - 30.00 $0.00 - -
0005 -18 - 3 - $0.00 S0.00| S - -
0.00 -18 - H - $0.00 $0.00 | § - -
0.00 -15 - B - $0.00 S0.00 |8 - -
50.00 -15 E $ - $0.00 $80.00]8 - -
$0.00 -18 - $ - 0.00 $0.00 | § - -
50.00 -1% - 3 - 0.00 $0.00]S - -
$0.00 -1% - [ - 0.00 S000][S - -
50.00|S -18 - $ - $0.00 $0.00[S - -
$0.00| S -18 - $ - $0.00 S0.00[$ - -
$0.00 |5 - = - $0.00 $0.00 - -
$0.00 |8 = = - $0.00 $0.00 - -
$00C}|S - - = 50.00 $0.00 = -
$0.00| S - > - $0.00 $0.00 - -
S000|S - = = $0.00 $0.00 - -
$0.00]S = = - $0.00 $0.00 - -
50.00 S - - - $0.00 $0.00 - -
$0.00]8S -8 - $ - $0.00 0.00 - -
500018 -18 - S - $0.00 $0.00 - -
$0.00| S8 =15 - S - $0.00 0.00 - -
$0.00 S -15 - $ - $0.00 0.00 - -
$0.00]S -18 - [ - $0.00 0.00 - -
$0.00 ]S -1s - S - £0.00 $0.00 - -
$000|S -15 - S - $0.00 $0.00 - -
$0.00]% -15 - $ - $0.00 $0.00 - -
30008 -15 - $ - $0.00 50.00 - -
00015 -15 - $ - $0.00 50.00 - -
000|$ -185 - 3 - $0.00 $0.00 - -
0.00{8 -1s - 3 - $0.00 $0.00 - -
000 |5 -15 - 3 - $0.00 $0.00 - -
$000] 8 -18 - S - $0.00 S0.00|§ - -
000 | $ -1 - S - $0.00 $0.00| 8§ - -
0.00 -1% - 3 - 50.00 $0.00 | § - -
0.00 -18 - S - 0.00 $0.00 (8% - -
0.00 -8 - $ - 0.00 $0.00 | § - -
$0.00 -18 - H - 50.00 S0.00 [ § - -
$0.00 | S -18 - 3 - 0.00 $0.00| S - -
$0.00 (S -19% - - $0.00 $0.00| S - -
$0.00 | S -8 = - $0.00 $0.00 | § - -
50.00 S -5 = - $0.00 0.00 - -
$0.00(S -1$ = - $0.00 0.00 - -
$0.00| S -1 - = $0.00 0.00 - -
$000|S -18 - - $0.00 $0.00 - -
$0.00|S -18 - - $0.00 $0.00 - -
$0.00| S - - - $0.00 $0.00 - -
$0.00| S “ - - $0.00 $0.00 = -
5000]5 - - S - $0.00 $0.00 - -
0.00] 8§ -8 - S - $0.00 $0.00 - -
0.00 | § -1% - [ - $0.00 S0.00] 5 - -
5000 | S -15 = 5 - $0.00 S000|S - -
$000]S -1 - S - $0.00 S0.00| S - -
$000f¢ -15 - H - $0.00 S000 |8 - -

Printed 7/7/2025 Property of Myers and Stauffer LC Page 4



State of Georgia Version 9.00
Disproportionate Share Hospital (DSH) Examination Survey Part 11

G. Cost Report - Cost / Days / Charges

WAYNE MEMORIAL HOSPITAL

Intern & Resident RCE and Therapy /P Routine
Line Total Allowable Costs Removed on Add-Back (If IIP Days and VP 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

92 50.00|S -18 - - 0.00 S0.00[S = -
93 $000]8 -1% - - 0.00 S0.00($ - -
94 $0.00|S - = - 0.00 S0.00|S - -
95 5000]| S - - - 0.00 S000|$ - -
%6 $0.00] S - - H - 30.00 0.00 = -
97 50.00 - < s - 0.00 0.00 - -
98 $0.00 - = $ - 0.00 0.00 - -
99 $0.00 - = S - 0.00 $0.00 - -
100 $0.00 - - H - 0.00 $0.00 - -
101 $0.00 - - S - 0.00 $0.00 - -
102 $0.00 - - $ - 0.00 $0.00 - -
103 $0.00 - - S - 0.00 $0.00 - -
104 $000|S - - $ - $0.00 S0.00[ 8 - -
105 S0.00(S - - - $0.00 S0.00]$ - -
106 $000|S -1% - - 50.00 $0.00]S - -
107 $0.00|§ -185 - - $0.00 S0.00[S - -
108 S000|S -18 - - $0.00 $0.00 - -
109 $0.00] $ -18 - £ - $0.00 $0.00 - 5
110 $0.00]S -18 - H - $0.00 $0.00 - -
111 $0.00| S -1s - - $0.00 $0.00 - -
112 $000| S -18 - - $0.00 S000]|S - -
113 $0.008 -18 - - $0.00 $0.00| 8 - -
114 $0.00] 8 -18 - - $0.00 S0.00] 8 - -
115 $0.00|% -1§ - - 0.00 $S0.00] 8 - -
116 $0.00] 8 -18 - - (.00 50008 - -
117 $000|S -18 - - 0.00 $0.00( 8 = =
118 5000 ]S -18 - - (.00 50.00] 8 - -
119 $0.00]8 -1 - - 0.00 $0.00]$ - -
120 $000| S -8 - $ - (.00 $0.00|$% - -
121 $000| S -18 - S - 0.00 $0.00 - -
122 $0.00]S -18 - 5 - (.00 $0.00 | $ - -
123 0.00 | S - - H - $0.00 $0.00 - -
124 $0.00 | § - = S - $0.00 $0.00 - -
125 0.00 | S - - H - $0.00 $0.00 - -
126 Total Ancillary s 52846648 S - 8 - $ 52846649 § 67,872,301 § 226,138,501 § 294,010,802
127 Weighted Average
128 Sub Totals $ 66,778,802 § -3 - s 66,676.827 S 77061285 § 226138501 § 303,189,786
129 NF, SNF, and Swing Bed Cast for Medicaid (Sum of applicable Cost Report Worksheet D-3, Title 19, Column 3, Line 200 and $0.00

Worksheet D, Part V, Title 18, 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 $28,072.00

Worksheet D, Part V, Title 18, Column 5-7, Line 200)
131 NF, SNF, and Swing Bed Cost for Other Payers (Hospital must calculate Submit support for calculation of cost.)
131.01 Other Cost Adjustments (support must be submitted)
132 Grand Total s 66,648,755
133 Total Intern/Resident Cost as a Percent of Other Allowable Cost 0.00%

* Note A - Final cost-to-charge ratios should include teaching cost. Only enter Intern & Resident costs if it was removed in Column 25 of Worksheet B, Pt. | of the cost report you are using

Printed 7/7/2025 Property of Myers and Stauffer LC Page 5
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H. In-State Medicaid and All Uninsured Inpatient and Outpatient Hos pital Data
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H. In-State Medicald and All Uninsured Inpatient and Qutpatient Hospital Data
[ ost Faport vear 00100 0bswozs TEEEEE

IGRIAL HOSPITA

Tataks | Payments

Total Chatges pnchsmes srpan scousinen fram Stcisn /)

~arges por PSAR or Exnvot Deasd

econcied Crages

5 Varance,

11 Total Cak ulsted Cont [includes argan acquisition fram Sectin J) 3

Vedcad Pag Amout (exchees TRL Co-Pay ana Spend-Dow:

Total Medcad Managed Cae Pad Amourt P2y ang Spena-Down) (See Nute E 0

Prvate Ingurance (nchuding phmary and i

Seli-Pay (ncluding Co-Pay #nd Spend-Down)

Medear PSAR of A Detai (Al Payments) 0

Nate 8]

6N Cast Regort Yea! (See Nole Cf

131 HM) Paa Amount (excludes consurarce/aeduchibles) (S

e hole

]

140 Medicare Managed Care (HMO) Pai A

1 Year [Cash Bass:

4 to Inpatient Hospital Servces NOT Inchaded

5 B4 81 [hom Sec

Calculated Paymant Shorttall/ |Longtall] (PUOR TO SURPLEMENTAL PAYMENTS ANO DSH) |5

Calculated Paymants as & Percentage of Cost

Parcent of crosu-over days to tutal Medicars deys from tha cost repert

haote A - Thess emounts mus! agree
Seerart

a Payre
whate olre Meoeace
hale £ - Medicaid Managed Cate paym
ol © - Mecicare payme
ot have Meaicare

t A benefs (due 10 N0 CovE(@ge of EXTUStED benefis)

Total Medicare Days fram WIS 5-3 of ihe Cost Repart Excluding Swing-Sed [C/R, WiS 8-, PL L Col 8, BumofLns. 2.3, 4

Meacs covered ancillary services Such chms should




21.01

|. Out-of-State Medicaid Data:

[Cox Report oo om0 2022 desovavzy TENEVEVERS

HOSPITAL

State of Georgia

Iisproportsonate Sharc Hospital (1811) Fxamination Survey Part [1

Verswon 9 00

Diem Cost for Charge Ratio for
Routine Cost Ancillary Cost
Line # Cost Cenler Description Centers Centers utp ti Inpati tp.
From PS&R From PS&R From PS&R From PS&R From PS&R From PS&R
From Section G From Section G Summary (Note Al  Summary (Note A  Summary (Note A) Summary (Note Aj  Summary (Nole A)  Summary (Note 4)
Routine Cost Centers (list below): Days Days Days Days
ADULTS & PEDIATRICS 704556 3z 33
INTENSIVE CARE UNIT 3811.52 3 3
CORONARY CARE UNIT - -
BURN INTENSIVE CARE UNIT. - =
03400 |SURGICAL INTENSIVE CARE UNIT < -
03500 [OTHER SPECIAL CARE UNIT s - 5
4000 |SUBPROVIDER | 5 .
)4100 | SUBPROVIDER Il - -
4200 |OTHER SUBPROVIDER - -
04300 [NURSERY 1.032.83 <
5 - =
S - -
5 - =
s - =
—
- 35 38
Total Days per PS&R or Exhibit Detail ]
Unreconciled Days (Explain Variance) - -
Routine Charges Routine Charges Routine Charg Routine Cha
Rovins Crarges e tmmsammmems szmzszmsmaw 3 masm
Calculated Rautine Charge Pef Dien 3 1,430 50 H - - H 799.43 3 B84 15
Cost Centers (from WIS C) (list below): Ancillary Charges Ancillary Charges Ancillary Charges Ancillary Charges Ancillary Charges  Ancillary Charges Ancillary Charges _ Ancillary Charges _Ancillary Charges _Ancillary Charges
08200 |Observation (Non-Distinct) 0.375382 - 1,177 - - - 1177
SO000|OPERATING ROOM 0.135730 5 46,647 64522 54,622 48,547
5Z00[DELIVERY ROCM & LABOR ROOM 2674277 - 376 - - 75
S300JANESTHESIOLOGY 012435 5543 683 - 6,631 5,543
sauu 122001 40212 14814 12547 19.266 52,750
5600|RADIOISOTOPE 307004 2607 - 70583 2.807 |
GODOJLABORATORY ____ F 0.305232 23,018 6354 20,133 32.383
0.148305 4825 284 2738 5,086 |
5600 : 0740102 | e 293 - 1572 263 |
7100|MEDICAL SUPPLIES CHARGED TO PATIENT | 0.212450 1.480 20,565 1604 31,187 31,568
7200 ] 0.334460 - 7278 - 712 7.274 |
7300) 0.185702 2.057 ) 6268 50,608 42,191
8100|EMERGENCY 0.092568 378 113,347 11,322 9,088 124,669
= s S
= -11s -
o BB =
_ BB B
Property of Myers and Staufler 1.C Page §
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I. Out-of-State Medicaid Data:
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Stale of Georga Vermon 9 00
Disproportionale Share Hospital (1D8H) Examunation Survey Part 11

|. Out-of-State Medicaid Data:

WAYNE MEMORIAL HOSPITAL

112 - -11s -
113 - - -
114 - 1 - -
115 - - -
118 - [] - -
17 - s - 5 -
118 - -1[5 -
118 1[5 =
120 = 5 =
121 - - -
122 - -
123 = - -
124 - - -
125 - -
126 - -
127 :
5 5 s 11414 s - g s 5 5 201 648 s 44 367

Totals | Payments
128 Total Charges (includes organ acquisition from Section K) = 20,808 [§ 311414] [5 - ][s - 1B - ][ - 1[5 220628 | S 44,367 | [§ 250,527 | [ 8 355,781
126 Total Charges per PS&R or Exhibit Detail [s 20,898 ] [ 311414] [ 1[5 16 B ] 5 229628 | [5 44,367 |
130 Unrecanciled Charges (Explain Vatiance) - - - - - - - -
k1] Total Calculated Cost (includes organ acquisition from Sectian K) [s 11.867] [s 47755] [ - 1= = | - ][s - ] [s 78.142] [8 7.642 ] [s_ 90,008 ][5 55,367 |
132 Total Medicaid Paid Amount (excludes TPL, Co-Pay and Spend-Dawn) 3 17,051 ] 185118 -115 17,240
133 Total Medicaid Managed Care Paid Amount (excludes TPL, Co-Pay and Spend-Down) (See Note E) 1 - $ -118 -
134 Private Insurance {including primary and third party liability) ] B E -11s 5,764
135 Self-Pay (including Co-Pay and Spend-Down) - -113 B K] -
136 Total Allowed Amount from Medicaid PS&R or RA Detail (All Payments) 3 . ] 770511 [§ - 5 - _
137 Medicaid Cost Settiement Payments (See Note 8) -|18 -
138 Other Medicad Payments Reporied on Cost Report Year (See Note C) $ B 1E -
138 Medicare Tradional (non-HMO) Pad Amount (excludes consurance/deductibles) (See Note F) i R— E i s z552] [ 106 2562
140 Medicare Managed Care (HMO) Paid Amount (excludes coinsurance/deductibles) ] -118 -
141 Medicare Cross-Over Bad Debt Payments s BIE -
142 Other Medicare Cross-Over Payments (See Note D) s BIE -
143 Calculated Payment Shortfall / (Longfall] (PRIOR TO SUPPLEMENTAL PAYMENTS AND DSH) [ § 11.867] s 30704] [s - 1[s - ] [s - ] [s = || [ 78142 [s (893)] [s g0008 ][ s 20811
144 Calculated Payments as a Percentage of Cost 0% 36% 0% 0% % 0% % 112% 0% 6%

Mote A - These amounts must agree to your inpatent and outpatient Medicaid paid claims summary. For Managed Care, Cross-Over data, and other eligibles, use the hospital's logs f PS&R summaries are not available (submi logs with survey)
Note B - Medicaid cost setflement payments refer to payments made by Medicaid during a cost repart settiement that are not reflected on the claims paid summary (RA summary or PS&R)

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

Note D - Should include other Medicare cross-over payments not included in the paid claims data reported above. This includes payments paid based on the Medicare cost report settiement (e.g.. Medicare Graduate Medical Education payments)
Note E - Medicaid Managed Care payments should include all Medicaid Managed Care payments related to the services provided, including, but not limited to, incentive payments, bonus payments. capitation and sub-capitation payments

Printed 77702025 Property ol Myers and Staufler LC Page 11



State of Georgia
Disproportionate Share Hospital (1D$H) Exammnation Survey Part 11

L. Provider Tax Assessment Reconciliation / Adjustment

An adjustment is necessary to properly reflect the Medicaid and uninsured share of the provider tax assessment for some hospitals. The Medicaid and uninsured share of the provider tax assessment collected is an
allowable cost in determining hospital-specific DSH limits and, therefore, can be included in the DSH examination survey. However, depending on how your hospital reports it on the Medicare cost report, an adjustment
may be necessary to ensure the cost is properly reflected in determining your hospital-specific DSH limit. For instance, if your hospital removed part or all of the provider tax assessment on the Medicare cos! report, the
full amount of the provider tax assessment would not have been apportioned to the various payers through the step down allocation process, lting in the Medicaid and d share being understated in determining
the hospital-specific DSH limit. If your hospital needs to make an adjustment for the Medicaid and uninsured share of the provider tax assessment, please fill out the reconciliation below, and submit the supporting general
ledger entries and other supparting documentation to Myers and Stauffer, LC along with your hospital's DSH examination surveys.

[cost Repont voar 0701202050000 MUEUE

Worksheet A Provider Tax Assessment Reconciliation:

WIS A Cost Center
Dollar Amount Line
1 Hospial Gross Provider Tax Assessment (from general ledger)” s 1,175,516
wnong Trs Sianan 8ot B ; i SE e Sravider [ac ASEaiin Expensa [83118018 surrit
2 Hospital Gross Provider Tax Assessment Included in Expense on the Cost Report (W/S A, Col. 2) 8 1,175,618 l 5.00)(Where is the cost included on wis A?)
3 Difference (Explain Here >) 5 2
Pravider Tax A (from wis A of the cost report)
4 Reclassification Code (Raclassified to / (from))
5 Reclassification Code (Reclassified to / (from)
6 Reclassification Code ( fied to / (from))
7 Reclassification Code ( fied to / (from))
DSH UCC ALLOWABLE - Provider Tax Assessment Adjustments(from wis A-8 of the Medicare cost report)
8 Reason for adjustment (Adjusted to / (from))
8 Reason for adustment [Adyusted to / (from))
10 Reason for adjustment (Adjusted tc / from))
11 Reason for adjustment (Adjusted to / ffrom))
DSH UCC NON-ALLOWABLE Provider Tax Assessment Adjustments(from wis A28 of the Medicare cos! report)
12 Reason for adjustment
13 Reason for adjustment
14 Reason for adjustment
15 Reason for adjustment
16 Total Net Provider Tax Assessment Expense Included in the Cost Report

DSH UCC Provider Tax Assessment Adjustment:

17 Gross Allowable Assessment Not Included in the Cast Report ——

Apportionment of Provider Tax A to All icaid Eligible & L
18 Medicaid Elbgile’™ : L 89,782 461
18 Uninsured Hospaal 22,198 448
20 Total Hospital C rs e 303,188,786
21 Medicaid Eligible Percentage of Provider Tax Assessment Adjustment to include in DSH Medicaid UCC™ 2861%
2 Percentage of Provider Tax Assessment Adjustment to include in DSH Uninsured UCC 7.32%
23 Medicaid Eligible Provider Tax Assessment Adjustment o DSH LCC* 5 .
24 u d Provider Tax A to DSH UCC $ -
25 Provider Tax Assessment Adjustment to DSH UCC Including all Medicaid eligibles™ § -
Apportionment of Provider Tax to Primary &
Medicaid Primary™" Cha Sei. 45,608,062
27 Uninsured Hospital 22 198 448
28 Total Hospital g 3 303,189,786
29 Medicaid Primary ge of Prowider Tax to inchude in DSH Medicad UCC"" 15.04%
30 Percentage of Provider Tax Assessment Adjustment o nclude in DSH Uninsured UCC 7.32%
3 Medicaid Pimary Provider Tax Assessment Adjustment to DSH LICC™" s -
n Prowider Tax ! to DSH UCC 5 -
33 Medicaid Primary Tax Assessment Adjustment ta DSH LUCC™™ ] -

* Assessment must exclude any non-hospital assassmeni such as Nursing Facility.

** The Gross Allowabie Assessment Not Included in the Cost Report (ine 17, above) will be apportioned fo Medicaid and uninsured based on charges sec g unlass the hospital pravides a revised cost report (a include the amount in the cosi-fo-

charge ratios and per diems used in the survey.

***For stale plan rate years (SPRY) beginning an or after October 1, 2021, Medicaid UCC includes only Medicerd primary cost and payments, unless a provider qualifies for 97th percentile exception and it benefits them The exception 1s based

on SPRY For cost report periods overlapping SPRYs beginning on or after effective date, the Medicard pnmary tax assessment adjustment to DSH UCC (ine 33, above) wil be utiized unless the provider qualifies for the 97th percentile
exception and the SPRY UCC is greater utilizing total Medicaid eiigible popuistion In which case, the provider tax assessment adjustment to DSH UCC including all Medicaid eligrbles (line 25, abave) will be utilized

Prnted 7772025 Property of Myers and Stouller 1L.C
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