State of Georgia

Disproportionate Share Hospital (DSH) Examination Survey Pan |

3eneral DSH Year Information

For State DSH Year 2025

DSH Version  6.02 2/10/2023

Must also complole a soparale survay file for each cost report period listed - SEE DSH SURVEY PART (I FILES

Begin End
. DSH Year: N 07/01/2024] [ 06/30/2025]
. Select Your Facllily from the Drop-Down Menu Provided: [WILLS MENORIAL HOSPITAL
Identification of cost reporis needed to cover the DSH Year;
Cost Report Cost Report
Begln Date(s) End Date(s)
. Cosl Report Year 1 05/01/2022 04/30/2023
. Cosl Reporl Year 2 (if applicable)
. Cosl Report Year 3 (If applicable)
Data
. Medicaid Provider Number: 000002087A
Medicald Subprovider Number 1 (Psychialric or Rehab): 0
Medicaid Subprovider Number 2 (Psychialric or Rehab): 0
. Medicare Provider Number: 111325

JSH Qualifying Information
Queslions 1.3, below, should ba answorad In the accordance with Sec. 1923(d) of the Soclal Sacurity Act.

Durlng the DSH Examination Year:

- Did the hospital have al least two obstelricians who had staff privileges at the hospilal that agreed to

provide obsletric services lo Medicaid-eligible individ during the DSH year? (In lhe case of a hospital
localed In a rural area, the lerm * ician® includes any physician wilh slaff privileges al the
hospllal to perf belolr - )

P gency P B

. Was the hospital exempl from the requirement listed under #1 above because the hospilal's
inpalienls are predominanlly under 18 years of age?

- Was the hospital exempt from the requirement lisled under #1 above because il did not offer non-
emergency obslelric services lo the general populalion when federal Medicald DSH regulations
were enacled on December 22, 19877

. Was the

open as of D ber 22, 19877

- Whal dale did the hospital open?

6.02

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

——3/271 1978
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State of Georgia
Disproportionate Share Hospilal (DSH) Exomination Survey Part 1
For State DSH Year 2025

Disclosure of Other Medicaid Payments Received:

1. Medicald Supplemental Payments for Hespltal Services DSH Year 07/01/2024 - 0613012025

(Should include UPL and non-claim specific payments paid based on (he slale fiscal year. However, DSH paymenls should NOT be included.)

2. Medi Managed Care Suppl tal Pay for hospltal services for DSH Year 07/01/2024 - 06/30/2025
(Should include all laim specific pay lor hospital services such as lump sum payments for lull Medicaid pricing (FMP), /[ quality pay bonus
p i pay ! ived by the hospilal (not by the MCO), or other incenlive payments,
NOTE: Hospital portion of I tal pay P d on DSH Survey Parl Il, Seclion E, Queslion 14 should be reporied here il paid on a SFY basis.
3. Tolal Medlcald and MedIcaid N ged Care Non-Clalms Payments for Hospltal Services07/01/2024 - 06/30/2025 S 60,966
tification:
Answer
1. Was your hospltal allowed to retain 100% of the DSH payment It recelved for this DSH year? Yes

Malching Ihe federal share with an IGT/CPE Is nol a basls for answerlng lhis question "no". Il your

hospital was not allowed to retain 100% of its DSH payments, please plain what cir were
present Lhat pr the hospllal from retaining Ils pay
Explanallon for "No"

The following cerilficatlon Is to be completed by the hospltal's CEO or CFO:;

| hereby cerify Ihal the Informalion in Seclions A, B, C, D, E, F, G, H, I, J, K and L of the DSH Survey files are lrue and accurale (o the bes! of our ability, and supporled by the financial and olher
{ ds of the hospilal. All Medicaid eligible pali including lhose who have privale insurance coverage, have been reported on the DSH survey reg. of whether the hospllal received
paymenl on lhe claim. | understand thal this information will be used lo d ine he Medicaid program’s pli wilh federal Disproporiionale Share Hospilal (DSH) eligibility and payments

provisions. Delailed support exisls for all amounlg reporied in tha survey. These records will be retained lor a period of nol less than 5 years lollowing lhe due dale of lhe survey, and will be made

le for i when requesled.

cEO 2 15 ( 2025

ignalure Tille Dale
Tracic Hauahey 706-678-9213 thaughey@wil ial ilal.com
Hospilal CEO or CFO Prinled Name Hospilal CEO or CFO Telephone Number Hospilal CEO or CFO E-Mail

Contact Informalion for individuals authorlzed to respond to Inquirics related lo this survey:

Hospital Conlact: Outslde Preparer:
Name|Tracie Haughey Name(Wilson E. Joiner, ill
Tille[CEO Tille]Pariner
Telephone Number|70G6-670-9213 Firm Name|Dralfin & Tucker, LLP
E-Mail Addi thaughoy@wiill: i pilal.com Telephone Number|229-863-7870
Mailing Slreel Address[120 Gordon Sireel E-Mail Address|bjoiner@dralfin-lucker.com
Mailing Cily, Slale, Zig[Washinglon, GA 30673

6.02 Property of Myers and StaufTer LC Page 2



D. General Cost Report Year Information
The following informalion is provided based on the information we received from the slale. Please review this informalion for items 4 through 8 and select “Yes" or "No" lo either agree or disagree with the
accuracy of the informalion. If you disagree with one of these items, please provide the correct informalion along with supporting documentalion when you submil your survey.

1.

@ N

3

@ N O ;oA

10.
1.
12.
13.
14.
15.

]

Select Your Facilily from the Drop-Down Menu Provided:

Selecl Cosl Report Year Covered by this Survey (enter "X"):
Status of Cost Report Used for lhis Survey (Should be audiled if available):
Date CMS processed the HCRIS file into the HCRIS database:

Hospital Name:

Medicaid Provider Number:

Medicaid Subprovider Number 1 (Psychialric or Rehab):

Medicaid Subprovider Number 2 (Psychiatric or Rehab):

Medicare Provider Number:

Owner/Operalor (Privale Stale Govt., Non-Stale Gowt., HIS/Tribal):

t-of-State Medi b
[o]

d Provider N . List all states where you h:

State Name & Number
Stale Name & Number
Stale Name & Number
Slale Name & Number
Stale Name & Number
Slale Name & Number
Slate Name & Number
(List additional stales on a separale atlachment)

5/1/2022 -

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

DSH Version  9.00 9/11/2024

4/30/2023

WILLS MEMORIAL HOSPITAL

51112022
through

4/30/2023

{ X ] [

1 - As Submilted
9/9/2023

Data Correct? Il Incorrect, Proper Information
WILLS MEMORIAL HOSPITAL Yes
000002087A Yes
0 Yes
0 Yes
111325 Yes
Non-Slate Gowt. Yes
ad a Med| provider agr during the cost report year:
State Name Provider No.

E. Disclosure of Medicaid / Uninsured Payments Received: (05/01/2022 - 04/30/2023

NN

@

©o

1.

14.

15.

Note 1: Subtitle B - Miscellaneous Provision, Section 1011 of the Medicare Prescription Drug Improvement and Moderni
received these funds during any cosl report year covered by the survey, they must be reported here. If
seclion lilled "Seclion 1011 Payments Relaled to Non-Hospital Services.” Olherwise report 100 percen

Seclion 1011 Payment Related to Hospital Services Included in Exhibils

Seclion 1011 Paymenl Relaled to Inpalient Hospital Services NOT Included in Exhibils B & B-1 (See Note 1)
Seclion 1011 Payment Relaled to Oulpalient Hospilal Services NOT Included in Exhibits B & B-1 (See Note 1)

B & B-1 (See Note 1)

Total Section 1011 Paymenls Related to Hospital Services (See Note 1)
Seclion 1011 Payment Relaled to Non-Hospilal Services Included in Exhibils B & B-1 (See Note 1)

Seclion 1011 Paymenl Related to Non-Hospital Services NOT Included i

Out-of-State DSH Payments (See Note 2)

. Tolal Cash Basis Palient Paymenls from Uninsured (On Exhibit B)
10.

n Exhibils B & B-1 (See Nole 1)

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

Total Cash Basis Palient Payments from All Other Patients (On Exhibit B)

Total Cash Basis Palient Payments Reported on Exhibit B (Agrees to Column (N) on Exhibit B, less physician and non-hospital portion of payments)

Uninsured Cash Basis Palient Payments as a Percenlage of Total Cash

Basis Patienl Payments:

. Did your hospital recelve any Medicald manaqged care payments not paid at the claim level?

——
S-
Inpatient Qutpalient Total
[s 7581 [s 75,926 | $83,507
s 8949 | s 256,960 | $265,909
$16,530 $332,886 $349,416
45.86% 2281% 23.90%
No

Should include all non-claim-specific payments such as lump sum

Tolal Medicaid managed care non-claims payments (see queslion 13 above) received applicable to hospilal services
. Total Medicaid managed care non-claims paymenls (see queslion 13 above) received applicable lo non-hospilal services

16.

for full Medicaid pricing,

Tolal Medicaid managed care non-claims payments (see queslion 13 above) received

Printed 7/7/2025

quality p bonus

itatic received by Iifospital (niol by the MCO), or other incentive payments.

—

S-

izalion Act of 2003 provides federal reimbursement for emergency health services fumished lo undocumented aliens. If your hospital

you can document thal a portion of the payment received is relaled to non-hospital services (physician or ambulance services), report thal amount in the
Lof the funds you received in the section related lo hospilal services.

Property of Myers and StaufYer LC

Version 9.00
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State of Georgia

Disproportionate Share Hospital (DSH) Examination Survey Pan I

Note 2. Report any DSH payments your hospital received from a slale Medicaid program (other than your home slate). In-slale DSH paymenls will be reported direclly from the Medicaid program and should not be included in this seclion of the survey.

F. MIUR/LIUR Qualifying Data from the Cost Report (05/01/2022 - 04/30/2023'

1.

PosrwN

owLeN

-

NOTE: All data in this section must be verified by the hospltal. If dala is
already present In this section, It was completed using CMS HCRIS cost
report data. If the hospital has a more recent version of the cost report,

the data should be updated to the hospital's version of the cost report.

F-1. Total Hospital Days Used in Medicald Inpatient Utllization Ratio (MIUR)
Total Hospilal Days Per Cosl Report Excluding Swing-Bed (C/R, WIS S-3, PL. I, Col. 8, Sum of Lns. 14, 16, 17, 18.00-18.03, 30, 31 less lines 5 & 6)

692

F-2. Cash Subslidies for Patient Services Recelved from State or Local Governments and Charlty Care Charges (Used in Low-ncome Utilization Ratio (LIUR) Calculation):

Inpatient Hospilal Subsidies

Outpalient Hospilal Subsidies

Unspecified I/P and O/P Hospital Subsidies
Non-Hospilal Subsidies

Tolal Hospital Subsidies

Inpalient Hospilal Charily Care Charges
Qulpalient Hospital Charily Care Charges
Non-Hospilal Charity Care Charges

Total Charity Care Charges

F-3. Calculatlon of Net Hospital Revenue from Patlent Services (Used for LIUR) [WIS G-2 and G-3 of Cost Report

Jolal Patient Revenues (Charges)

Formulas can be overwrilten as needed with actual data.

1.
12
13.
14,
15.
16.
17.
18.
18.
20.
21.
22,
23.
24,
25,
26.

27.
28.

29,
30.

31.

=y

32.

33

34.

35.

36.
37.

37.214

424,621

461,835

(See Note in Section F-3, below)

Conlractual Adjustments {formulas below can be ovenwritten famotints
are Known): o 1

|

Inpatient Hospital Outpatlent Hosp Non-Hosplital Hospital Outpalient Hosp Non-Hospital \etHospital qugﬂi’ai
Hospilal $385,872.00 139,468 -1 IS - $ 246,404
Subprovider | (Psych or Rehab) $0.00 - -1 S -1 $ -
Subprovider Il (Psych or Rehab) $0.00 - - -/ S -
Swing Bed - SNF $625,075.00 225,925
Swing Bed - NF 0.00 =
Skilled Nursing Facilily 0.00 -
Nursing Facilily 0.00 =
Olher Long-Term Care 0.00 S -
Ancillary Services §3.757,406.00 $11,077,250.00 1,358,065 S 4,003,727 3 - S 9,472,864
Oulpalienl Services $3.545,412.00 S 1,281,443 - S 2,263,969
Home Health Agency $0.00 -1 ]
Ambulance - HRE . - HRE -1 L -]
Outpalient Rehab Providers §0.00 -] LS - -1 S =
ASC $0.00 $0.00 - S - - $ ol
Hospice 50.00 -1 [ ]
Other $0.00 $0.00 $3.093,778.00 - S - 1,118,208 S -
Tolal S 4,143,278 S 14,622,662 $ 3,718,853 1,497,534 S 5,285,170 S 1,344,131 S 11,983,237
Total Hospital and Non Hospital Total from Above S 22,484,793 Total from Above S 8,126,834
Total Per Cosl Report Tolal Palient Revenues (G-3 Line 1) 22,484,793 Total Conlraclual Adj. (G-3 Line 2) 7,560,184
Increase worksheet G-3, Line 2 for Bad Debts NOT INCLUDED on worksheet G-3, Line 2 (impacl is a decrease in nel palient
revenue) +
Increase worksheet G-3, Line 2 for Charily Care Wrile-Offs NOT INCLUDED on worksheet G-3, Line 2 (impact is a decrease
in nel palient revenue) +
Increase worksheet G-3, Line 2 lo reverse offset of Medicaid DSH Revenue INCLUDED on worksheel G-3, Line 2 (impact is
adecrease in nel palienl revenue) 4 566.650
Increase worksheet G-3, Line 2 to reverse offset of State and Local Palient Care Cash Subsidies INCLUDED on waorksheet
G-3, Line 2 (impact is a decrease in nel patient revenue) +|
Decrease worksheet G-3, Line 2 to remove Medicaid Provider Taxes INCLUDED on worksheet G-3, Line 2 (impacl is an
increase in nel patient revenue) b
Blank Recon Line OR "Decrease worksheet G-3, Line 2 to remove Charily Care Charges related o insured patients
INCLUDED on worksheel G-3, Line 2 (impact is an increase in nel palient revenue)" =
Adjusled Conlractual Adjusiments 8,126,834
Unreconciled Difference Unreconciled Difference (Should be $0) S - Unreconciled Differepce (Should be $0) S -

_— —

Printed 7/7/2025

Property of Myers and StaufTer LC

Version 9.00
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G. Cost Report - Cost/ Days / Charges

State of Georgia

Disproportionate Share Hospital (DSH) Examinalion Survey Part 11

| WILLS MEMORIAL HOSPITAL

Intern & Resident

RCE and Therapy

I/P Routine

Version 9.00

Line Total Allowable Costs Removed on Add-Back (If I/P Days and I/P  Charges and O/P Medicaid Per Diem /
# Cost Center Description Cost Cost Report * Applicable Total Cost Ancillary Charges Ancillary Charges Total Charges Cost or Other Ratios
NOTE: All data in this section must be verified by the
hospilal. If data is already present in this section, it was Inpatient Routine
completed using CMS HCRIS cost report data. If the hospital Days - Cost Report Charges - Cost
has a more recent version of the cost report, the data should| Cost Report ngr‘:sf;sg?g Cost Report Swing-Bed Carve W/S D-1, Pt. I, Line | Report Worksheet
be updated to the hospital's version of the cost report. Warkshesz Part 1, Col 25 Worksheet C, Out - Cost Report Calculated 2 for Adulls & Peds; C,Pt 1 Col. 6 Calculated Per Diem
Formulas can be overwritten as needed with actual data. Part ], Col. 26' (Intern é‘ Re.sidenr Part |, Col.2 and Worksheet D-1, W/S D-1, PL. 2, (Informalional only
g Offset ONLY Col. 4 Part |, Line 26 Lines 42-47 for unless used in
others Section L charges
allocation)
Routine Cost Centers (list below):
1 03000|ADULTS & PEDIATRICS S 4,930,526 | § -8 - $2,929,402.00 | $ 2,001,124 1,380 $972,893.00 $ 1,450.09
2 03100|INTENSIVE CARE UNIT S - S -18 - $ = - $0.00 $ -
3 03200{CORONARY CARE UNIT 3 - 3 -|s - S - - $0.00 S -
4 03300|BURN INTENSIVE CARE UNIT - > -18 - $ - - $0.00 % -
5 03400|SURGICAL INTENSIVE CARE UNIT - -1 S - $ - - $0.00 S -
6 03500|OTHER SPECIAL CARE UNIT - - $ - - $0.00 $ =
7 04000{SUBPROVIDER | - S - - $ - - $0.00 $ -
8 04100{SUBPROVIDER Il - - - $ - - 0.00 $ -
9 04200|OTHER SUBPROVIDER - -| S - $ - - 0.00 $ -
10 04300{NURSERY - 3 -|s - S - - 0.00 $ -
1" - $ -18 - 3 - - $0.00 $ -
12 J - S -18 - $ - - $0.00 -
13 - -1s - S - - $0.00 E -
14 > = -1S - $ - - $0.00 E -
15 S - -} 8 - $ - - $0.00 5 =
16 > - -1S - $ - - $0.00 -
17 N S - S -8 - $ - - $0.00 -
18 Total Rouline 3 4,930,526 $ -3 -3 2,929,402 $ 2,001,124 1,380 § 972,893
19 Weighled Average
Hospital Subprovider | Subprovider Il N h
Observation Days - | Observation Days - | Observation Days - |  Calculated (Per Inp acflent Charges - [ Oulpalient Charges |  Tolal Charges - Al
2 ost Report Cost Report Cost Report Medicaid Calculated
Ses Empan WIS | Cast Repan WISIS | Cost Report WIS S-| - Dismeidbever 1), oo oo et o i Cost-to-Charge Ratio
3, PL |, Line 28, Col.| 3, PL I, Line 28.01, | 3, Pt. I, Line 28.02, | Mulliplied by Days) Col. 6' o Col. 7' e Col 8' B g
Observalion Data (Non-Distinct) 8 Col. 8 Col. 8
20 |og200]Observation (Non-Distinct) 668 2 -Is 997,662 $20.363.00 $637,064.00 | § 657.427 1.517525
Cost Report chrs;;:gg fg Cost Report Inpalient Charges - | Oulpatient Charges{ Tolal Charges - .
Worksheet B, Part 1 Col 25 Worksheet C, Calculated Cost Report Cost Report Cost Report Medicaid Calculaten_j
Part 1. Col. 2é (intern & Re.si dent Part |, Col.2 and Worksheet C, Pt I, | Worksheet C, PL. I, | Worksheet C, Pt. I, | Cost-to-Charge Ratio
t Col. 4 Col. 6 Col. 7 Col. 8
Offset ONLY
Ancillary Cost Centers (from W/S C excluding Observation) (list below)
21 5000{OPERATING ROOM $381,399.00 | S -3 - $ 381,399 $7,731.00 $333,166.00 | § 340,897 1.118810
22 5400]RADIOLOGY-DIAGNOSTIC 1,173,403.00 | § -18 = S 1,173,403 $243,268.00 $3,181,073.00( S 3,424,341 0.342665
23 GOOO|LABORATORY $1,466,499.00 | § -1S - $ 1,466,499 $252,814.00 $2,089,250.00 | § 2,342,064 0.626157
24 6500|RESPIRATORY THERAPY $1,727,898.00| $ -1S - $ 1,727,898 $872,564.00 $1,515,621.00| $ 2,388,185 0.723519
25 6600{PHYSICAL THERAPY $958,107.00 | $ -1S - $ 958,107 $430,013.00 $975.916.00 | $ 1,405,929 0.681476
26 6700]OCCUPATIONAL THERAPY $353,907.00 | § -8 - $ 353,907 $489,568.00 $233,854.00 | § 723,422 0.489212
27 G6B00|SPEECH PATHOLOGY $131,288.00 | § -1 8 - $ 131,288 $115,043.00 $37,047.00 152,090 0.863226
28 7100{MEDICAL SUPPLIES CHARGED TO PATIENT $292,647.00 | S - - $ 292,647 $215,658.00 $659,330.00 874,988 0.334458
29 7200]IMPL. DEV. CHARGED TO PATIENTS $6,222.00 | S -] - $ 6,222 $0.00 $64,843.00 64,843 0.095955
30 7300|DRUGS CHARGED TO PATIENTS $791,078.00 | § -18 - $ 791,078 $1,099,074.00 $1,427,321.00[ § 2,526,395 0.313125
31 9000{CLINIC $197,538.00 | S -1S = $ 197,538 $0.00 $102,771.00 | $ 102,771 1.922118
Printed 7/7/2025 Property of Myers and Stauffer LC Page 3
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State of Georgia

Disproportionate Share Hospital (DSH) Examination Survey Part 11

G. Cost Report - Cost/ Days / Charges
RepaNY.ear(05101/2022:0A/30/20230 i s

08 WILLS MEMORIAL HOSPITAL

Intern & Resident RCE and Therapy

I/P Routine

Version 9.00

Line Total Allowable Costs Removed on Add-Back (If IIP Days and I/P  Charges and O/P Medicaid Per Diem /

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

9100|EMERGENCY $1.772,816.00| § - - S 1,772,816 5196.37-3710 $3,218,398.00 | $ 3,414,771 0.519161
$0.00(§ - - $ - 0.00 $0.00 | § - -
$0.00 [ § - - $ - 0.00 $0.00 | § - =
$0.00 | § - - S - 0.00 $0.00 | = =
$0.00 | § - - $ - $0.00 $0.00 | - -
$0.00 | 8§ - - $ - $0.00 $0.00 | § = =
$0.00 | § - - $ - $0.00 $0.00 | 8 - -
$0.00 (S -1 - $ - $0.00 $0.00 | $ = -
$0.00[S -18 - $ - $0.00 S0.00 | $ - =
$0.00 -18 - $ - $0.00 $0.00 | § = -
$0.00 -1 - $ - $0.00 $0.00 | § = -
$0.00 -1s - $ - $0.00 $0.001$ = -
$0.00 S - - S - $0.00 $0.00 | $ = -
$0.00 [ § -1S - $ - $0.00 $0.00 | $ - E:
\ $0.00 | S -1 - S - $0.00 $0.00 | 8 - -
$0.00(§ -8 - $ - $0.00 $0.00 | $ - -
$0.00 | S -18 - 3 - $0.00 $0.00 | § = -
0.00 | § S - 3 - $0.00 $0.00 | § - -
0.00 | S -|S - S = $0.00 $0.00 (S - -
0.00 | § -1 - $ - $0.00 $0.00 S - -
$0.00 | § -1 - $ - $0.00 $0.00 | § - -
$0.00 -19 - $ - $0.00 $0.00 | § - -
$0.00 -8 - 3 - $0.00 $0.00 | $ - -
$0.00 -1 - $ - $0.00 $0.00 | § - -
$0.00 | § -1S - $ - $0.00 $0.00 | § - -
$0.00 | § -18 - $ - $0.00 $0.00 | § - -
$0.00($ -1S - $ - $0.00 $0.00(§ - -
$0.00 -1S - $ - §0.00 $000 (3 - =
§0.00 -1 S - $ - $0.00 $0.00 | § - -
$0.00 -18 - $ - $0.00 $0.00 | § - -
$0.00 -18 - $ - $0.00 $000 | § - -
§0.00 =18 - - $0.00 $0.00 | $ = -
$0.00 | § - - - $0.00 $0.00 | $ - =
$0.00 ] § =18 - - $0.00 $0.00 | $ - -
$0.00 |8 -18 - $ - $0.00 $0.00 | $ - -
$0.00 [ § -8 - $ - $0.00 $0.00|($ - -
$0.00 [ S -18 - $ - $0.00 $0.00 | S - -
$0.00 S - - - $0.00 $0.00 | $ - -
$0.00 | § - - - $0.00 $0.00 | $ & -
$0.00( 8 - - - $0.00 $0.00 | § - -
S$0.00[S - - - 0.00 $0.00 | § - -
$0.00S - - $ - 0.00 $0.00|$S - -
$0.00| S - - $ - 0.00 $0.00 - -
$0.00 [ S BE - S - $0.00 $0.00 - -
$0.00) 8 -18 - $ - $0.00 $0.00 - -
$0.00[ S -1 - - $0.00 $0.00 - -
$0.00 | § -1S - - $0.00 S000($ - -
$0.00|S -1S - - 0.00 $0.00 (S - -
$0.00 | $ - - $ - 0.00 $0.00 | $ - -
$0.00] S - - $ - $0.00 $0.00 | § = =
$0.00 | S HE - $ - $0.00 $0.00 | § - -
$0.00| S HE - $ - 0.00 $0.00 (S - -
$0.00 (S -1S - S - 0.00 $0.00 | $§ - -
$0.00 | S -1 - $ - $0.00 $0.00 | § - -
$0.00 (S -|S - $ - $0.00 $0.00 | § - -
$0.00 [ S -18 - $ - $0.00 $0.00 | § - -
$0.00 (S -1S - $ - $0.00 $0.00 | § - =
$0.00( S -1 - $ - $0.00 $0.00 - -
$0.00[S -|S - $ - $0.00 $0.00 | $ - -
$0.00 [ S - - $ - $0.00 $0.00 [ § - -

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 I1

G. Cost Report - Cost/ Days / Charges
(CosTRepor Y ear05/01/2022:04130/2072:

.|WILLS MEMORIAL HOSPITAL

Intern & Resident RCE and Therapy 1P Routine
Line Total Allowable Costs Removed on Add-Back (If IIP Days and IIP  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 - = s = $0.00 $0.00] 5 - -
9 $0.00| s - - $ - $0.00 $0.00 | $ - -
94 $0.00| S - - $ - $0.00 $0.00 | $ > -
95 $0.00 -18 - $ - $0.00 $0.00 | § - -
96 $0.00 - - $ - $0.00 $0.00 | $ - -
97 $0.00 - - $ - $0.00 $0.00 | $ = -
98 $0.00 | S B E - $ - $0.00 $0.00 | § - -
99 $0.00( S - - $ - 0.00 $0.00 | $ = -
100 §0.00 - - $ - 0.00 $0.00 | $ - =
101 $0.00 - - $ - 0.00 50.00 | $ - %
102 $0.00 [ S - - $ - $0.00 0.00 | § - -
103 $0.00| S - - $ - $0.00 0.00 | $ - -
104 $0.00(S -1$ - - $0.00 0.00 | $ - -
105 $0.00[S -|$ - - $0.00 0.00 [ § - -
106 $0.00] S -1 S - - $0.00 $0.00 | $ d -
107 $0.00 [ § -18 - - $0.00 $0.00 | § - -
108 50.00 [ § -1s - S - 0.00 $0.00 | § - -
109 50.00 | S - - $ - 0.00 0.00 | § - =
110 0.00 [ § - - $ - 0.00 0.00 | § - -
11 $0.00| S BE - 3 - 0.00 0.00 [ - -
112 $0.00 | § -8 - $ - 0.00 0.00 | § - -
113 $0.00 [ § -8 - 3 - 0.00 0.00 | § - -
114 $0.00( S - - S - $0.00 0.00 | § - -
115 $0.00| S -| S - $ - $0.00 $0.00 | $ < -
116 $0.00| S - - $ - $0.00 $0.00 | § - -
117 $0.00 | S - - $ - $0.00 $0.00 | § - -
118 $0.00|S - - S - $0.00 $0.00 [ $ - -
118 S0.00|S -] - $ - $0.00 $0.00 | S - -
120 S$0.00(S -1S - $ - $0.00 $0.00 | S - -
121 $0.00S - - $ - $0.00 50.00 | $ - -
122 $0.00 | S -] S - $ - $0.00 0.00 | & - -
123 $0.00 (S -18 - $ - $0.00 0.00 [ § - -
124 S0.00 | S -1S - $ - $0.00 0.00 (3 - -
125 $0.00( S -1S - $ - $0.00 $0.00 | $ = -
126 Total Ancillary $ 9,252,802 $ - § - $ 9,252,802 $ 3,942,469 $ 14,475,654 § 18,418,123
127 Weighted Average
128 Sub Totals $ 14,183,328 $ - § - S 11,253,926 $ 4915362 $ 14,475,654 $ 19,391,016
129 NF, SNF, and Swing Bed Cosl for Medicaid (Sum of applicable Cost Report Worksheet D-3, Title 19, Column 3, Line 200 and $0.00

Worksheet D, Part V, Tille 19, Column 5-7, Line 200)
130 NF, SNF, and Swing Bed Cosl for Medicare (Sum of applicable Cost Report Worksheet D-3, Title 18, Column 3, Line 200 and $1,213,257.00

Worksheet D, Part V, Tille 18, Column 5-7, Line 200)
131 NF, SNF, and Swing Bed Cosl for Other Payers (Hospital must calculate. Submit support for calculation of cost.)
131.01 Other Cost Adjusiments (support must be submilted)
132 Grand Total $ 10,040,669
133 Total Intem/Resident Cost as a Percent of Other Allowable Cost 0.00%

* Nole A - Final cosl-lo-charge ralios should include leaching cost. Only enter Intern & Resident costs if it was removed in Column 25 of Worksheet B, PL. | of the cosl report you are using
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e T T e - T T Iy
3 < Inchried Exowhsie kinth Meccaki Tetallo-Stats Mede 3 (Dv) bnckids,
In8(sts Medars FF8.CronsOnrs bwth x Madcad FFG & 1400 Exnsuiled 3hd 1o
i Medcad Secondaryy s L oo o
Medicaid Per Medicaa Cost to Touls
Diem Cost for Charge Ratio for Inpatient Outpatient (Includes alt
Line s Cost Center Dercription Routine Cost Ancillary Cost Inpatient Outpatient Inpatient Outpatient Inpatient Outpatient Inpatient Outpatient Inpatient Outpatient {See Exhibit A) (See Exhibit A) Inpatient Outpatient payers)
From Secton G — ¢ FromPS&R | From PSER From PSLR From PS8R | FompPSER | From PSER From PS&R FromPS&R | From PSER | FomPSER | FramHaspurfs || From Hospiars i
ks 2] S 58 Summary (Note 4) . | Summary (Nete d) | Summary (NoteA) . | Summary (Nete A} . _ Summary. (Note A) | Summary (Note Al | Summary (Note A) | Summary (Note A) | . Summary (Note A) | | Summary (Nots A) | Owniniemat _Own Internal
Routine Cos! Centers (from Section G): Day Days Days Days Oays Days Oays
03000 _JADULTS & PEDIATRICS 145009 T [ a3 30 301 LTS
03100 [INTENSIVE CARE UraT - >
[03200_|CORGNARY CARE UNIT : -
[03300_|BURN INTENSIVE CARE GHIT S -
03400 | SURGICAL INTENSIVE CARE Ura1 - s
03500 |OTHER SPECIAL CARE UraT - - -
04000 [SUBPROVIDER T - -
04100 | SUBPROVIDER 11 .
04200 |OTHER SUGPROVIDER
03300_|HURSERY
Total Days 53 - 51 =3 < w© - 363 e
Toli Dy par PSAR or i Dt | ——=— —= —m i —=
Urvaconciled Days (Explain Vananca) - < < - 3 -
Routine Charges Rouline Charges Routine Charges Routine Charges Routine Charges
uiated Routne Chargs 5101 T T 3 g
Ancillary Cunt Centers {liom WIS C)(from Section G): Ancillary Charges _Ancillary Charges _ Ancillary Charges _ Ancillary Char Ancllary Charges | Ancillary Charges Ancilwy Charges  _Ancllary Charges _Ancilluy Charges _Ancillary Charges _Ancillary Charges _ Ancillary Charges _Ancitiry Charges _Ancillary Charges
09200 _|Observaten (Hon-Onincl] 3. van 019 3.5 5044 - 165194 4306 224 6.327 2% 43 15%
S000|OPERATING ROOM 18810 . (XA - 9 005 T - - - 2
5400| RADIOLOGY-DIAGHOSTIC 0342665 E2 A || I—— YT 36763 <68 e47 ERZREY] 176,033
G000 [LABORATORY. 0626157 | [~ 45077 | 116911 163 570 34.C3 314630 260 EGT 132,392
GO0 RESPIRATORY THERAPY. 0.723519 FEALZ) ) 51600 16 1¢5 351345 37,507 118.745 152 7%
'GE00| PHYSICAL THERAPY 0681476 57% 13,757 3757 TR E 21,536
6700 OCCUPATIONAL THERAPY 0469712 TG | - 0 iz —__icaln| 1920 23327
€800/ SPEECH PATHOLOGY. 0867226 167 | FIx3 - 5% 2562 - ) 76%
7100[MEDICAL SUPPLIES CHARGED TG PATIENT 0331450 (EXI[Y 37 53578 03 553 1501 €505 ars17
7200|IMPL. DEV. CHARGED 10 PATIENTS 0695955 - 0 10355 | - -
7300 DRUGS CHARGED 10 PATIENTS 0313125 1146 1052 324333 | Az 95650 140,969
So00|cUC 1922118 - 5987 13926 5 7507 - X
S100[EMERGENCY 03515161 34N 170,500 225005 75353 S14699 93745 T25T.121 |senes
5 P Jooon
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Gk Ravon Vear (5012022 043020250 ] WILLS MEMORIAL HOSPITAL

Tetal I State Madicad (Doys Inchide

MeScAKFES & MCO Evhatisied 5ad Hoo R T 1Y
G . ) Cost Report

Total Chaiges fincludes organ scquision from Section ) (B 2w947] [ so1043] [ -1 n:zssz] s 222895 | [5 10972] [3 308882 |3 2313764 [5 - L - s a3 139613] [3 sz ][5 4685.731 TR
i ay

(grees s B 4]  (Agressia €

Im-State Madcae FFS Cross-Overs frth
Modcad Lecondary) 5

An-Eiate Medead FF 5 Pranary

Totals / Payments

Total Charges per PSAR or Exhibit Detail 3 2moar] [3 wion] [3 i nesy] [5 727005 ] (3 o] [3 amenr ][5 2aatea] [3 [ A6 imad] [ _vowen]
Unreconciled Charges (Explain Vailance) = 5 S 5 = B P 3 - = 2 B
Toul Calculated Cost (includes organ acqulsition from Section J) B 2a2.110] [3 268363 ] [ 10 saiera] [3 184738 3 21283 3 315552 [ 1365328] [ i 1 waz] [ 724503 ] aws

Tolal Medcaid Paid Amount (sxchades TPL, Co-Pay and Spand-Down) 3 oo ] [3 ERIRT) 1 Foxa) Tiw?] [3 in][5 G
Tolal Medicaid Managed Cars Pald Amouni (excludes TPL, Co-Pay and S pend-Down) (Ses Hols E) =l 3 o]
Private Insurance (inckuding primary and third party iabity) D i) [3 EXT) 3 == T 34573
Set-Pay (inchuding Co-Pay and Spend-Down) T 7253 1 E 3 7]
Tolal Aliowed Amourt from Medicaid PSAR or RA Detall (All Payments) 3 T B T |3 374552
Medicald Cosi Setlemant Payments (See Mote B) 3 o314 18218
Othar Medicaid Paymants Reported on Cast Reporl Year (See Hote C)
Madicare HMO) P, {axcludes cok (SeabiotsP) | 3 3 TE 0 — ] )
Madicare 98 (HMO) Paid A (exchudes coi b s 282621 5 1118833 |
Medcars Cross-Over Bad Debt Payments 3 3 72421
Othar Madicats Cros3-Over Paymants (See Note D) 3 1 3 T%978 X 5
P i Repon Year 3 75813 75526
Secbon 1011 Paymert Relaled o Inpatient Hosptal Services NOT Inchuded In Exhibts B & B-1 (from Section E)
Calculated Payment Shortfall ! (Longfall) (PRIOR TO SUPPLEMENTAL PAYMENTS AND DSH) [3 &a] [¥ ss715] [3 - 3 et [ 1aiiia] [3 - 1[0 10 s8] [¥ s.57] 3 1e172][3 354,506 ]

Calculaled Payments 21 2 Percentage of Cost 0% 9% % % 9% 5% 0% % % 0% 6% 0% % 5%
Total Medicare Days from WIS 53 of the Cost Report Excluding Swing-Bed (C/R, WIS $-3, PL I, Col. 6, Sum of Lns, 2,3, 4, 14, 16, 17, 18 less lines 58 &

ys 1o tolal Medie ys from the costreport ] 1%

Hoka A - These amounts must agres lo your inpavent and outpatiend Medcad paid claims summary. For Managed Care, Cross-Over dala, and other shbles, Use the hospals fogs ¢ PSSR summanes are not avaiable (sibmt logs with surve
Note B - Medicald cost salement payments rsfer o payments made by Medicaid during a cost faport seltiement thai Y 0 Y of PSAR).

Hota € - Othar Medicaid Payments such a3 Outiers and Non-Claim Specelc paymants. DSH payments should NOT be Included. UPL payments made on  state fiscal year basis shoukd be raported in Secbon C of the survey.

Tiote D - Should Includs other Medars eross-over prymants nol inchuded in the paid claims data reported abov. This includas payments paid based on the Medicars cottroport semement (5., Medicare Graduate Medial Educason payment
Hote € - Medicald Managed Cars paymerds should inchude sl Medcaid Managed Gars payments relaisd 1o the sarvices provided, inchuding, but nat imied 1o, incentve payments, bonus paymants, apiation and sub-<apdaton paymert

Nole F - Medicars payments . MCO, MCD buckets y Medicare Pant B payments lor Inpatiant, Medicald prmary ck h Medi iy coverage d sarvices. should
not have Medicars PantA benafits (due ko ho coverage or eshausted banefits).

Frinted 7772023 Property of Myen and Suuller 1.C Page



State of Georgia

Version 9.00

Disproportionate Share lospital (DSI1) Examination Survey Part 1i

L. Provider Tax Assessment Reconciliation / Adjustment

An adjustment is necessary to properiy reflect the Medicaid and uninsured share of the provider tax assessmenl for some

The Medicaid and

share of the provider lax assessmenl collecled is an

allowable cost in delermining hospilal-specific DSH limils and, therefore, can be included in lhe DSH examinalion survey. However, depending on how your hospilal reports it on the Medicare cost repori, an adjusiment

may be necessary lo ensure the cost is properly reflected in delermining your hospilal-specific DSH limil. For inslance, if your hospital removed par or all of the
full amount of the provider tax assessment would nol have been apportioned lo lhe various payers through the step down i

for the Medicaid and

the hospilal-specific DSH limit. If your hospital needs lo make an

CostRenoil Yenr{05/01/2022:04130/2023) WILLS MEMORIAL HOSPITAL

and share being in

provider tax assessment on the Medicare cosl repor, the

process, Iling in the
share of the provider lax assessmenl, please fill oul the reconcilialion below, and submit the supporting general
ledger entries and olher supporting documentation lo Myers and Slaulfer, LC along with your hospilal’s DSH examinalion surveys.

Worksheel A Provider Tax Assessment Reconcilialion:

1 Hospilal Gross Provider Tax Assessment (from general ledger)®
1a Worlung Trial Balance Account Type and Account # that incluces Gross Provider Tax Assessment
2 Hospital Gross Provider Tax Assessment Included in Expense on the Cost Report (WS A, Col. 2)

Dollar Amount

WIS A Cest Center
Line

[ JowTB Account )

|(Where is the cost included on w/s A7)

3 Difference (Explain Here >) CAH S -
ider Tax A Recl: (from wis A< of the Medicare cost report)
4 Reclassification Code (Reclassified to / (from))
5 Reclassification Code (Reclassilied to / (from))
6 Reclassification Code ( ified to / (from))
7 Reclassification Code (Reclassified to / (from))
DSH UCC ALLOWABLE - Provider Tax Assessment Adjustments{from wis A8 of the Medicare cost report)
8 Reason lor adjustment | (Adjusted to / (from))
9 Reason for adjustment |(Adjusted to / (from))
10 Reason for adjusiment (Adjusted to / (from))
1 Reason for adjustment (Adjusted to / (from))
DSH UCC NON-ALLOWABLE Provider Tax A dj wis A6 of the cost 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 B:
DSH UCC Provider Tax Assessment Adjusiment:
17 Gross Allowable Assessment Not Included in the Cost Report E
Apportionment of Provider Tax A Adjt to All Medicaid Eligible &
8 Medicaid Eligible®** Charges Scc. G 5,568,455
19 Uninsured Hospital Charges Sec. G 1,572,107
20 Total Hospilal Charges Sec. G 19,381,016
21 Medicaid Eligible Percentage of Provider Tax Assessment Adjustment lo include in DSH Medicaid UCC*** 28.72%
22 ge of Provider Tax taoinclude in DSH Uninsured UCC 8.11%
23 Medicaid Eligible Provider Tax Assessment Adjustment to DSH UCC*** S .
24 Uni d Provider Tax j to DSHUCC S -
25 Provider Tax dijt to DSH UCC Including all Medicaid eligibles*** ) -
Apportionment of Provider Tax A Adj to M Primary & Unii
26 Medicaid Primary*** Charges Sec. G 1,897,942
27 Uninsured Hospital Charges Sec. G 1,572,107
28 Total Hospital Charges Sec. G 19,391,016
29 Medicaid Primary Percentage of Provider Tax Assessment Adusiment lo include in DSH Medicaid UCC*** 9.79%
30 Percentage of Pravider Tax Assessment Adjustment to include in DSH Uninsured UCC 8.11%)
ki} Medicaid Primary Provider Tax Assessment Adjustment to DSH UCC"™* N -
32 Uninsured Provider Tax Assessment Adjustment to DSH UCC S -
33 Medil Primary Tax djt loDSHUCC** $ -

* Assessment must exclude any non-hospital assessment such as Nursing Facility.
** The Gross Allowable Assessment Not Included in the Cost Report (line 17, above) will be to Medicaid and

charge ralios and per diems used in the survey.

based on charges sec. g unless the hospital provides a revised cost report to include the amount in the cost-lo-

“*“For stale plan rafe years (SPRY) beginning on or after October 1, 2021, Medicaid UCC includes only Medicaid primary cost and paymenis, unless a provider qualifies for 97th percentile exceplion and it benefils them. The exception is based

on SPRY. For cost report periods overlapping SPRYs beginning on or after elfective date, the id primary lax

Printed 7772025
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fo DSH UCC (line 33, above) will be ulilized unless the provider qualifies for the 97th percentile

exceplion and the SPRY UCC is grealer ulilizing total Medicaid eligible population. 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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