A. General DSH Year Information

1. DSH Year:

2. Select Your Facility from the Drop-Down Menu Provided:

Identification of cost reports needed to cover the DSH Year:

3. Cost Report Year 1
4. Cost Report Year 2 (if applicable)
5. Cost Report Year 3 (if applicable)

. Medicaid Provider Number:

© ® N o

. Medicare Provider Number:

B. DSH OB Qualifying Information

Medicaid Subprovider Number 1 (Psychiatric or Rehab):
Medicaid Subprovider Number 2 (Psychiatric or Rehab):

State of Georgia

Disproportionate Share Hospital (DSH) Examination Survey Part |

Begin End
| 07/01/2019] | 06/30/2020]

For State DSH Y ear 2020
DSH Version 2/17/2021
Workpaper #: Reviewer:
Examiner:
Date:

|HOUSTON MEDICAL CENTER

Cost Report Cost Report
Begin Date(s) End Date(s)
01/01/2020 12/31/2020
Data

000000976A

0

0

110069

Questions 1-3, below, should be answered in the accordance with Sec. 1923(d) of the Social Security Act.

During the DSH Examination Year:

N

. Did the hospital have at least two obstetricians who had staff privileges at the hospital that agreed to

provide obstetric services to Medicaid-eligible individuals during the DSH year? (In the case of a hospital
located in a rural area, the term "obstetrician" includes any physician with staff privileges at the

hospital to perform nonemergency obstetric procedures.)

Was the hospital exempt from the requirement listed under #1 above because the hospital's
inpatients are predominantly under 18 years of age?

Was the hospital exempt from the requirement listed under #1 above because it did not offer non-

N

@

emergency obstetric services to the general population when federal Medicaid DSH regulations

were enacted on December 22, 19877

3a. Was the hospital open as of December 22, 19877

3

S

What date did the hospital open?

6.00

DSH Examination
Year (07/01/19 -
06/30/20)

[ ves ]
No
NO
Yes

7/2/1960
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State of Georgia
Disproportionate Share Hospital (DSH) Examination Survey Part |
For State DSH Y ear 2020

C. Disclosure of Supplemental Medicaid Payments Received:

1. Medicaid Supplemental Payments for Hospital Services DSH Year 07/01/2019 - 06/30/2020 $ 5,322,019

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

2. Medicaid Managed Care Supplemental Payments for hospital services for DSH Year 07/01/2019 - 06/30/2020 _

(Should include all non-claim specific payments for hospital services such as lump sum payments for full Medicaid pricing (FMP), supplementals, quality payments, bonus
payments, capitation payments received by the hospital (not by the MCO), or other incentive payments.

NOTE: Hospital portion of supplemental payments reported on DSH Survey Part I, Section E, Question 14 should be reported here if paid on a SFY basis.

3. Total Medicaid and Medicaid Managed Care Non-Claims Payments for Hospital Services07/01/2019 - 06/30/2020 $ 5,322,019
Certification:
Answer

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

hospital was not allowed to retain 100% of its DSH payments, please in what cir tances were
present that prevented the hospital from retaining its payments.

Explanation for "No" answers:
0

0

0

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

| hereby certify that the information in Sections A, B, C, D, E, F, G, H, |, J, Kand L of the DSH Survey files are true and accurate to the best of our ability, and supported by the financial and other
records of the hospital. All Medicaid eligible patients, including those who have private insurance coverage, have been reported on the DSH survey regardless of whether the hospital received
payment on the claim. | understand that this information will be used to determine the Medicaid program's compliance with federal Disproportionate Share Hospital (DSH) eligibility and payments
provisions. Detailed support exists for all amounts reported in the survey. These records will be retained for a period of not less than 5 years following the due date of the survey, and will be made
available for inspection when requested.

0 Vice President / Chief Financial Officer
Hospital CEO or CFO Title Date
0 478-542-7959 0
Hospital CEO or CFO Printed Name Hospital CEO or CFO Telephone Number Hospital CEO or CFO E-Mail

Contact Information for individuals authorized to respond to inquiries related to this survey:

Hospital Contact: Outside Preparer:
Name|Amy Grube Name|0
Title|Reimbursement Analyst Title: |0
Telephone Number [478-954-4191 Firm Name: |0
E-Mail Address|agrube@hhc.org Telephone Number |0
Mailing Street Address| 1601 Watson Blvd. E-Mail Address |0
Mailing City, State, Zip|Warner Robins, GA 31093

6.00 Property of Myers and Stauffer LC



D. General Cost Report Year Information

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

DSH Version  8.00

1/1/2020 - 12/31/2020

The following information is provided based on the information we received from the state. Please review this information for items 4 through 8 and select "Yes" or "No" 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: HOUSTON MEDICAL CENTER

1/1/2020
through
12/31/2020

2. Select Cost Report Year Covered by this Survey (enter "X"): | X ] ]

3. Status of Cost Report Used for this Survey (Should be audited if available): |1 - As Submitted
3a. Date CMS processed the HCRIS file into the HCRIS database: 6/2/2021

Data Correct? If Incorrect, Proper Information

4. Hospital Name: HOUSTON MEDICAL CENTER Yes

5. Medicaid Provider Number: 000000976A 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: 110069 Yes

Out-of-State Medicaid Provider Number. List all states where you had a Medicaid provider agr t during the cost report year:
State Name Provider No.

9. State Name & Number ALABAMA 115089
10. State Name & Number FLORIDA 092657400
11. State Name & Number SOUTH CAROLINA - OP 10393B
12. State Name & Number SOUTH CAROLINA - IP 11536A
13. State Name & Number TENNESSEE MEDICAID (TENNCARE) Q019780
14. State Name & Number TENNESSEE MEDICAID (AMERICHOICE) 711045290-03
15. State Name & Number

(List additional states on a separate attachment)

E. Disclosure of Medicaid / Uninsured Payments Received: (01/01/2020 - 12/31/2020)

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

2. Section 1011 Payment Related to 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)

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)

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

9. Total Cash Basis Patient Payments from Uninsured (On Exhibit B)
10. Total Cash Basis Patient Payments from All Other Patients (On Exhibit B)
11. Total Cash Basis Patient Payments Reported on Exhibit B (Agrees to Column (N) on Exhibit B, less physician and non-hospital portion of payments)
12. Uninsured Cash Basis Patient Payments as a Percentage of Total Cash Basis Patient Payments:

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

I““m
? 4K

Inpatient Outpatient
$ 643,286 1,030,692
$ 1,345,773 6,075,501
$1,989,059 $7,106,193
32.34% 14.50%

Should include all non-claim-specific payments such as lump sum payments for full Medicaid pricing, suppl Is, quality pay. ts, bonus pay 3 itation pay

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

16. Total Medicaid managed care non-claims payments (see question 13 above) received

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-hospital 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.

Printed 12/23/2021

©» “
?

Property of Myers and Stauffer LC

Total
$1,673,978
$7,421,274
$9,095,252

18.40%

ts received by the hospital (not by the MCO), or other incentive payments.

1/28/2021

Version 8.00
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State of Georgia

Disproportionate Share Hospital (DSH) Examination Survey Part 11

Version 8.00

Note 2: Report any DSH payments your hospital received from a state Medicaid program (other than your home state). In-state DSH payments will be reported directly from the Medicaid program and should not be included in this section of the survey.

F. MIUR/LIUR Qualifying Data from the Cost Report (01/01/2020 - 12/31/2020)

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

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

F-2. Cash Subsidies for Patient Services Received from State or Local Governments and Charity Care Charges (Used in Low-Income Utilization Ratio (LIUR) Calculation):

. Inpatient Hospital Subsidies

. Outpatient Hospital Subsidies

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

. Total Hospital Subsidies

o wN

. Inpatient Hospital Charity Care Charges

. Outpatient Hospital Charity Care Charges
. Non-Hospital Charity Care Charges

. Total Charity Care Charges

N
o © o~

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

NOTE: All data in this section must be verified by the hospital. If data is
already present in this section, it was completed using CMS HCRIS cost
report data. If the hospital has a more recent version of the cost report,
the data should be updated to the hospital's version of the cost report.
Formulas can be overwritten as needed with actual data.

Total Patient Revenues (Charges)

10,885
2,654
$ 13,539

15,294,165
38,151,200

$ 53,445,365

are known)

Non-Hospital I ient Hospital Outpatient Hospital

65,992 (See Note in Section F-3, below)

Non-Hospital

Contractual Adjustments (formulas below can be overwritten if amounts

Net Hospital Revenue

11. Hospital $99,232,801.00

71,409,329 -

B 27,823472

12. Subprovider | (Psych or Rehab) $0.00

13. Subprovider Il (Psych or Rehab)
14. Swing Bed - SNF

15. Swing Bed - NF

16. Skilled Nursing Facility

17. Nursing Facility

18. Other Long-Term Care

19. Ancillary Services $263,201,234.00

$221,068,805.00

$ 159,084,242 $ 189,403,334

135,782,462

20. Outpatient Services $156,990,493.00
21. Home Health Agency
22. Ambulance

23. Outpatient Rehab Providers

$ 112,972,581

$0.00

$0.00

44,017,912

24. ASC
25. Hospice
26. Other

$0.00 $0.00

$3,480,774.00

$0.00

$0.00
$12,652,350.00 $

2,504,814 $ -

9,104,810 $

975,960

27. Total $
28. Total Hospital and Non Hospital

323,782,380 $ 420,191,727

Total from Above

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

30. 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)

31. 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)

32. Increase worksheet G-3, Line 2 to reverse offset of Medicaid DSH Revenue INCLUDED on worksheet G-3, Line 2 (impact is a
decrease in net patient revenue)

33. 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)

34. Decrease worksheet G-3, Line 2 to remove Medicaid Provider Taxes INCLUDED on worksheet G-3, Line 2 (impact is an
increase in net patient revenue)

35. Adjusted Contractual Adjustments

36. Unreconciled Difference Unreconciled Difference (Should be $0)

Printed 12/23/2021

232,998,385 $ 302,375,916
Total from Above

$ 12,652,350 $
$ 756,626,457

756,626,457

Total Contractual Adj. (G-3 Line 2)

Unreconciled Difference (Should be $0)

Property of Myers and Stauffer LC

9,104,810 $
544,479,111

208,599,806

544,479,111

$

544,479,111
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