Report : CLM-0800-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE I
INPATIENT PAID CLAIMS

Ru
Ru

PHOEBE SUMTER MEDICAL CENTER PROVIDER NUMBER PAYMENT DATES 00/00/00
126 US HWY 280 W 0000000192 SERVICE DATES 08/01/19
AMERICUS,GA 31719-8645 ADMISSION DATES 00/00/00
—————————————— CHARGES-—-—————————————— -———————-———-PAYMENTS
TOTAL CHARGES 12,072,228.17 ADJUSTMENTS
COVERED CHARGES 12,059,393.10 CONTRACTUAL ALLOW
NON-COVERD CHARGES 12,835.07 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF ADMISSIONS

PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

DAYS
COVERED NONCOVERED COVERED

ROUTINE SERVICES

ROUTINE CARE 1,320 0 915,575.00
ROUTINE NURSERY 90 0 69,120.00
SWING BED 0 0 0.00
LEAVE OF ABSENCE 0 0 0.00
TOTAL ROUTINE 1,410 0 984,695.00
SPECIAL CARE SERVICES

CCu 0 0 0.00
ICU 239 0 388,832.00
NICU 8 0 10,736.00
PED ICU 0 0 0.00
NEURO ICU 0 0 0.00
SHOCK TRAUMA 0 0 0.00
BURN UNIT 0 0 0.00
HOSPICE 0 0 0.00
REHAB 0 0 0.00
PRTF 0 0 0.00
TOTAL SPEC CARE 247 0 399,568.00
TOTAL ACCOMODATIONS 1,657 0 1,384,263.00

CHARGES

n Date: 09/20/2021
n Time: 21:42:17
Page: 1

THROUGH 00/00/00
THROUGH 07/31/20
THROUGH 00/00/00

172,988.48
8,914,558.15
3,144,834.95

43,051.33
262.50
50,000.00
3,151,521.12

NONCOVERED

OO OO
o
o
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o
o



Report CLM-0800-0
Process CLMJO800
Location: CLMP800O

PHOEBE SUMTER MEDICAL CENTER

126 US HWY 280 W
AMERICUS,GA 31719-8645

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES
1,204,723.45
1,050,221.68
1,400,454.52

200,002.00
635,518.00
131,540.00
68,704.00
141,951.00
795,033.00
157,323.00
475,371.17
277,167.00
0.00
585,550.00
227,868.00
31,629.00
0.00
31,328.00
20,702.00
0.00

0.00
280.94
0.00

0.
69,115.00
0.
173,180.00
0.
15,712.00
25,772.00
137,169.00
0.00
0.
10,667.00
0

263,974.20

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER

0000000192

PART II

NONCOVERED CHARGES
0
28.

2,05

4,127.

OO0 OOOOOOOOODWOOODOOO

ANCILLARY SERVICES

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

COVERED CHARGES
39,679.00

152,41

1,632,57

719,50

ODOWOOOODOOPROODODDODODOOOWOODODOOO
o
o

10,675,130.10
1,384,263.00
12,059,393.10

Run
Run

00/00/00
08/01/19
00/00/00

Date: 09/20/2021
Time: 21:42:17
Page: 2
THROUGH 00/00/00

THROUGH 07/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]
o
o

12,835.07
0.00
12,835.07



Report CLM-0802-0
Process CLMJO800
Location: CLMP800O

PHOEBE SUMTER MEDICAL CENTER

126 US HWY 280 W
AMERICUS,GA 31719-8645

ROUTINE SERVICES

ROUTINE CARE
ROUTINE NURSERY
SWING BED

LEAVE OF ABSENCE
TOTAL ROUTINE

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

TOTAL ACCOMODATIONS

COVERED

NOOoOON

N ODOOOODODODOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

PROVIDER NUMBER PAYMENT DATES O

Run Date: 09/20/2021
Run Time: 21:42:19
Page: 3

0/00/00 THROUGH 00/00/00

0000000192 SERVICE DATES 08/01/19 THROUGH 07/31/20

ADMISSION DATES 00/00/00 THROUGH 00/00/00

—————————————— CHARGES-—-——————=——————— ————————————PAYMENTS----——————————————

TOTAL CHARGES 24,455.12 ADJUSTMENTS 0.00

COVERED CHARGES 24,455.12 CONTRACTUAL ALLOW 12,570.30

NON-COVERD CHARGES 0.00 TOTAL MEDICAID LIAB 11,884.82

LESS: COB 11,884.82

LESS: COPAYMENT 0.00

ADD: ADDON PYMT 0.00

REIMBURSEMENT 0.00

TOTAL NUMBER OF ADMISSIONS 1
PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

DAYS CHARGES

NONCOVERED COVERED NONCOVERED

0 1,372.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 1,372.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 1,372.00 0.00



Report CLM-0802-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

PHOEBE SUMTER MEDICAL CENTER
126 US HWY 280 W
AMERICUS,GA 31719-8645

PROVIDER NUMBER
0000000192

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

PHARMACY-GENERAL 1,690.75 0.00 OTHER LAB 0.00
MED/SURG SUPPLY 673.13 0.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 4,229.00 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 311.00 0.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 7,456.00 0.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 0.00 0.00 FEE SCHEDULE LAB 0.00
EKG/ECG 0.00 0.00 MRI SERVICES 0.00
IV THERAPY 0.00 0.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 0.00 0.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 0.00 0.00 FREE STANDING CLINIC 0.00
ANESTHESIA 0.00 0.00 AMBULANCE 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 2,637.00 0.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 0.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 5,405.00
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 391.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 0.00 0.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 2.24
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 0.00 0.00 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 0.00 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 0.00 0.00
AUDIOLOGY 0.00 0.00
CARDIOLOGY 0.00 0.00
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 288.00 0.00
TOTAL ANCILLARY 23,083.12
TOTAL ACCOMODATIONS 1,372.00

TOTAL CHARGES

Run Date: 09/20/2021

Run Time: 21:42:19

Page: 4

00/00/00 THROUGH 00/00/00
08/01/19 THROUGH 07/31/20
00/00/00 THROUGH 00/00/00

COVERED CHARGES

24,455.12

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]
o
o

0.00
0.00
0.00



Report : CLM-0804-0
Process : CLMJO800
Location: CLMP800O

PHOEBE SUMTER MEDICAL CENTER
126 US HWY 280 W
AMERICUS,GA 31719-8645

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run
MEDICAID MANAGEMENT INFORMATION SYSTEM Run
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE III
OUTPATIENT PAID CLAIMS - % OF CHARGES

PROVIDER NUMBER PAYMENT DATES 00/00/00

0000000192 SERVICE DATES 08/01/19
ADMISSION DATES 00/00/00

e CHARGES—--—————————————  ———— PAYMENTS-—

TOTAL CHARGES 11,585,749.30 ADJUSTMENTS

COVERED CHARGES 10,727,894.28 CONTRACTUAL ALLOW

NON-COVERD CHARGES 857,855.02 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT

ADD: ADDON PYMT
REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB

INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

Date: 09/20/2021
Time: 21:42:20
Page: 5

THROUGH 00/00/00
THROUGH 07/31/20
THROUGH 00/00/00

479,093.27
8,880,706.97
1,847,187.31

448.30
4,224.71
0.00
1,842,514.30
1,445,428.71

134,832.20

262,253.39

3,516



Report CLM-0804-0
Process CLMJO800
Location: CLMP800O

PHOEBE SUMTER MEDICAL CENTER

126 US HWY 280 W
AMERICUS,GA 31719-8645

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES
484,241.90
532,175.38

0.00
270,064.00
1,202,363.00
96,240.00
94,188.00
881,777.00
704,442.43
16,688.00
21,206.31
232,214.00
0.00
1,078,267.50
401,745.00
0.00
191,361.00
5,264.00
2,548.00
0.00

0.
25,218.00
0.
0.
139,539.00
0.
43,664.00
0.
106,376.00
0.
111,892.00
0.

0.
72,184.00

0.
126,712.22

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE III

OUTPATIENT PAID CLAIMS - % OF CHARGES

PROVIDER NUMBER

0000000192

PART II

ANCILLARY SERVICES

NONCOVERED CHARGES
1,298.25

63.00

0.00

13,564.00
58,101.00
10,502.00

7,684.00
135,028.00
102,407.57

0.
18,408.00
0.
0.
20,979.50
0.
0.00
2,640.00
2,739.00
3,045.00
0.00
0.00
8,008.70
0.
0.
12,388.00
0.
4,910.00
0.
9,804.00
0.
22,886.00
0.
0.00
0.00

0.
30,475.00

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

Run Date: 09/20/2021

Run Time: 21:42:20

Page: 6

00/00/00 THROUGH 00/00/00
08/01/19 THROUGH 07/31/20
00/00/00 THROUGH 00/00/00

COVERED CHARGES
56,401.32

0.00

0.00

0.00

0.00
1,261,790.54
109,677.00

2,367,85

91,79

OOV OODOOODONOODODOOOOO
N
(e}

10,727,894.28
0.00
10,727,894.28

NONCOVERED CHARGES

o
o
o

49.00

o O
o
o

93,809.00
6,458.00

286,17

UOOOOOOOOWOOOOOOOO
o
o

6,43

857,855.02
0.00
857,855.02



Report : CLM-0806-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE IV
ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES

Ru
Ru

PHOEBE SUMTER MEDICAL CENTER PROVIDER NUMBER PAYMENT DATES 00/00/00
126 US HWY 280 W 0000000192 SERVICE DATES 08/01/19
AMERICUS,GA 31719-8645 ADMISSION DATES 00/00/00
—————————————— CHARGES-—-—————————————— -———————-———-PAYMENTS
TOTAL CHARGES 100,166.46 ADJUSTMENTS
COVERED CHARGES 64,809.71 CONTRACTUAL ALLOW
NON-COVERD CHARGES 35,356.75 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB
INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:42:28
Page: 8

THROUGH 00/00/00
THROUGH 07/31/20
THROUGH 00/00/00



Report CLM-0806-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE IV
ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES
PHOEBE SUMTER MEDICAL CENTER
126 US HWY 280 W
AMERICUS,GA 31719-8645

PROVIDER NUMBER
0000000192

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

PHARMACY-GENERAL 2,637.25 3,291.75 OTHER LAB 0.00
MED/SURG SUPPLY 7,570.71 0.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 2,574.00 0.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 4,039.00 6,423.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 0.00 00 FEE SCHEDULE LAB 11,128.26
EKG/ECG 1,781.00 0.00 MRI SERVICES 0.00
IV THERAPY 5,302.00 0.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 0.00 9,774.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 596.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 0.00 0.00 FREE STANDING CLINIC 0.00
ANESTHESIA 1,700.00 0.00 AMBULANCE 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 10,458.00 0.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 3,939.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 7,492.24
RADIOLOGY THERAPEUTIC 1,926.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 652.00 0.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 782.25
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 2,232.00 0.00 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 0.00 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 0.00 0.00
AUDIOLOGY 0.00 0.00
CARDIOLOGY 0.00 2,688.00
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 0.00 0.00
TOTAL ANCILLARY 64,809.71
TOTAL ACCOMODATIONS 0.00

TOTAL CHARGES

Run Date: 09/20/2021

Run Time: 21:42:28

Page: 9

00/00/00 THROUGH 00/00/00

08/01/19
00/00/00

COVERED CHARGES

64,809.71

THROUGH 07/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

)
S
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o
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4,000.

8,23
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o
o

35,356.75
0.00
35,356.75



Report : CLM-0808-0
Process : CLMJO800
Location: CLMP800O

PHOEBE SUMTER MEDICAL CENTER
126 US HWY 280 W
AMERICUS,GA 31719-8645

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE

Ru
Ru

PROVIDER NUMBER PAYMENT DATES 00/00/00

0000000192 SERVICE DATES 08/01/19
ADMISSION DATES 00/00/00

—————————————— CHARGES-—-—————————————— -———————-———-PAYMENTS

TOTAL CHARGES 109,219.60 ADJUSTMENTS

COVERED CHARGES 105,589.60 CONTRACTUAL ALLOW

NON-COVERD CHARGES 3,630.00 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:42:28
Page: 10

THROUGH 00/00/00
THROUGH 07/31/20
THROUGH 00/00/00



Report CLM-0808-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE

PHOEBE SUMTER MEDICAL CENTER
126 US HWY 280 W
AMERICUS,GA 31719-8645

PROVIDER NUMBER
0000000192

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

Run Date: 09/20/2021

Run Time: 21:42:28

Page: 11

00/00/00 THROUGH 00/00/00
08/01/19 THROUGH 07/31/20
00/00/00 THROUGH 00/00/00

COVERED CHARGES

PHARMACY-GENERAL 3,405.00 0.00 OTHER LAB 0.00
MED/SURG SUPPLY 7,619.60 0.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 7,014.00 0.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 11,376.00 0.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 0.00 0.00 FEE SCHEDULE LAB 16,209.00
EKG/ECG 1,130.00 0.00 MRI SERVICES 0.00
IV THERAPY 8,518.00 626.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 0.00 0.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 0.00 0.00 FREE STANDING CLINIC 0.00
ANESTHESIA 0.00 0.00 AMBULANCE 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 42,067.00 479.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 0.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 6,749.00
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 0.00 228.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 0.00 785.00 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 1,502.00 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 0.00 0.00
AUDIOLOGY 0.00 0.00
CARDIOLOGY 0.00 0.00
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 0.00 0.00
TOTAL ANCILLARY 105,589.60
TOTAL ACCOMODATIONS 0.00

TOTAL CHARGES

105,589.60

NONCOVERED CHARGES
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1,27

3,630.00
0.00
3,630.00



Report : CLM-0810-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
Location: CLMP800O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

PHOEBE SUMTER MEDICAL CENTER PROVIDER NUMBER PAYMENT DATES 00/00/00
126 US HWY 280 W 0000000192 SERVICE DATES 08/01/19
AMERICUS,GA 31719-8645 ADMISSION DATES 00/00/00

—————————————— CHARGES-—--——--—————————— -—-——————-————-PAYMENTS

TOTAL CHARGES 5,894.39 ADJUSTMENTS

COVERED CHARGES 5,894.39 CONTRACTUAL ALLOW

NON-COVERD CHARGES 0.00 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:42:29
Page: 12

THROUGH 00/00/00
THROUGH 07/31/20
THROUGH 00/00/00



Report CLM-0810-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

PHOEBE SUMTER MEDICAL CENTER
126 US HWY 280 W
AMERICUS,GA 31719-8645

PROVIDER NUMBER
0000000192

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

Run Date: 09/20/2021

Run Time: 21:42:29

Page: 13

00/00/00 THROUGH 00/00/00
08/01/19 THROUGH 07/31/20
00/00/00 THROUGH 00/00/00

COVERED CHARGES

PHARMACY-GENERAL 0.00 0.00 OTHER LAB 0.00
MED/SURG SUPPLY 117.39 0.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 461.00 0.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 2,374.00 0.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 0.00 0.00 FEE SCHEDULE LAB 1,171.00
EKG/ECG 226.00 0.00 MRI SERVICES 0.00
IV THERAPY 0.00 0.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 0.00 0.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 0.00 0.00 FREE STANDING CLINIC 0.00
ANESTHESIA 0.00 0.00 AMBULANCE 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 1,468.00 0.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 0.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 0.00
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 0.00 0.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 0.00 0.00 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00

BLOOD STORAGE & PRO. 0.00 0.00

ONCOLOGY 0.00 0.00

NUCLEAR MEDICINE 0.00 0.00

AUDIOLOGY 0.00 0.00

CARDIOLOGY 0.00 0.00

AMBULATORY SURGERY 0.00 0.00

OSTEOPATHIC SERVICES 0.00 0.00

EEG 0.00 0.00

ORGAN ACQUISITION 0.00 0.00

TREATMENT/OBSERV. RM 77.00 0.00

TOTAL ANCILLARY 5,894.39
TOTAL ACCOMODATIONS 0.00

TOTAL CHARGES

5,894.39

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]
o
o

0.00
0.00
0.00



Report : CLM-0812-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

Ru
Ru

PHOEBE SUMTER MEDICAL CENTER PROVIDER NUMBER PAYMENT DATES 00/00/00
126 US HWY 280 W 0000000192 SERVICE DATES 08/01/19
AMERICUS,GA 31719-8645 ADMISSION DATES 00/00/00
—————————————— CHARGES-—-—————————————— -———————-———-PAYMENTS
TOTAL CHARGES 3,183,499.32 ADJUSTMENTS
COVERED CHARGES 3,100,315.38 CONTRACTUAL ALLOW
NON-COVERD CHARGES 83,183.94 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:42:30
Page: 14

THROUGH 00/00/00
THROUGH 07/31/20
THROUGH 00/00/00

104,307.80
2,627,900.17
472,415.21
0.00

330.00

0.
472,085.21



Report CLM-0812-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PHOEBE SUMTER MEDICAL CENTER
126 US HWY 280 W
AMERICUS,GA 31719-8645

PROVIDER NUMBER
0000000192

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER
0

PHARMACY-GENERAL 103,980.80 .00 OTHER LAB

MED/SURG SUPPLY 194,385.20 0.00 RECREATIONAL THERAPY
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING
RADIOLOGY-DIAGNOSTIC 9,123.00 2,305.00 OTHER THERAPEUTIC SVC

CT SCAN 2,479.00 0.00 SPECIAL CHARGES

PHYSICAL THERAPY 6,481.00 5,480.00 FEE SCHEDULE LAB 54,77
EKG/ECG 3,390.00 0.00 MRI SERVICES

IV THERAPY 48,515.00 18,042.00 PROFESSIONAL FEES
OPERATING ROOM 238,555.00 32,699.00 DURABLE MED. EQUIP.
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY
RESPIRATORY SERVICES 210.00 164.00 FREE STANDING CLINIC
ANESTHESIA 99,931.00 0.00 AMBULANCE

GI SERVICES 0.00 0.00 CAST ROOM

EMERGENCY ROOM 734.00 0.00 SPECIAL SERVICES
RECOVERY ROOM 87,275.00 0.00 DRUG-SPECIFIC/HOME IV
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 1,749,86
RADIOLOGY THERAPEUTIC 87,786.00 0.00 HOME HEALTH SERVICES
OCCUPATIONAL THERAPY 4,760.00 3,207.00 HOSPICE SERVICES

SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE
CLINIC SERVICES 900.00 236.94 TRAUMA RESPONSE
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 385,56
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS

OTHER IMAGING SERVICE 2,720.00 0.00 NO CC/INVALID REV CODE
BLOOD 0.00 00

BLOOD STORAGE & PRO. 2,713.00 2,482.00

ONCOLOGY 00 00

NUCLEAR MEDICINE 0.00 0.00

AUDIOLOGY 0.00 0.00

CARDIOLOGY 0.00 2,688.00

AMBULATORY SURGERY 0.00 0.00

OSTEOPATHIC SERVICES 0.00 0.00

EEG 0.00 0.00

ORGAN ACQUISITION 0.00 0.00

TREATMENT/OBSERV. RM 16,175.91 544.00

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

Run Date: 09/20/2021

Run Time: 21:42:30

Page: 15

00/00/00 THROUGH 00/00/00
08/01/19 THROUGH 07/31/20
00/00/00 THROUGH 00/00/00

[elelvdeololololololololololololololololVeolololole]

COVERED CHARGES

3,100,315.38

0.00

3,100,315.38

NONCOVERED CHARGES

5,39

OO0 OOOOWOOOOODOOOOJOOOOO
o
o

83,183.94
0.00
83,183.94



Report : CLM-0814-0
Process : CLMJO800
Location: CLMP800O

PHOEBE SUMTER MEDICAL CENTER
126 US HWY 280 W
AMERICUS,GA 31719-8645

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE VIII
ZERO PAID OUTPATIENT PAID CLAIMS - LIMI

PROVIDER NUMBER
0000000192

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

TED TO PER CASE RATE

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

37,135.94 ADJUSTMENTS

Ru
Ru

00/00/00
08/01/19
00/00/00

PAYMENTS

36,067.19 CONTRACTUAL ALLOW
1,068.75 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:42:31
Page: 16

THROUGH 00/00/00
THROUGH 07/31/20
THROUGH 00/00/00



Report CLM-0814-0
Process CLMJO800
Location: CLMP800O

PHOEBE SUMTER MEDICAL CENTER

126 US HWY 280 W
AMERICUS,GA 31719-8645

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

1,65

leololololololololololol Nolololololololl lolololololololololololo oo No i)

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VIII

ZERO PAID OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PROVIDER NUMBER

0000000192

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 08/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

179.

jeolejeleololeololololololololololololololololololololololololololololele]

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

** END OF REPORT **

COVERED CHARGES

o

o

OO OOO
o o

o o

33,25

OO OOOOOOUIODOOOOOOOOO
o
o

36,067.19
0.00
36,067.19

n Date: 09/20/2021
n Time: 21:42:31
Page: 17

THROUGH 00/00/00
THROUGH 07/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

=
w

COWOOOOODOODOOODOODOOOOONOOOOO
o
o

wl
e

1,068.75
0.00
1,068.75



Report CLM-0800-0
Process CLMJO800
Location: CLMP800O

APPLING HOSPITAL
163 E TOLLISON ST
BAXLEY,GA 31513-0120

ROUTINE SERVICES

ROUTINE CARE
ROUTINE NURSERY
SWING BED

LEAVE OF ABSENCE
TOTAL ROUTINE

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

TOTAL ACCOMODATIONS

COVERED

830

830

OO OOOWO

N
w

873

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

Run Date: 09/20/2021

MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 20:59:59
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 1
SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
0000000522 SERVICE DATES 09/01/19 THROUGH 08/31/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00

—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

1,484,267.19
1,470,574.09
13,693.10

ADJUSTMENTS

TOTAL MEDICAI
LESS: COB

CONTRACTUAL ALLOW

D LIAB

LESS: COPAYMENT

ADD: ADDO
REIMBURSEMENT

TOTAL NUMBER OF ADMISS

PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

DAYS

NONCOVERED COVERED

473,395.00
0.
0.00

ODOOOO

0.
473,395.00

48,74

ODOOOOOOOWO
O
o

48,749.00

(] OO OOODODODOOOO

522,144.00

N PYMT

IONS

CHARGES

693,322.88
777,251.21
12,562.50
0.00

0.
764,688.71

NONCOVERED

OO OO
o
o

o OO OOOOOOOO
o
o



Report CLM-0800-0
Process CLMJO800
Location: CLMP800O

APPLING HOSPITAL
163 E TOLLISON ST
BAXLEY,GA 31513-0120

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE I
INPATIENT PAID CLAIMS

Ru
Ru

PROVIDER NUMBER PAYMENT DATES 00/00/00
0000000522 SERVICE DATES 09/01/19
ADMISSION DATES 00/00/00

PART II ANCILLARY SERVICES

COVERED CHARGES COST CENTER

COVERED CHARGES

n Date: 09/20/2021
n Time: 20:59:59
Page: 2

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

NONCOVERED CHARGES
0

259,398.35 .00 OTHER LAB 539.00
34,363.96 143.10 RECREATIONAL THERAPY 0.00
177,566.31 0.00 EDUCATION & TRAINING 0.00
19,985.00 0.00 OTHER THERAPEUTIC SVC 0.00
57,603.00 5,700.00 SPECIAL CHARGES 0.00
2,651.00 0.00 FEE SCHEDULE LAB 0.00
23,095.00 0.00 MRI SERVICES 0.00
109,369.00 0.00 PROFESSIONAL FEES 0.00
8,400.00 4,958.00 DURABLE MED. EQUIP. 0.00
0.00 0.00 REHAB THERAPY 0.00
48,123.00 0.00 FREE STANDING CLINIC 0.00
5,597.00 0.00 AMBULANCE 0.00
0.00 0.00 CAST ROOM 0.00
80,672.00 0.00 SPECIAL SERVICES 0.00
2,203.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
0.00 0.00 INJECTABLE DRUGS 98,365.05
0.00 0.00 HOME HEALTH SERVICES 0.00
2,017.00 0.00 HOSPICE SERVICES 0.00
3,374.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
0.00 0.00 PATIENT CONVENIENCE 0.00
0.00 0.00 0/P SPECIAL RESIDENCE 0.00
0.00 0.00 TRAUMA RESPONSE 0.00
0.00 0.00 IMPL DEV CHARGE PATIENTS 1,224.42
0.00 0.00 GENE THERAPY DRUGS 0.00
1,707.00 0.00 NO CC/INVALID REV CODE 0.00
0.00 0.00
4,734.00 1,314.00
0.00 0.00
0.00 0.00
0.00 0.00
6,330.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
1,113.00 0.00
TOTAL ANCILLARY 948,430.09
TOTAL ACCOMODATIONS 522,144.00

TOTAL CHARGES

1,470,574.09

VOO OO OOOOODOOODOODOOOOODOOOOO
o
o

1,57

13,693.10
0.00
13,693.10



Report : CLM-0802-0
Process : CLMJO800
Location: CLMP800O

APPLING HOSPITAL
163 E TOLLISON ST
BAXLEY,GA 31513-0120

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

PROVIDER NUMBER PAYMENT DATES
000000052A SERVICE DATES
ADMISSION DATES

** NO DATA **

Run
Run

00/00/00
09/01/19
00/00/00

Date: 09/20/2021
Time: 21:00:01
Page: 4

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00



Report : CLM-0804-0
Process : CLMJO800
Location: CLMP800O

APPLING HOSPITAL
163 E TOLLISON ST
BAXLEY,GA 31513-0120

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE III
OUTPATIENT PAID CLAIMS - %

PROVIDER NUMBER
0000000522

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

OF CHARGES

1,642,504.
1,406,565.
235,939.

Ru
Ru

PAYMENT DATES 00/00/00
SERVICE DATES 09/01/19
ADMISSION DATES 00/00/00

—————————————— PAYMENTS

72 ADJUSTMENTS

67 CONTRACTUAL ALLOW

05 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT

ADD: ADDON PYMT
REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB

INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:00:01
Page: 5

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00

525,503.84
480,032.14
40,087.98
5,383.72



Report CLM-0804-0
Process CLMJO800
Location: CLMP800O

APPLING HOSPITAL
163 E TOLLISON ST
BAXLEY,GA 31513-0120

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES
37,404.40
53,685.90

0.00
58,708.00
205,544.00
15,604.00
25,885.00
92,812.00
125,704.26
0.00
29,366.00
15,654.00
5,650.00
288,481.00
41,641.00
0.00

0.
6,709.00

OO OO
O
O

34,531.00
0.
10,742.00
0.
1,578.00
0.
12,537.00
0.
17,756.00
0.
0.00
836.00
0.
23,056.00

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

Run Date: 09/20/2021

MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:00:01
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 6
SUMMARY TYPE III
OUTPATIENT PAID CLAIMS - % OF CHARGES
PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
0000000522 SERVICE DATES 09/01/19 THROUGH 08/31/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00
PART II ANCILLARY SERVICES
NONCOVERED CHARGES COST CENTER COVERED CHARGES NONCOVERED CHARGES
2,410.23 OTHER LAB 5,555.00 0.00
7.52 RECREATIONAL THERAPY 0.00 0.00
1,125.00 EDUCATION & TRAINING 0.00 0.00
27,050.00 OTHER THERAPEUTIC SVC 0.00 119.00
32,769.00 SPECIAL CHARGES 0.00 0.00
5,341.00 FEE SCHEDULE LAB 199,855.00 26,706.00
155.00 MRI SERVICES 67,023.00 6,882.00
4,778.64 PROFESSIONAL FEES 0.00 0.00
84,790.74 DURABLE MED. EQUIP. 0.00 0.00
0.00 REHAB THERAPY 0.00 0.00
4,661.00 FREE STANDING CLINIC 0.00 0.00
0.00 AMBULANCE 0.00 0.00
1,000.00 CAST ROOM 0.00 0.00
3,866.00 SPECIAL SERVICES 0.00 0.00
0.00 DRUG-SPECIFIC/HOME IV 0.00 0.00
0.00 INJECTABLE DRUGS 30,248.11 8,665.64
0.00 HOME HEALTH SERVICES 0.00 0.00
219.00 HOSPICE SERVICES 0.00 0.00
0.00 ACTIVITIES OF DAILY LIFE 0.00 0.00
0.00 PATIENT CONVENIENCE 0.00 0.00
0.00 0/P SPECIAL RESIDENCE 0.00 0.00
370.00 TRAUMA RESPONSE 0.00 0.00
12,836.00 IMPL DEV CHARGE PATIENTS 0.00 169.28
0.00 GENE THERAPY DRUGS 0.00 0.00
1,109.00 NO CC/INVALID REV CODE 0.00 0.00
0.00
1,314.00
0.00
7,666.00
0.00
1,814.00
0.00
0.00
0.00
0.00
115.00

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

1,406,565.67
0.00
1,406,565.67

235,939.05
0.00
235,939.05



Report : CLM-0806-0
Process : CLMJO800
Location: CLMP800O

APPLING HOSPITAL
163 E TOLLISON ST
BAXLEY,GA 31513-0120

PROVIDER NUMBER
0000000522

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run
MEDICAID MANAGEMENT INFORMATION SYSTEM Run
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE IV
ZERO PAID OUTPATIENT PAID CLAIMS -

% OF CHARGES

PAYMENT DATES 00/00/00
SERVICE DATES 09/01/19
ADMISSION DATES 00/00/00

oo o PAYMENTS--
6,567.19 ADJUSTMENTS
2,274.15 CONTRACTUAL ALLOW
4,293.04 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT

ADD: ADDON PYMT
REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB

INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

Date: 09/20/2021
Time: 21:00:04
Page: 7

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00

loleleoleleke))
o
o



Report CLM-0806-0
Process CLMJO800
Location: CLMP800O

APPLING HOSPITAL
163 E TOLLISON ST
BAXLEY,GA 31513-0120

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

245.
447 .
0.

w
w
foe]

=
i
QOO0 OOOOOOOOOOOOOOOOOIWOOODOODOOOOO

foe]
O

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE IV

ZERO PAID OUTPATIENT PAID CLAIMS - %

OF CHARGES

PROVIDER NUMBER

0000000522

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 09/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

w
w
WO OO

OO0 OOOOOOOOOOOOOIOOOOOOOOOOOONODOOO

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

\S)

o

OO OOO
o o

o o

OO0 OOOOOOOOOOOOOO
o
o

2,274.15
0.00
2,274.15

n Date: 09/20/2021
n Time: 21:00:04
Page: 8

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

OO0 OOOOWOOODOODOOODOONOOOOO
o
o

4,293.04
0.00
4,293.04



Report : CLM-0808-0
Process : CLMJO800
Location: CLMP800O

APPLING HOSPITAL
163 E TOLLISON ST
BAXLEY,GA 31513-0120

SUMMARY TYPE V

PROVIDER NUMBER
0000000522

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

OUTPATIENT PAID CLAIMS - FIXED FEE

PAYMENT DATES
SERVICE DATES

Ru
Ru

00/00/00
09/01/19

ADMISSION DATES 00/00/00

____________ PAYMENTS

82 ADJUSTMENTS
05 CONTRACTUAL ALLOW
77

TOTAL MEDICAID LIAB
LESS: COB
LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:00:04
Page: 9

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00



Report CLM-0808-0
Process CLMJO800
Location: CLMP800O

APPLING HOSPITAL
163 E TOLLISON ST
BAXLEY,GA 31513-0120

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

38.
716.
0.
3,238.
3,655.
0.
775.
3,922.
0.
0.
1,916.
0

0.
31,853,

lojeleolololololololololololololololololelele]

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER

0000000522

PART II

NONCOVERED CHARGES
0
50.

[eoleololeolololololololololololololololololololilYolololololololololole]

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 09/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

OO OO
o
o

=
o
o
\S)
w
o
o

’

[ee)
[ee)
OO OOOOOOWOOOOOOOOO
o~
i

57,420.05
0.00
57,420.05

n Date: 09/20/2021
n Time: 21:00:04
Page: 10

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

1,97

[eleolololololololol Veololololololololol Yolololole]
o
o

2,820.77
0.00
2,820.77



Report : CLM-0810-0
Process : CLMJO800
Location: CLMP800O

APPLING HOSPITAL
163 E TOLLISON ST
BAXLEY,GA 31513-0120

SUMMARY TYPE VI

PROVIDER NUMBER
0000000522

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

Ru
Ru

PAYMENT DATES 00/00/00
SERVICE DATES 09/01/19

ADMISSION DATES 00/00/00

1,417.79
1,401.79
16.00

———————————— PAYMENTS
ADJUSTMENTS
CONTRACTUAL ALLOW
TOTAL MEDICAID LIAB
LESS: COB
LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:00:05
Page: 11

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00



Report CLM-0810-0
Process CLMJO800
Location: CLMP800O

APPLING HOSPITAL
163 E TOLLISON ST
BAXLEY,GA 31513-0120

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES
0
48.

QOO0 OOOOOOOOOOOOOOOOOIOIWOODOODODODOOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER

0000000522

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 09/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

jeojejeolololololololololololololololololololololololololololololololeolele]

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES
539.00

OO OOOOOOOOOOOOOOOOOONDOOOO
o
o

1,401.79
0.00
1,401.79

n Date: 09/20/2021
n Time: 21:00:05
Page: 12

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

OO0 OOOOODOOOOOOOOOONOOOOO
o
o

16.00
0.00
16.00



Report : CLM-0812-0
Process : CLMJO800
Location: CLMP800O

APPLING HOSPITAL
163 E TOLLISON ST
BAXLEY,GA 31513-0120

SUMMARY TYPE VII

PROVIDER NUMBER
0000000522

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

Ru
Ru

PAYMENT DATES 00/00/00
SERVICE DATES 09/01/19

ADMISSION DATES 00/00/00

37,201.98
37,081.98
120.00

———————————— PAYMENTS
ADJUSTMENTS
CONTRACTUAL ALLOW
TOTAL MEDICAID LIAB
LESS: COB
LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:00:05
Page: 13

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00



Report CLM-0812-0
Process CLMJO800
Location: CLMP800O

APPLING HOSPITAL
163 E TOLLISON ST
BAXLEY,GA 31513-0120

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

626.
971.

8,09

QOO0 OOOOOOOOOOOOOOOOOOOOOOOODWVWOOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VII

OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PROVIDER NUMBER

0000000522

PART I

I

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 09/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

jeoljejelololololeololololololololololololololololololololololololololelele]

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

26,69

[eleololololololololJololololololololoBN ololo ol e]
o
o

37,081.98
0.00
37,081.98

n Date: 09/20/2021
n Time: 21:00:05
Page: 14

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]
o
o

120.00
120.00



Report : CLM-0814-0
Process : CLMJO800
Location: CLMP800O

APPLING HOSPITAL
163 E TOLLISON ST
BAXLEY,GA 31513-0120

SUMMARY TYPE VIII

PROVIDER NUMBER
0000000522

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

ZERO PAID OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

Ru
Ru

PAYMENT DATES 00/00/00
SERVICE DATES 09/01/19

ADMISSION DATES 00/00/00

21,025.08
19,473.08
1,552.00

———————————— PAYMENTS
ADJUSTMENTS
CONTRACTUAL ALLOW
TOTAL MEDICAID LIAB
LESS: COB
LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:00:05
Page: 15

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00



Report CLM-0814-0
Process CLMJO800
Location: CLMP800O

APPLING HOSPITAL
163 E TOLLISON ST
BAXLEY,GA 31513-0120

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

31.
0.
0.
0.

=
u
oo

lojeololololololololololololololololololololaol VelolololeoNe]

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VIII

ZERO PAID OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PROVIDER NUMBER

0000000522

PART II

NONCOVERED CHARGES
0

0.
0.
0.
1,135.

OO OOOHOODODOOOOOOOOOIOOOOOOOODOOOOO

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 09/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

** END OF REPORT **

COVERED CHARGES

17,43

[eleojololololololoBNlololololololololol Yolololole]
o
o

19,473.08
0.00
19,473.08

n Date: 09/20/2021
n Time: 21:00:05
Page: 16

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

OO0 OOOOODOOOOOOOOOONOOOOO
o
o

1,552.00
0.00
1,552.00



Report CLM-0800-0
Process CLMJO800
Location: CLMP800O

JOHN D ARCHBOLD MEMORIAL HOSPITAL

915 GORDON AVE

THOMASVILLE,GA 31792-6614

ROUTINE SERVICES

ROUTINE CARE
ROUTINE NURSERY
SWING BED

LEAVE OF ABSENCE
TOTAL ROUTINE

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

TOTAL ACCOMODATIONS

COVERED

7,928
49

0

0
7,977

OO0 OOOJO

joe]
N
~J

8,804

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

DAYS

SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER
0000000632

PAYMENT DATES 00/00/00
SERVICE DATES 10/01/19
ADMISSION DATES 00/00/00

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

38,691,540.36
38,637,832.36
53,708.00

ADJUSTMENTS
CONTRACTUAL ALLOW
TOTAL MEDICAID LIAB
LESS: COB
LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF ADMISSIONS

PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

CHARGES

NONCOVERED COVERED

9,353,697.00
40,003.00
0.00

ODOOOO

0.
9,393,700.00

0.
1,608,227.00

QOO OOOOO
O
o

1,608,227.00

(] OO OOODODODOOOO

11,001,927.00

n Date: 09/20/2021
n Time: 21:27:12
Page: 1

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00

2,662,787.97
27,721,571.06
10,916,261.30
215,916.85
850.00
1,260.00
10,700,754.45

1,230

NONCOVERED

OO OO
o
o

o OO OOOOOOOO
o
o



Report CLM-0800-0
Process CLMJO800
Location: CLMP800O

JOHN D ARCHBOLD MEMORIAL HOSPITAL

915 GORDON AVE
THOMASVILLE,GA 31792-6614

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

0.
132,003.
0.
423,963.
0.
40,067.
14,040.
1,199,151.
0
0.
20,689.
0.
92,380.

COVERED CHARGES
6,216,680.
2,565,922.
5,913,853.
577,186.
1,561,196.
243,096.
78,420.
262,954.
2,535,950.
59,047.
1,061,044.
156,332.
101,563.
1,503,497.
183,177.
109,203.
100,203.
186,522.
83,150.
221,522.
0.

94.

0.

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER

0000000632

PART II

NONCOVERED CHARGES
0

0.
1,135.

ANCILLARY SERVICES

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

COVERED CHARGES
56,603.00

287,62

w
~
[ee}
i

1,644,92

OOWOOOODODODODWOOODDODIODODONNDODDODOOO
o
o

27,635,905.36
11,001,927.00
38,637,832.36

Run
Run

00/00/00
10/01/19
00/00/00

Date: 09/20/2021
Time: 21:27:12
Page: 2
THROUGH 00/00/00

THROUGH 09/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

N
~
\S)
w
el VielololololtlolololololololololololololoNo)
o o
o o

o
o
o

2,286.00

53,708.00
0.00
53,708.00



Report : CLM-0802-0
Process : CLMJO800
Location: CLMP800O

JOHN D ARCHBOLD MEMORIAL HOSPITAL

915 GORDON AVE

THOMASVILLE,GA 31792-6614

ROUTINE SERVICES

ROUTINE CARE
ROUTINE NURSERY
SWING BED

LEAVE OF ABSENCE
TOTAL ROUTINE

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

TOTAL ACCOMODATIONS

COVERED

NOONO

N ODOOOODODODOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:27:20
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 4
SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00

0000000632 SERVICE DATES 10/01/19 THROUGH 09/30/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00

—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 3,404.00 ADJUSTMENTS 0.00
COVERED CHARGES 3,404.00 CONTRACTUAL ALLOW 1,620.91
NON-COVERD CHARGES 0.00 TOTAL MEDICAID LIAB 1,783.09
LESS: COB 1,783.09

LESS: COPAYMENT 0.00

ADD: ADDON PYMT 0.00

REIMBURSEMENT 0.00

TOTAL NUMBER OF ADMISSIONS 1

PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

DAYS CHARGES
NONCOVERED COVERED NONCOVERED
0 0.00 0.00
0 1,394.00 0.00
0 0.00 0.00
0 0.00 0.00
0 1,394.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 1,394.00 0.00



Report CLM-0802-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

JOHN D ARCHBOLD MEMORIAL HOSPITAL
915 GORDON AVE
THOMASVILLE, GA 31792-6614

PROVIDER NUMBER
0000000632

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

PHARMACY-GENERAL .00 0.00 OTHER LAB 0.00
MED/SURG SUPPLY 531.00 0.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 232.00 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 0.00 0.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 0.00 0.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 0.00 0.00 FEE SCHEDULE LAB 0.00
EKG/ECG 0.00 0.00 MRI SERVICES 0.00
IV THERAPY 0.00 0.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 0.00 0.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 0.00 0.00 FREE STANDING CLINIC 0.00
ANESTHESIA 0.00 0.00 AMBULANCE 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 0.00 0.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 0.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 375.00
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 94.00 0.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 0.00 0.00 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 0.00 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 0.00 0.00
AUDIOLOGY 585.00 0.00
CARDIOLOGY 0.00 0.00
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 101.00 0.00
TOTAL ANCILLARY 2,010.00
TOTAL ACCOMODATIONS 1,394.00

TOTAL CHARGES

Run Date: 09/20/2021

Run Time: 21:27:20

Page: 5

00/00/00 THROUGH 00/00/00

10/01/19
00/00/00

COVERED CHARGES

3,404.00

THROUGH 09/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]
o
o

0.00
0.00
0.00



Report : CLM-0804-0
Process : CLMJO800
Location: CLMP800O

JOHN D ARCHBOLD MEMORIAL HOSPITAL
915 GORDON AVE
THOMASVILLE, GA 31792-6614

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

Ru

MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE III
OUTPATIENT PAID CLAIMS - % OF CHARGES
PROVIDER NUMBER PAYMENT DATES 00/00/00
000000063A SERVICE DATES 10/01/19
ADMISSION DATES 00/00/00
—————————————— CHARGES-—-—————————————— -———————-———-PAYMENTS
TOTAL CHARGES 16,373,863.59 ADJUSTMENTS
COVERED CHARGES 14,934,824.46 CONTRACTUAL ALLOW
NON-COVERD CHARGES 1,439,039.13 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB
INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:27:22
Page: 6

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00

850,186.95
11,596,744.74
3,338,079.72
1,003.17
7,710.57

0.00
3,329,365.98
2,689,713.76
261,873.53
377,778.69

7,977



Report CLM-0804-0
Process CLMJO800
Location: CLMP800O

JOHN D ARCHBOLD MEMORIAL HOSPITAL

915 GORDON AVE
THOMASVILLE,GA 31792-6614

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES
314,677.75
699,759.00

0.00
369,654.00
1,526,291.00
84,737.00
77,984.00
749,204.25
1,032,822.69
17,274.00
131,972.00
107,306.00
208,183.13
1,414,890.50
184,338.00
0.00
1,092,759.00
13,579.00
4,145.00
0.00

0.
309,228.00

0.

0.
365,682.00

0.
69,664.00
16,556.25
347,754.00
0.00
653,717.00
659.00

0.
219,742.00

0

334,626.00

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE III

OUTPATIENT PAID CLAIMS - % OF CHARGES

PROVIDER NUMBER

0000000632

PART II

ANCILLARY SERVICES

NONCOVERED CHARGES
15,424.08

1,818.00

4,606.00

16,903.00
82,921.00
11,692.00

0.00

41,390.00
204,229.31

0.
36,861.00

0.
21,977.87
4,383.00
0.00
0.00
125,587.00
2,263.00
1,364.00
0.00

0.00
9,777.00
0.

0.00
8,366.00
0

17,351.00
0.

20,070.00
0.

44,513.00
0.

0.00
0.00

0.
19,991.00

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

Run Date: 09/20/2021

Run Time: 21:27:22

Page: 7

00/00/00 THROUGH 00/00/00
10/01/19 THROUGH 09/30/20
00/00/00 THROUGH 00/00/00

COVERED CHARGES
74,141.00
0.00
0.00
1,314.00
0

2,212,630.00
537,085.00

1,656,85

105,59

[eleolNolololololeoltlololololololole)
foe]
O

14,934,824.46
0.00
14,934,824.46

NONCOVERED CHARGES
0

0.00

0.00
438.00
0.00
191,222.00
10,695.00

3,280.00
0

6,288.00
523,506.87

OO OO
o
o

12,122.00

lojele)
o
o

1,439,039.13
0.00
1,439,039.13



Report : CLM-0806-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:27:39
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 8
SUMMARY TYPE IV
ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES

JOHN D ARCHBOLD MEMORIAL HOSPITAL PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
915 GORDON AVE 0000000632 SERVICE DATES 10/01/19 THROUGH 09/30/20
THOMASVILLE,GA 31792-6614 ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————

TOTAL CHARGES 70,203.11 ADJUSTMENTS 0.00

COVERED CHARGES 64,212.26 CONTRACTUAL ALLOW 58,082.27

NON-COVERD CHARGES 5,990.85 TOTAL MEDICAID LIAB 6,129.99

LESS: COB 6,112.28

LESS: COPAYMENT 17.71

ADD: ADDON PYMT 0.00

REIMBURSEMENT 0.00

ALL OTHER 0.00

FEE SCHEDULE-LAB 0.00

INJECTABLE DRUGS 0.00

TOTAL NUMBER OF CLAIMS 42



Report CLM-0806-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE IV
ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES
JOHN D ARCHBOLD MEMORIAL HOSPITAL
915 GORDON AVE
THOMASVILLE, GA 31792-6614

PROVIDER NUMBER
0000000632

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER
5

Run Date: 09/20/2021

Run Time: 21:27:39

Page: 9

00/00/00 THROUGH 00/00/00
10/01/19 THROUGH 09/30/20
00/00/00 THROUGH 00/00/00

COVERED CHARGES

PHARMACY-GENERAL 1,289.06 05 OTHER LAB 0.00
MED/SURG SUPPLY 4,414.00 0.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 1,912.00 2,039.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 2,377.00 1,726.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 0.00 0.00 FEE SCHEDULE LAB 11,319.00
EKG/ECG 212.00 0.00 MRI SERVICES 0.00
IV THERAPY 1,854.00 0.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 3,960.00 0.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 395.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 101.00 211.00 FREE STANDING CLINIC 0.00
ANESTHESIA 380.00 0.00 AMBULANCE 0.00
GI SERVICES 3,526.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 9,075.00 463.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 1,029.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 8,842.20
RADIOLOGY THERAPEUTIC 5,656.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 796.00 0.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 706.00 827.00 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00

BLOOD STORAGE & PRO. 0.00 0.00

ONCOLOGY 0.00 0.00

NUCLEAR MEDICINE 0.00 0.00

AUDIOLOGY 0.00 0.00

CARDIOLOGY 3,353.00 0.00

AMBULATORY SURGERY 0.00 0.00

OSTEOPATHIC SERVICES 0.00 0.00

EEG 3,016.00 0.00

ORGAN ACQUISITION 0.00 0.00

TREATMENT/OBSERV. RM 0.00 0.00

TOTAL ANCILLARY 64,212.26
TOTAL ACCOMODATIONS 0.00

TOTAL CHARGES

64,212.26

NONCOVERED CHARGES

i
\S)
OO OOO
o
o

\S)
)
OO OOOOOOWOOODOOOOOO

5,990.85
0.00
5,990.85



Report : CLM-0808-0
Process : CLMJO800
Location: CLMP800O

JOHN D ARCHBOLD MEMORIAL HOSPITAL
915 GORDON AVE
THOMASVILLE, GA 31792-6614

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE

Ru
Ru

PROVIDER NUMBER PAYMENT DATES 00/00/00

000000063A SERVICE DATES 10/01/19
ADMISSION DATES 00/00/00

—————————————— CHARGES-—-—————————————— -———————-———-PAYMENTS

TOTAL CHARGES 264,312.00 ADJUSTMENTS

COVERED CHARGES 241,861.00 CONTRACTUAL ALLOW

NON-COVERD CHARGES 22,451.00 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:27:41
Page: 10

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00

16,366.52



Report CLM-0808-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE

JOHN D ARCHBOLD MEMORIAL HOSPITAL
915 GORDON AVE
THOMASVILLE, GA 31792-6614

PROVIDER NUMBER
0000000632

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

Run Date: 09/20/2021

Run Time: 21:27:41

Page: 11

00/00/00 THROUGH 00/00/00

10/01/19
00/00/00

COVERED CHARGES

PHARMACY-GENERAL 8,047.00 .00 OTHER LAB 0.00
MED/SURG SUPPLY 16,804.00 0.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 0.00 141.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 11,196.00 0.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 10,981.00 0.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 0.00 0.00 FEE SCHEDULE LAB 50,310.00
EKG/ECG 1,060.00 0.00 MRI SERVICES 0.00
IV THERAPY 21,000.00 495.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 0.00 11,981.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 3,200.00 520.00 FREE STANDING CLINIC 0.00
ANESTHESIA 961.00 0.00 AMBULANCE 0.00
GI SERVICES 0.00 4,995.00 CAST ROOM 0.00
EMERGENCY ROOM 105,395.00 0.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 1,070.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 5,732.00
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 0.00 0.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 3,473.00 0.00 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 0.00 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 0.00 0.00
AUDIOLOGY 0.00 0.00
CARDIOLOGY 0.00 0.00
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 2,632.00 0.00
TOTAL ANCILLARY 241,861.00
TOTAL ACCOMODATIONS 0.00

TOTAL CHARGES

241,861.00

THROUGH 09/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

2,74

1,54

[eleojololololololoBNlololololololololoBN ololo o]

22,451.00
0.00
22,451.00



Report : CLM-0810-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

JOHN D ARCHBOLD MEMORIAL HOSPITAL PROVIDER NUMBER PAYMENT DATES
915 GORDON AVE 000000063A SERVICE DATES
THOMASVILLE, GA 31792-6614 ADMISSION DATES

** NO DATA **

Run
Run

00/00/00
10/01/19
00/00/00

Date: 09/20/2021
Time: 21:27:43
Page: 12

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00



Report : CLM-0812-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:27:43
Location: CLMP800O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 13
SUMMARY TYPE VII

OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE
JOHN D ARCHBOLD MEMORIAL HOSPITAL PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
915 GORDON AVE 0000000632 SERVICE DATES 10/01/19 THROUGH 09/30/20
THOMASVILLE,GA 31792-6614 ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 8,314,067.40 ADJUSTMENTS 609,459.92
COVERED CHARGES 7,511,706.72 CONTRACTUAL ALLOW 6,256,484.35
NON-COVERD CHARGES 802,360.68 TOTAL MEDICAID LIAB 1,255,222.37
LESS: COB 0.00
LESS: COPAYMENT 381.54
ADD: ADDON PYMT 0.00
REIMBURSEMENT 1,254,840.83
TOTAL NUMBER OF CLAIMS 233



Report CLM-0812-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

JOHN D ARCHBOLD MEMORIAL HOSPITAL
915 GORDON AVE
THOMASVILLE, GA 31792-6614

PROVIDER NUMBER
0000000632

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

PHARMACY-GENERAL 102,702.00 81.00 OTHER LAB 1,
MED/SURG SUPPLY 516,375.00 0.00 RECREATIONAL THERAPY
LABORATORY-GENERAL 0.00 47.00 EDUCATION & TRAINING
RADIOLOGY-DIAGNOSTIC 35,917.00 53,484.00 OTHER THERAPEUTIC SVC

CT SCAN 33,087.00 7,778.00 SPECIAL CHARGES

PHYSICAL THERAPY 648.00 5,802.00 FEE SCHEDULE LAB 126,
EKG/ECG 5,300.00 212.00 MRI SERVICES 7,
IV THERAPY 152,387.00 17,420.00 PROFESSIONAL FEES

OPERATING ROOM 897,121.40 180,538.60 DURABLE MED. EQUIP.

LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY

RESPIRATORY SERVICES 6,901.00 2,275.00 FREE STANDING CLINIC

ANESTHESIA 36,553.00 0.00 AMBULANCE

GI SERVICES 0.00 0.00 CAST ROOM

EMERGENCY ROOM 19,062.00 0.00 SPECIAL SERVICES

RECOVERY ROOM 80,310.00 0.00 DRUG-SPECIFIC/HOME IV

LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 4,010,
RADIOLOGY THERAPEUTIC 310,031.00 0.00 HOME HEALTH SERVICES

OCCUPATIONAL THERAPY 432.00 1,070.00 HOSPICE SERVICES

SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE

RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE

OUTPATIENT SERVICES 0.00 0.00 O/P SPECIAL RESIDENCE

CLINIC SERVICES 17,122.00 402.00 TRAUMA RESPONSE

PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 701,
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS

OTHER IMAGING SERVICE 3,293.00 1,464.00 NO CC/INVALID REV CODE

BLOOD 0.00 0.00

BLOOD STORAGE & PRO. 2,587.00 504.00

ONCOLOGY 2,516.00 0.00

NUCLEAR MEDICINE 14,705.00 4,836.00

AUDIOLOGY 0.00 0.00

CARDIOLOGY 391,807.00 115,620.00

AMBULATORY SURGERY 0.00 0.00

OSTEOPATHIC SERVICES 0.00 0.00

EEG 0.00 0.00

ORGAN ACQUISITION 0.00 0.00

TREATMENT/OBSERV. RM 34,387.00 3,057.00

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

Run Date: 09/20/2021

Run Time: 21:27:43

Page: 14

00/00/00 THROUGH 00/00/00

10/01/19
00/00/00

54

250.
0.
138.

[oleolololololNololololololele]

COVERED CHARGES
748.
0.
0.
0.
0.
988.
795.

7,511,706.72

0.00

7,511,706.72

THROUGH 09/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

OO OO

18,984.
3,216.

384,87

OO OOOOOOOOOOOOOOO

802,360.68
0.00
802,360.68



Report : CLM-0814-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VIII
ZERO PAID OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

JOHN D ARCHBOLD MEMORIAL HOSPITAL PROVIDER NUMBER PAYMENT DATES 00/00/00
915 GORDON AVE 0000000632 SERVICE DATES 10/01/19
THOMASVILLE, GA 31792-6614 ADMISSION DATES 00/00/00

—————————————— CHARGES-—=--=-==————————— —-—-—--———----—-PAYMENTS

TOTAL CHARGES 120,563.00 ADJUSTMENTS

COVERED CHARGES 69,331.00 CONTRACTUAL ALLOW

NON-COVERD CHARGES 51,232.00 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:27:46
Page: 16

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00



Report CLM-0814-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE VIII
ZERO PAID OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

JOHN D ARCHBOLD MEMORIAL HOSPITAL
915 GORDON AVE
THOMASVILLE, GA 31792-6614

PROVIDER NUMBER
0000000632

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER
0

Run Date: 09/20/2021

Run Time: 21:27:46

Page: 17

00/00/00 THROUGH 00/00/00
10/01/19 THROUGH 09/30/20
00/00/00 THROUGH 00/00/00

COVERED CHARGES

PHARMACY-GENERAL .00 .00 OTHER LAB 0.00
MED/SURG SUPPLY 892.00 684.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 243.00 0.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 0.00 0.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 0.00 0.00 FEE SCHEDULE LAB 239.00
EKG/ECG 106.00 0.00 MRI SERVICES 0.00
IV THERAPY 0.00 0.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 0.00 0.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 0.00 0.00 FREE STANDING CLINIC 0.00
ANESTHESIA 413.00 0.00 AMBULANCE 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 0.00 0.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 343.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 31.00
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 0.00 0.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 67,032.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 0.00 0.00 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 0.00 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 0.00 0.00
AUDIOLOGY 0.00 0.00
CARDIOLOGY 0.00 50,397.00
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 0.00 0.00
TOTAL ANCILLARY 69,331.00
TOTAL ACCOMODATIONS 0.00
TOTAL CHARGES 69,331.00

** END OF REPORT **

NONCOVERED CHARGES

OCOOOOOOOOOOOOOOOOOOHOOOOO

51,232.00
0.00
51,232.00



Report CLM-0800-0
Process CLMJO800
Location: CLMP800O

PIEDMONT ATHENS REGIONAL MEDICAL CENTER,

1199 PRINCE AVE
ATHENS, GA 30606-2797

ROUTINE SERVICES

ROUTINE CARE
ROUTINE NURSERY
SWING BED

LEAVE OF ABSENCE
TOTAL ROUTINE

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

TOTAL ACCOMODATIONS

COVERED

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER
000000074A

PAYMENT DATES O
SERVICE DATES O
ADMISSION DATES O

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

80,185,310.88
79,616,446.09
568,864.79

ADJUSTMENTS

TOTAL MEDICAI
LESS: COB

Run Date: 09/20/2021

Run Time: 21:42:51
Page: 1
0/00/00 THROUGH 00/00/00

7/01/19
0/00/00

CONTRACTUAL ALLOW

D LIAB

LESS: COPAYMENT

ADD: ADDO
REIMBURSEMENT

TOTAL NUMBER OF ADMISS

PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

DAYS

NONCOVERED COVERED

10,671,332.00
4,159,667.00
0.00

ODOOOO

0.
14,830,999.00

0.00
4,936,340.00
147,345.00
0.00

0.
180,500.00

OO OO
O
o

5,264,185.00

(] OO OOODODODOOOO

20,095,184.00

N PYMT

IONS

CHARGES

THROUGH 06/30/20
THROUGH 00/00/00

1,398,911.43
63,086,243.53
16,530,202.56
140,282.72
687.50
18,207.00
16,407,439.34

1,783

NONCOVERED

[624@)]
OO OO
o
o

()} OO OOOOOOOO
o
o

w



Report CLM-0800-0
Process CLMJO800
Location: CLMP800O

PIEDMONT ATHENS REGIONAL MEDICAL CENTER,

1199 PRINCE AVE
ATHENS, GA 30606-2797

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

8,949,178.
2,133,656.
12,183,120.
879,055.
2,410,709.
226,593.
553,068.
967,710.
7,537,368.
2,100,452,
5,664,485,
426,316.
659,934.
4,079,487.
573,258.
669,620.
96,817.
170, 648.
146,766.
1,005,769.

0.
50,773.
0

0.
324,884.
0.
556,355.
0.
176,284.
0.
2,320,138.
0

0.
146,435.
0.
389,457.

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER

000000074A

PART II

NONCOVERED CHARGES
0

314.
0.

0.
78,818.

5,924.
0

0.
3,485.

89,336.
0

0.
0.

0.
41,492.
0.
138,816.
0.
26,338.

OO OO

OOOOOO

ODOOOOOO

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES
410,930.00

535,69

()}
[ee)
[olejololololololoBNlolololololololololololeoloNe)
o
o

3,175,61

59,521,262.09
20,095,184.00
79,616,446.09

n Date: 09/20/2021
n Time: 21:42:51
Page: 2

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

2,99

181,29

[eleolelViololololololololol Vololololololololo ol e]
o
o

568,808.79
56.00
568,864.79



Report CLM-0802-0
Process CLMJO800
Location: CLMP800O

PIEDMONT ATHENS REGIONAL MEDICAL CENTER,
1199 PRINCE AVE
ATHENS, GA 30606-2797

COVERED
ROUTINE SERVICES

ROUTINE CARE
ROUTINE NURSERY 8
SWING BED 0
LEAVE OF ABSENCE 0
TOTAL ROUTINE

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

foe] ODOOOODODODOOOO

TOTAL ACCOMODATIONS

u

INC.

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:43:01
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 3
SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS
PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00

0000000742 SERVICE DATES 07/01/19 THROUGH 06/30/20

ADMISSION DATES 00/00/00 THROUGH 00/00/00

—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————

TOTAL CHARGES 350,782.45 ADJUSTMENTS 0.00

COVERED CHARGES 350,782.45 CONTRACTUAL ALLOW 298,917.97

NON-COVERD CHARGES 0.00 TOTAL MEDICAID LIAB 51,864.48

LESS: COB 52,116.48

LESS: COPAYMENT 0.00

ADD: ADDON PYMT 252.00

REIMBURSEMENT 0.00

TOTAL NUMBER OF ADMISSIONS 12
PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

DAYS CHARGES

NONCOVERED COVERED NONCOVERED

0 89,642.00 0.00

0 21,224.00 0.00

0 0.00 0.00

0 0.00 0.00

0 110,866.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 110,866.00 0.00



Report CLM-0802-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

PIEDMONT ATHENS REGIONAL MEDICAL CENTER,
1199 PRINCE AVE
ATHENS, GA 30606-2797

INC. PROVIDER NUMBER

000000074A

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

PHARMACY-GENERAL 46,226.10 0.00 OTHER LAB 3,104.00
MED/SURG SUPPLY 2,950.35 0.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 35,621.00 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 2,740.00 0.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 8,607.00 0.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 821.00 0.00 FEE SCHEDULE LAB 0.00
EKG/ECG 381.00 0.00 MRI SERVICES 0.00
IV THERAPY 1,022.00 0.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 63,242.00 0.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 42,215.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 1,658.00 0.00 FREE STANDING CLINIC 0.00
ANESTHESIA 3,248.00 0.00 AMBULANCE 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 10,862.00 0.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 7,122.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 3,376.00 0.00 INJECTABLE DRUGS 0.00
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 1,885.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 375.00 0.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 0.00 0.00 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 0.00 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 0.00 0.00
AUDIOLOGY 0.00 0.00
CARDIOLOGY 0.00 0.00
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 4,461.00 0.00
TOTAL ANCILLARY 239,916.45
TOTAL ACCOMODATIONS 110,866.00

TOTAL CHARGES

Run Date: 09/20/2021

Run Time: 21:43:01

Page: 4

00/00/00 THROUGH 00/00/00
07/01/19 THROUGH 06/30/20
00/00/00 THROUGH 00/00/00

COVERED CHARGES

350,782.45

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]
o
o

0.00
0.00
0.00



Report CLM-0804-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
Location: CLMP800O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE III
OUTPATIENT PAID CLAIMS - % OF CHARGES
PIEDMONT ATHENS REGIONAL MEDICAL CENTER, INC. PROVIDER NUMBER PAYMENT DATES 00/00/00
1199 PRINCE AVE 000000074A SERVICE DATES 07/01/19
ATHENS, GA 30606-2797 ADMISSION DATES 00/00/00
—————————————— CHARGES-—--——-——————————— -—-——————-————-PAYMENTS
TOTAL CHARGES 30,113,274.79 ADJUSTMENTS
COVERED CHARGES 25,288,278.37 CONTRACTUAL ALLOW
NON-COVERD CHARGES 4,824,996.42 TOTAL MEDICAID LIAB
LESS: COB
LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT
ALL OTHER

FEE SCHEDULE-LAB
INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

09/20/2021
21:43:03
5

n Date:
n Time:
Page:

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

369,062.
21,801,492.
3,486,785.
4,232.
8,806.

0.
3,473,746.
3,054,673.
313,467.
105, 605.

8,818



Report CLM-0804-0
Process CLMJO800
Location: CLMP800O

PIEDMONT ATHENS REGIONAL MEDICAL CENTER,

1199 PRINCE AVE
ATHENS, GA 30606-2797

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

618,541.
603,692.
0.
977,769.
2,035,239,
126,246.
359,015.
919,594.
3,079,561.
0.
204,252.
221,847.
237,697.
6,485,428.
407,873.
0.
281,694.
19,025.
7,375.
0.
0.
0.
0.
23,843.
1,292,749.
0

139,993,
0.

216,225.
0.

325,382,
0

0.
193,908.
0.
727,897.

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE III

OUTPATIENT PAID CLAIMS - %

OF CHARGES

PROVIDER NUMBER

000000074A

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

12,597.
64,719.
99.
12,623.
526,753.
30,334.
8,763.
120,522.
507,876.
0.
134,692.
6,424.
102,162.
16,945.
0.

0.
103,146.
6,287.
15,433.
52,212.

0.
10,605.
0

10, 050.
80, 536.

0.

97,907.

0.

588,405.

0.

331,040.
0

0.
149,062.
0.
6,497.

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES
262,378.00

0

0.
0.00
0

3,785,809.90
692, 687.00

880,42

162,12

ODOWOOOODODOJOODDODDODDODODOOO
o
o

25,288,278.37
0.00
25,288,278.37

n Date: 09/20/2021
n Time: 21:43:03
Page: 6

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES
76.00
0.00
0.00
0.00

0.
407,866.98
94,275.00

752,17

OO OODWOOOODOOOO
o
o

155,394.00
418,814.52
0

4,824,996.42
0.00
4,824,996.42



Report : CLM-0806-0
Process : CLMJO800
Location: CLMP800O

PIEDMONT ATHENS REGIONAL MEDICAL CENTER,
1199 PRINCE AVE
ATHENS, GA 30606-2797

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run
MEDICAID MANAGEMENT INFORMATION SYSTEM Run
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE IV
ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES

INC. PROVIDER NUMBER PAYMENT DATES 00/00/00

0000000742 SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00
e CHARGES-—-——————=——————==  ———— oo PAYMENTS--
TOTAL CHARGES 589,863.98 ADJUSTMENTS
COVERED CHARGES 341,707.50 CONTRACTUAL ALLOW
NON-COVERD CHARGES 248,156.48 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT

ADD: ADDON PYMT
REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB

INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

Date: 09/20/2021
Time: 21:43:20
Page: 7

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00



Report CLM-0806-0
Process CLMJO800
Location: CLMP800O

PIEDMONT ATHENS REGIONAL MEDICAL CENTER,

1199 PRINCE AVE
ATHENS, GA 30606-2797

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

9,674.
10,905.
0.
9,215.
16,011.
3,045.
2,667.
14,386.
94,430.
0.
1,849.
7,778.
0.
73,508.
17,329.
0.
4,967.
315.
473.

978.
0.
462
1,818.

4,607.
0.
2,311.

OO OOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE IV

ZERO PAID OUTPATIENT PAID CLAIMS - %

OF CHARGES

PROVIDER NUMBER

000000074A

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

16.
1,628.
0.

155.
23,742.
1,260.
381.

0.
41,166.

o
~J

11,557.
0.
2,400.
0.
1,441.

OO OOOONNODODODODODOOOO

ODOOOOOO

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES
5,841.00
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341,707.50
0.00
341,707.50

n Date: 09/20/2021
n Time: 21:43:20
Page: 8

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES
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15,505.00

128,37
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5,100.97
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248,156.48
0.00
248,156.48



Report : CLM-0808-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH

Run Date: 09/20/2021

Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:43:21
Location: CLMP800O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 9
SUMMARY TYPE V

OUTPATIENT PAID CLAIMS - FIXED FEE
PIEDMONT ATHENS REGIONAL MEDICAL CENTER, INC. PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
1199 PRINCE AVE 000000074A SERVICE DATES 07/01/19 THROUGH 06/30/20
ATHENS, GA 30606-2797 ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 533,032.12 ADJUSTMENTS 128.26
COVERED CHARGES 509,823.02 CONTRACTUAL ALLOW 493,913.21
NON-COVERD CHARGES 23,209.10 TOTAL MEDICAID LIAB 15,909.81
LESS: COB 0.00
LESS: COPAYMENT 360.00
ADD: ADDON PYMT 0.00
REIMBURSEMENT 15,549.81

TOTAL NUMBER OF CLAIMS



Report CLM-0808-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE

PIEDMONT ATHENS REGIONAL MEDICAL CENTER,
1199 PRINCE AVE
ATHENS, GA 30606-2797

INC. PROVIDER NUMBER

000000074A

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

Run Date: 09/20/2021

Run Time: 21:43:21

Page: 10

00/00/00 THROUGH 00/00/00
07/01/19 THROUGH 06/30/20
00/00/00 THROUGH 00/00/00

COVERED CHARGES

PHARMACY-GENERAL 5,701.87 .20 OTHER LAB 05.00
MED/SURG SUPPLY 61.00 0.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 32,219.00 2,316.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 30,660.00 3,277.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 0.00 0.00 FEE SCHEDULE LAB 81,014.00
EKG/ECG 3,048.00 0.00 MRI SERVICES 1,970.00
IV THERAPY 17,480.00 1,757.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 0.00 0.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 1,185.00 0.00 FREE STANDING CLINIC 0.00
ANESTHESIA 0.00 0.00 AMBULANCE 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 300,587.00 0.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 0.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 26,115.15
RADIOLOGY THERAPEUTIC 253.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 0.00 0.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 4,871.00 3,577.00 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 0.00 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 0.00 0.00
AUDIOLOGY 0.00 0.00
CARDIOLOGY 0.00 0.00
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 3,753.00 0.00
TOTAL ANCILLARY 509,823.02
TOTAL ACCOMODATIONS 0.00

TOTAL CHARGES

509,823.02

NONCOVERED CHARGES

OO OO
o
o

N
w
\S)
w

o
~
[ee)
~J
OO OOOOOOUIOOOOOOOOO

’

23,209.10
0.00
23,209.10



Report : CLM-0810-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH

Run Date: 09/20/2021

Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:43:23
Location: CLMP800O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 11
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE
PIEDMONT ATHENS REGIONAL MEDICAL CENTER, INC. PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
1199 PRINCE AVE 000000074A SERVICE DATES 07/01/19 THROUGH 06/30/20
ATHENS, GA 30606-2797 ADMISSION DATES 00/00/00 THROUGH 00/00/00

—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 18,080.90 ADJUSTMENTS 0.00
COVERED CHARGES 16,066.90 CONTRACTUAL ALLOW 15,462.73
NON-COVERD CHARGES 2,014.00 TOTAL MEDICAID LIAB 604.17

LESS: COB 601.17

LESS: COPAYMENT 3.00

ADD: ADDON PYMT 0.00
REIMBURSEMENT 0.00

TOTAL NUMBER OF CLAIMS 9



Report CLM-0810-0
Process CLMJO800
Location: CLMP800O

PIEDMONT ATHENS REGIONAL MEDICAL CENTER,

1199 PRINCE AVE
ATHENS, GA 30606-2797

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

262.

u
joe]
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11,67

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI

ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER

000000074A

PART II

NONCOVERED CHARGES
0

0.
0.
0.
1,974.

jeoleloleololololololololololololololololololololololololololele]

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

2,21

[eleojololololololololololololololololol Nolololole]
o
o

16,066.90
0.00
16,066.90

n Date: 09/20/2021
n Time: 21:43:23
Page: 12

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES
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2,014.00
0.00
2,014.00



Report : CLM-0812-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
Location: CLMP800O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PIEDMONT ATHENS REGIONAL MEDICAL CENTER, INC. PROVIDER NUMBER PAYMENT DATES 00/00/00
1199 PRINCE AVE 000000074A SERVICE DATES 07/01/19
ATHENS, GA 30606-2797 ADMISSION DATES 00/00/00

—————————————— CHARGES-—--————————————— -—-——————-————-PAYMENTS

TOTAL CHARGES 2,390,523.47 ADJUSTMENTS

COVERED CHARGES 1,924,385.19 CONTRACTUAL ALLOW

NON-COVERD CHARGES 466,138.28 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:43:25
Page: 13

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

205,332.21
0.00
237.00

0.
205,095.21



Report CLM-0812-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PIEDMONT ATHENS REGIONAL MEDICAL CENTER,
1199 PRINCE AVE
ATHENS, GA 30606-2797

INC. PROVIDER NUMBER

000000074A

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

PHARMACY-GENERAL 38,487.46 1,664.00 OTHER LAB

MED/SURG SUPPLY 102,620.53 5,592.62 RECREATIONAL THERAPY
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING
RADIOLOGY-DIAGNOSTIC 7,003.00 3,086.00 OTHER THERAPEUTIC SVC

CT SCAN 14,457.00 0.00 SPECIAL CHARGES

PHYSICAL THERAPY 0.00 4,095.00 FEE SCHEDULE LAB 61,12
EKG/ECG 3,429.00 0.00 MRI SERVICES

IV THERAPY 17,755.00 2,089.00 PROFESSIONAL FEES
OPERATING ROOM 463,419.50 61,666.50 DURABLE MED. EQUIP.
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY
RESPIRATORY SERVICES 1,904.00 2,765.00 FREE STANDING CLINIC
ANESTHESIA 30,097.00 0.00 AMBULANCE

GI SERVICES 0.00 0.00 CAST ROOM

EMERGENCY ROOM 7,998.00 0.00 SPECIAL SERVICES
RECOVERY ROOM 32,584.00 0.00 DRUG-SPECIFIC/HOME IV
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 342,72
RADIOLOGY THERAPEUTIC 48,916.00 0.00 HOME HEALTH SERVICES
OCCUPATIONAL THERAPY 0.00 525.00 HOSPICE SERVICES

SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE
OUTPATIENT SERVICES 0.00 0.00 O/P SPECIAL RESIDENCE
CLINIC SERVICES 0.00 0.00 TRAUMA RESPONSE
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 680,03
LITHOTRIPSY 23,843.00 0.00 GENE THERAPY DRUGS

OTHER IMAGING SERVICE 596.00 0.00 NO CC/INVALID REV CODE
BLOOD 0.00 0.00

BLOOD STORAGE & PRO. 9,926.00 2,400.00

ONCOLOGY 0.00 0.00

NUCLEAR MEDICINE 4,340.00 913.00

AUDIOLOGY 0.00 0.00

CARDIOLOGY 22,881.00 67,077.00

AMBULATORY SURGERY 0.00 0.00

OSTEOPATHIC SERVICES 0.00 0.00

EEG 0.00 0.00

ORGAN ACQUISITION 0.00 0.00

TREATMENT/OBSERV. RM 10,245.06 0.00

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

Run Date: 09/20/2021

Run Time: 21:43:25

Page: 14

00/00/00 THROUGH 00/00/00
07/01/19 THROUGH 06/30/20
00/00/00 THROUGH 00/00/00
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COVERED CHARGES

1,924,385.19

0.00

1,924,385.19

NONCOVERED CHARGES
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263,311.
0

466,138.28
0.00
466,138.28



Report : CLM-0814-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
Location: CLMP800O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VIII
ZERO PAID OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PIEDMONT ATHENS REGIONAL MEDICAL CENTER, INC. PROVIDER NUMBER PAYMENT DATES 00/00/00
1199 PRINCE AVE 000000074A SERVICE DATES 07/01/19
ATHENS, GA 30606-2797 ADMISSION DATES 00/00/00

—————————————— CHARGES-—--——--—————————— -—-——————-————-PAYMENTS

TOTAL CHARGES 65,159.14 ADJUSTMENTS

COVERED CHARGES 40,432.21 CONTRACTUAL ALLOW

NON-COVERD CHARGES 24,726.93 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:43:27
Page: 15

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00



Report CLM-0814-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:43:27
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 16
SUMMARY TYPE VIII
ZERO PAID OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE
PIEDMONT ATHENS REGIONAL MEDICAL CENTER, INC. PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00

1199 PRINCE AVE 000000074A SERVICE DATES

07/01/19

THROUGH 06/30/20

ATHENS, GA 30606-2797

COST CENTER

COVERED CHARGES

PART II

ADMISSION DATES

ANCILLARY SERVICES

NONCOVERED CHARGES

COST CENTER

00/00/00

COVERED CHARGES

PHARMACY-GENERAL 705.06 0.00 OTHER LAB 0.00
MED/SURG SUPPLY 429.38 0.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 0.00 0.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 0.00 0.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 0.00 0.00 FEE SCHEDULE LAB 697.00
EKG/ECG 0.00 0.00 MRI SERVICES 0.00
IV THERAPY 0.00 0.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 0.00 21,663.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 0.00 0.00 FREE STANDING CLINIC 0.00
ANESTHESIA 1,186.00 0.00 AMBULANCE 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 0.00 0.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 1,978.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 130.33
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 0.00 0.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 35,306.44
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 0.00 0.00 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 0.00 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 0.00 0.00
AUDIOLOGY 0.00 0.00
CARDIOLOGY 0.00 0.00
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 0.00 0.00
TOTAL ANCILLARY 40,432.21
TOTAL ACCOMODATIONS 0.00
TOTAL CHARGES 40,432.21

** END OF REPORT **

THROUGH 00/00/00

NONCOVERED CHARGES
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24,726.93
0.00
24,726.93



Report : CLM-0800-0
Process : CLMJO800
Location: CLMP800O

BACON COUNTY HOSPITAL
302 S WAYNE ST
ALMA,GA 31510-2922

ROUTINE SERVICES

ROUTINE CARE
ROUTINE NURSERY
SWING BED

LEAVE OF ABSENCE
TOTAL ROUTINE

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

TOTAL ACCOMODATIONS

COVERED

306
35

341
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GEORGIA DEPARTMENT OF COMMUNITY HEALTH

Run Date: 09/20/2021

MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:02:27
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 1
SUMMARY TYPE I
INPATIENT PAID CLAIMS
PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
000000118A SERVICE DATES 07/01/19 THROUGH 06/30/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 2,384,641.23 ADJUSTMENTS 0.00
COVERED CHARGES 2,346,606.13 CONTRACTUAL ALLOW 1,703,539.84
NON-COVERD CHARGES 38,035.10 TOTAL MEDICAID LIAB 643,066.29
LESS: COB 34,246.74
LESS: COPAYMENT 137.50
ADD: ADDON PYMT 16,000.00
REIMBURSEMENT 624,682.05
TOTAL NUMBER OF ADMISSIONS 131
PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

DAYS CHARGES
NONCOVERED COVERED NONCOVERED
0 507, 952.00 0.00
0 37,280.00 0.00
0 0.00 0.00
0 0.00 0.00
0 545,232.00 0.00

191,97
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Report CLM-0800-0
Process CLMJO800
Location: CLMP800O

BACON COUNTY HOSPITAL
302 S WAYNE ST
ALMA,GA 31510-2922

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

191,188.
181,948.
420,402.
52,901.
78,374.
12,474.
22,199.
6,827.
65,234,
41,274.
139,068.
4,428.
3,992.
102,571.
5,436.
0.

0.
13,009.
3,540.

4,373.
0.
15,313.

5,926.
1,140.
0.
0.
0.

0.
35,594.

OO OOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER

000000118A

PART I

I

ANCILLARY SERVICES

NONCOVERED CHARGES

26,48

2,36

leoleolololololololalfielolololololololololololololololololololo) Jolo o)

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

COVERED CHARGES

9,758.00
0.00
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1,609,404.13
737,202.00
2,346,606.13

Run
Run

00/00/00
07/01/19
00/00/00

09/20/2021
21:02:27
2

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES
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38,035.10
0.00
38,035.10



Report : CLM-0802-0
Process : CLMJO800
Location: CLMP800O

BACON COUNTY HOSPITAL
302 S WAYNE ST
ALMA,GA 31510-2922

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

PROVIDER NUMBER PAYMENT DATES
000000118A SERVICE DATES
ADMISSION DATES

** NO DATA **

Run
Run

00/00/00
07/01/19
00/00/00

Date: 09/20/2021
Time: 21:02:28
Page: 3
THROUGH 00/00/00

THROUGH 06/30/20
THROUGH 00/00/00



Report : CLM-0804-0
Process : CLMJO800
Location: CLMP800O

BACON COUNTY HOSPITAL
302 S WAYNE ST
ALMA,GA 31510-2922

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE III
OUTPATIENT PAID CLAIMS - %

PROVIDER NUMBER
000000118A

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

OF CHARGES

2,060,465.
1,978,137.
82,328.

Ru
Ru

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

—————————————— PAYMENTS

73 ADJUSTMENTS

26 CONTRACTUAL ALLOW

47 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT

ADD: ADDON PYMT
REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB

INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:02:28
Page: 4

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

451,020.19
403,069.86
45,097.44
2,852.89

1,211



Report CLM-0804-0
Process CLMJO800
Location: CLMP800O

BACON COUNTY HOSPITAL
302 S WAYNE ST
ALMA,GA 31510-2922

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE III

OUTPATIENT PAID CLAIMS - % OF CHARGES

PROVIDER NUMBER

000000118A

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COVERED CHARGES NONCOVERED CHARGES COST CENTER

72,526.83 0.00 OTHER LAB 33,083.
103,721.24 0.00 RECREATIONAL THERAPY
0.00 0.00 EDUCATION & TRAINING
109,354.00 3,832.00 OTHER THERAPEUTIC SVC
244,858.75 8,405.00 SPECIAL CHARGES
50,184.00 5,763.00 FEE SCHEDULE LAB 482,011
35,005.78 1,303.00 MRI SERVICES 41,945
90,676.00 724.00 PROFESSIONAL FEES
100,907.00 2,687.00 DURABLE MED. EQUIP.
0.00 0.00 REHAB THERAPY
24,245.32 3,624.36 FREE STANDING CLINIC
0.00 0.00 AMBULANCE
41,184.00 1,003.00 CAST ROOM
285,702.00 1,915.00 SPECIAL SERVICES
4,854.00 0.00 DRUG-SPECIFIC/HOME IV
0.00 0.00 INJECTABLE DRUGS 61,10
0.00 0.00 HOME HEALTH SERVICES
6,323.00 225.00 HOSPICE SERVICES
3,244.00 0.00 ACTIVITIES OF DAILY LIFE
0.00 0.00 PATIENT CONVENIENCE
0.00 0.00 0/P SPECIAL RESIDENCE
0.00 0.00 TRAUMA RESPONSE
0.00 0.00 IMPL DEV CHARGE PATIENTS 33,20
0.00 0.00 GENE THERAPY DRUGS
29,996.00 1,240.00 NO CC/INVALID REV CODE
0.00 0.00
405.00 0.00
0.00 0.00
25,965.00 0.00
0.00 0.00
10,850.50 0.00
0.00 0.00
0.00 0.00
40,324.00 0.00
0.00 0.00
46,465.00 0.00

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

Run Date: 09/20/2021

Run Time: 21:02:28

Page: 5

00/00/00 THROUGH 00/00/00
07/01/19 THROUGH 06/30/20
00/00/00 THROUGH 00/00/00

OCOOUIOOOOOORFHOOOOOOOO

COVERED CHARGES

1,978,137.26

0.00

1,978,137.26

NONCOVERED CHARGES
1,175.00

11,88

32,72

COMOOOOOOOOOOODOOOO
=
[

82,328.47
0.00
82,328.47



Report : CLM-0806-0
Process : CLMJO800
Location: CLMP800O

BACON COUNTY HOSPITAL
302 S WAYNE ST
ALMA,GA 31510-2922

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:02:32
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 6

SUMMARY TYPE IV

ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES

PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
000000118A SERVICE DATES 07/01/19 THROUGH 06/30/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00

—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 29,085.57 ADJUSTMENTS 0.00
COVERED CHARGES 21,469.69 CONTRACTUAL ALLOW 16,256.76
NON-COVERD CHARGES 7,615.88 TOTAL MEDICAID LIAB 5,212.93
LESS: COB 5,197.93

LESS: COPAYMENT 15.00

ADD: ADDON PYMT 0.00

REIMBURSEMENT 0.00

ALL OTHER 0.00

FEE SCHEDULE-LAB 0.00

INJECTABLE DRUGS 0.00

TOTAL NUMBER OF CLAIMS 15



Report CLM-0806-0
Process CLMJO800
Location: CLMP800O

BACON COUNTY HOSPITAL
302 S WAYNE ST
ALMA,GA 31510-2922

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

3,228.

1,700.
0.

1,158.
0

0.

w
~J
=S O

leojeololeolololololololol Nolololololololololololololo o)

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE IV

ZERO PAID OUTPATIENT PAID CLAIMS - %

OF CHARGES

PROVIDER NUMBER

000000118A

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

N
N
O

OO OOOOOOOOOOOOOOOOOOOO

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES
0

OO OOOOOOONOODODOOOOO
o
o

21,469.69
0.00
21,469.69

n Date: 09/20/2021
n Time: 21:02:32
Page: 7

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

N
N

w

O
o
OCOORPOOOOOOWOOOOOOOOOHOOOOO
o
o

7,615.88
0.00
7,615.88



Report : CLM-0808-0
Process : CLMJO800
Location: CLMP800O

BACON COUNTY HOSPITAL
302 S WAYNE ST
ALMA,GA 31510-2922

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE
PROVIDER NUMBER PAYMENT DATES 00/00/00
000000118A SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00
—————————————— CHARGES-—-—————————————— -———————-———-PAYMENTS
TOTAL CHARGES 135,716.84 ADJUSTMENTS
COVERED CHARGES 132,662.15 CONTRACTUAL ALLOW
NON-COVERD CHARGES 3,054.69 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:02:32
Page: 8

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

10,317.44



Report CLM-0808-0
Process CLMJO800
Location: CLMP800O

BACON COUNTY HOSPITAL
302 S WAYNE ST
ALMA,GA 31510-2922

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

1,525.
3,130.
0.
16,333.
13,202.
0.
2,059.
1,502.
0.

0.

920.

0.

0.
52,685.

OO0 OOOOOOUIODOOOOOOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER

000000118A

PART II

NONCOVERED CHARGES
0

0.
0.
0.
1,573.
0.

=
O
=

OO0 OOOOOOOOOOOOOOOOOODOWOOOOOO

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

33,31

7,11

[eleojololololololo Yololololololololololololo ol o]
o
o

132,662.15
0.00
132,662.15

n Date: 09/20/2021
n Time: 21:02:32
Page: 9

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

OO OODOOOONOOODOODOOOOONOOOOO
o
o

3,054.69
0.00
3,054.69



Report : CLM-0810-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
Location: CLMP800O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

BACON COUNTY HOSPITAL PROVIDER NUMBER PAYMENT DATES 00/00/00
302 S WAYNE ST 000000118A SERVICE DATES 07/01/19
ALMA,GA 31510-2922 ADMISSION DATES 00/00/00

—————————————— CHARGES-—--——-——————————— -—-——————-————-PAYMENTS

TOTAL CHARGES 21,857.89 ADJUSTMENTS

COVERED CHARGES 16,044.51 CONTRACTUAL ALLOW

NON-COVERD CHARGES 5,813.38 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:02:33
Page: 10

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00



Report CLM-0810-0
Process CLMJO800
Location: CLMP800O

BACON COUNTY HOSPITAL
302 S WAYNE ST
ALMA,GA 31510-2922

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

653.
1,313.
0.
440.

oy
O o

lololololololololololololololololololololololilYolololololeololole]

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER

000000118A

PART I

I

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

3,2

2,50

leoleolololololololololololololololololololololololololal -y Veololololeo o)

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

[\S)
[ee)

12,57

[elelVieololololeolol Veolololololololololololololole]
o
o

16,044.51
0.00
16,044.51

n Date: 09/20/2021
n Time: 21:02:33
Page: 11

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

[eleojololololololoBNlolololololololololololololole]
o
o

5,813.38
0.00
5,813.38



Report : CLM-0812-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
Location: CLMP800O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

BACON COUNTY HOSPITAL PROVIDER NUMBER PAYMENT DATES 00/00/00
302 S WAYNE ST 000000118A SERVICE DATES 07/01/19
ALMA,GA 31510-2922 ADMISSION DATES 00/00/00

—————————————— CHARGES-—-—————————————— -———————-———-PAYMENTS

TOTAL CHARGES 206,467.47 ADJUSTMENTS

COVERED CHARGES 201,910.43 CONTRACTUAL ALLOW

NON-COVERD CHARGES 4,557.04 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:02:33
Page: 12

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

12.00
0.
25,141.45



Report CLM-0812-0
Process CLMJO800
Location: CLMP800O

BACON COUNTY HOSPITAL
302 S WAYNE ST
ALMA,GA 31510-2922

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

2,525.
19,086.

454.

N
N
o
o

QOO0 OOOOOOOOOOODOOOOOO

’

OO OOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VII

OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PROVIDER NUMBER

000000118A

PART II

NONCOVERED CHARGES
0

0.
0.
1,802.

QOO0 OOOOOOOOOOOOOOOOOOOOOOODWVWOOOO

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

=
=

ODOUIOOOODOONOODDODODODOOOOJOOOOO
o
o

1,36

143, 44

201,910.43
0.00
201,910.43

n Date: 09/20/2021
n Time: 21:02:33
Page: 13

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

OO OOOOOONOOODOODOOODOODOOOOO
o
o

4,557.04
0.00
4,557.04



Report : CLM-0814-0
Process : CLMJO800
Location: CLMP800O

BACON COUNTY HOSPITAL
302 S WAYNE ST
ALMA,GA 31510-2922

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VIII
ZERO PAID OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PROVIDER NUMBER PAYMENT DATES
000000118A SERVICE DATES
ADMISSION DATES

** NO DATA **

** END OF REPORT **

Run
Run

00/00/00
07/01/19
00/00/00

Date: 09/20/2021
Time: 21:02:33
Page: 14

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00



Report : CLM-0800-0
Process : CLMJO800
Location: CLMP800O

NAVICENT HEALTH OCONEE
821 N COBB ST
MILLEDGEVILLE, GA 31061-2343

ROUTINE SERVICES

ROUTINE CARE
ROUTINE NURSERY
SWING BED

LEAVE OF ABSENCE
TOTAL ROUTINE

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

TOTAL ACCOMODATIONS

COVERED

592
41

633

OO0 OOOUIO

u
o
]

1,138

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER

PART I - ACCOMODATIONS

MEDICAID DAYS AND CHARGES

NONCOVERED

ODOOOO

(] OO OOODODODOOOO

PAYMENT DATES 00/00/00

000000129A SERVICE DATES 01/01/20
ADMISSION DATES 00/00/00
—————————————— CHARGES-——————————————— -—-——————-————-PAYMENTS
TOTAL CHARGES 6,335,809.72 ADJUSTMENTS
COVERED CHARGES 6,262,437.30 CONTRACTUAL ALLOW
NON-COVERD CHARGES 73,372.42 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF ADMISSIONS

CHARGES
COVERED

503,948.00
42,879.00
0.00

0.
546,827.00

0.
1,062,844.00

QOO OOOOO
O
o

1,062,844.00
1,609,671.00

Run Date: 09/20/2021
Run Time: 21:35:09

Page: 1

THROUGH 00/00/00
THROUGH 12/31/20
THROUGH 00/00/00

147,385.99
4,119,383.72
2,143,053.58

78,059.91
12.50
1,134.00
2,066,115.17

NONCOVERED

OO OO
o
o

o OO OOOOOOOO
o
o



Report CLM-0800-0
Process CLMJO800
Location: CLMP800O

NAVICENT HEALTH OCONEE
821 N COBB ST

MILLEDGEVILLE,GA 31061-

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

2343

COVERED CHARGES
530,018.09
242,730.92

1,169,057.70
78,218.60
446,526.36
34,435.18
26,352.00
84,788.09
165,057.17
23,420.56
270,881.34
0.00
31,676.00
306,135.72
22,145.00
3,987.66
7,415.90
16,035.44
10,578.65
22,140.00
0.00
548.00
0.00

0.
23,350.13
0.
46,831.14
0

16,894.51
1,387.68
139,585.52
1,090.00
0.00
630.00
0.00
8,558.00

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER

0000001292

PART II

ANCILLARY SERVICES

NONCOVERED CHARGES

5,320.
285.
9,682.
254.
829.
0.
244 .
0.

0.
2,933.
80.

0.

0.
4,337.

3,690.
0.
1,526.

24,318.

OO OO ODOOOO

ODOOOOOOOO

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

COVERED CHARGES
48,282.46

21,85

821,99

30,15

OORPOOOOOOWOOOOODOOOONOOOOO
o
o

4,652,766.30
1,609,671.00
6,262,437.30

Run
Run

00/00/00
01/01/20
00/00/00

Date: 09/20/2021
Time: 21:35:09
Page: 2
THROUGH 00/00/00

THROUGH 12/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

19,36

o

OO0 OOOOVOOOOOOOOOOOCOOOWL
o
o

73,372.42
0.00
73,372.42



Report : CLM-0802-0
Process : CLMJO800
Location: CLMP800O

NAVICENT HEALTH OCONEE
821 N COBB ST
MILLEDGEVILLE, GA 31061-2343

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

PROVIDER NUMBER PAYMENT DATES
0000001292 SERVICE DATES
ADMISSION DATES

** NO DATA **

Run
Run

00/00/00
01/01/20
00/00/00

Date: 09/20/2021

Time: 21:35:14
Page: 3
THROUGH 00/00/00

THROUGH 12/31/20
THROUGH 00/00/00



Report : CLM-0804-0
Process : CLMJO800
Location: CLMP800O

NAVICENT HEALTH OCONEE
821 N COBB ST
MILLEDGEVILLE, GA 31061-2343

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run
MEDICAID MANAGEMENT INFORMATION SYSTEM Run
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE III
OUTPATIENT PAID CLAIMS - % OF CHARGES

PROVIDER NUMBER PAYMENT DATES 00/00/00

000000129A SERVICE DATES 01/01/20
ADMISSION DATES 00/00/00

e CHARGES—--—————————————  —— PAYMENTS-—

TOTAL CHARGES 5,308,386.66 ADJUSTMENTS

COVERED CHARGES 4,796,075.35 CONTRACTUAL ALLOW

NON-COVERD CHARGES 512,311.31 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT

ADD: ADDON PYMT
REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB

INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

Date: 09/20/2021
Time: 21:35:14
Page: 4

THROUGH 00/00/00
THROUGH 12/31/20
THROUGH 00/00/00

130,871.28
3,650,357.13
1,145,718.22

2,858.06
765.00

0.00
1,142,095.16

954,185.21

146,157.23

41,752.72

2,759



Report CLM-0804-0
Process CLMJO800
Location: CLMP800O

NAVICENT HEALTH OCONEE
821 N COBB ST

MILLEDGEVILLE,GA 31061-

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

2343

COVERED CHARGES

100,795.
111,487.
0.
167,006.
791,584.
53,348.
39,528.
199,795.
177,476.
2,933.
6,842.
310.
139,612.
1,185,766.
51,802.
0.
125,903.
13,944.
6,981.
0.
0.
1,962.

0

20,051.
92,329.
0.
5,876.
0.
44,523.
0.
49,536.
0
0.
43,701.
0.
68,877.

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE III

OUTPATIENT PAID CLAIMS - % OF CHARGES

PROVIDER NUMBER

0000001292

PART II

ANCILLARY SERVICES

NONCOVERED CHARGES

1,938.
1,558.
0.
1,326.
61,748.
5,995.
976.
33,327.
4,527.
0.
2,529.
0

6,830.
10,509.
0.
0.
226,508.
4,451.
328.
615.
0.
2,700.
0

0.
8,359.
0.
6,208.
0.
19,127.
0.
6,136.
0.

0.

0.

0.
1,753.

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

Run Date: 09/20/2021

Run Time: 21:35:14

Page: 5

00/00/00 THROUGH 00/00/00
01/01/20 THROUGH 12/31/20
00/00/00 THROUGH 00/00/00

COVERED CHARGES

26,013.82

172,72

38,10

OCOUIOOOOOOODOOOOOOOO
~J
w

4,796,075.35
0.00
4,796,075.35

NONCOVERED CHARGES

300.00
0.00
0.00
0.00

0.
55,535.01
3,743.79

45,27

OO OOOOOOONOODODOOOOO
o
o

512,311.31
0.00
512,311.31



Report : CLM-0806-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:35:26
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 6
SUMMARY TYPE IV
ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES

NAVICENT HEALTH OCONEE PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
821 N COBB ST 000000129A SERVICE DATES 01/01/20 THROUGH 12/31/20
MILLEDGEVILLE,GA 31061-2343 ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES--—————————————— ————————————PAYMENTS----——————————————

TOTAL CHARGES 23,741.90 ADJUSTMENTS 0.00

COVERED CHARGES 18,781.09 CONTRACTUAL ALLOW 14,566.33

NON-COVERD CHARGES 4,960.81 TOTAL MEDICAID LIAB 4,214.76

LESS: COB 4,214.76

LESS: COPAYMENT 0.00

ADD: ADDON PYMT 0.00

REIMBURSEMENT 0.00

ALL OTHER 0.00

FEE SCHEDULE-LAB 0.00

INJECTABLE DRUGS 0.00

TOTAL NUMBER OF CLAIMS 16



Report CLM-0806-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE IV
ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES
NAVICENT HEALTH OCONEE
821 N COBB ST
MILLEDGEVILLE, GA 31061-2343

PROVIDER NUMBER
0000001292

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

Run Date: 09/20/2021

Run Time: 21:35:26

Page: 7

00/00/00 THROUGH 00/00/00
01/01/20 THROUGH 12/31/20
00/00/00 THROUGH 00/00/00

COVERED CHARGES

PHARMACY-GENERAL 541.35 157.92 OTHER LAB 0.00
MED/SURG SUPPLY 215.69 0.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 335.00 0.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 0.00 0.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 0.00 0.00 FEE SCHEDULE LAB 4,386.66
EKG/ECG 244.00 0.00 MRI SERVICES 0.00
IV THERAPY 483.00 0.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 2,300.00 0.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 0.00 0.00 FREE STANDING CLINIC 0.00
ANESTHESIA 0.00 0.00 AMBULANCE 0.00
GI SERVICES 0.00 2,030.00 CAST ROOM 0.00
EMERGENCY ROOM 7,749.00 0.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 462.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 253.37
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 0.00 80.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 711.02 853.06 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 0.00 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 1,100.00 240.00
AUDIOLOGY 0.00 0.00
CARDIOLOGY 0.00 0.00
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 0.00 0.00
TOTAL ANCILLARY 18,781.09
TOTAL ACCOMODATIONS 0.00

TOTAL CHARGES

18,781.09

NONCOVERED CHARGES

OO OO

=
()}
[ee)

O
OO OOOOOONOOODOOOOOO

=
~

w
w

4,960.81
0.00
4,960.81



Report : CLM-0808-0
Process : CLMJO800
Location: CLMP800O

NAVICENT HEALTH OCONEE
821 N COBB ST
MILLEDGEVILLE, GA 31061-2343

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

Run Date: 09/20/2021

MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:35:26
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 8
SUMMARY TYPE V

OUTPATIENT PAID CLAIMS - FIXED FEE
PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
0000001292 SERVICE DATES 01/01/20 THROUGH 12/31/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 198,019.11 ADJUSTMENTS 0.00
COVERED CHARGES 192,510.24 CONTRACTUAL ALLOW 176,063.04
NON-COVERD CHARGES 5,508.87 TOTAL MEDICAID LIAB 16,447.20
LESS: COB 0.00
LESS: COPAYMENT 99.00
ADD: ADDON PYMT 0.00
REIMBURSEMENT 16,348.20
TOTAL NUMBER OF CLAIMS 210



Report CLM-0808-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE

NAVICENT HEALTH OCONEE
821 N COBB ST
MILLEDGEVILLE, GA 31061-2343

PROVIDER NUMBER
0000001292

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER
0

Run Date: 09/20/2021

Run Time: 21:35:26

Page: 9

00/00/00 THROUGH 00/00/00
01/01/20 THROUGH 12/31/20
00/00/00 THROUGH 00/00/00

COVERED CHARGES

PHARMACY-GENERAL 482.64 .00 OTHER LAB 45.00
MED/SURG SUPPLY 249.00 30.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 7,807.29 0.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 13,073.63 1,138.37 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 0.00 0.00 FEE SCHEDULE LAB 27,602.94
EKG/ECG 1,464.00 0.00 MRI SERVICES 0.00
IV THERAPY 13,096.00 375.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 0.00 0.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 80.00 0.00 FREE STANDING CLINIC 0.00
ANESTHESIA 0.00 0.00 AMBULANCE 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 120,713.00 1,337.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 0.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 5,400.72
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 0.00 0.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 2,096.02 853.06 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 0.00 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 0.00 0.00
AUDIOLOGY 0.00 0.00
CARDIOLOGY 0.00 0.00
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 0.00 0.00
TOTAL ANCILLARY 192,510.24
TOTAL ACCOMODATIONS 0.00

TOTAL CHARGES

192,510.24

NONCOVERED CHARGES

1,69

[eleolololololololoBNlololololololololoBN ololo o]
o
o

5,508.87
0.00
5,508.87



Report : CLM-0810-0
Process : CLMJO800
Location: CLMP800O

NAVICENT HEALTH OCONEE
821 N COBB ST
MILLEDGEVILLE, GA 31061-2343

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:35:28

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER PAYMENT DATES 00/00/00

000000129A SERVICE DATES 01/01/20
ADMISSION DATES 00/00/00
—————————————— CHARGES-——--——--—————————— -—-——————-————-PAYMENTS
TOTAL CHARGES 587.00 ADJUSTMENTS
COVERED CHARGES 587.00 CONTRACTUAL ALLOW
NON-COVERD CHARGES 0.00 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

Page: 10

THROUGH 00/00/00
THROUGH 12/31/20
THROUGH 00/00/00



Report : CLM-0810-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:35:28
Location: CLMP800O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 11
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE
NAVICENT HEALTH OCONEE PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
821 N COBB ST 000000129A SERVICE DATES 01/01/20 THROUGH 12/31/20
MILLEDGEVILLE,GA 31061-2343 ADMISSION DATES 00/00/00 THROUGH 00/00/00
PART II ANCILLARY SERVICES
COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER COVERED CHARGES NONCOVERED CHARGES
PHARMACY-GENERAL 0.00 0.00 OTHER LAB 0.00 0.00
MED/SURG SUPPLY 0.00 0.00 RECREATIONAL THERAPY 0.00 0.00
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING 0.00 0.00
RADIOLOGY-DIAGNOSTIC 0.00 0.00 OTHER THERAPEUTIC SVC 0.00 0.00
CT SCAN 0.00 0.00 SPECIAL CHARGES 0.00 0.00
PHYSICAL THERAPY 0.00 0.00 FEE SCHEDULE LAB 67.00 0.00
EKG/ECG 0.00 0.00 MRI SERVICES 0.00 0.00
IV THERAPY 0.00 0.00 PROFESSIONAL FEES 0.00 0.00
OPERATING ROOM 0.00 0.00 DURABLE MED. EQUIP. 0.00 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00 0.00
RESPIRATORY SERVICES 0.00 0.00 FREE STANDING CLINIC 0.00 0.00
ANESTHESIA 0.00 0.00 AMBULANCE 0.00 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00 0.00
EMERGENCY ROOM 520.00 0.00 SPECIAL SERVICES 0.00 0.00
RECOVERY ROOM 0.00 0.00 DRUG-SPECIFIC/HOME IV 0.00 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 0.00 0.00
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00 0.00
OUTPATIENT SERVICES 0.00 0.00 O/P SPECIAL RESIDENCE 0.00 0.00
CLINIC SERVICES 0.00 0.00 TRAUMA RESPONSE 0.00 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00 0.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00 0.00
OTHER IMAGING SERVICE 0.00 0.00 NO CC/INVALID REV CODE 0.00 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 0.00 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 0.00 0.00
AUDIOLOGY 0.00 0.00
CARDIOLOGY 0.00 0.00
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 0.00 0.00

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

587.00
587.00

0.00
0.00
0.00



Report : CLM-0812-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:35:28
Location: CLMP800O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 12
SUMMARY TYPE VII

OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE
NAVICENT HEALTH OCONEE PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
821 N COBB ST 000000129A SERVICE DATES 01/01/20 THROUGH 12/31/20
MILLEDGEVILLE,GA 31061-2343 ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 67,572.14 ADJUSTMENTS 10,198.80
COVERED CHARGES 65,258.04 CONTRACTUAL ALLOW 49,950.84
NON-COVERD CHARGES 2,314.10 TOTAL MEDICAID LIAB 15,307.20
LESS: COB 0.00
LESS: COPAYMENT 6.00
ADD: ADDON PYMT 0.00
REIMBURSEMENT 15,301.20
TOTAL NUMBER OF CLAIMS 3



Report CLM-0812-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

NAVICENT HEALTH OCONEE
821 N COBB ST
MILLEDGEVILLE, GA 31061-2343

PROVIDER NUMBER
0000001292

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

Run Date: 09/20/2021

Run Time: 21:35:28

Page: 13

00/00/00 THROUGH 00/00/00
01/01/20 THROUGH 12/31/20
00/00/00 THROUGH 00/00/00

COVERED CHARGES

PHARMACY-GENERAL 5,968.97 0.00 OTHER LAB 0.00
MED/SURG SUPPLY 2,059.07 0.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 152.00 0.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 0.00 0.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 127.74 162.14 FEE SCHEDULE LAB 346.25
EKG/ECG 0.00 0.00 MRI SERVICES 0.00
IV THERAPY 0.00 0.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 9,650.00 0.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 0.00 0.00 FREE STANDING CLINIC 0.00
ANESTHESIA 0.00 0.00 AMBULANCE 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 0.00 0.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 1,558.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 934.40
RADIOLOGY THERAPEUTIC 23,626.81 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 0.00 72.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 20,834.80
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 0.00 0.00 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 0.00 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 0.00 0.00
AUDIOLOGY 0.00 0.00
CARDIOLOGY 0.00 0.00
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 0.00 0.00
TOTAL ANCILLARY 65,258.04
TOTAL ACCOMODATIONS 0.00

TOTAL CHARGES

65,258.04

NONCOVERED CHARGES

2,05

[eleojololololololol VeololololololololoBN ololo o]

2,314.10
0.00
2,314.10



Report : CLM-0814-0
Process : CLMJO800
Location: CLMP800O

NAVICENT HEALTH OCONEE
821 N COBB ST
MILLEDGEVILLE, GA 31061-2343

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VIII
ZERO PAID OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PROVIDER NUMBER PAYMENT DATES
0000001292 SERVICE DATES
ADMISSION DATES

** NO DATA **

** END OF REPORT **

Run
Run

00/00/00
01/01/20
00/00/00

Date: 09/20/2021

Time: 21:35:29
Page: 14
THROUGH 00/00/00

THROUGH 12/31/20
THROUGH 00/00/00



Report : CLM-0800-0
Process CLMJO800
Location: CLMP800O

HOSPITAL AUTHORITY OF VALDOSTA AND LOWNDES COUNTY

1221 E MCPHERSON AVE

NASHVILLE,GA 31639-2326

ROUTINE SERVICES

ROUTINE CARE
ROUTINE NURSERY
SWING BED

LEAVE OF ABSENCE
TOTAL ROUTINE

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

TOTAL ACCOMODATIONS

COVERED

w

foe] ODOOOODODODOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 20:44:48
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 1

SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00

0000001732 SERVICE DATES 10/01/19 THROUGH 09/30/20

ADMISSION DATES 00/00/00 THROUGH 00/00/00

—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————

TOTAL CHARGES 192,193.25 ADJUSTMENTS 20,333.28

COVERED CHARGES 192,193.25 CONTRACTUAL ALLOW 129,243.92

NON-COVERD CHARGES 0.00 TOTAL MEDICAID LIAB 62,949.33

LESS: COB 0.00

LESS: COPAYMENT 0.00

ADD: ADDON PYMT 0.00

REIMBURSEMENT 62,949.33

TOTAL NUMBER OF ADMISSIONS 9
PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

DAYS CHARGES

NONCOVERED COVERED NONCOVERED

0 34,580.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 34,580.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 34,580.00 0.00



Report CLM-0800-0
Process CLMJO800
Location: CLMP800O

HOSPITAL AUTHORITY OF VALDOSTA AND LOWNDES COUNTY

1221 E MCPHERSON AVE
NASHVILLE,GA 31639-2326

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

72,271.
131.
25,433.
2,893.
38,728.
1,826.
202.
5,317.
0.

0.

76.

0.

0.
4,145.

=

~
(o))
~J

4,92

OO OOOHOOODODOOOODOOOOOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE I
INPATIENT PAID CLAIMS

PART II

PROVIDER NUMBER
0000001732

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 10/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

jeojejeolololololololololololololololololololololololololololololololeolele]

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

OO OOOOOOODOOOOOOOOOODOOOOO
o
o

157,613.25
34,580.00
192,193.25

n Date: 09/20/2021
n Time: 20:44:48
Page: 2

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]
o
o

0.00
0.00
0.00



Report : CLM-0802-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

HOSPITAL AUTHORITY OF VALDOSTA AND LOWNDES COUNTY PROVIDER NUMBER PAYMENT DATES
1221 E MCPHERSON AVE 000000173A SERVICE DATES
NASHVILLE, GA 31639-2326 ADMISSION DATES

** NO DATA **

Run
Run

00/00/00
10/01/19
00/00/00

Date: 09/20/2021
Time: 20:44:49
Page: 3

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00



Report : CLM-0804-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run

Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Run
Location: CLMP800O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE III
OUTPATIENT PAID CLAIMS - % OF CHARGES

HOSPITAL AUTHORITY OF VALDOSTA AND LOWNDES COUNTY PROVIDER NUMBER PAYMENT DATES 00/00/00
1221 E MCPHERSON AVE 000000173A SERVICE DATES 10/01/19
NASHVILLE,GA 31639-2326 ADMISSION DATES 00/00/00

e ettt CHARGES-—-——————=——————==  ———————o———— PAYMENTS--

TOTAL CHARGES 822,501.69 ADJUSTMENTS

COVERED CHARGES 776,836.69 CONTRACTUAL ALLOW

NON-COVERD CHARGES 45,665.00 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT

ADD: ADDON PYMT
REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB

INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

Date: 09/20/2021
Time: 20:44:49
Page: 4

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00

232,499.83
213,626.86
17,432.55
1,440.42



Report CLM-0804-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE III
OUTPATIENT PAID CLAIMS - % OF CHARGES
HOSPITAL AUTHORITY OF VALDOSTA AND LOWNDES COUNTY
1221 E MCPHERSON AVE
NASHVILLE, GA 31639-2326

PROVIDER NUMBER
0000001732

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER
0

Run Date: 09/20/2021

Run Time: 20:44:49

Page: 5

00/00/00 THROUGH 00/00/00
10/01/19 THROUGH 09/30/20
00/00/00 THROUGH 00/00/00

COVERED CHARGES

PHARMACY-GENERAL 16,577.50 .00 OTHER LAB 4,118.00
MED/SURG SUPPLY 1,356.69 0.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 45,693.00 3,538.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 212,913.00 8,434.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 0.00 0.00 FEE SCHEDULE LAB 139,827.00
EKG/ECG 9,284.00 202.00 MRI SERVICES 0.00
IV THERAPY 54,262.00 6,276.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 0.00 0.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 618.00 612.00 FREE STANDING CLINIC 0.00
ANESTHESIA 0.00 0.00 AMBULANCE 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 191,661.00 688.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 0.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 59,714.50
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 0.00 1,884.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 23,028.00 1,028.00 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00

BLOOD STORAGE & PRO. 0.00 0.00

ONCOLOGY 0.00 0.00

NUCLEAR MEDICINE 0.00 0.00

AUDIOLOGY 0.00 0.00

CARDIOLOGY 1,671.00 1,671.00

AMBULATORY SURGERY 0.00 0.00

OSTEOPATHIC SERVICES 0.00 0.00

EEG 0.00 0.00

ORGAN ACQUISITION 0.00 0.00

TREATMENT/OBSERV. RM 16,113.00 0.00

TOTAL ANCILLARY 776,836.69
TOTAL ACCOMODATIONS 0.00

TOTAL CHARGES

776,836.69

NONCOVERED CHARGES

13,28

[eleolololololololoBllolololololololololl olololole]
o
o

45,665.00
0.00
45,665.00



Report : CLM-0806-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Run
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

ZERO PAID OUTPATIENT PAID CLAIMS -

HOSPITAL AUTHORITY OF VALDOSTA AND LOWNDES COUNTY
1221 E MCPHERSON AVE
NASHVILLE, GA 31639-2326

SUMMARY TYPE IV

PROVIDER NUMBER
0000001732

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

OF CHARGES

PAYMENT DATES 00/00/00
SERVICE DATES 10/01/19
ADMISSION DATES 00/00/00

mmmmmmm—mm e PAYMENTS--
5,596.00 ADJUSTMENTS
5,596.00 CONTRACTUAL ALLOW
0.00 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT

ADD: ADDON PYMT
REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB

INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

Date: 09/20/2021
Time: 20:44:53
Page: 6

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00

OO OOOWVWWOWO O
o
o



Report CLM-0806-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE IV
ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES
HOSPITAL AUTHORITY OF VALDOSTA AND LOWNDES COUNTY
1221 E MCPHERSON AVE
NASHVILLE, GA 31639-2326

PROVIDER NUMBER
0000001732

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER
0

Run Date: 09/20/2021

Run Time: 20:44:53

Page: 7

00/00/00 THROUGH 00/00/00
10/01/19 THROUGH 09/30/20
00/00/00 THROUGH 00/00/00

COVERED CHARGES

PHARMACY-GENERAL .00 0.00 OTHER LAB 0.00
MED/SURG SUPPLY 0.00 0.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 222.00 0.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 3,610.00 0.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 0.00 0.00 FEE SCHEDULE LAB 387.00
EKG/ECG 0.00 0.00 MRI SERVICES 0.00
IV THERAPY 125.00 0.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 0.00 0.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 0.00 0.00 FREE STANDING CLINIC 0.00
ANESTHESIA 0.00 0.00 AMBULANCE 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 1,252.00 0.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 0.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 0.00
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 0.00 0.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 0.00 0.00 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 0.00 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 0.00 0.00
AUDIOLOGY 0.00 0.00
CARDIOLOGY 0.00 0.00
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 0.00 0.00
TOTAL ANCILLARY 5,596.00
TOTAL ACCOMODATIONS 0.00

TOTAL CHARGES

5,596.00

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]

0.00
0.00
0.00



Report : CLM-0808-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM

Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE

HOSPITAL AUTHORITY OF VALDOSTA AND LOWNDES COUNTY PROVIDER NUMBER

1221 E MCPHERSON AVE 0000001732

NASHVILLE,GA 31639-2326
—————————————— CHARGES—--——=—--———-——
TOTAL CHARGES 53,933.
COVERED CHARGES 52,013.
NON-COVERD CHARGES 1,920.

Ru
Ru

PAYMENT DATES 00/00/00
SERVICE DATES 10/01/19
ADMISSION DATES 00/00/00
————————————— PAYMENTS
61 ADJUSTMENTS
50 CONTRACTUAL ALLOW
11 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 20:44:53
Page: 8

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00



Report CLM-0808-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE

HOSPITAL AUTHORITY OF VALDOSTA AND LOWNDES COUNTY
1221 E MCPHERSON AVE
NASHVILLE, GA 31639-2326

PROVIDER NUMBER
0000001732

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

Run Date: 09/20/2021

Run Time: 20:44:53

Page: 9

00/00/00 THROUGH 00/00/00

10/01/19
00/00/00

COVERED CHARGES

PHARMACY-GENERAL 423.50 0.00 OTHER LAB 0.00
MED/SURG SUPPLY 0.00 54.11 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 2,561.00 0.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 4,912.00 0.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 0.00 0.00 FEE SCHEDULE LAB 7,181.00
EKG/ECG 200.00 0.00 MRI SERVICES 0.00
IV THERAPY 1,131.00 125.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 0.00 0.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 0.00 0.00 FREE STANDING CLINIC 0.00
ANESTHESIA 0.00 0.00 AMBULANCE 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 34,308.00 86.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 0.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 1,297.00
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 0.00 0.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 0.00 0.00 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 0.00 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 0.00 0.00
AUDIOLOGY 0.00 0.00
CARDIOLOGY 0.00 0.00
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 0.00 0.00
TOTAL ANCILLARY 52,013.50
TOTAL ACCOMODATIONS 0.00

TOTAL CHARGES

52,013.50

THROUGH 09/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

OO OO

wl
\S)
w

OO OOOOOOOOOOOOOOOO

1,13

1,920.11
0.00
1,920.11



Report : CLM-0810-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

HOSPITAL AUTHORITY OF VALDOSTA AND LOWNDES COUNTY PROVIDER NUMBER PAYMENT DATES
1221 E MCPHERSON AVE 000000173A SERVICE DATES
NASHVILLE, GA 31639-2326 ADMISSION DATES

** NO DATA **

Run
Run

00/00/00
10/01/19
00/00/00

Date: 09/20/2021
Time: 20:44:53
Page: 10

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00



Report : CLM-0812-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

HOSPITAL AUTHORITY OF VALDOSTA AND LOWNDES COUNTY PROVIDER NUMBER PAYMENT DATES
1221 E MCPHERSON AVE 000000173A SERVICE DATES
NASHVILLE, GA 31639-2326 ADMISSION DATES

** NO DATA **

Run
Run

00/00/00
10/01/19
00/00/00

Date: 09/20/2021
Time: 20:44:53
Page: 11

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00



Report : CLM-0814-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VIII
ZERO PAID OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

HOSPITAL AUTHORITY OF VALDOSTA AND LOWNDES COUNTY PROVIDER NUMBER PAYMENT DATES
1221 E MCPHERSON AVE 000000173A SERVICE DATES
NASHVILLE, GA 31639-2326 ADMISSION DATES

** NO DATA **

** END OF REPORT **

Run
Run

00/00/00
10/01/19
00/00/00

Date: 09/20/2021
Time: 20:44:53
Page: 12

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00



Report : CLM-0800-0
Process : CLMJO800
Location: CLMP800O

BLECKLEY MEMORIAL HOSP

145 E PEACOCK ST
COCHRAN, GA 31014-7846

ROUTINE SERVICES

ROUTINE CARE
ROUTINE NURSERY
SWING BED

LEAVE OF ABSENCE
TOTAL ROUTINE

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

TOTAL ACCOMODATIONS

COVERED

OO O OO

(o)} ODOOOODODODOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:02:41
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 1
SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00

0000001952 SERVICE DATES 04/01/19 THROUGH 03/31/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00

—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 17,273.60 ADJUSTMENTS 5,327.68
COVERED CHARGES 17,273.60 CONTRACTUAL ALLOW 597.68
NON-COVERD CHARGES 0.00 TOTAL MEDICAID LIAB 16,675.92
LESS: COB 0.00

LESS: COPAYMENT 0.00

ADD: ADDON PYMT 0.00

REIMBURSEMENT 16,675.92

TOTAL NUMBER OF ADMISSIONS 3

PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

DAYS CHARGES
NONCOVERED COVERED NONCOVERED
0 2,910.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 2,910.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 2,910.00 0.00



Report : CLM-0800-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:02:41
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 2
SUMMARY TYPE I
INPATIENT PAID CLAIMS

BLECKLEY MEMORIAL HOSP PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
145 E PEACOCK ST 0000001952 SERVICE DATES 04/01/19 THROUGH 03/31/20
COCHRAN, GA 31014-7846 ADMISSION DATES 00/00/00 THROUGH 00/00/00

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER COVERED CHARGES NONCOVERED CHARGES
PHARMACY-GENERAL 2,475.50 0.00 OTHER LAB 242.00 0.00
MED/SURG SUPPLY 572.30 0.00 RECREATIONAL THERAPY 0.00 0.00
LABORATORY-GENERAL 3,447.20 0.00 EDUCATION & TRAINING 0.00 0.00
RADIOLOGY-DIAGNOSTIC 139.15 0.00 OTHER THERAPEUTIC SVC 0.00 0.00
CT SCAN 1,915.50 0.00 SPECIAL CHARGES 0.00 0.00
PHYSICAL THERAPY 0.00 0.00 FEE SCHEDULE LAB 0.00 0.00
EKG/ECG 110.00 0.00 MRI SERVICES 0.00 0.00
IV THERAPY 0.00 0.00 PROFESSIONAL FEES 0.00 0.00
OPERATING ROOM 0.00 0.00 DURABLE MED. EQUIP. 0.00 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00 0.00
RESPIRATORY SERVICES 0.00 0.00 FREE STANDING CLINIC 0.00 0.00
ANESTHESIA 0.00 0.00 AMBULANCE 0.00 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00 0.00
EMERGENCY ROOM 1,491.50 0.00 SPECIAL SERVICES 0.00 0.00
RECOVERY ROOM 0.00 0.00 DRUG-SPECIFIC/HOME IV 0.00 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 2,128.50 0.00
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00 0.00
OUTPATIENT SERVICES 0.00 0.00 0/P SPECIAL RESIDENCE 0.00 0.00
CLINIC SERVICES 0.00 0.00 TRAUMA RESPONSE 0.00 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00 0.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00 0.00
OTHER IMAGING SERVICE 0.00 0.00 NO CC/INVALID REV CODE 0.00 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 1,584.55 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 0.00 0.00
AUDIOLOGY 0.00 0.00
CARDIOLOGY 0.00 0.00
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 257.40 0.00
TOTAL ANCILLARY 14,363.60 0.00
TOTAL ACCOMODATIONS 2,910.00 0.00

TOTAL CHARGES 17,273.60 0.00



Report : CLM-0802-0
Process : CLMJO800
Location: CLMP800O

BLECKLEY MEMORIAL HOSP
145 E PEACOCK ST
COCHRAN, GA 31014-7846

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

PROVIDER NUMBER PAYMENT DATES
000000195A SERVICE DATES
ADMISSION DATES

** NO DATA **

Run
Run

00/00/00
04/01/19
00/00/00

Date: 09/20/2021
Time: 21:02:42
Page: 3
THROUGH 00/00/00

THROUGH 03/31/20
THROUGH 00/00/00



Report : CLM-0804-0
Process : CLMJO800
Location: CLMP800O

BLECKLEY MEMORIAL HOSP
145 E PEACOCK ST
COCHRAN, GA 31014-7846

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run
MEDICAID MANAGEMENT INFORMATION SYSTEM Run
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE III
OUTPATIENT PAID CLAIMS - % OF CHARGES

PROVIDER NUMBER PAYMENT DATES 00/00/00

000000195A SERVICE DATES 04/01/19
ADMISSION DATES 00/00/00

e CHARGES-—-——————=——————==  ———— oo PAYMENTS--

TOTAL CHARGES 450,433.19 ADJUSTMENTS

COVERED CHARGES 439,906.14 CONTRACTUAL ALLOW

NON-COVERD CHARGES 10,527.05 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT

ADD: ADDON PYMT
REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB

INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

Date: 09/20/2021
Time: 21:02:42
Page: 4

THROUGH 00/00/00
THROUGH 03/31/20
THROUGH 00/00/00

254,239.48
231,290.18
22,035.22
914.08



Report CLM-0804-0
Process CLMJO800
Location: CLMP800O

BLECKLEY MEMORIAL
145 E PEACOCK ST
COCHRAN, GA 31014-7846

HOSP

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE III

OUTPATIENT PAID CLAIMS - % OF CHARGES

PROVIDER NUMBER

0000001952

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COVERED CHARGES NONCOVERED CHARGES COST CENTER

Run Date: 09/20/2021

Run Time: 21:02:42

Page: 5

00/00/00 THROUGH 00/00/00
04/01/19 THROUGH 03/31/20
00/00/00 THROUGH 00/00/00

COVERED CHARGES

15,108.56 880.00 OTHER LAB 43,680.78
8,658.75 0.00 RECREATIONAL THERAPY 0.00
0.00 0.00 EDUCATION & TRAINING 0.00
24,704.15 99.00 OTHER THERAPEUTIC SVC 0.00
45,277.90 1,610.00 SPECIAL CHARGES 0.00
4,368.05 0.00 FEE SCHEDULE LAB 146,869.49
9,570.00 955.00 MRI SERVICES 0.00
4,826.00 69.00 PROFESSIONAL FEES 0.00
86.00 0.00 DURABLE MED. EQUIP. 0.00
0.00 0.00 REHAB THERAPY 0.00
2,312.50 141.90 FREE STANDING CLINIC 0.00
0.00 0.00 AMBULANCE 0.00
0.00 0.00 CAST ROOM 0.00
117,525.44 990.50 SPECIAL SERVICES 0.00
0.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
0.00 0.00 INJECTABLE DRUGS 8,900.00
0.00 0.00 HOME HEALTH SERVICES 0.00
0.00 0.00 HOSPICE SERVICES 0.00
0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
0.00 0.00 PATIENT CONVENIENCE 0.00
0.00 0.00 0/P SPECIAL RESIDENCE 0.00
0.00 172.50 TRAUMA RESPONSE 0.00
0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
0.00 0.00 GENE THERAPY DRUGS 0.00
281.25 0.00 NO CC/INVALID REV CODE 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
780.85 0.00
0.00 0.00
0.00 0.00
1,084.82 0.00
0.00 0.00
5,871.60 0.00
TOTAL ANCILLARY 439,906.14
TOTAL ACCOMODATIONS 0.00

TOTAL CHARGES

439,906.14

NONCOVERED CHARGES

OO OO
o
o

w
i
[ee)
w
=
w

’

2,12

[oleojololololololoNYolololololololo o]
o
o

10,527.05
0.00
10,527.05



Report : CLM-0806-0
Process : CLMJO800
Location: CLMP800O

BLECKLEY MEMORIAL HOSP
145 E PEACOCK ST
COCHRAN, GA 31014-7846

PROVIDER NUMBER
0000001952

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE IV

ZERO PAID OUTPATIENT PAID CLAIMS - OF CHARGES

PAYMENT DATES
SERVICE DATES

Run
Run

00/00/00
04/01/19

ADMISSION DATES 00/00/00

619.60 ADJUSTMENTS
605.80 CONTRACTUAL ALLOW
13.80

TOTAL MEDICAID LIAB
LESS: COB
LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT
ALL OTHER
FEE SCHEDULE-LAB
INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

Date: 09/20/2021
Time: 21:02:43
Page: 6
THROUGH 00/00/00

THROUGH 03/31/20
THROUGH 00/00/00

OCOOOOOWVWWOWO O
o
o



Report CLM-0806-0
Process CLMJO800
Location: CLMP800O

BLECKLEY MEMORIAL
145 E PEACOCK ST
COCHRAN, GA 31014-7846

HOSP

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

jeoljejelololeololeololololololololololololololololololololololololololelele]

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE IV

ZERO PAID OUTPATIENT PAID CLAIMS - %

OF CHARGES

PROVIDER NUMBER

0000001952

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 04/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

jeojejeolololololololololololololololololololololololololololololololeolele]

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

o

o

OO OOO
o
o

OO0 OOOOOOOOOOOOOO
o
o

605.80
605.80

n Date: 09/20/2021
n Time: 21:02:43
Page: 7

THROUGH 00/00/00
THROUGH 03/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

OO0 OOOOOOOOOOOOOOWOOOOO
o
o

13.80
0.00
13.80



Report : CLM-0808-0
Process : CLMJO800
Location: CLMP800O

BLECKLEY MEMORIAL HOSP
145 E PEACOCK ST
COCHRAN, GA 31014-7846

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE
PROVIDER NUMBER PAYMENT DATES 00/00/00
000000195A SERVICE DATES 04/01/19
ADMISSION DATES 00/00/00
—————————————— CHARGES-—-—————————————— -———————-———-PAYMENTS
TOTAL CHARGES 14,627.70 ADJUSTMENTS
COVERED CHARGES 14,257.10 CONTRACTUAL ALLOW
NON-COVERD CHARGES 370.60 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:02:43
Page: 8

THROUGH 00/00/00
THROUGH 03/31/20
THROUGH 00/00/00



Report CLM-0808-0
Process CLMJO800
Location: CLMP800O

BLECKLEY MEMORIAL
145 E PEACOCK ST
COCHRAN, GA 31014-7846

HOSP

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

585.
133.
0.
941.
0.
0.
250.
26.
0.
0.
248.
0.
0.
8,593.

w
u

NOODODODOOOODOOOOOOOOOOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER

0000001952

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 04/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

leoleololololololololololololololololololololeoilYololololololololololo o)

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

OO OO
o
o

N
()]
~J
\S)
~J
w

’

i
wul

OO OO OOOOOOOOOOOOOOO
o
o

14,257.10
0.00
14,257.10

n Date: 09/20/2021
n Time: 21:02:43
Page: 9

THROUGH 00/00/00
THROUGH 03/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

OCOOOOOOOOUIOOOOOOOOOHOOOOO
o
o

370.60
370. 60



Report CLM-0810-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
Location: CLMP800O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE
BLECKLEY MEMORIAL HOSP PROVIDER NUMBER PAYMENT DATES 00/00/00
145 E PEACOCK ST 000000195A SERVICE DATES 04/01/19
COCHRAN, GA 31014-7846 ADMISSION DATES 00/00/00
—————————————— CHARGES-—-—————————————— -———————-———-PAYMENTS
TOTAL CHARGES 679.90 ADJUSTMENTS
COVERED CHARGES 679.90 CONTRACTUAL ALLOW
NON-COVERD CHARGES 0.00 TOTAL MEDICAID LIAB
LESS: COB
LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

09/20/2021
21:02:44
10

n Date:
n Time:
Page:

THROUGH 00/00/00
THROUGH 03/31/20
THROUGH 00/00/00



Report CLM-0810-0
Process CLMJO800
Location: CLMP800O

BLECKLEY MEMORIAL
145 E PEACOCK ST
COCHRAN, GA 31014-7846

HOSP

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

N
O
OO O

joleleololeolololololololololololololololololololololololololeolele]

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER

0000001952

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 04/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

jeojejeolololololololololololololololololololololololololololololololeolele]

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

OO OOOOOOUIOOOOODOOOOODOOOOO
o
o

679.90
679.90

n Date: 09/20/2021
n Time: 21:02:44
Page: 11

THROUGH 00/00/00
THROUGH 03/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]
o
o

0.00
0.00
0.00



Report : CLM-0812-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
Location: CLMP800O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

BLECKLEY MEMORIAL HOSP PROVIDER NUMBER PAYMENT DATES 00/00/00
145 E PEACOCK ST 000000195A SERVICE DATES 04/01/19
COCHRAN, GA 31014-7846 ADMISSION DATES 00/00/00

—————————————— CHARGES-—--——-——————————— -—-——————-————-PAYMENTS

TOTAL CHARGES 8,139.03 ADJUSTMENTS

COVERED CHARGES 8,069.03 CONTRACTUAL ALLOW

NON-COVERD CHARGES 70.00 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:02:44
Page: 12

THROUGH 00/00/00
THROUGH 03/31/20
THROUGH 00/00/00



Report CLM-0812-0
Process CLMJO800
Location: CLMP800O

BLECKLEY MEMORIAL
145 E PEACOCK ST
COCHRAN, GA 31014-7846

HOSP

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

242.
463.
0.
264.
3,198.
0.
125.

2,56

OO0 OOOOOOOOOOOOOOOOOUIODOOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VII

OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PROVIDER NUMBER

0000001952

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 04/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

jeojejeolololololololololololololololololololololololololololololololeolele]

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

1,06

[eleololololololololtlololololololololol Yolololole]
o
o

8,069.03
0.00
8,069.03

n Date: 09/20/2021
n Time: 21:02:44
Page: 13

THROUGH 00/00/00
THROUGH 03/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]
o
o

70.00
0.00
70.00



Report : CLM-0814-0
Process : CLMJO800
Location: CLMP800O

BLECKLEY MEMORIAL HOSP
145 E PEACOCK ST
COCHRAN, GA 31014-7846

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VIII
ZERO PAID OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PROVIDER NUMBER PAYMENT DATES
000000195A SERVICE DATES
ADMISSION DATES

** NO DATA **

** END OF REPORT **

Run
Run

00/00/00
04/01/19
00/00/00

Date: 09/20/2021
Time: 21:02:44
Page: 14
THROUGH 00/00/00

THROUGH 03/31/20
THROUGH 00/00/00



Report : CLM-0800-0
Process : CLMJO800
Location: CLMP800O

BROOKS COUNTY HOSPITAL
903 N COURT ST
QUITMAN, GA 31643-1315

ROUTINE SERVICES

ROUTINE CARE
ROUTINE NURSERY
SWING BED

LEAVE OF ABSENCE
TOTAL ROUTINE

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

TOTAL ACCOMODATIONS

COVERED

o

~J ODOOOODODODOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE I
INPATIENT PAID CLAIMS

Run Date: 09/20/2021
Run Time: 21:02:52
Page: 1

PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
0000002392 SERVICE DATES 10/01/19 THROUGH 09/30/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 226,849.00 ADJUSTMENTS 0.00
COVERED CHARGES 226,849.00 CONTRACTUAL ALLOW 148,370.51
NON-COVERD CHARGES 0.00 TOTAL MEDICAID LIAB 78,478.49
LESS: COB 0.00
LESS: COPAYMENT 125.00
ADD: ADDON PYMT 0.00
REIMBURSEMENT 78,353.49
TOTAL NUMBER OF ADMISSIONS 16
PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES
DAYS CHARGES
NONCOVERED COVERED NONCOVERED
0 49,053.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 49,053.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 49,053.00 0.00



Report : CLM-0800-0
Process : CLMJO800
Location: CLMP800O

BROOKS COUNTY HOSPITAL
903 N COURT ST
QUITMAN, GA 31643-1315

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER PAYMENT DATES 00/00/00
000000239A SERVICE DATES 10/01/19
ADMISSION DATES 00/00/00

PART II ANCILLARY SERVICES

COVERED CHARGES NONCOVERED CHARGES COST CENTER COVERED CHARGES
33,832.00 0.00 OTHER LAB 0.00
7,445.00 0.00 RECREATIONAL THERAPY 0.00
62,511.00 0.00 EDUCATION & TRAINING 0.00
8,978.00 0.00 OTHER THERAPEUTIC SVC 0.00
11,849.00 0.00 SPECIAL CHARGES 0.00
0.00 0.00 FEE SCHEDULE LAB 0.00
1,484.00 0.00 MRI SERVICES 0.00
0.00 0.00 PROFESSIONAL FEES 0.00
0.00 0.00 DURABLE MED. EQUIP. 0.00
0.00 0.00 REHAB THERAPY 0.00
22,102.00 0.00 FREE STANDING CLINIC 0.00
0.00 0.00 AMBULANCE 0.00
0.00 0.00 CAST ROOM 0.00
18,960.00 0.00 SPECIAL SERVICES 0.00
0.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
0.00 0.00 INJECTABLE DRUGS 0.00
0.00 0.00 HOME HEALTH SERVICES 0.00
0.00 0.00 HOSPICE SERVICES 0.00
0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
0.00 0.00 PATIENT CONVENIENCE 0.00
0.00 0.00 0/P SPECIAL RESIDENCE 0.00
0.00 0.00 TRAUMA RESPONSE 0.00
0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
0.00 0.00 GENE THERAPY DRUGS 0.00
0.00 0.00 NO CC/INVALID REV CODE 0.00
0.00 0.00
7,587.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
3,048.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
TOTAL ANCILLARY 177,796.00
TOTAL ACCOMODATIONS 49,053.00

TOTAL CHARGES 226,849.00

n Date: 09/20/2021
n Time: 21:02:52
Page: 2

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]
o
o

0.00
0.00
0.00



Report : CLM-0802-0
Process : CLMJO800
Location: CLMP800O

BROOKS COUNTY HOSPITAL
903 N COURT ST
QUITMAN, GA 31643-1315

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

PROVIDER NUMBER PAYMENT DATES
0000002392 SERVICE DATES
ADMISSION DATES

** NO DATA **

Run
Run

00/00/00
10/01/19
00/00/00

Date: 09/20/2021
Time: 21:02:53
Page: 3

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00



Report : CLM-0804-0
Process : CLMJO800
Location: CLMP800O

BROOKS COUNTY HOSPITAL
903 N COURT ST
QUITMAN, GA 31643-1315

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE III

OUTPATIENT PAID CLAIMS - % OF CHARGES

Ru
Ru

PROVIDER NUMBER PAYMENT DATES 00/00/00

000000239A SERVICE DATES 10/01/19
ADMISSION DATES 00/00/00

—————————————— CHARGES-——————————————— -—-——————-————-PAYMENTS

TOTAL CHARGES 1,113,308.00 ADJUSTMENTS

COVERED CHARGES 1,058,143.00 CONTRACTUAL ALLOW

NON-COVERD CHARGES 55,165.00 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB
INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:02:53
Page: 4

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00

285,775.65
258,846.28
25,386.18
1,543.19



Report CLM-0804-0
Process CLMJO800
Location: CLMP800O

BROOKS COUNTY HOSPITAL
903 N COURT ST
QUITMAN, GA 31643-1315

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

112,486.
9,818.
0.
104,726.
127,983.
63,372.
6,732.
50,515.
0.

0.
3,102.
0.

0.
254,889.

27,50

12,72

=
N
~
u
e
]

OO OO

7,224.

OO OONOODOODODOWOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE III

PART II

o
[e)}
N

OO OOOOOOOOODWOO

OUTPATIENT PAID CLAIMS - % OF CHARGES

PROVIDER NUMBER
0000002392

ANCILLARY SERVICES

NONCOVERED CHARGES
1,796.
0.

188.
364.
10,390.
10,332.
0.
1,573.
0

0.
2,220,
0

0.
1,132,
0

0.

0.
6,766.
256.
0.

0.

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

COVERED CHARGES

2,245.00

245,14

17,01

clelololololololoBNlololololololololololololoNe)
o
o

(o)}

1,058,143.00
0.00
1,058,143.00

Run Date: 09/20/2021
Run Time: 21:02:53
Page: 5

00/00/00 THROUGH 00/00/00
10/01/19 THROUGH 09/30/20
00/00/00 THROUGH 00/00/00

NONCOVERED CHARGES

16,14

2,72

ODOOOOOODOONOODDODODODODODOOWOOOOO
o
o

55,165.00
0.00
55,165.00



Report : CLM-0806-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE IV
ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES

Ru
Ru

BROOKS COUNTY HOSPITAL PROVIDER NUMBER PAYMENT DATES 00/00/00
903 N COURT ST 000000239A SERVICE DATES 10/01/19
QUITMAN, GA 31643-1315 ADMISSION DATES 00/00/00
—————————————— CHARGES-—--——-——————————— -—-——————-————-PAYMENTS
TOTAL CHARGES 1,587.00 ADJUSTMENTS
COVERED CHARGES 1,587.00 CONTRACTUAL ALLOW
NON-COVERD CHARGES 0.00 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB
INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:02:55
Page: 7

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00

OO OOO
o
o



Report CLM-0806-0
Process CLMJO800
Location: CLMP800O

BROOKS COUNTY HOSPITAL
903 N COURT ST
QUITMAN, GA 31643-1315

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

OO OOOOOOOOOOOOOOOOOOODIOWOOODODOWOODOOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE IV

ZERO PAID OUTPATIENT PAID CLAIMS - %

OF CHARGES

PROVIDER NUMBER

0000002392

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 10/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

jeojejeolololololololololololololololololololololololololololololololeolele]

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

1,02

OCOOOOOOOOOOOOOOOOOOHOOOOO
o
o

1,587.00
0.00
1,587.00

n Date: 09/20/2021
n Time: 21:02:55
Page: 8

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]
o
o

0.00
0.00
0.00



Report : CLM-0808-0
Process : CLMJO800
Location: CLMP800O

BROOKS COUNTY HOSPITAL
903 N COURT ST
QUITMAN, GA 31643-1315

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE

Ru
Ru

PROVIDER NUMBER PAYMENT DATES 00/00/00

000000239A SERVICE DATES 10/01/19
ADMISSION DATES 00/00/00

—————————————— CHARGES-——————————————— -—-——————-————-PAYMENTS

TOTAL CHARGES 56,141.00 ADJUSTMENTS

COVERED CHARGES 55,568.00 CONTRACTUAL ALLOW

NON-COVERD CHARGES 573.00 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:02:55
Page: 9

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00



Report CLM-0808-0
Process CLMJO800
Location: CLMP800O

BROOKS COUNTY HOSPITAL
903 N COURT ST
QUITMAN, GA 31643-1315

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

554.
517.
0.
1,395.
5,105.
0.
530.
3,777.

27,55

OO0 OOOOOOD WO OOOODOOOOOWOOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER

0000002392

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 10/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

jeojejeolololololololololololololololololololololololololololololololeolele]

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

12,54

OO0 DODOOHOODODODODODOOODOOJOOOOO
o
o

55,568.00
0.00
55,568.00

n Date: 09/20/2021
n Time: 21:02:55
Page: 10

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

i
o
RPOOOOO
o o

o o

=
~J
ODOOOOODDODOONODODDODDODODDOOOO
o
o

573.00
573.00



Report : CLM-0810-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

BROOKS COUNTY HOSPITAL PROVIDER NUMBER PAYMENT DATES
903 N COURT ST 000000239A SERVICE DATES
QUITMAN, GA 31643-1315 ADMISSION DATES

** NO DATA **

Run
Run

00/00/00
10/01/19
00/00/00

Date: 09/20/2021
Time: 21:02:56
Page: 11

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00



Report : CLM-0812-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

Ru
Ru

BROOKS COUNTY HOSPITAL PROVIDER NUMBER PAYMENT DATES 00/00/00
903 N COURT ST 000000239A SERVICE DATES 10/01/19
QUITMAN, GA 31643-1315 ADMISSION DATES 00/00/00
—————————————— CHARGES-—-—————————————— -———————-———-PAYMENTS
TOTAL CHARGES 149,079.00 ADJUSTMENTS
COVERED CHARGES 145,747.00 CONTRACTUAL ALLOW
NON-COVERD CHARGES 3,332.00 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:02:56
Page: 12

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00

0.
20,364.16



Report CLM-0812-0
Process CLMJO800
Location: CLMP800O

BROOKS COUNTY HOSPITAL
903 N COURT ST
QUITMAN, GA 31643-1315

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

133,643.
0.
0.

i
N
N

joleleololeolololololololololololololololololololololololololeolele]

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VII

OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PROVIDER NUMBER

0000002392

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 10/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

i
leoleolololololololololololololololololololololololololololololololoRN o)

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

OO OO
o
o

=
=
()}
[ee)
\S)
o
o

’

OO0 OOOOOOOOOOOOOO
o
o

145,747.00
0.00
145,747.00

n Date: 09/20/2021
n Time: 21:02:56
Page: 13

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

OO OO
o
o

w
[\S)
[ee)
w
o
o

’

OO OOOOOOODOOOOOOOOO
o
o

3,332.00
0.00
3,332.00



Report : CLM-0814-0
Process : CLMJO800
Location: CLMP800O

BROOKS COUNTY HOSPITAL
903 N COURT ST
QUITMAN, GA 31643-1315

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VIII
ZERO PAID OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PROVIDER NUMBER PAYMENT DATES
0000002392 SERVICE DATES
ADMISSION DATES

** NO DATA **

** END OF REPORT **

Run
Run

00/00/00
10/01/19
00/00/00

Date: 09/20/2021

Time: 21:02:56
Page: 14
THROUGH 00/00/00

THROUGH 09/30/20
THROUGH 00/00/00



Report : CLM-0800-0
Process : CLMJO800
Location: CLMP800O

EAST GA REGIONAL MEDICAL CTR.,

1499 FAIR RD
STATESBORO, GA 30458-1683

ROUTINE SERVICES

ROUTINE CARE
ROUTINE NURSERY
SWING BED

LEAVE OF ABSENCE
TOTAL ROUTINE

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

TOTAL ACCOMODATIONS

LLC

COVERED

627
206

833

307
1,450

OO OOOO

1,757
2,590

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE I
INPATIENT PAID CLAIMS

Run Date: 09/20/2021
Run Time: 21:11:26
Page: 1

PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
000000272A SERVICE DATES 10/01/19 THROUGH 09/30/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00

—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 30,050,206.96 ADJUSTMENTS 179,059.63
COVERED CHARGES 29,893,789.40 CONTRACTUAL ALLOW 24,852,587.08
NON-COVERD CHARGES 156,417.56 TOTAL MEDICAID LIAB 5,041,202.32
LESS: COB 49,667.20

LESS: COPAYMENT 562.50

ADD: ADDON PYMT 4,347.00

REIMBURSEMENT 4,995,319.62

TOTAL NUMBER OF ADMISS

PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

DAYS
NONCOVERED COVERED

899,745.00
312,887.00
0.00

ODOOOO

0.
1,212,632.00

754,600.00
2,944,270.00

QOO OOOOO
O
o

3,698,870.00

(] OO OOODODODOOOO

4,911,502.00

IONS 599

CHARGES
NONCOVERED

OO OO
o
o

o OO OOOOOOOO
o
o



Report CLM-0800-0
Process CLMJO800
Location: CLMP800O

EAST GA REGIONAL MEDICAL CTR.,

1499 FAIR RD
STATESBORO, GA 30458-1683

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

LLC

COVERED CHARGES
4,448,906.37
862,835.00
3,766,069.62
562,079.39
1,428,817.00
269,657.04
99,703.00
1,284.00
3,329,439.57
442,928.00
1,175,566.90
550,164.00
184,330.00
2,449,003.00
175,882.00
124,119.00
0.00
12,355.04
38,487.25
75,110.00

0.
11,139.00

0.

0.
106,789.00

0.
123,195.00

0.
19,891.00
37,985.00
2,062,856.00

0.

0.
55,748.00

0.
277,644.48

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER

000000272A

PART II

NONCOVERED CHARGES
0

620.

0.
6,257.
17,619.

1,91
0

0.
7,269.

3,081.
0.
8,782.

42,600.
0.
2,379.

0
0.
0.
0
6

OO OO OOOOOO

ODOOOOOO

ANCILLARY SERVICES

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

COVERED CHARGES
107,881.00
0.00
3,630.00
0
0.00

0.
352,077.00

1,059,511

[eleololololol Jeololololololele]
o
o

747,057.00
0.
20,147.00

24,982,287.40
4,911,502.00
29,893,789.40

Run
Run

00/00/00
10/01/19
00/00/00

Date: 09/20/2021
Time: 21:11:26
Page: 2
THROUGH 00/00/00

THROUGH 09/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

156,417.56
0.00
156,417.56



Report : CLM-0802-0
Process : CLMJO800
Location: CLMP800O

EAST GA REGIONAL MEDICAL CTR.,

1499 FAIR RD
STATESBORO, GA 30458-1683

ROUTINE SERVICES

ROUTINE CARE
ROUTINE NURSERY
SWING BED

LEAVE OF ABSENCE
TOTAL ROUTINE

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

TOTAL ACCOMODATIONS

LLC

COVERED

=

WOON

w B OOOOOOOOWH

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

Run Date: 09/20/2021
Run Time: 21:11:31
Page: 4

PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
000000272A SERVICE DATES 10/01/19 THROUGH 09/30/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 350,451.35 ADJUSTMENTS 0.00
COVERED CHARGES 347,444.35 CONTRACTUAL ALLOW 316,230.55
NON-COVERD CHARGES 3,007.00 TOTAL MEDICAID LIAB 31,213.80
LESS: COB 31,213.80
LESS: COPAYMENT 0.00
ADD: ADDON PYMT 0.00
REIMBURSEMENT 0.00
TOTAL NUMBER OF ADMISSIONS 7
PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES
DAYS CHARGES
NONCOVERED COVERED NONCOVERED
0 10,045.00 0.00
0 2,664.00 0.00
0 0.00 0.00
0 0.00 0.00
0 12,709.00 0.00
0 2,450.00 0.00
0 6,835.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 9,285.00 0.00
0 21,994.00 0.00



Report CLM-0802-0
Process CLMJO800
Location: CLMP800O

EAST GA REGIONAL MEDICAL CTR.,

1499 FAIR RD
STATESBORO, GA 30458-1683

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

LLC

COVERED CHARGES

43,628.
8,287.
33,859.
1,960.
5,133.
0.

426.

0.
97,142.
32,277.
6,355.
13,017.
0.
10,176.
5,534,
1,874.

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

PROVIDER NUMBER

000000272A

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 10/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

3,00

leojeolololololololobN lolololololololololololololololololololololololo o)

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

w
~
w
o
CONOODOOOOOOOOOOOOOOODOOOOO
o
o

325,450.35
21,994.00
347,444.35

n Date: 09/20/2021
n Time: 21:11:31
Page: 5

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]
o
o

3,007.00
0.00
3,007.00



Report : CLM-0804-0
Process : CLMJO800
Location: CLMP800O

EAST GA REGIONAL MEDICAL CTR.,
1499 FAIR RD
STATESBORO, GA 30458-1683

LLC

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE III

OUTPATIENT PAID CLAIMS - % OF CHARGES

Ru
Ru

PROVIDER NUMBER PAYMENT DATES 00/00/00

000000272A SERVICE DATES 10/01/19
ADMISSION DATES 00/00/00

—————————————— CHARGES-——--——--—————————— -—-——————-————-PAYMENTS

TOTAL CHARGES 26,240,197.83 ADJUSTMENTS

COVERED CHARGES 23,519,993.35 CONTRACTUAL ALLOW

NON-COVERD CHARGES 2,720,204.48 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB
INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:11:32
Page: 6

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00

375,204.03
22,146,976.37
1,373,016.98
853.53
1,880.71

0.00
1,370,282.74
1,219,585.34
131,814.08
18,883.32

3,834



Report CLM-0804-0
Process CLMJO800
Location: CLMP800O

EAST GA REGIONAL MEDICAL CTR., LLC

1499 FAIR RD
STATESBORO, GA 30458-1683

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES
473,777.47
194,150.00

0.00
776,907.16
2,430,574.14
0.00
90,099.00
457,457.00
2,589,858.88
0.00
139,969.40
653,799.00
431,269.83
6,690,958.00
443,568.00
0.00
1,593.00

0

712.00
0.00

0.
27,233.00
0.

0.
386,175.00

0.
15,929.00

0.
125,309.00

0.
1,684,671.00
1,374.00
0.00
7,964.00

0

583,563.25

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE III

OUTPATIENT PAID CLAIMS - % OF CHARGES

PROVIDER NUMBER

000000272A

PART II

NONCOVERED CHARGES
254.90
0.00
2,854.00
30,424.29
253,510.00
15,549.10
9,372.00
127,752.00
1,041,562.18
0.00
239,790.30
7,149.00
67,258.17
85,856.00
0.00
0.00
0.00
1,074.03
8,094.14
21,455.00
0.00
4,347.00
0.

0.
142,377.00
0.
6,248.00
0.
16,056.00
0.
92,211.00
0.
0.00
0.00
0.
85,043.19

ANCILLARY SERVICES

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

Run Date: 09/20/2021

Run Time: 21:11:32

Page: 7

00/00/00 THROUGH 00/00/00
10/01/19 THROUGH 09/30/20
00/00/00 THROUGH 00/00/00

COVERED CHARGES

450,844.00
0.00
0.00
0.00

0.
2,962,346.84
660,907.00

1,006,011

232,96

OOJOOOOODODOJOOODODDODDODOOO
w
foe]

23,519,993.35
0.00
23,519,993.35

NONCOVERED CHARGES

24,490.00
0.00
1,365.00
1,714.00
0.00
115,758.86
24,826.00

133,80

ODOODOOONIODODDODDODDODDODOO
o
o

148,175.00
0.
11,835.80

2,720,204.48
0.00
2,720,204.48



Report : CLM-0806-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:11:41
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 9
SUMMARY TYPE IV
ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES

EAST GA REGIONAL MEDICAL CTR., LLC PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
1499 FAIR RD 000000272A SERVICE DATES 10/01/19 THROUGH 09/30/20
STATESBORO, GA 30458-1683 ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————

TOTAL CHARGES 475,705.04 ADJUSTMENTS 0.00

COVERED CHARGES 358,673.85 CONTRACTUAL ALLOW 338,505.71

NON-COVERD CHARGES 117,031.19 TOTAL MEDICAID LIAB 20,168.14

LESS: COB 20,129.14

LESS: COPAYMENT 39.00

ADD: ADDON PYMT 0.00

REIMBURSEMENT 0.00

ALL OTHER 0.00

FEE SCHEDULE-LAB 0.00

INJECTABLE DRUGS 0.00

TOTAL NUMBER OF CLAIMS 74



Report CLM-0806-0
Process CLMJO800
Location: CLMP800O

EAST GA REGIONAL MEDICAL CTR.,

1499 FAIR RD
STATESBORO, GA 30458-1683

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

LLC

COVERED CHARGES

7,950.
736.
0.
10,070.
18,487.
0.
1,065.
3,872.
38,672.
0.
821.
14,822.
0

134,634.
13,756.

13,114.

3,45

NOODODODODODOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE IV

ZERO PAID OUTPATIENT PAID CLAIMS - %

OF CHARGES

PROVIDER NUMBER

000000272A

PART II

NONCOVERED CHARGES
0

0.

0.
3,219.
10,266.
0.

0.

196.
64,092.

ODOOOODODODOOOO O

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 10/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES
13,345.

12,83

OCOOOOOOOOUIODOOOOOOO
o
o

358,673.85
0.00
358,673.85

09/20/2021
21:11:41
10

n Date:
n Time:
Page:

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

OO OO
o
o

2,32

[ee)
[ee)
[eleolNolololololoRN lololololololole)
o
o

117,031.19
0.00
117,031.19



Report : CLM-0808-0
Process : CLMJO800
Location: CLMP800O

EAST GA REGIONAL MEDICAL CTR.,
1499 FAIR RD
STATESBORO, GA 30458-1683

LLC

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

Run Date: 09/20/2021

MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE
PROVIDER NUMBER PAYMENT DATES 00/00/00
000000272A SERVICE DATES 10/01/19
ADMISSION DATES 00/00/00

—————————————— CHARGES-—-—————————————— -———————-———-PAYMENTS
TOTAL CHARGES 1,836,164.36 ADJUSTMENTS
COVERED CHARGES 1,777,644.85 CONTRACTUAL ALLOW
NON-COVERD CHARGES 58,519.51 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Time: 21:11:42
Page: 11

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00

28,536.29



Report CLM-0808-0
Process CLMJO800
Location: CLMP800O

EAST GA REGIONAL MEDICAL CTR.,

1499 FAIR RD
STATESBORO, GA 30458-1683

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

LLC

COVERED CHARGES

26,369.
6,189.

0.

75,268.
164,573.
0.

5,112.
46,784.
54,648,

0.

3,913.
7,394.

0.
1,051,813.
7,972.

0.

17,37

3,90

B OOOOOOOOOOHOOOOOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER

000000272A

PART II

NONCOVERED CHARGES
0

0.

0.

521.

22,631.
0

0.
13,027.

ur
N
SO O

OO OOOOOOOONOOVOODODOODOOOOO

14,33

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 10/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES
21,247.00

0.00

0.00

0.00

0.
222,932.52

62,15

[oleojololololololoNYolololololololo o]
o
o

1,777,644.85
0.00
1,777,644.85

n Date: 09/20/2021
n Time: 21:11:42
Page: 12

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00

NONCOVERED CHARGES
2,688.00

1,33

[oleojololololololoNYolololololololo o]
o
o

58,519.51
0.00
58,519.51



Report : CLM-0810-0
Process : CLMJO800
Location: CLMP800O

EAST GA REGIONAL MEDICAL CTR.,
1499 FAIR RD
STATESBORO, GA 30458-1683

LLC

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE
PROVIDER NUMBER PAYMENT DATES 00/00/00
000000272A SERVICE DATES 10/01/19
ADMISSION DATES 00/00/00
—————————————— CHARGES-—-—————————————— -———————-———-PAYMENTS
TOTAL CHARGES 50,855.86 ADJUSTMENTS
COVERED CHARGES 42,953.26 CONTRACTUAL ALLOW
NON-COVERD CHARGES 7,902.60 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:11:44
Page: 13

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00



Report CLM-0810-0
Process CLMJO800
Location: CLMP800O

EAST GA REGIONAL MEDICAL CTR.,

1499 FAIR RD
STATESBORO, GA 30458-1683

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

LLC

COVERED CHARGES

0.

0.
1,055.

0

0.
213,

i
O
O

OO OOOOOOOOOOOOOOOOOOOWOOOOO

32,19

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER

000000272A

PART II

NONCOVERED CHARGES
0

0.
0.
0.
7,504.

QOO0 OOOOOOONODODOOOOOODOOOOOODODOOOO

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 10/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

OO OO
o
o

~J
w
N
w
=
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1,72

OO OOOOOOUIODOOOOOOOOO
o
o

42,953.26
0.00
42,953.26

n Date: 09/20/2021
n Time: 21:11:44
Page: 14

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

OO OODOOOONOOODOODOOOOONOOOOO
o
o

7,902.60
0.00
7,902.60



Report : CLM-0812-0
Process : CLMJO800
Location: CLMP800O

EAST GA REGIONAL MEDICAL CTR.,
1499 FAIR RD
STATESBORO, GA 30458-1683

LLC

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE
PROVIDER NUMBER PAYMENT DATES 00/00/00
000000272A SERVICE DATES 10/01/19
ADMISSION DATES 00/00/00
—————————————— CHARGES-—-—————————————— -———————-———-PAYMENTS
TOTAL CHARGES 1,333,849.63 ADJUSTMENTS
COVERED CHARGES 1,194,296.36 CONTRACTUAL ALLOW
NON-COVERD CHARGES 139,553.27 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:11:45
Page: 15

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00

0.
52,602.40



Report CLM-0812-0
Process CLMJO800
Location: CLMP800O

EAST GA REGIONAL MEDICAL CTR.,

1499 FAIR RD
STATESBORO, GA 30458-1683

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 10/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

LLC PROVIDER NUMBER

0000002722
PART II

COVERED CHARGES NONCOVERED CHARGES
23,636.51 0.00
42,149.00 0.00
0.00 0.00
2,674.36 2,347.48
0.00 0.00
0.00 2,546.02
852.00 1,065.00
3,289.00 3,134.00
280,390.00 0.00
0.00 0.00
4,477.30 4,579.00
31,334.00 1,276.00
0.00 0.00
8,500.00 0.00
8,374.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 78.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
290,728.00 85,500.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
10,048.00 3,392.00

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES
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55,47

414,75

1,194,296.36
0.00
1,194,296.36

09/20/2021
21:11:45
16

n Date:
n Time:
Page:

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00

NONCOVERED CHARGES
0

0.00
91.
0.00
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34,34

139,553.27
0.00
139,553.27



Report : CLM-0814-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VIII
ZERO PAID OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

EAST GA REGIONAL MEDICAL CTR., LLC PROVIDER NUMBER PAYMENT DATES
1499 FAIR RD 000000272A SERVICE DATES
STATESBORO, GA 30458-1683 ADMISSION DATES

** NO DATA **

** END OF REPORT **

Run
Run

00/00/00
10/01/19
00/00/00

Date: 09/20/2021
Time: 21:11:46
Page: 17

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00



Report : CLM-0800-0
Process : CLMJO800
Location: CLMP800O

BURKE MEDICAL CENTER
351 S LIBERTY ST
WAYNESBORO, GA 30830-9686

ROUTINE SERVICES

ROUTINE CARE
ROUTINE NURSERY
SWING BED

LEAVE OF ABSENCE
TOTAL ROUTINE

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

TOTAL ACCOMODATIONS

COVERED

i

OOOOW

O ODOOOODODODOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

Run Date: 09/20/2021

MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:03:04
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 1
SUMMARY TYPE I
INPATIENT PAID CLAIMS
PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
0000002832 SERVICE DATES 06/01/19 THROUGH 05/31/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 241,866.85 ADJUSTMENTS 43,066.59
COVERED CHARGES 240,216.85 CONTRACTUAL ALLOW 131,514.34
NON-COVERD CHARGES 1,650.00 TOTAL MEDICAID LIAB 108,702.51
LESS: COB 1,638.65
LESS: COPAYMENT 0.00
ADD: ADDON PYMT 0.00
REIMBURSEMENT 107,063.86
TOTAL NUMBER OF ADMISSIONS 12
PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

DAYS CHARGES
NONCOVERED COVERED NONCOVERED
0 29,400.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 29,400.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 29,400.00 0.00



Report CLM-0800-0
Process CLMJO800
Location: CLMP800O

BURKE MEDICAL CENTER
351 S LIBERTY ST
WAYNESBORO, GA 30830-9686

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER
000000283A

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES
COVERED CHARGES

NONCOVERED CHARGES COST CENTER

Ru
Ru

00/00/00
06/01/19
00/00/00

n Date: 09/20/2021
n Time: 21:03:04
Page: 2

THROUGH 00/00/00
THROUGH 05/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

COVERED CHARGES
0

26,596.82 0.00 OTHER LAB .00
15,453.80 0.00 RECREATIONAL THERAPY 0.00
26,753.30 0.00 EDUCATION & TRAINING 151.38
4,579.29 0.00 OTHER THERAPEUTIC SVC 0.00
7,854.29 0.00 SPECIAL CHARGES 0.00
1,695.75 0.00 FEE SCHEDULE LAB 0.00
2,475.00 0.00 MRI SERVICES 2,653.02
14,188.80 0.00 PROFESSIONAL FEES 0.00
0.00 0.00 DURABLE MED. EQUIP. 0.00
0.00 0.00 REHAB THERAPY 0.00
58,447.10 0.00 FREE STANDING CLINIC 0.00
396.84 0.00 AMBULANCE 0.00
0.00 0.00 CAST ROOM 0.00
17,862.60 0.00 SPECIAL SERVICES 0.00
1,251.80 0.00 DRUG-SPECIFIC/HOME IV 0.00
0.00 0.00 INJECTABLE DRUGS 17,861.00
0.00 0.00 HOME HEALTH SERVICES 0.00
2,551.03 0.00 HOSPICE SERVICES 0.00
681.25 0.00 ACTIVITIES OF DAILY LIFE 0.00
0.00 0.00 PATIENT CONVENIENCE 0.00
0.00 0.00 0/P SPECIAL RESIDENCE 0.00
0.00 0.00 TRAUMA RESPONSE 0.00
0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
0.00 0.00 GENE THERAPY DRUGS 0.00
0.00 0.00 NO CC/INVALID REV CODE 0.00
0.00 0.00
1,876.00 1,650.00
0.00 0.00
0.00 0.00
0.00 0.00
696.93 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
6,790.85 0.00
TOTAL ANCILLARY 210,816.85
TOTAL ACCOMODATIONS 29,400.00

TOTAL CHARGES

240,216.85

olelolelololeololelololololololololololololelolele]
o
o

1,650.00
0.00
1,650.00



Report : CLM-0802-0
Process : CLMJO800
Location: CLMP800O

BURKE MEDICAL CENTER
351 S LIBERTY ST
WAYNESBORO, GA 30830-9686

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

PROVIDER NUMBER PAYMENT DATES
000000283A SERVICE DATES
ADMISSION DATES

** NO DATA **

Run
Run

00/00/00
06/01/19
00/00/00

Date: 09/20/2021
Time: 21:03:05
Page: 3
THROUGH 00/00/00

THROUGH 05/31/20
THROUGH 00/00/00



Report : CLM-0804-0
Process : CLMJO800
Location: CLMP800O

BURKE MEDICAL CENTER
351 S LIBERTY ST
WAYNESBORO, GA 30830-9686

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE III

OUTPATIENT PAID CLAIMS - % OF CHARGES

Ru
Ru

PROVIDER NUMBER PAYMENT DATES 00/00/00

0000002832 SERVICE DATES 06/01/19
ADMISSION DATES 00/00/00

—————————————— CHARGES-—--——-——————————— -—-——————-————-PAYMENTS

TOTAL CHARGES 1,184,152.75 ADJUSTMENTS

COVERED CHARGES 1,060,045.72 CONTRACTUAL ALLOW

NON-COVERD CHARGES 124,107.03 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB
INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:03:05
Page: 4

THROUGH 00/00/00
THROUGH 05/31/20
THROUGH 00/00/00

298,645.11
279,022.33
17,982.33
1,640.45



Report CLM-0804-0
Process CLMJO800
Location: CLMP800O

BURKE MEDICAL CENTER
351 S LIBERTY ST
WAYNESBORO, GA 30830-9686

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES
31,223.50
8,756.84
0.00
56,967.40
114,788.85
0.00
17,445.56
95,129.22
0.00

0.00
30,518.47
2,182.62
8,874.75
418,482.26
625.90
0.00

ODOOOOOOO
O
O

38,887.73
0.
2,814.00
0

2,698.08

OO OO
O
O

33,811.75

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:03:05
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 5
SUMMARY TYPE III
OUTPATIENT PAID CLAIMS - % OF CHARGES
PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
0000002832 SERVICE DATES 06/01/19 THROUGH 05/31/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00
PART II ANCILLARY SERVICES
NONCOVERED CHARGES COST CENTER COVERED CHARGES NONCOVERED CHARGES
843.50 OTHER LAB 6,886.07 0.00
0.00 RECREATIONAL THERAPY 0.00 0.00
0.00 EDUCATION & TRAINING 0.00 681.21
3,977.63 OTHER THERAPEUTIC SVC 0.00 0.00
17,811.08 SPECIAL CHARGES 0.00 0.00
0.00 FEE SCHEDULE LAB 143,176.75 18,475.25
675.00 MRI SERVICES 16,374.87 4,436.28
30,801.84 PROFESSIONAL FEES 0.00 0.00
0.00 DURABLE MED. EQUIP. 0.00 0.00
0.00 REHAB THERAPY 0.00 0.00
27,865.28 FREE STANDING CLINIC 0.00 0.00
0.00 AMBULANCE 0.00 0.00
0.00 CAST ROOM 0.00 0.00
2,747.64 SPECIAL SERVICES 0.00 0.00
0.00 DRUG-SPECIFIC/HOME IV 0.00 0.00
0.00 INJECTABLE DRUGS 30,401.10 5,908.00
0.00 HOME HEALTH SERVICES 0.00 0.00
0.00 HOSPICE SERVICES 0.00 0.00
264.00 ACTIVITIES OF DAILY LIFE 0.00 0.00
0.00 PATIENT CONVENIENCE 0.00 0.00
0.00 0/P SPECIAL RESIDENCE 0.00 0.00
0.00 TRAUMA RESPONSE 0.00 0.00
0.00 IMPL DEV CHARGE PATIENTS 0.00 0.00
0.00 GENE THERAPY DRUGS 0.00 0.00
507.28 NO CC/INVALID REV CODE 0.00 0.00
0.00
4,238.00
0.00
0.00
0.00
1,349.04
0.00
0.00
0.00
0.00
3,526.00

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

1,060,045.72
0.00
1,060,045.72

124,107.03
0.00
124,107.03



Report : CLM-0806-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE IV
ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES

BURKE MEDICAL CENTER PROVIDER NUMBER PAYMENT DATES
351 S LIBERTY ST 000000283A SERVICE DATES
WAYNESBORO, GA 30830-9686 ADMISSION DATES

** NO DATA **

Run
Run

00/00/00
06/01/19
00/00/00

Date: 09/20/2021
Time: 21:03:07
Page: 6
THROUGH 00/00/00

THROUGH 05/31/20
THROUGH 00/00/00



Report : CLM-0808-0
Process : CLMJO800
Location: CLMP800O

BURKE MEDICAL CENTER
351 S LIBERTY ST
WAYNESBORO, GA 30830-9686

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE

Ru
Ru

PROVIDER NUMBER PAYMENT DATES 00/00/00

0000002832 SERVICE DATES 06/01/19
ADMISSION DATES 00/00/00

—————————————— CHARGES-—-—————————————— -———————-———-PAYMENTS

TOTAL CHARGES 145,530.00 ADJUSTMENTS

COVERED CHARGES 135,500.82 CONTRACTUAL ALLOW

NON-COVERD CHARGES 10,029.18 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:03:07
Page: 7

THROUGH 00/00/00
THROUGH 05/31/20
THROUGH 00/00/00



Report CLM-0808-0
Process CLMJO800
Location: CLMP800O

BURKE MEDICAL CENTER
351 S LIBERTY ST
WAYNESBORO, GA 30830-9686

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

1,841.
0.
0.
7,147.
7,867.
0.
1,350.
7,481.
0.
0.
1,626.
0

0.
93,107,

(o))
=
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GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER

000000283A

PART II

NONCOVERED CHARGES
0

0.
0.
1,212.
6,710.
0.
0.

o
foe]
w

joleleojeololololololololololololololololololololololelele]

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 06/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES
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2,88
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135,500.82
0.00
135,500.82

n Date: 09/20/2021
n Time: 21:03:07
Page: 8

THROUGH 00/00/00
THROUGH 05/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

1,32

OO OOOOOONOOOOOOOOOJOOOOO
o
o

10,029.18
0.00
10,029.18



Report : CLM-0810-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

Ru
Ru

BURKE MEDICAL CENTER PROVIDER NUMBER PAYMENT DATES 00/00/00
351 S LIBERTY ST 0000002832 SERVICE DATES 06/01/19
WAYNESBORO, GA 30830-9686 ADMISSION DATES 00/00/00
—————————————— CHARGES-—-—————————————— -———————-———-PAYMENTS
TOTAL CHARGES 1,831.50 ADJUSTMENTS
COVERED CHARGES 1,831.50 CONTRACTUAL ALLOW
NON-COVERD CHARGES 0.00 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:03:07
Page: 9

THROUGH 00/00/00
THROUGH 05/31/20
THROUGH 00/00/00



Report CLM-0810-0
Process CLMJO800
Location: CLMP800O

BURKE MEDICAL CENTER
351 S LIBERTY ST
WAYNESBORO, GA 30830-9686

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

0.

jolejeololeolololololololololololololololololololololololololololelele]

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER

000000283A

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 06/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

jeojejeolololololololololololololololololololololololololololololololeolele]

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

OO OOOOOOODOOOOOOOOOODOOOOO
o
o

1,831.50
0.00
1,831.50

n Date: 09/20/2021
n Time: 21:03:07
Page: 10

THROUGH 00/00/00
THROUGH 05/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]
o
o

0.00
0.00
0.00



Report : CLM-0812-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

BURKE MEDICAL CENTER PROVIDER NUMBER PAYMENT DATES
351 S LIBERTY ST 000000283A SERVICE DATES
WAYNESBORO, GA 30830-9686 ADMISSION DATES

** NO DATA **

Run
Run

00/00/00
06/01/19
00/00/00

Date: 09/20/2021
Time: 21:03:07
Page: 11
THROUGH 00/00/00

THROUGH 05/31/20
THROUGH 00/00/00



Report : CLM-0814-0
Process : CLMJO800
Location: CLMP800O

BURKE MEDICAL CENTER
351 S LIBERTY ST
WAYNESBORO, GA 30830-9686

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VIII
ZERO PAID OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PROVIDER NUMBER PAYMENT DATES
000000283A SERVICE DATES
ADMISSION DATES

** NO DATA **

** END OF REPORT **

Run
Run

00/00/00
06/01/19
00/00/00

Date: 09/20/2021
Time: 21:03:07
Page: 12

THROUGH 00/00/00
THROUGH 05/31/20
THROUGH 00/00/00



Report CLM-0800-0
Process CLMJO800
Location: CLMP800O

NORTHSIDE HOSPITAL, INC.
1000 MEDICAL CENTER BLVD
LAWRENCEVILLE, GA 30046-7694

ROUTINE SERVICES

ROUTINE CARE
ROUTINE NURSERY
SWING BED

LEAVE OF ABSENCE
TOTAL ROUTINE

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

TOTAL ACCOMODATIONS

COVERED

7,929
2,803
0

0
10,732

127
2,226
1,922

4,430
15,162

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER
000000294A

PAYMENT DATES O
SERVICE DATES 1
ADMISSION DATES O

TOTAL CHARGES
COVERED CHARGES

133,946,402.61
132,800,426.44

ADJUSTMENTS

CONTRACTUAL ALLOW

Run Date: 09/20/2021

Run Time: 21:38:56
Page: 1
0/00/00 THROUGH 00/00/00

0/01/19
0/00/00

THROUGH 09/30/20
THROUGH 00/00/00

11,092,161.54
104,174,799.07

NON-COVERD CHARGES 1,145,976.17 TOTAL MEDICAID LIAB 28,625,627.37
LESS: COB 331,900.08

LESS: COPAYMENT 450.00

ADD: ADDON PYMT 0.00

REIMBURSEMENT 28,293,277.29

TOTAL NUMBER OF ADMISS

PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

DAYS

NONCOVERED COVERED

16,263,554.00
6,515,200.00
0.00

ODOOOO

0.
22,778,754.00

640,838.00
9,247,256.00
9,601,201.00

0.00

0.
973,965.00
0.

0.00
0.00

0.
20,463,260.00

(] OO OOODODODOOOO
O
o

43,242,014.00

IONS 2,844

CHARGES
NONCOVERED

OO OO
o
o

o OO OOOOOOOO
o
o



Report CLM-0800-0
Process CLMJO800
Location: CLMP800O

NORTHSIDE HOSPITAL, INC.
1000 MEDICAL CENTER BLVD

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER
000000294A

PAYMENT DATES
SERVICE DATES

Run Date: 09/20/2021

Run Time: 21:38:56

Page: 2

00/00/00 THROUGH 00/00/00

10/01/19

THROUGH 09/30/20

LAWRENCEVILLE, GA 30046-7694

COST CENTER

COVERED CHARGES

PHARMACY-GENERAL 11,718,903.92
MED/SURG SUPPLY 1,067,287.28
LABORATORY-GENERAL 15,417,082.12
RADIOLOGY-DIAGNOSTIC 2,733,529.00
CT SCAN 6,019,668.00
PHYSICAL THERAPY 418,222.00
EKG/ECG 672,876.00
IV THERAPY 1,173,614.00
OPERATING ROOM 9,532,114.50
LABOR/DELIVERY ROOM 1,441,792.00
RESPIRATORY SERVICES 4,553,119.00
ANESTHESIA 2,400,808.00
GI SERVICES 247,690.00
EMERGENCY ROOM 3,759,179.00
RECOVERY ROOM 2,371,836.50
LABORATORY PATHOLOGIC 458,821.00
RADIOLOGY THERAPEUTIC 7,176.00
OCCUPATIONAL THERAPY 206,413.00
SPEECH PATHOLOGY 224,818.00
RENAL DIALYSIS 1,098,708.00
OUTPATIENT SERVICES 0.00
CLINIC SERVICES 2,012.00
PSYCHIATRIC SERVICES 0.00
LITHOTRIPSY 0.00
OTHER IMAGING SERVICE 658,457.50
BLOOD 0.00
BLOOD STORAGE & PRO. 1,431,619.00
ONCOLOGY 0.00
NUCLEAR MEDICINE 529,406.00
AUDIOLOGY 0.00
CARDIOLOGY 3,386,790.00
AMBULATORY SURGERY 0.00
OSTEOPATHIC SERVICES 0.00
EEG 178,235.00
ORGAN ACQUISITION 0.00
TREATMENT/OBSERV. RM 298,198.00

PART II

NONCOVERED CHARGES
0

ADMISSION DATES

ANCILLARY SERVICES

COST CENTER

00/00/00

COVERED CHARGES

.00 OTHER LAB 508,305.00
43,116.00 RECREATIONAL THERAPY 0.00
0.00 EDUCATION & TRAINING 5,684.00
0.00 OTHER THERAPEUTIC SVC 2,848.00
0.00 SPECIAL CHARGES 0.00
0.00 FEE SCHEDULE LAB 0.00
0.00 MRI SERVICES 1,838,648.00
0.00 PROFESSIONAL FEES 0.00
0.00 DURABLE MED. EQUIP. 0.00
0.00 REHAB THERAPY 0.00
0.00 FREE STANDING CLINIC 0.00
0.00 AMBULANCE 0.00
0.00 CAST ROOM 0.00
0.00 SPECIAL SERVICES 0.00
0.00 DRUG-SPECIFIC/HOME IV 0.00
0.00 INJECTABLE DRUGS 13,386,464.19
0.00 HOME HEALTH SERVICES 0.00
0.00 HOSPICE SERVICES 0.00
0.00 ACTIVITIES OF DAILY LIFE 0.00
138,090.00 PATIENT CONVENIENCE 0.00
0.00 0/P SPECIAL RESIDENCE 0.00
91,345.00 TRAUMA RESPONSE 0.00
0.00 IMPL DEV CHARGE PATIENTS 1,808,088.43
0.00 GENE THERAPY DRUGS 0.00
8,115.00 NO CC/INVALID REV CODE 0.00
0.00
0.00
0.00
498.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

89,558,412.44
43,242,014.00
132,800,426.44

THROUGH 00/00/00

NONCOVERED CHARGES

OO OOOOOODOOOOOO
o
o

4,527.50
663,757.17

OO OO

196,304.00
0.

0.00
223.00

1,145,976.17
0.00
1,145,976.17



Report CLM-0802-0
Process CLMJO800
Location: CLMP800O

NORTHSIDE HOSPITAL, INC.
1000 MEDICAL CENTER BLVD
LAWRENCEVILLE, GA 30046-7694

ROUTINE SERVICES

ROUTINE CARE
ROUTINE NURSERY
SWING BED

LEAVE OF ABSENCE
TOTAL ROUTINE

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

TOTAL ACCOMODATIONS

COVERED

63
344

407

ODOOOHOOWVWWO

w
O

446

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

PROVIDER NUMBER
000000294A

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

PART I - ACCOMODATIONS

MEDICAID DAYS AND CHARGES

DAYS
NONCOVERED

ODOOOO

(] OO OOODODODOOOO

3,044,360.34
3,039,581.80

0.00
39,544.00
170,616.00
0.00
0.00
6,174.00

0

0.00
0.00

0.
216,334.00
1,871,516.00

Run Date: 09/20/2021
Run Time: 21:39:07
Page: 4

PAYMENT DATES 00/00/00 THROUGH 00/00/00

SERVICE DATES 10/01/19 THROUGH 09/30/20

ADMISSION DATES 00/00/00 THROUGH 00/00/00

—————————————————— PAYMENTS——————————————————

ADJUSTMENTS 0.00

CONTRACTUAL ALLOW 2,705,490.95

4,778.54 TOTAL MEDICAID LIAB 334,090.85

LESS: COB 334,090.85

LESS: COPAYMENT 0.00

ADD: ADDON PYMT 0.00

REIMBURSEMENT 0.00

TOTAL NUMBER OF ADMISSIONS 40
CHARGES

COVERED NONCOVERED

149,768.00 0.00

1,505,414.00 0.00

0.00 0.00

0.00 0.00

1,655,182.00 0.00

o OO OOOOOOOO
o
o



Report CLM-0802-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

NORTHSIDE HOSPITAL, INC.
1000 MEDICAL CENTER BLVD
LAWRENCEVILLE, GA 30046-7694

PROVIDER NUMBER
000000294A

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

PHARMACY-GENERAL 163,157.00 0.00 OTHER LAB 3,224.
MED/SURG SUPPLY 7,282.00 0.00 RECREATIONAL THERAPY
LABORATORY-GENERAL 216,158.00 0.00 EDUCATION & TRAINING
RADIOLOGY-DIAGNOSTIC 74,215.00 0.00 OTHER THERAPEUTIC SVC

CT SCAN 40,605.00 0.00 SPECIAL CHARGES

PHYSICAL THERAPY 1,350.00 0.00 FEE SCHEDULE LAB

EKG/ECG 4,050.00 0.00 MRI SERVICES 10,78
IV THERAPY 9,614.00 0.00 PROFESSIONAL FEES
OPERATING ROOM 39,424.00 0.00 DURABLE MED. EQUIP.
LABOR/DELIVERY ROOM 36,155.00 0.00 REHAB THERAPY
RESPIRATORY SERVICES 121,647.00 0.00 FREE STANDING CLINIC
ANESTHESIA 20,776.00 0.00 AMBULANCE

GI SERVICES 0.00 0.00 CAST ROOM

EMERGENCY ROOM 22,965.00 0.00 SPECIAL SERVICES
RECOVERY ROOM 35,114.00 0.00 DRUG-SPECIFIC/HOME IV
LABORATORY PATHOLOGIC 733.00 0.00 INJECTABLE DRUGS 237,01
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES
OCCUPATIONAL THERAPY 9,527.00 0.00 HOSPICE SERVICES

SPEECH PATHOLOGY 646.00 0.00 ACTIVITIES OF DAILY LIFE
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE
CLINIC SERVICES 86.00 1,152.00 TRAUMA RESPONSE
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS

OTHER IMAGING SERVICE 27,583.00 0.00 NO CC/INVALID REV CODE
BLOOD 0.00 0.00

BLOOD STORAGE & PRO. 12,410.00 0.00

ONCOLOGY 0.00 0.00

NUCLEAR MEDICINE 8,265.00 0.00

AUDIOLOGY 0.00 0.00

CARDIOLOGY 49,115.00 0.00

AMBULATORY SURGERY 0.00 0.00

OSTEOPATHIC SERVICES 0.00 0.00

EEG 2,911.00 0.00

ORGAN ACQUISITION 0.00 0.00

TREATMENT/OBSERV. RM 13,258.00 0.00

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

Run Date: 09/20/2021

Run Time: 21:39:07

Page: 5

00/00/00 THROUGH 00/00/00
10/01/19 THROUGH 09/30/20
00/00/00 THROUGH 00/00/00

OO OOOOOOOOOOOOOOOUIODOOOO

COVERED CHARGES

1,168,065.80
1,871,516.00
3,039,581.80

NONCOVERED CHARGES

OO OOOOOONOOOOODOOOOODOOOOO
o
o

4,778.54
0.00
4,778.54



Report : CLM-0804-0
Process CLMJO800
Location: CLMP800O

NORTHSIDE HOSPITAL, INC.
1000 MEDICAL CENTER BLVD
LAWRENCEVILLE, GA 30046-7694

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE III

OUTPATIENT PAID CLAIMS - %
PROVIDER NUMBER
000000294A
—————————————— CHARGES

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

OF CHARGES

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

29,481,282.07
24,364,839.92
5,116,442.15

ADJUSTMENTS

CONTRACTUAL ALLOW

TOTAL MEDICAID LIAB
LESS: COB

Ru
Ru

00/00/00
10/01/19
00/00/00

PAYMENTS

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB
INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:39:08
Page: 6

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00

1,232,209.50
20,008, 620.68
4,356,219.24
12,186.50
6,367.53

0.00
4,337,665.21
3,605,752.12
244,926.48
486,986.61

6,177



Report CLM-0804-0
Process CLMJO800
Location: CLMP800O

NORTHSIDE HOSPITAL, INC.
1000 MEDICAL CENTER BLVD

LAWRENCEVILLE, GA 30046-7694

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

344,706.
163,201.
0.
879,235.
3,249,911.
172,813.
391,397.
2,557,201.
1,466,300.
13,515.
102,553.
447,170.
78,463.
4,538,640.
341,342.
0.
118,579.
16,040.
215.

0.

0.
220,263.
0

0.
933,066.
0.
126,018.
0.
344,823.
0.
499,900.
0

0.
27,229.
0.
756,556.

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE III
OUTPATIENT PAID CLAIMS - % OF CHARGES

PROVIDER NUMBER PAYMENT DATES

000000294A SERVICE DATES
ADMISSION DATES
PART II ANCILLARY SERVICES
NONCOVERED CHARGES COST CENTER
0.04 OTHER LAB 159,
9,879.00 RECREATIONAL THERAPY
0.00 EDUCATION & TRAINING
27,868.00 OTHER THERAPEUTIC SVC
381,379.00 SPECIAL CHARGES
14,125.00 FEE SCHEDULE LAB 3,968,
2,582.00 MRI SERVICES 559,
39,798.00 PROFESSIONAL FEES
368,225.00 DURABLE MED. EQUIP.
0.00 REHAB THERAPY
16,962.00 FREE STANDING CLINIC
2,728.00 AMBULANCE
14,654.00 CAST ROOM
21,041.00 SPECIAL SERVICES
604.00 DRUG-SPECIFIC/HOME IV
0.00 INJECTABLE DRUGS 1,782,
0.00 HOME HEALTH SERVICES
3,995.00 HOSPICE SERVICES
4,248.00 ACTIVITIES OF DAILY LIFE
500,646.00 PATIENT CONVENIENCE
0.00 0/P SPECIAL RESIDENCE
16,763.00 TRAUMA RESPONSE
0.00 IMPL DEV CHARGE PATIENTS 84,
0.00 GENE THERAPY DRUGS
110,274.00 NO CC/INVALID REV CODE 22,
0.00
2,658.00
0.00
33,632.00
0.00
99,116.00
0.00
0.00
0.00
0.00
20,456.00

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

Run Date: 09/20/2021

Run Time: 21:39:08

Page: 7

00/00/00 THROUGH 00/00/00

10/01/19
00/00/00

0.
876.
076.

10

245.
0.
077.

OO OOOWVWOOODOOOOO

COVERED CHARGES
015.
0.
305.
0.

24,364,839.92
0.00
24,364,839.92

THROUGH 09/30/20
THROUGH 00/00/00

NONCOVERED CHARGES
0

0.00
170.00
0.00

0.
119,848.00
66,900.00

OO OOOO
o
o

1,478.83
3,147,900.28

OO OO
o
o

82,972.00
5,540.00

5,116,442.15
0.00
5,116,442.15



Report : CLM-0806-0
Process : CLMJO800
Location: CLMP800O

NORTHSIDE HOSPITAL, INC.
1000 MEDICAL CENTER BLVD
LAWRENCEVILLE, GA 30046-7694

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE IV
ZERO PAID OUTPATIENT PAID CLAIMS

PROVIDER NUMBER
000000294A

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

- % OF CHARGES

Ru
Ru

PAYMENT DATES 00/00/00
SERVICE DATES 10/01/19
ADMISSION DATES 00/00/00
——————————————————————————— PAYMENTS
679,491.18 ADJUSTMENTS

475,153.85 CONTRACTUAL ALLOW

204,337.33 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB
INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:39:22
Page: 11

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00



Report CLM-0806-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE IV
ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES
NORTHSIDE HOSPITAL, INC.
1000 MEDICAL CENTER BLVD
LAWRENCEVILLE, GA 30046-7694

PROVIDER NUMBER
000000294A

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER
0

Run Date: 09/20/2021

Run Time: 21:39:22

Page: 12

00/00/00 THROUGH 00/00/00
10/01/19 THROUGH 09/30/20
00/00/00 THROUGH 00/00/00

COVERED CHARGES

PHARMACY-GENERAL 15,087.75 .00 OTHER LAB 6,368.00
MED/SURG SUPPLY 7,347.00 0.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 9,024.00 3,559.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 43,749.00 38,274.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 0.00 169.00 FEE SCHEDULE LAB 90,889.00
EKG/ECG 3,645.00 0.00 MRI SERVICES 0.00
IV THERAPY 29,357.00 2,661.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 28,602.00 53,638.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 656.00 583.00 FREE STANDING CLINIC 0.00
ANESTHESIA 15,163.00 0.00 AMBULANCE 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 106,318.00 620.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 20,759.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 70,025.10
RADIOLOGY THERAPEUTIC 1,698.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 169.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 1,648.00 226.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 10,524.00 11,945.00 NO CC/INVALID REV CODE 123.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 0.00 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 0.00 0.00
AUDIOLOGY 0.00 0.00
CARDIOLOGY 0.00 0.00
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 14,171.00 0.00
TOTAL ANCILLARY 475,153.85
TOTAL ACCOMODATIONS 0.00

TOTAL CHARGES

475,153.85

NONCOVERED CHARGES
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204,337.33
0.00
204,337.33



Report CLM-0808-0
Process CLMJO800
Location: CLMP800O

NORTHSIDE HOSPITAL, INC.
1000 MEDICAL CENTER BLVD
LAWRENCEVILLE, GA 30046-7694

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE V

OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER
000000294A

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

854,944.
807,952.
46,991.

Run Date: 09/20/2021

Run Time:

PAYMENT DATES 00/00/00
SERVICE DATES 10/01/19
ADMISSION DATES 00/00/00

—————————————— PAYMENTS

30 ADJUSTMENTS

57 CONTRACTUAL ALLOW

73 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

21:39:24
Page: 14

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00

18,159.62



Report CLM-0808-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE

NORTHSIDE HOSPITAL, INC.
1000 MEDICAL CENTER BLVD
LAWRENCEVILLE, GA 30046-7694

PROVIDER NUMBER
000000294A

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER
0

Run Date: 09/20/2021

Run Time: 21:39:24

Page: 15

00/00/00 THROUGH 00/00/00
10/01/19 THROUGH 09/30/20
00/00/00 THROUGH 00/00/00

COVERED CHARGES

PHARMACY-GENERAL 5,442.69 .00 OTHER LAB 1,021.00
MED/SURG SUPPLY 1,207.00 135.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 38,028.00 2,579.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 123,541.00 22,722.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 0.00 0.00 FEE SCHEDULE LAB 140,224.00
EKG/ECG 11,796.00 0.00 MRI SERVICES 0.00
IV THERAPY 32,566.00 660.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 23,030.00 1.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 688.00 0.00 FREE STANDING CLINIC 0.00
ANESTHESIA 5,187.00 0.00 AMBULANCE 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 375,239.00 1,647.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 5,759.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 15,313.88
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 504.00 82.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 25,711.00 11,107.00 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 0.00 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 0.00 0.00
AUDIOLOGY 0.00 0.00
CARDIOLOGY 0.00 0.00
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 2,695.00 0.00
TOTAL ANCILLARY 807,952.57
TOTAL ACCOMODATIONS 0.00

TOTAL CHARGES

807,952.57

NONCOVERED CHARGES

[eleojololololololol Veololololololololololololo ol o]
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46,991.73
0.00
46,991.73



Report : CLM-0810-0
Process : CLMJO800
Location: CLMP800O

NORTHSIDE HOSPITAL, INC.
1000 MEDICAL CENTER BLVD
LAWRENCEVILLE, GA 30046-7694

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE VI

ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER
000000294A

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

Ru
Ru
PAYMENT DATES 00/00/00
SERVICE DATES 10/01/19
ADMISSION DATES 00/00/00
——————————————————————————— PAYMENTS
20,391.50 ADJUSTMENTS
20,391.50 CONTRACTUAL ALLOW
0.00 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:39:26
Page: 16

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00



Report CLM-0810-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

NORTHSIDE HOSPITAL, INC.
1000 MEDICAL CENTER BLVD
LAWRENCEVILLE, GA 30046-7694

PROVIDER NUMBER
000000294A

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

Run Date: 09/20/2021

Run Time: 21:39:26

Page: 17

00/00/00 THROUGH 00/00/00

10/01/19
00/00/00

COVERED CHARGES

PHARMACY-GENERAL 00 0.00 OTHER LAB 0.00
MED/SURG SUPPLY 0.00 0.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 925.00 0.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 0.00 0.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 0.00 0.00 FEE SCHEDULE LAB 5,125.00
EKG/ECG 0.00 0.00 MRI SERVICES 0.00
IV THERAPY 168.00 0.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 0.00 0.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 0.00 0.00 FREE STANDING CLINIC 0.00
ANESTHESIA 0.00 0.00 AMBULANCE 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 11,125.00 0.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 0.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 94.50
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 0.00 0.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 2,891.00 0.00 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 0.00 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 0.00 0.00
AUDIOLOGY 0.00 0.00
CARDIOLOGY 0.00 0.00
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 0.00 0.00
TOTAL ANCILLARY 20,391.50
TOTAL ACCOMODATIONS 0.00

TOTAL CHARGES

20,391.50

THROUGH 09/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]

0.00
0.00
0.00



Report : CLM-0812-0
Process : CLMJO800
Location: CLMP800O

NORTHSIDE HOSPITAL, INC.
1000 MEDICAL CENTER BLVD
LAWRENCEVILLE, GA 30046-7694

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED T

PROVIDER NUMBER
000000294A

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

O PER CASE RATE

PAYMENT DATES 00/00/00
SERVICE DATES 10/01/19
ADMISSION DATES 00/00/00

———————————————————————————— PAYMENTS
8,403,115.12 ADJUSTMENTS
7,753,307.02 CONTRACTUAL ALLOW

649,808.10 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:39:28
Page: 18

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00

461,019.26
6,598,520.98
1,154,786.04

4,909.14
438.77

0.
1,149,438.13



Report CLM-0812-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

NORTHSIDE HOSPITAL, INC.
1000 MEDICAL CENTER BLVD
LAWRENCEVILLE, GA 30046-7694

PROVIDER NUMBER
000000294A

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER
0

PHARMACY-GENERAL 64,519.46 .00 OTHER LAB 4,
MED/SURG SUPPLY 195,503.00 1,941.00 RECREATIONAL THERAPY
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING
RADIOLOGY-DIAGNOSTIC 63,889.00 15,768.00 OTHER THERAPEUTIC SVC

CT SCAN 181,799.00 16,189.00 SPECIAL CHARGES

PHYSICAL THERAPY 0.00 1,921.00 FEE SCHEDULE LAB 308,
EKG/ECG 21,896.00 1,215.00 MRI SERVICES 48,
IV THERAPY 396,275.00 40,019.00 PROFESSIONAL FEES

OPERATING ROOM 1,003,471.00 210,328.00 DURABLE MED. EQUIP.

LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY

RESPIRATORY SERVICES 5,484.00 333.00 FREE STANDING CLINIC

ANESTHESIA 213,845.00 0.00 AMBULANCE

GI SERVICES 8,033.00 0.00 CAST ROOM

EMERGENCY ROOM 107,134.00 1,860.00 SPECIAL SERVICES

RECOVERY ROOM 121,253.00 0.00 DRUG-SPECIFIC/HOME IV

LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 4,182,
RADIOLOGY THERAPEUTIC 27,364.00 0.00 HOME HEALTH SERVICES

OCCUPATIONAL THERAPY 0.00 1,094.00 HOSPICE SERVICES

SPEECH PATHOLOGY 0.00 615.00 ACTIVITIES OF DAILY LIFE

RENAL DIALYSIS 0.00 3,668.00 PATIENT CONVENIENCE

OUTPATIENT SERVICES 0.00 0.00 O/P SPECIAL RESIDENCE

CLINIC SERVICES 10,258.00 724.00 TRAUMA RESPONSE

PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 354,
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS

OTHER IMAGING SERVICE 10,571.00 11,600.00 NO CC/INVALID REV CODE

BLOOD 0.00 0.00

BLOOD STORAGE & PRO. 16,386.00 3,987.00

ONCOLOGY 0.00 0.00

NUCLEAR MEDICINE 42,783.00 5,741.00

AUDIOLOGY 0.00 0.00

CARDIOLOGY 250, 990.00 87,495.00

AMBULATORY SURGERY 0.00 0.00

OSTEOPATHIC SERVICES 0.00 0.00

EEG 1,856.00 0.00

ORGAN ACQUISITION 0.00 0.00

TREATMENT/OBSERV. RM 109,667.00 0.00

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

Run Date: 09/20/2021

Run Time: 21:39:28

Page: 19

00/00/00 THROUGH 00/00/00

10/01/19
00/00/00

54

916.
0.
669.
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COVERED CHARGES
849.

7,753,307.02

0.00

7,753,307.02

THROUGH 09/30/20
THROUGH 00/00/00

NONCOVERED CHARGES
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28,361.

649,808.10
0.00
649,808.10



Report : CLM-0814-0
Process : CLMJO800
Location: CLMP800O

NORTHSIDE HOSPITAL, INC.
1000 MEDICAL CENTER BLVD
LAWRENCEVILLE, GA 30046-7694

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VIII
ZERO PAID OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PROVIDER NUMBER PAYMENT DATES
000000294A SERVICE DATES
ADMISSION DATES

** NO DATA **

** END OF REPORT **

Run
Run

00/00/00
10/01/19
00/00/00

Date: 09/20/2021
Time: 21:39:30
Page: 21

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00



Report : CLM-0800-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:03:15
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 1
SUMMARY TYPE I
INPATIENT PAID CLAIMS

CANDLER COUNTY HOSP PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
400 CEDAR ST 000000316A SERVICE DATES 01/01/20 THROUGH 12/31/20
METTER, GA 30439-3338 ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————

TOTAL CHARGES 584,101.87 ADJUSTMENTS 0.00

COVERED CHARGES 583,359.87 CONTRACTUAL ALLOW 311,025.21

NON-COVERD CHARGES 742.00 TOTAL MEDICAID LIAB 272,334.66

LESS: COB 2,929.60

LESS: COPAYMENT 0.00

ADD: ADDON PYMT 0.00

REIMBURSEMENT 269,405.06

TOTAL NUMBER OF ADMISSIONS 27

PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

DAYS CHARGES

COVERED NONCOVERED COVERED NONCOVERED
ROUTINE SERVICES
ROUTINE CARE 49 0 58,966.00 0.00
ROUTINE NURSERY 0 0 0.00 0.00
SWING BED 0 0 0.00 0.00
LEAVE OF ABSENCE 0 0 0.00 0.00
TOTAL ROUTINE 49 0 58,966.00 0.00
SPECIAL CARE SERVICES
CCu 0 0 0.00 0.00
ICU 23 0 45,248.00 0.00
NICU 0 0 0.00 0.00
PED ICU 0 0 0.00 0.00
NEURO ICU 0 0 0.00 0.00
SHOCK TRAUMA 0 0 0.00 0.00
BURN UNIT 0 0 0.00 0.00
HOSPICE 0 0 0.00 0.00
REHAB 0 0 0.00 0.00
PRTF 0 0 0.00 0.00
TOTAL SPEC CARE 23 0 45,248.00 0.00
TOTAL ACCOMODATIONS 72 0 104,214.00 0.00



Report : CLM-0800-0
Process : CLMJO800
Location: CLMP800O

CANDLER COUNTY HOSP
400 CEDAR ST
METTER, GA 30439-3338

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:03:15

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER PAYMENT DATES 00/00/00
000000316A SERVICE DATES 01/01/20
ADMISSION DATES 00/00/00

PART II ANCILLARY SERVICES

COVERED CHARGES NONCOVERED CHARGES COST CENTER COVERED CHARGES
105,428.17 0.00 OTHER LAB 2,691.00
46,116.50 0.00 RECREATIONAL THERAPY 0.00
131,836.00 0.00 EDUCATION & TRAINING 0.00
11,739.00 0.00 OTHER THERAPEUTIC SVC 0.00
54,805.00 0.00 SPECIAL CHARGES 0.00
1,110.00 0.00 FEE SCHEDULE LAB 0.00
7,890.00 0.00 MRI SERVICES 3,687.00
18,142.00 442.00 PROFESSIONAL FEES 0.00
25,631.00 0.00 DURABLE MED. EQUIP. 0.00
0.00 0.00 REHAB THERAPY 0.00
14,461.00 0.00 FREE STANDING CLINIC 0.00
0.00 0.00 AMBULANCE 0.00
0.00 0.00 CAST ROOM 0.00
33,605.00 0.00 SPECIAL SERVICES 0.00
4,437.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
878.00 0.00 INJECTABLE DRUGS 2,891.90
0.00 0.00 HOME HEALTH SERVICES 0.00
0.00 0.00 HOSPICE SERVICES 0.00
447.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
0.00 0.00 PATIENT CONVENIENCE 0.00
0.00 0.00 0/P SPECIAL RESIDENCE 0.00
0.00 0.00 TRAUMA RESPONSE 0.00
0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
0.00 0.00 GENE THERAPY DRUGS 0.00
1,929.00 0.00 NO CC/INVALID REV CODE 0.00
0.00 0.00
5,026.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
1,788.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
4,607.30 0.00
TOTAL ANCILLARY 479,145.87
TOTAL ACCOMODATIONS 104,214.00

TOTAL CHARGES 583,359.87

Page: 2

THROUGH 00/00/00
THROUGH 12/31/20
THROUGH 00/00/00

NONCOVERED CHARGES
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742.00
742.00



Report : CLM-0802-0
Process : CLMJO800
Location: CLMP800O

CANDLER COUNTY HOSP
400 CEDAR ST
METTER, GA 30439-3338

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

PROVIDER NUMBER PAYMENT DATES
000000316A SERVICE DATES
ADMISSION DATES

** NO DATA **

Run
Run

00/00/00
01/01/20
00/00/00

Date: 09/20/2021
Time: 21:03:16
Page: 3
THROUGH 00/00/00

THROUGH 12/31/20
THROUGH 00/00/00



Report : CLM-0804-0
Process : CLMJO800
Location: CLMP800O

CANDLER COUNTY HOSP
400 CEDAR ST
METTER, GA 30439-3338

PROVIDER NUMBER
000000316A

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE III

OUTPATIENT PAID CLAIMS -

OF CHARGES

Run Date: 09/20/2021
Run Time: 21:03:16

PAYMENT DATES 00/00/00
SERVICE DATES 01/01/20

ADMISSION DATES 00/00/00

2,843,301.29
2,555,743.95
287,557.34

ADJUSTMENTS
CONTRACTUAL ALLOW
TOTAL MEDICAID LIAB
LESS: COB
LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT
ALL OTHER
FEE SCHEDULE-LAB
INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

Page: 4

THROUGH 00/00/00
THROUGH 12/31/20
THROUGH 00/00/00

449,117.63
381,520.78
64,745.44
2,851.41

1,042



Report CLM-0804-0
Process CLMJO800
Location: CLMP800O

CANDLER COUNTY HOSP
400 CEDAR ST
METTER, GA 30439-3338

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES
70,172.90
289,895.13

0.00

78,480.00
287,642.00
46,785.00
31,132.00
104,226.00
354,707.90

0.
18,115.00
0.

0.00
265,511.00
126,996.00

0.00

0.00

3,198.00

0

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

Run Date: 09/20/2021

MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:03:16
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 5
SUMMARY TYPE III
OUTPATIENT PAID CLAIMS - % OF CHARGES
PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
000000316A SERVICE DATES 01/01/20 THROUGH 12/31/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00
PART II ANCILLARY SERVICES

NONCOVERED CHARGES

COST CENTER

COVERED CHARGES

NONCOVERED CHARGES
0

2,975.57 OTHER LAB 8,289.00 .00
4,730.00 RECREATIONAL THERAPY 0.00 0.00
0.00 EDUCATION & TRAINING 0.00 0.00
4,305.00 OTHER THERAPEUTIC SVC 0.00 0.00
33,075.00 SPECIAL CHARGES 0.00 0.00
10,217.00 FEE SCHEDULE LAB 687,140.72 35,357.56
1,315.00 MRI SERVICES 53,700.00 3,687.00
8,118.00 PROFESSIONAL FEES 0.00 0.00
113,912.10 DURABLE MED. EQUIP. 0.00 0.00
0.00 REHAB THERAPY 0.00 0.00
980.00 FREE STANDING CLINIC 0.00 0.00
0.00 AMBULANCE 0.00 0.00
0.00 CAST ROOM 0.00 0.00
11,181.00 SPECIAL SERVICES 0.00 0.00
0.00 DRUG-SPECIFIC/HOME IV 0.00 0.00
0.00 INJECTABLE DRUGS 42,446.30 26,922.61
0.00 HOME HEALTH SERVICES 0.00 0.00
474.00 HOSPICE SERVICES 0.00 0.00
0.00 ACTIVITIES OF DAILY LIFE 0.00 0.00
0.00 PATIENT CONVENIENCE 0.00 0.00
0.00 0/P SPECIAL RESIDENCE 0.00 0.00
730.00 TRAUMA RESPONSE 0.00 0.00
0.00 IMPL DEV CHARGE PATIENTS 46.00 1,710.00
0.00 GENE THERAPY DRUGS 0.00 0.00
4,238.00 NO CC/INVALID REV CODE 0.00 3,687.00
0.00
11,707.00
0.00
0.00
0.00
1,788.00
0.00
0.00
0.00
0.00
6,447.50
TOTAL ANCILLARY 2,555,743.95 287,557.34
TOTAL ACCOMODATIONS 0.00 0.00
TOTAL CHARGES 2,555,743.95 287,557.34



Report : CLM-0806-0
Process : CLMJO800
Location: CLMP800O

CANDLER COUNTY HOSP
400 CEDAR ST
METTER, GA 30439-3338

PROVIDER NUMBER
000000316A

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE IV

ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES

10,161.

Run Date: 09/20/2021
Run Time: 21:03:19

PAYMENT DATES 00/00/00
SERVICE DATES 01/01/20

ADMISSION DATES 00/00/00

ADJUSTMENTS
CONTRACTUAL ALLOW
TOTAL MEDICAID LIAB
LESS: COB
LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT
ALL OTHER
FEE SCHEDULE-LAB
INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

Page: 7

THROUGH 00/00/00
THROUGH 12/31/20
THROUGH 00/00/00



Report CLM-0806-0
Process CLMJO800
Location: CLMP800O

CANDLER COUNTY HOSP
400 CEDAR ST
METTER, GA 30439-3338

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

394.
9,955.
0.
386.

J
~

w
O

o1
~N o
0o

=
QOO0 OOOOOOOOOOODOOOOOO

’

ODOOOODOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE IV

ZERO PAID OUTPATIENT PAID CLAIMS - %

OF CHARGES

PROVIDER NUMBER

000000316A

PART II

Run Date: 09/20/2021

Run Time: 21:03:19

Page: 8

PAYMENT DATES 00/00/00 THROUGH 00/00/00
SERVICE DATES 01/01/20 THROUGH 12/31/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

OO OOOOOOOOOOOOOOOOOOOOOOOOOINODODODOOOOO

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

OCOOOOOOOOUIOOOOOOOOOWOOOOO
o
o

17,739.29
0.00
17,739.29

NONCOVERED CHARGES

=
wl
RPOOOOO
o o

o o

S}
[oleojololololololoN Yolololololololo o]
wul
o

10,161.50
0.00
10,161.50



Report : CLM-0808-0
Process : CLMJO800
Location: CLMP800O

CANDLER COUNTY HOSP
400 CEDAR ST
METTER, GA 30439-3338

SUMMARY TYPE V

PROVIDER NUMBER
000000316A

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

OUTPATIENT PAID CLAIMS - FIXED FEE

Run Date: 09/20/2021

TOTAL NUMBER OF CLAIMS

Run Time: 21:03:19

Page: 9

PAYMENT DATES 00/00/00 THROUGH 00/00/00
SERVICE DATES 01/01/20 THROUGH 12/31/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— PAYMENTS——————————————————
.13 ADJUSTMENTS 67.00
.62 CONTRACTUAL ALLOW 66,247.62
.51 TOTAL MEDICAID LIAB 2,660.00
LESS: COB 0.00

LESS: COPAYMENT 24.00

ADD: ADDON PYMT 0.00
REIMBURSEMENT 2,636.00



Report CLM-0808-0
Process CLMJO800
Location: CLMP800O

CANDLER COUNTY HOSP
400 CEDAR ST
METTER, GA 30439-3338

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

805.
1,988.
0.
4,742.
13,280.
0.
1,315.
1,288.

25,84

OO0 OOOOOOUIOOOOOOOOOOJOOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER

000000316A

PART II

NONCOVERED CHARGES
0
15.

N
u
oo

lolololololololololololololololololololololol Velololololololole)]

Run Date: 09/20/2021

Run Time: 21:03:19

Page: 10

PAYMENT DATES 00/00/00 THROUGH 00/00/00
SERVICE DATES 01/01/20 THROUGH 12/31/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00

ANCILLARY SERVICES

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

OO OO
o
o

=
N
w
o
\S)
~J
o

’

6,84

[oleojololololololoNYolololololololo o]
wl
w

68,907.62
0.00
68,907.62

NONCOVERED CHARGES

5,89

[eleojolololololololViololololololololol Nolololole]
o
o

7,190.51
0.00
7,190.51



Report : CLM-0810-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:03:19
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 11
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

CANDLER COUNTY HOSP PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
400 CEDAR ST 000000316A SERVICE DATES 01/01/20 THROUGH 12/31/20
METTER, GA 30439-3338 ADMISSION DATES 00/00/00 THROUGH 00/00/00

** NO DATA **



Report : CLM-0812-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:03:19
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 12
SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

CANDLER COUNTY HOSP PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
400 CEDAR ST 000000316A SERVICE DATES 01/01/20 THROUGH 12/31/20
METTER, GA 30439-3338 ADMISSION DATES 00/00/00 THROUGH 00/00/00

** NO DATA **



Report : CLM-0814-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:03:19
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 13
SUMMARY TYPE VIII
ZERO PAID OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

CANDLER COUNTY HOSP PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
400 CEDAR ST 000000316A SERVICE DATES 01/01/20 THROUGH 12/31/20
METTER, GA 30439-3338 ADMISSION DATES 00/00/00 THROUGH 00/00/00

** NO DATA **

** END OF REPORT **



Report CLM-0800-0
Process CLMJO800
Location: CLMP800O

CANDLER HOSPITAL
5353 REYNOLDS ST
SAVANNAH, GA 31405-6005

ROUTINE SERVICES

ROUTINE CARE
ROUTINE NURSERY
SWING BED

LEAVE OF ABSENCE
TOTAL ROUTINE

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

TOTAL ACCOMODATIONS

COVERED

3,500
411

0

0
3,911

ODOOOODOOOWO

~J
w
O

4,650

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

DAYS

SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER
000000327A

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

NONCOVERED

ODOOOO

(] OO OOODODODOOOO

Run Date: 09/20/2021

Run Time: 21:03:27

Page: 1

PAYMENT DATES 00/00/00 THROUGH 00/00/00
SERVICE DATES 07/01/19 THROUGH 06/30/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00
———————————— PAYMENTS———-———————————————

27,007,763.40
26,552,026.40
455,737.00

TOTAL

ADJUSTMENTS
CONTRACTUAL ALLOW
TOTAL MEDICAID LIAB
LESS: COB
LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

NUMBER OF ADMISSIONS

CHARGES

COVERED

4,258,753.00
575,135.50
0.00

0.
4,833,888.50

0.
1,984,830.00

QOO OOOOO
O
o

1,984,830.00
6,818,718.50

430,696.93
20,727,777.95
5,824,248.45
91,889.49
75.00
2,709.00
5,734,992.96

NONCOVERED

OO OO
o
o

o OO OOOOOOOO
o
o



Report CLM-0800-0
Process CLMJO800
Location: CLMP800O

CANDLER HOSPITAL
5353 REYNOLDS ST
SAVANNAH, GA 31405-6005

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES
1,680,009.64
500,024.80
2,718,360.18
732,957.00
1,476,889.00
295,549.00
95,665.00
742,110.00
3,133,177.00
265,006.00
817,029.00
562,088.00
82,919.00
995,302.00
367,640.00
149,219.00
139,613.00
83,527.00
61,135.00
133,763.00
0.00

279.00

0.00

152,373100
686,672:00
150,939100
190,13%100

0.
14,643.00

0.
103,311.00

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER

000000327A

PART II

NONCOVERED CHARGES
0

818.
0.

0.
23,810.

w
~
N
O

foe]
~J

46,407.
0.
127, 950.

loeolololololololololololo Yololololo o)

ODOOOOOO

ANCILLARY SERVICES

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

COVERED CHARGES
121,323.00

351,82

2,713,03

216,78

OO WOOOODOODODUIOOODDODODOONNDODDODOOO
o
o

19,733,307.90
6,818,718.50
26,552,026.40

Run
Run

00/00/00
07/01/19
00/00/00

NONCOVERED CHARGES
0

Date: 09/20/2021
Time: 21:03:27
Page: 2
THROUGH 00/00/00

THROUGH 06/30/20
THROUGH 00/00/00

0.00
0.
48,288.00

199,81

[Jeleoleololololeolol Vieolololololololololole]
o
o

2,68

455,737.00
0.00
455,737.00



Report : CLM-0802-0
Process : CLMJO800
Location: CLMP800O

CANDLER HOSPITAL
5353 REYNOLDS ST
SAVANNAH, GA 31405-6005

ROUTINE SERVICES

ROUTINE CARE
ROUTINE NURSERY
SWING BED

LEAVE OF ABSENCE
TOTAL ROUTINE

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

TOTAL ACCOMODATIONS

COVERED

o

= ODOOOODODODOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

Run Date: 09/20/2021
Run Time: 21:03:34
Page: 4

PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
0000003272 SERVICE DATES 07/01/19 THROUGH 06/30/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 258,498.08 ADJUSTMENTS 0.00
COVERED CHARGES 258,498.08 CONTRACTUAL ALLOW 177,190.62
NON-COVERD CHARGES 0.00 TOTAL MEDICAID LIAB 81,307.46
LESS: COB 81,307.46
LESS: COPAYMENT 0.00
ADD: ADDON PYMT 0.00
REIMBURSEMENT 0.00
TOTAL NUMBER OF ADMISSIONS 14
PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES
DAYS CHARGES
NONCOVERED COVERED NONCOVERED
0 54,720.00 0.00
0 17,334.00 0.00
0 0.00 0.00
0 0.00 0.00
0 72,054.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 72,054.00 0.00



Report : CLM-0802-0
Process : CLMJO800
Location: CLMP800O

CANDLER HOSPITAL
5353 REYNOLDS ST
SAVANNAH, GA 31405-6005

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

PROVIDER NUMBER PAYMENT DATES 00/00/00
000000327A SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

PART II ANCILLARY SERVICES

COVERED CHARGES NONCOVERED CHARGES COST CENTER COVERED CHARGES
10,855.00 0.00 OTHER LAB 0.00
989.00 0.00 RECREATIONAL THERAPY 0.00
19,890.08 0.00 EDUCATION & TRAINING 0.00
1,856.00 0.00 OTHER THERAPEUTIC SVC 0.00
0.00 0.00 SPECIAL CHARGES 0.00
728.00 0.00 FEE SCHEDULE LAB 0.00
0.00 0.00 MRI SERVICES 0.00
0.00 0.00 PROFESSIONAL FEES 0.00
33,167.00 0.00 DURABLE MED. EQUIP. 0.00
54,692.00 0.00 REHAB THERAPY 0.00
0.00 0.00 FREE STANDING CLINIC 0.00
27,944.00 0.00 AMBULANCE 0.00
0.00 0.00 CAST ROOM 0.00
0.00 0.00 SPECIAL SERVICES 0.00
23,055.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
1,184.00 0.00 INJECTABLE DRUGS 9,197.00
0.00 0.00 HOME HEALTH SERVICES 0.00
0.00 0.00 HOSPICE SERVICES 0.00
863.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
0.00 0.00 PATIENT CONVENIENCE 0.00
0.00 0.00 0/P SPECIAL RESIDENCE 0.00
0.00 0.00 TRAUMA RESPONSE 0.00
0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
0.00 0.00 GENE THERAPY DRUGS 0.00
578.00 0.00 NO CC/INVALID REV CODE 0.00

0.00 0.00

0.00 0.00

0.00 0.00

0.00 0.00

0.00 0.00

1,446.00 0.00

0.00 0.00

0.00 0.00

0.00 0.00

0.00 0.00

0.00 0.00
TOTAL ANCILLARY 186,444.08
TOTAL ACCOMODATIONS 72,054.00

TOTAL CHARGES 258,498.08

n Date: 09/20/2021
n Time: 21:03:34
Page: 5

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]
o
o

0.00
0.00
0.00



Report : CLM-0804-0
Process : CLMJO800
Location: CLMP800O

CANDLER HOSPITAL
5353 REYNOLDS ST
SAVANNAH, GA 31405-6005

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

Run Date: 09/20/2021

MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:03:35
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 6
SUMMARY TYPE III

OUTPATIENT PAID CLAIMS - % OF CHARGES

PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00

0000003272 SERVICE DATES 07/01/19 THROUGH 06/30/20

ADMISSION DATES 00/00/00 THROUGH 00/00/00

—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————

TOTAL CHARGES 24,069,977.70 ADJUSTMENTS 293,040.11

COVERED CHARGES 22,582,984.69 CONTRACTUAL ALLOW 19,111,395.32

NON-COVERD CHARGES 1,486,993.01 TOTAL MEDICAID LIAB 3,471,589.37

LESS: COB 10,412.54

LESS: COPAYMENT 8,469.65

ADD: ADDON PYMT 0.00

REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB
INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

3,452,707.18
3,241,521.32
200,218.48
10,967.38

7,505



Report CLM-0804-0
Process CLMJO800
Location: CLMP800O

CANDLER HOSPITAL
5353 REYNOLDS ST
SAVANNAH, GA 31405-6005

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES
2,459,376.20
204,363.78
0.00
780,243.00
2,119,389.00
62,635.00
97,875.00
2,058,100.00
3,346,040.78
4,972.00
69,310.00
638,910.00
142,050.00
2,219,366.00
502,130.00
0.00
3,766,768.00
17,416.00
10,381.00
0.00

0.
23,075.00
0.

0.
665,108.00

0.
268,782.00

0.
141,300.00
78,776.00
50,359.00
0.00

0.
12,460.00

0.
337,085.72

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE III

OUTPATIENT PAID CLAIMS - % OF CHARGES

PROVIDER NUMBER

000000327A

PART II

Run Date: 09/20/2021
Run Time: 21:03:35
Page: 7

PAYMENT DATES 00/00/00 THROUGH 00/00/00
SERVICE DATES 07/01/19 THROUGH 06/30/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

13,454.
798.

0.
106,979.
222,401.
20,507.
6,300.
225,398.
200,907.
0.
20,218.
0.
15,152.
123,840.
0.

0.
78,430.
9,917.
3,248.
2,057.
0.

372.

0.

0.
98,550.

0.
10,218.

0

118,975.
920.
9,492.
0.

0.

0.
2,057.
7,382.

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES
166,856.00
413.00

0.00

0.00

0.00
1,718,627.92
396,866.00

105,32

118,62

OCOUIOOOOOOUIODOOOOOOO
\S)
o

22,582,984.69
0.00
22,582,984.69

NONCOVERED CHARGES
1,615.00

0.00

142.34

0.00

0.00

96,727.00
47,074.00

35,15

[e)
N
~
o
COUIOOOOOONOOOOOOOO
=
fes

1,486,993.01
0.00
1,486,993.01



Report : CLM-0806-0
Process CLMJO800
Location: CLMP800O

CANDLER HOSPITAL
5353 REYNOLDS ST
SAVANNAH, GA 31405-6005

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM

SUMMARY TYPE IV

PROVIDER NUMBER
000000327A

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

788,533.
360,727.
427,806.

Ru
Ru

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

—————————————— PAYMENTS

22 ADJUSTMENTS

08 CONTRACTUAL ALLOW

14 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT

ADD: ADDON PYMT
REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB

INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:03:50
Page: 8

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00



Report CLM-0806-0
Process CLMJO800
Location: CLMP800O

CANDLER HOSPITAL
5353 REYNOLDS ST
SAVANNAH, GA 31405-6005

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE IV
ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES
PROVIDER NUMBER
000000327A

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COVERED CHARGES NONCOVERED CHARGES COST CENTER

Run Date: 09/20/2021

Run Time: 21:03:50

Page: 9

00/00/00 THROUGH 00/00/00
07/01/19 THROUGH 06/30/20
00/00/00 THROUGH 00/00/00

COVERED CHARGES

24,240.06 429.00 OTHER LAB 916.00
7,412.00 0.00 RECREATIONAL THERAPY 0.00
0.00 0.00 EDUCATION & TRAINING 0.00
4,988.00 2,680.00 OTHER THERAPEUTIC SVC 0.00
12,485.00 31,635.00 SPECIAL CHARGES 0.00
0.00 0.00 FEE SCHEDULE LAB 18,710.18
1,125.00 225.00 MRI SERVICES 0.00
32,496.00 1,523.00 PROFESSIONAL FEES 0.00
56,673.86 95,876.14 DURABLE MED. EQUIP. 0.00
0.00 0.00 REHAB THERAPY 0.00
1,008.00 0.00 FREE STANDING CLINIC 0.00
38,908.00 0.00 AMBULANCE 0.00
3,788.00 12,818.00 CAST ROOM 0.00
21,908.00 0.00 SPECIAL SERVICES 0.00
33,855.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
0.00 0.00 INJECTABLE DRUGS 32,120.98
39,240.00 0.00 HOME HEALTH SERVICES 0.00
0.00 0.00 HOSPICE SERVICES 0.00
0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
0.00 0.00 PATIENT CONVENIENCE 0.00
0.00 0.00 0/P SPECIAL RESIDENCE 0.00
345.00 0.00 TRAUMA RESPONSE 0.00
0.00 0.00 IMPL DEV CHARGE PATIENTS 1,928.00
0.00 0.00 GENE THERAPY DRUGS 0.00
12,752.00 4,306.00 NO CC/INVALID REV CODE 0.00
0.00 0.00
1,321.00 0.00
0.00 0.00
0.00 1,847.00
3,438.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
11,069.00 756.00
TOTAL ANCILLARY 360,727.08
TOTAL ACCOMODATIONS 0.00

TOTAL CHARGES

360,727.08

NONCOVERED CHARGES

OO OO
o
o

~

(e
<
w
o ©
G
o
o

OOJOOOODDOWOODODDODDODOOO
o
o

264,44

=

~
w
=

427,806.14
0.00
427,806.14



Report : CLM-0808-0
Process : CLMJO800
Location: CLMP800O

CANDLER HOSPITAL
5353 REYNOLDS ST
SAVANNAH, GA 31405-6005

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

Run Date: 09/20/2021

MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:03:52
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 10
SUMMARY TYPE V

OUTPATIENT PAID CLAIMS - FIXED FEE
PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
0000003272 SERVICE DATES 07/01/19 THROUGH 06/30/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 693,480.88 ADJUSTMENTS 67.13
COVERED CHARGES 659,434.81 CONTRACTUAL ALLOW 632,649.94
NON-COVERD CHARGES 34,046.07 TOTAL MEDICAID LIAB 26,784.87
LESS: COB 50.99
LESS: COPAYMENT 657.00
ADD: ADDON PYMT 0.00
REIMBURSEMENT 26,076.88

TOTAL NUMBER OF CLAIMS



Report CLM-0808-0
Process CLMJO800
Location: CLMP800O

CANDLER HOSPITAL
5353 REYNOLDS ST
SAVANNAH, GA 31405-6005

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

8,581.
486.

0.
66,560.
95,200.
0.
2,025.
88,611.
9,000.
0.
1,008.
0.

0.
301,081.

(o))
~
[ O
(o)) o
oW

i
POOOOOOOO O

’

1,64

ODOOOODODOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE V

PART II

(o))
J
N
o

’

N
~
N N
e ~J
aou

=
ODOOOOOOOO O

’

OO OOOOOOOOOOOOOO O

OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER
000000327A

Ru
Ru

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19

ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES
344.

0.

0.
3,398.
17,469.
0.

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

5,379.00
0.00
0.00
0.00

0.
66,965.00

=
N
= N
= =
COBROOOOOOVWOOOOOOOOO
o
o

659,434.81
0.00
659,434.81

n Date: 09/20/2021
n Time: 21:03:52
Page: 11

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

OO OO
o
o

N
~J
(o))
w
o
o

’

OO OOOOOOODOOOOOOOOO
o
o

34,046.07
0.00
34,046.07



Report : CLM-0810-0
Process : CLMJO800
Location: CLMP800O

CANDLER HOSPITAL
5353 REYNOLDS ST
SAVANNAH, GA 31405-6005

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE VI

ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER
000000327A

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

Run Date: 09/20/2021

Run Time: 21:03:54

Page: 12

PAYMENT DATES 00/00/00 THROUGH 00/00/00

SERVICE DATES 07/01/19 THROUGH 06/30/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00
——————————————————————————— PAYMENTS——————————————————
52,301.00 ADJUSTMENTS 0.00
37,666.00 CONTRACTUAL ALLOW 36,790.31
14,635.00 TOTAL MEDICAID LIAB 875.69
LESS: COB 860.69

LESS: COPAYMENT 15.00

ADD: ADDON PYMT 0.00

REIMBURSEMENT 0.00

TOTAL NUMBER OF CLAIMS 14



Report CLM-0810-0
Process CLMJO800
Location: CLMP800O

CANDLER HOSPITAL
5353 REYNOLDS ST
SAVANNAH, GA 31405-6005

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

1,248.
496.
0.
1,028.

1,68

DOOODODOOOOOOOOOODOOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER

000000327A

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

174.
0.

[eelNe]
U100
~ =

)
OO0 OOOOOOWOOOOOODODODODOOOOOO

’

2,03

OO OOO

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

OO OO
o
o

~J
[ee)
[ee)
\S)
o
o

’

1,20

OO OOOOOOWOOOOOOOOO
o
o

37,666.00
0.00
37,666.00

n Date: 09/20/2021
n Time: 21:03:54
Page: 13

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

1,00

OO0 OOWOOODODODOOOOJOOOOO
o
o

14,635.00
0.00
14,635.00



Report : CLM-0812-0
Process : CLMJO800
Location: CLMP800O

CANDLER HOSPITAL
5353 REYNOLDS ST
SAVANNAH, GA 31405-6005

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED T

PROVIDER NUMBER
000000327A

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

O PER CASE RATE

Ru
Ru

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00
——————————————————————————— PAYMENTS
1,490,842.00 ADJUSTMENTS

1,394,403.71 CONTRACTUAL ALLOW

96,438.29 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:03:56
Page: 14

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

161,385.34



Report CLM-0812-0
Process CLMJO800
Location: CLMP800O

CANDLER HOSPITAL
5353 REYNOLDS ST
SAVANNAH, GA 31405-6005

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

725,626.
90,304.

0.
17,875.
0

0.
1,350.
23,599.
316,196.
0.
252.
71,670.
0

0.
34,305.
0.
51,027.

1,88

lololololololololololol Nolololololole]

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VII

OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PROVIDER NUMBER

000000327A

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

520.

0.

0.
18,836.
4,950.
2,444,
0.
5,719.
19,895,

4,75

lololololololololololeol Yolololololololololololololole)]

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES
0

1,04

40,67

[eleljeolololololeolNololololololoNe)
o
o

1,394,403.71
0.00
1,394,403.71

n Date: 09/20/2021
n Time: 21:03:56
Page: 15

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

OO OO
o
o

372.00

38,94

leENlololololololololololololololole)
o
o

o
o
o

96,438.29
0.00
96,438.29



Report : CLM-0814-0
Process : CLMJO800
Location: CLMP800O

CANDLER HOSPITAL
5353 REYNOLDS ST
SAVANNAH, GA 31405-6005

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VIII
ZERO PAID OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PROVIDER NUMBER PAYMENT DATES
000000327A SERVICE DATES
ADMISSION DATES

** NO DATA **

** END OF REPORT **

Run
Run

00/00/00
07/01/19
00/00/00

Date: 09/20/2021
Time: 21:03:57
Page: 16
THROUGH 00/00/00

THROUGH 06/30/20
THROUGH 00/00/00



Report CLM-0800-0
Process CLMJO800
Location: CLMP800O

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

PRIME HEALTHCARE FOUNDATION-SOUTHERN REGIONAL LLC

11 UPPER RIVERDALE RD SW
RIVERDALE, GA 30274-2615

COVERED
ROUTINE SERVICES
ROUTINE CARE 3,392
ROUTINE NURSERY 983
SWING BED 0
LEAVE OF ABSENCE 0
TOTAL ROUTINE 4,375
SPECIAL CARE SERVICES
ccu 0
ICU 742
NICU 178
PED ICU 0
NEURO ICU 0
SHOCK TRAUMA 0
BURN UNIT 0
HOSPICE 0
REHAB 0
PRTF 0
TOTAL SPEC CARE 920
TOTAL ACCOMODATIONS 5,295

DAYS

SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER PAYMENT DATES O

Run Date: 09/20/2021

Run Time: 20:46:54
Page: 1
0/00/00 THROUGH 00/00/00

000000404A SERVICE DATES 01/01/20 THROUGH 12/31/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ———————————-PAYMENTS---—-—————————————

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

38,220,056.84
37,411,806.17
808,250.67

ADJUSTMENTS

TOTAL MEDICAI

CONTRACTUAL ALLOW

540,850.88
27,888,440.88

D LIAB 9,523,365.29

LESS: COB 184,361.83

LESS: COPAYMENT 50.00

ADD: ADDON PYMT 20,412.00

REIMBURSEMENT 9,359,365.46

TOTAL NUMBER OF ADMISSIONS 1,313
PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

CHARGES

NONCOVERED COVERED NONCOVERED

0 5,295,300.00 0.00

0 1,732,600.00 0.00

0 0.00 0.00

0 0.00 0.00

0 7,027,900.00 0.00

0 0.00 0.00

0 2,972,000.00 0.00

0 685,300.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 3,657,300.00 0.00

0 10,685,200.00 0.00



Report CLM-0800-0
Process CLMJO800
Location: CLMP800O

PRIME HEALTHCARE FOUNDATION-SOUTHERN REGIONAL LLC
11 UPPER RIVERDALE RD SW
RIVERDALE, GA 30274-2615

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

2,692,025,
1,915,790.
5,963,139.
639, 644.
1,265,463.
134,302.
264,440.
95,706.
1,761,424.
736,858.
2,852,156.
382,685.
191,813.
2,403,124,
257,723.
134,347.
0.

39,595.
66,453.
207,857.

0.
63,698.
0
0.
211,696.
0.
263,815.
0.
205,364.
79,499.
2,107,326.
0
0.
29,289.
0.
201,684.

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE I
INPATIENT PAID CLAIMS

PART II

NONCOVERED CHARGES
0

0.
0.

0.
394,131.

J
~
o
N
)

N N
~ ~
w
(o)) o
[ee) N

OO OO O

22,316.
0

33,593,
344,870

OO O

ODOOOOODOOOO

OO OOOO

PROVIDER NUMBER
0000004042

ANCILLARY SERVICES

COST CENTER

OTHER LAB
RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES

ACTIVITIES OF DAILY LIFE

PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS

GENE THERAPY DRUGS
NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES
183,446.47

0.
10,160.24

0.
0.00

0.
244,221.59

1,19

1,120,65

[eleojeolololololololjololololololole)
w
\S)

26,726,606.17
10,685,200.00
37,411,806.17

Run Date: 09/20/2021

Run Time: 20:46:54

Page: 2

PAYMENT DATES 00/00/00 THROUGH 00/00/00
SERVICE DATES 01/01/20 THROUGH 12/31/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00

NONCOVERED CHARGES
0

0.00
0.00
7,237.43

OO OOOOOOODOOOOODOOOOOO
o
o

808,250.67
0.00
808,250.67



Report : CLM-0802-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

Run Date: 09/20/2021
Run Time: 20:47:01
Page: 3

PRIME HEALTHCARE FOUNDATION-SOUTHERN REGIONAL LLC PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
11 UPPER RIVERDALE RD SW 000000404A SERVICE DATES 01/01/20 THROUGH 12/31/20
RIVERDALE, GA 30274-2615 ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 28,284.26 ADJUSTMENTS 0.00
COVERED CHARGES 27,164.55 CONTRACTUAL ALLOW 13,205.65
NON-COVERD CHARGES 1,119.71 TOTAL MEDICAID LIAB 13,958.90
LESS: COB 14,021.90
LESS: COPAYMENT 0.00
ADD: ADDON PYMT 63.00
REIMBURSEMENT 0.00
TOTAL NUMBER OF ADMISSIONS 2
PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES
DAYS CHARGES
COVERED NONCOVERED COVERED NONCOVERED
ROUTINE SERVICES

ROUTINE CARE 2 0 3,000.00 0.00
ROUTINE NURSERY 3 0 3,600.00 0.00
SWING BED 0 0 0.00 0.00
LEAVE OF ABSENCE 0 0 0.00 0.00
TOTAL ROUTINE 5 0 6,600.00 0.00

SPECIAL CARE SERVICES
CCU 0 0 0.00 0.00
ICU 0 0 0.00 0.00
NICU 0 0 0.00 0.00
PED ICU 0 0 0.00 0.00
NEURO ICU 0 0 0.00 0.00
SHOCK TRAUMA 0 0 0.00 0.00
BURN UNIT 0 0 0.00 0.00
HOSPICE 0 0 0.00 0.00
REHAB 0 0 0.00 0.00
PRTF 0 0 0.00 0.00
TOTAL SPEC CARE 0 0 0.00 0.00
TOTAL ACCOMODATIONS 5 0 6,600.00 0.00



Report CLM-0802-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

PRIME HEALTHCARE FOUNDATION-SOUTHERN REGIONAL LLC
11 UPPER RIVERDALE RD SW
RIVERDALE, GA 30274-2615

PROVIDER NUMBER
0000004042

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

PHARMACY-GENERAL 916.71 0.00 OTHER LAB 0.00
MED/SURG SUPPLY 540.21 0.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 5,067.21 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 806.30 0.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 2,594.31 0.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 0.00 0.00 FEE SCHEDULE LAB 0.00
EKG/ECG 358.32 0.00 MRI SERVICES 0.00
IV THERAPY 0.00 0.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 0.00 0.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 1,981.90 0.00 FREE STANDING CLINIC 0.00
ANESTHESIA 0.00 0.00 AMBULANCE 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 5,906.62 0.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 0.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 404.80
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 1,801.42 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 186.75 0.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 0.00 0.00 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 0.00 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 0.00 0.00
AUDIOLOGY 0.00 1,119.71
CARDIOLOGY 0.00 0.00
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 0.00 0.00
TOTAL ANCILLARY 20,564.55
TOTAL ACCOMODATIONS 6,600.00

TOTAL CHARGES

Run Date: 09/20/2021

Run Time: 20:47:01

Page: 4

00/00/00 THROUGH 00/00/00

01/01/20
00/00/00

COVERED CHARGES

27,164.55

THROUGH 12/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]
o
o

1,119.71
0.00
1,119.71



Report : CLM-0804-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run

Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Run
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE III
OUTPATIENT PAID CLAIMS - % OF CHARGES

PRIME HEALTHCARE FOUNDATION-SOUTHERN REGIONAL LLC PROVIDER NUMBER PAYMENT DATES 00/00/00
11 UPPER RIVERDALE RD SW 000000404A SERVICE DATES 01/01/20
RIVERDALE, GA 30274-2615 ADMISSION DATES 00/00/00

e mmm CHARGES-——--=-===—=====——  ———————————— PAYMENTS--

TOTAL CHARGES 18,323,193.77 ADJUSTMENTS

COVERED CHARGES 16,958,566.70 CONTRACTUAL ALLOW

NON-COVERD CHARGES 1,364,627.07 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT

ADD: ADDON PYMT
REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB

INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

Date: 09/20/2021
Time: 20:47:02
Page: 5

THROUGH 00/00/00
THROUGH 12/31/20
THROUGH 00/00/00

428,721.43
15,084,064.42
1,874,502.28
691.53

695.42

0.00
1,873,115.33
1,716,816.65
135,642.23
20,656.45

3,815



Report : CLM-0804-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 20:47:02
Location: CLMP800O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 6
SUMMARY TYPE III
OUTPATIENT PAID CLAIMS - % OF CHARGES
PRIME HEALTHCARE FOUNDATION-SOUTHERN REGIONAL LLC PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
11 UPPER RIVERDALE RD SW 000000404A SERVICE DATES 01/01/20 THROUGH 12/31/20
RIVERDALE, GA 30274-2615 ADMISSION DATES 00/00/00 THROUGH 00/00/00
PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER COVERED CHARGES NONCOVERED CHARGES
PHARMACY-GENERAL 180,521.40 9,441.28 OTHER LAB 257,251.11 8,853.71
MED/SURG SUPPLY 246,904.79 14,762.58 RECREATIONAL THERAPY 0.00 0.00
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING 0.00 1,940.72
RADIOLOGY-DIAGNOSTIC 602,892.14 30,230.61 OTHER THERAPEUTIC SVC 0.00 0.00
CT SCAN 1,650,419.31 244,299.80 SPECIAL CHARGES 0.00 0.00
PHYSICAL THERAPY 116,048.93 15,473.60 FEE SCHEDULE LAB 4,304,046.18 267,103.14
EKG/ECG 227,174.88 27,948.96 MRI SERVICES 63,270.64 18,091.23
IV THERAPY 773,868.10 67,227.06 PROFESSIONAL FEES 0.00 0.00
OPERATING ROOM 987,358.73 114,743.65 DURABLE MED. EQUIP. 0.00 0.00
LABOR/DELIVERY ROOM 58,535.99 0.00 REHAB THERAPY 0.00 0.00
RESPIRATORY SERVICES 390,599.00 16,115.42 FREE STANDING CLINIC 0.00 0.00
ANESTHESIA 130,290.22 0.00 AMBULANCE 0.00 0.00
GI SERVICES 65,896.55 14,613.95 CAST ROOM 0.00 0.00
EMERGENCY ROOM 5,853,350.80 44,288.89 SPECIAL SERVICES 0.00 0.00
RECOVERY ROOM 78,757.89 0.00 DRUG-SPECIFIC/HOME IV 0.00 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 205,764.54 74,681.39
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00 0.00
OCCUPATIONAL THERAPY 13,562.23 9,697.81 HOSPICE SERVICES 0.00 0.00
SPEECH PATHOLOGY 1,036.55 5,334.66 ACTIVITIES OF DAILY LIFE 0.00 0.00
RENAL DIALYSIS 0.00 40,576.34 PATIENT CONVENIENCE 0.00 0.00
OUTPATIENT SERVICES 0.00 0.00 O/P SPECIAL RESIDENCE 0.00 0.00
CLINIC SERVICES 32,763.93 2,755.40 TRAUMA RESPONSE 0.00 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 49,625.72 8,858.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00 0.00
OTHER IMAGING SERVICE 229,352.44 62,443.43 NO CC/INVALID REV CODE 0.00 6,637.23
BLOOD 0.00 0.00

BLOOD STORAGE & PRO. 13,293.72 14,602.92

ONCOLOGY 0.00 0.00

NUCLEAR MEDICINE 52,753.64 123,841.19

AUDIOLOGY 0.00 0.00

CARDIOLOGY 184,991.80 120,064.10

AMBULATORY SURGERY 0.00 0.00

OSTEOPATHIC SERVICES 0.00 0.00

EEG 0.00 0.00

ORGAN ACQUISITION 0.00 0.00

TREATMENT/OBSERV. RM 188,235.47 0.00

TOTAL ANCILLARY 16,958,566.70 1,364,627.07

TOTAL ACCOMODATIONS

0.00

TOTAL CHARGES 16,958,566.70

0.00
1,364,627.07



Report : CLM-0806-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM

Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE IV

ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES

PRIME HEALTHCARE FOUNDATION-SOUTHERN REGIONAL LLC
11 UPPER RIVERDALE RD SW
RIVERDALE, GA 30274-2615

PROVIDER NUMBER
0000004042

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

PAYMENT DATES 00/00/00
SERVICE DATES 01/01/20
ADMISSION DATES 00/00/00

———————————————————————————— PAYMENTS
59,797.78 ADJUSTMENTS
33,894.48 CONTRACTUAL ALLOW
25,903.30 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT

ADD: ADDON PYMT
REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB

INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

Run Date: 09/20/2021
Run Time: 20:47:17

Page: 8

THROUGH 00/00/00
THROUGH 12/31/20
THROUGH 00/00/00



Report CLM-0806-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE IV
ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES
PRIME HEALTHCARE FOUNDATION-SOUTHERN REGIONAL LLC
11 UPPER RIVERDALE RD SW
RIVERDALE, GA 30274-2615

PROVIDER NUMBER
0000004042

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

Run Date: 09/20/2021

Run Time: 20:47:17

Page: 9

00/00/00 THROUGH 00/00/00

01/01/20
00/00/00

COVERED CHARGES

PHARMACY-GENERAL 765.45 477.00 OTHER LAB 562.55
MED/SURG SUPPLY 2,285.81 1,287.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 1,108.01 1,137.78 OTHER THERAPEUTIC SVC 0.00
CT SCAN 0.00 4,523.71 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 0.00 0.00 FEE SCHEDULE LAB 10,712.02
EKG/ECG 716.64 0.00 MRI SERVICES 0.00
IV THERAPY 240.17 0.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 0.00 0.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 0.00 0.00 FREE STANDING CLINIC 0.00
ANESTHESIA 234.72 0.00 AMBULANCE 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 15,880.15 251.36 SPECIAL SERVICES 0.00
RECOVERY ROOM 0.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 639.66
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 186.75 0.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 562.55 0.00 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 0.00 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 0.00 0.00
AUDIOLOGY 0.00 0.00
CARDIOLOGY 0.00 17,062.26
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 0.00 0.00
TOTAL ANCILLARY 33,894.48
TOTAL ACCOMODATIONS 0.00

TOTAL CHARGES

33,894.48

THROUGH 12/31/20
THROUGH 00/00/00

NONCOVERED CHARGES
690.

OCOOOOOOOOHOOOOOOOOORHrOOOO

25,903.30
0.00
25,903.30



Report : CLM-0808-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH

Run Date: 09/20/2021

Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 20:47:17
Location: CLMP800O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 10
SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE
PRIME HEALTHCARE FOUNDATION-SOUTHERN REGIONAL LLC PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
11 UPPER RIVERDALE RD SW 000000404A SERVICE DATES 01/01/20 THROUGH 12/31/20
RIVERDALE, GA 30274-2615 ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 162,951.06 ADJUSTMENTS 131.26
COVERED CHARGES 156,940.36 CONTRACTUAL ALLOW 149,623.19
NON-COVERD CHARGES 6,010.70 TOTAL MEDICAID LIAB 7,317.17
LESS: COB 0.00
LESS: COPAYMENT 90.00
ADD: ADDON PYMT 0.00
REIMBURSEMENT 7,227.17
TOTAL NUMBER OF CLAIMS 109



Report CLM-0808-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE

PRIME HEALTHCARE FOUNDATION-SOUTHERN REGIONAL LLC
11 UPPER RIVERDALE RD SW
RIVERDALE, GA 30274-2615

PROVIDER NUMBER
0000004042

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

Run Date: 09/20/2021

Run Time: 20:47:17

Page: 11

00/00/00 THROUGH 00/00/00

01/01/20
00/00/00

COVERED CHARGES

PHARMACY-GENERAL 76.49 232.32 OTHER LAB 0.00
MED/SURG SUPPLY 294.80 0.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 2,088.73 808.62 OTHER THERAPEUTIC SVC 0.00
CT SCAN 5,532.41 0.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 0.00 0.00 FEE SCHEDULE LAB 28,898.08
EKG/ECG 0.00 0.00 MRI SERVICES 0.00
IV THERAPY 6,766.34 0.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 0.00 0.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 0.00 0.00 FREE STANDING CLINIC 0.00
ANESTHESIA 0.00 0.00 AMBULANCE 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 109,210.12 0.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 0.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 1,985.74
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 0.00 0.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 1,687.65 1,125.10 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00

BLOOD STORAGE & PRO. 0.00 0.00

ONCOLOGY 0.00 0.00

NUCLEAR MEDICINE 0.00 0.00

AUDIOLOGY 0.00 0.00

CARDIOLOGY 0.00 0.00

AMBULATORY SURGERY 0.00 0.00

OSTEOPATHIC SERVICES 0.00 0.00

EEG 0.00 0.00

ORGAN ACQUISITION 0.00 0.00

TREATMENT/OBSERV. RM 0.00 0.00

TOTAL ANCILLARY 156,940.36
TOTAL ACCOMODATIONS 0.00

TOTAL CHARGES

156,940.36

THROUGH 12/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

1,26

OO OOOOOOVOOODOOOOOOUIODOOOO

6,010.70
0.00
6,010.70



Report : CLM-0810-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH

Run Date: 09/20/2021

Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 20:47:18
Location: CLMP800O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 12
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE
PRIME HEALTHCARE FOUNDATION-SOUTHERN REGIONAL LLC PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
11 UPPER RIVERDALE RD SW 000000404A SERVICE DATES 01/01/20 THROUGH 12/31/20
RIVERDALE, GA 30274-2615 ADMISSION DATES 00/00/00 THROUGH 00/00/00

—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 3,584.41 ADJUSTMENTS 0.00
COVERED CHARGES 3,543.49 CONTRACTUAL ALLOW 3,476.36
NON-COVERD CHARGES 40.92 TOTAL MEDICAID LIAB 67.13

LESS: COB 67.13

LESS: COPAYMENT 0.00

ADD: ADDON PYMT 0.00
REIMBURSEMENT 0.00

TOTAL NUMBER OF CLAIMS 1



Report CLM-0810-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

PRIME HEALTHCARE FOUNDATION-SOUTHERN REGIONAL LLC
11 UPPER RIVERDALE RD SW
RIVERDALE, GA 30274-2615

PROVIDER NUMBER
0000004042

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

Run Date: 09/20/2021

Run Time: 20:47:18

Page: 13

00/00/00 THROUGH 00/00/00
01/01/20 THROUGH 12/31/20
00/00/00 THROUGH 00/00/00

COVERED CHARGES

PHARMACY-GENERAL 25.70 0.00 OTHER LAB 0.00
MED/SURG SUPPLY 0.00 0.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 577.58 0.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 0.00 0.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 0.00 0.00 FEE SCHEDULE LAB 707.25
EKG/ECG 0.00 0.00 MRI SERVICES 0.00
IV THERAPY 0.00 0.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 0.00 0.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 0.00 0.00 FREE STANDING CLINIC 0.00
ANESTHESIA 0.00 0.00 AMBULANCE 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 2,232.96 0.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 0.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 0.00
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 0.00 0.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 0.00 0.00 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00

BLOOD STORAGE & PRO. 0.00 0.00

ONCOLOGY 0.00 0.00

NUCLEAR MEDICINE 0.00 0.00

AUDIOLOGY 0.00 0.00

CARDIOLOGY 0.00 0.00

AMBULATORY SURGERY 0.00 0.00

OSTEOPATHIC SERVICES 0.00 0.00

EEG 0.00 0.00

ORGAN ACQUISITION 0.00 0.00

TREATMENT/OBSERV. RM 0.00 0.00

TOTAL ANCILLARY 3,543.49
TOTAL ACCOMODATIONS 0.00

TOTAL CHARGES

3,543.49

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]

40.92
0.00
40.92



Report : CLM-0812-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH

Run Date: 09/20/2021

Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 20:47:19
Location: CLMP800O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 14
SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PRIME HEALTHCARE FOUNDATION-SOUTHERN REGIONAL LLC PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
11 UPPER RIVERDALE RD SW 000000404A SERVICE DATES 01/01/20 THROUGH 12/31/20
RIVERDALE, GA 30274-2615 ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————

TOTAL CHARGES 2,017,892.43 ADJUSTMENTS 91,066.20

COVERED CHARGES 1,703,562.81 CONTRACTUAL ALLOW 1,570,386.41

NON-COVERD CHARGES 314,329.62 TOTAL MEDICAID LIAB 133,176.40

LESS: COB 0.00

LESS: COPAYMENT 30.00

ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

0.
133,146.40



Report : CLM-0812-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 20:47:19
Location: CLMP800O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 15
SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE
PRIME HEALTHCARE FOUNDATION-SOUTHERN REGIONAL LLC PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
11 UPPER RIVERDALE RD SW 000000404A SERVICE DATES 01/01/20 THROUGH 12/31/20
RIVERDALE, GA 30274-2615 ADMISSION DATES 00/00/00 THROUGH 00/00/00
PART II ANCILLARY SERVICES
COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER COVERED CHARGES NONCOVERED CHARGES
PHARMACY-GENERAL 10,291.98 799.67 OTHER LAB 0.00 0.00
MED/SURG SUPPLY 290,749.29 85,811.13 RECREATIONAL THERAPY 0.00 0.00
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING 0.00 0.00
RADIOLOGY-DIAGNOSTIC 10,313.24 28,266.84 OTHER THERAPEUTIC SVC 0.00 0.00
CT SCAN 5,677.96 2,594.31 SPECIAL CHARGES 0.00 0.00
PHYSICAL THERAPY 0.00 0.00 FEE SCHEDULE LAB 25,685.90 2,328.84
EKG/ECG 1,074.96 0.00 MRI SERVICES 0.00 0.00
IV THERAPY 3,746.06 1,456.80 PROFESSIONAL FEES 0.00 0.00
OPERATING ROOM 769,921.34 94,881.58 DURABLE MED. EQUIP. 0.00 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00 0.00
RESPIRATORY SERVICES 691.92 0.00 FREE STANDING CLINIC 0.00 0.00
ANESTHESIA 80,244.82 0.00 AMBULANCE 0.00 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00 0.00
EMERGENCY ROOM 21,575.63 1,110.81 SPECIAL SERVICES 0.00 0.00
RECOVERY ROOM 31,857.20 0.00 DRUG-SPECIFIC/HOME IV 0.00 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 88,966.10 3,253.58
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00 0.00
OUTPATIENT SERVICES 0.00 0.00 O/P SPECIAL RESIDENCE 0.00 0.00
CLINIC SERVICES 0.00 0.00 TRAUMA RESPONSE 0.00 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 214,396.41 31,344.50
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00 0.00
OTHER IMAGING SERVICE 4,363.30 562.55 NO CC/INVALID REV CODE 0.00 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 2,215.62 3,828.40
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 0.00 0.00
AUDIOLOGY 0.00 0.00
CARDIOLOGY 138,134.00 58,090.61
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 3,657.08 0.00
TOTAL ANCILLARY 1,703,562.81 314,329.62
TOTAL ACCOMODATIONS 0.00 0.00
TOTAL CHARGES 1,703,562.81 314,329.62



Report : CLM-0814-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VIII
ZERO PAID OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PRIME HEALTHCARE FOUNDATION-SOUTHERN REGIONAL LLC PROVIDER NUMBER PAYMENT DATES
11 UPPER RIVERDALE RD SW 000000404A SERVICE DATES
RIVERDALE, GA 30274-2615 ADMISSION DATES

** NO DATA **

** END OF REPORT **

Run
Run

00/00/00
01/01/20
00/00/00

Date: 09/20/2021
Time: 20:47:20
Page: 16

THROUGH 00/00/00
THROUGH 12/31/20
THROUGH 00/00/00



Report : CLM-0800-0
Process : CLMJO800
Location: CLMP800O

CLINCH MEMORIAL HOSP
1050 VALDOSTA HWY
HOMERVILLE, GA 31634-9701

ROUTINE SERVICES

ROUTINE CARE
ROUTINE NURSERY
SWING BED

LEAVE OF ABSENCE
TOTAL ROUTINE

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

TOTAL ACCOMODATIONS

COVERED

i

0O OO

foe] ODOOOODODODOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE I
INPATIENT PAID CLAIMS

Run Date: 09/20/2021
Run Time: 21:07:48
Page: 1

PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
000000415A SERVICE DATES 07/01/19 THROUGH 06/30/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 141,640.78 ADJUSTMENTS 5,065.26
COVERED CHARGES 141,605.50 CONTRACTUAL ALLOW 49,445.27
NON-COVERD CHARGES 35.28 TOTAL MEDICAID LIAB 92,160.23
LESS: COB 0.00
LESS: COPAYMENT 137.50
ADD: ADDON PYMT 0.00
REIMBURSEMENT 92,022.73
TOTAL NUMBER OF ADMISSIONS 17
PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES
DAYS CHARGES
NONCOVERED COVERED NONCOVERED
0 19,200.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 19,200.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 19,200.00 0.00



Report CLM-0800-0
Process CLMJO800
Location: CLMP800O

CLINCH MEMORIAL HOSP
1050 VALDOSTA HWY
HOMERVILLE, GA 31634-9701

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES
38,459.31
15,814.76
31,375.93

2,739.00
8,947.50

0.
12,585.00
0.
0.00
0.00
8,046.00
0.

0.00
2,272.00

2,16

QOO OONNODODODOOOOODOOOODOOOO
O
O

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER

0000004152

PART II

NONCOVERED CHARGES
0
35.

jolejeololeolololololololololololololololololololololololololololelele]

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

OO OOOOOOODOOOOOOOOOODOOOOO
o
o

122,405.50
19,200.00
141,605.50

n Date: 09/20/2021
n Time: 21:07:48
Page: 2

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]
o
o

35.28
0.00
35.28



Report : CLM-0802-0
Process : CLMJO800
Location: CLMP800O

CLINCH MEMORIAL HOSP
1050 VALDOSTA HWY
HOMERVILLE, GA 31634-9701

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

PROVIDER NUMBER PAYMENT DATES
000000415A SERVICE DATES
ADMISSION DATES

** NO DATA **

Run
Run

00/00/00
07/01/19
00/00/00

Date: 09/20/2021
Time: 21:07:48
Page: 3

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00



Report : CLM-0804-0
Process CLMJO800
Location: CLMP800O

CLINCH MEMORIAL HOSP
1050 VALDOSTA HWY
HOMERVILLE, GA 31634-9701

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE III
OUTPATIENT PAID CLAIMS - %

PROVIDER NUMBER
0000004152

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

OF CHARGES

703,428.
504,140.
199,288.

Ru
Ru

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

—————————————— PAYMENTS

78 ADJUSTMENTS

47 CONTRACTUAL ALLOW

31 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT

ADD: ADDON PYMT
REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB

INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:07:48
Page: 4

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

358,385.16
339,096.64
19,288.52
0.00



Report CLM-0804-0
Process CLMJO800
Location: CLMP800O

CLINCH MEMORIAL HOSP
1050 VALDOSTA HWY
HOMERVILLE, GA 31634-9701

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

41,589.
15,975.
0.
15,350.
78,517.
5,483.
18,197.
37,728.
3,804.

0.
82,010.
0

0.
32,983.
784.
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18,160.
0.
7,512.
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GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE III

OUTPATIENT PAID CLAIMS - %

OF CHARGES

PROVIDER NUMBER

0000004152

PART II

NONCOVERED CHARGES
0

401.
0.
4,898.
6,524.
2,086.
265.
3,785.
1,854.

0.
166,689.

o
foe]
oo

i
e

=
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w w
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Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES
1,060.00

0.00

0.00

0.00

0.
135,094.57

OO0 OOOOOOOOOOOOOO
o
o

504,140.47
0.00
504,140.47

n Date: 09/20/2021
n Time: 21:07:48
Page: 5

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES
214.00

OO OOOOOOOOOO
o
o

199,288.31
0.00
199,288.31



Report : CLM-0806-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:07:49
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 6
SUMMARY TYPE IV
ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES

CLINCH MEMORIAL HOSP PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
1050 VALDOSTA HWY 000000415A SERVICE DATES 07/01/19 THROUGH 06/30/20
HOMERVILLE,GA 31634-9701 ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————

TOTAL CHARGES 3,811.96 ADJUSTMENTS 0.00

COVERED CHARGES 3,629.96 CONTRACTUAL ALLOW 2,167.45

NON-COVERD CHARGES 182.00 TOTAL MEDICAID LIAB 1,462.51

LESS: COB 1,462.51

LESS: COPAYMENT 0.00

ADD: ADDON PYMT 0.00

REIMBURSEMENT 0.00

ALL OTHER 0.00

FEE SCHEDULE-LAB 0.00

INJECTABLE DRUGS 0.00

TOTAL NUMBER OF CLAIMS 2



Report CLM-0806-0
Process CLMJO800
Location: CLMP800O

CLINCH MEMORIAL HOSP
1050 VALDOSTA HWY
HOMERVILLE, GA 31634-9701

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

346.
152.

0.
150.

44
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GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE IV

ZERO PAID OUTPATIENT PAID CLAIMS - %

OF CHARGES

PROVIDER NUMBER

0000004152

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

jeojejeolololololololololololololololololololololololololololololololeolele]

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

OO OO
o
o

N
\S)
)
o

OO0 OOOOOOOOOOOOOO
o
o

’

3,629.96
0.00
3,629.96

n Date: 09/20/2021
n Time: 21:07:49
Page: 7

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

=
[ee)
NOODODOO
o
o

OO OOOOOOODOOOOOOOOO
o
o

182.00
182.00



Report : CLM-0808-0
Process : CLMJO800
Location: CLMP800O

CLINCH MEMORIAL HOSP
1050 VALDOSTA HWY
HOMERVILLE, GA 31634-9701

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE
PROVIDER NUMBER PAYMENT DATES 00/00/00
000000415A SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00
—————————————— CHARGES-—-—————————————— -———————-———-PAYMENTS
TOTAL CHARGES 55,247.55 ADJUSTMENTS
COVERED CHARGES 50,397.55 CONTRACTUAL ALLOW
NON-COVERD CHARGES 4,850.00 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:07:50
Page: 8

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00



Report CLM-0808-0
Process CLMJO800
Location: CLMP800O

CLINCH MEMORIAL HOSP
1050 VALDOSTA HWY
HOMERVILLE, GA 31634-9701

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

4,356.
861.

0.
3,183.
13,166.
0.
1,620.
2,726.
0.

0.

277.

0.

0.
10,175.
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GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER

0000004152

PART II

NONCOVERED CHARGES
0

0.

0.
602.
2,694.

1,08

OO0 OOWOOOODOOOOOOOOOOOOOOODOOOOO

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

OO OO
o
o

=
i
o
w
\S)
w
w

’

OO0 OOOOOOOOOOOOOO
o
o

50,397.55
0.00
50,397.55

n Date: 09/20/2021
n Time: 21:07:50
Page: 9

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

OCOOOOOOOOOOOOOOOOOOHOOOOO
o
o

4,850.00
0.00
4,850.00



Report : CLM-0810-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

CLINCH MEMORIAL HOSP PROVIDER NUMBER PAYMENT DATES
1050 VALDOSTA HWY 000000415A SERVICE DATES
HOMERVILLE, GA 31634-9701 ADMISSION DATES

** NO DATA **

Run
Run

00/00/00
07/01/19
00/00/00

Date: 09/20/2021
Time: 21:07:50
Page: 10

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00



Report : CLM-0812-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

CLINCH MEMORIAL HOSP PROVIDER NUMBER PAYMENT DATES 00/00/00
1050 VALDOSTA HWY 000000415A SERVICE DATES 07/01/19
HOMERVILLE, GA 31634-9701 ADMISSION DATES 00/00/00

—————————————— CHARGES-———--=-==————————— —-—-—--———----—-PAYMENTS

TOTAL CHARGES 38,987.06 ADJUSTMENTS

COVERED CHARGES 36,489.56 CONTRACTUAL ALLOW

NON-COVERD CHARGES 2,497.50 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:07:50
Page: 11

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

0.
24,220.08



Report CLM-0812-0
Process CLMJO800
Location: CLMP800O

CLINCH MEMORIAL HOSP
1050 VALDOSTA HWY
HOMERVILLE, GA 31634-9701

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

7,332.
3,088.
0.
615.
6,848.
0.
3,707.
5,336.
0.

0.
532.
0.

0.

i
i
N

Cleleleleoleleoleoleoleolololeolololololololelele]

~J
O

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VII

OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PROVIDER NUMBER

0000004152

PART II

NONCOVERED CHARGES
0

0.
0.
0.
1,492.

= N
o N
~JOoOONOO

jelelelololololololololololololololololololololele]

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

OO0 OOOOOOOOOODOOOOWOOOOO
o
o

36,489.56
0.00
36,489.56

n Date: 09/20/2021
n Time: 21:07:50
Page: 12

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

OO0 OOOOODOOOOOOOOOONOOOOO
o
o

2,497.50
0.00
2,497.50



Report : CLM-0814-0
Process : CLMJO800
Location: CLMP800O

CLINCH MEMORIAL HOSP
1050 VALDOSTA HWY
HOMERVILLE, GA 31634-9701

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VIII
ZERO PAID OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PROVIDER NUMBER PAYMENT DATES
000000415A SERVICE DATES
ADMISSION DATES

** NO DATA **

** END OF REPORT **

Run
Run

00/00/00
07/01/19
00/00/00

Date: 09/20/2021
Time: 21:07:50
Page: 13

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00



Report : CLM-0800-0
Process : CLMJO800
Location: CLMP800O

WELLSTAR COBB HOSPITAL
3950 AUSTELL RD
AUSTELL,GA 30106-1121

ROUTINE SERVICES

ROUTINE CARE
ROUTINE NURSERY
SWING BED

LEAVE OF ABSENCE
TOTAL ROUTINE

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

TOTAL ACCOMODATIONS

COVERED

5,767
1,827
0
0
7,594

2,932

o OO uUIoy

4,059
11,653

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

Run Date: 09/20/2021

MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 20:55:34
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 1
SUMMARY TYPE I
INPATIENT PAID CLAIMS
PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
0000004264 SERVICE DATES 07/01/19 THROUGH 06/30/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 109,046,166.38 ADJUSTMENTS 2,193,413.71
COVERED CHARGES 108,896,608.28 CONTRACTUAL ALLOW 92,247,443.96
NON-COVERD CHARGES 149,558.10 TOTAL MEDICAID LIAB 16,649,164.32
LESS: COB 288,276.19
LESS: COPAYMENT 462.50
ADD: ADDON PYMT 29,673.00
REIMBURSEMENT 16,390,098.63
TOTAL NUMBER OF ADMISSIONS 2,301
PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

DAYS CHARGES
NONCOVERED COVERED NONCOVERED
0 9,493,722.00 0.00
0 6,102,294.00 0.00
0 0.00 0.00
0 0.00 0.00
0 15,596,016.00 0.00

11,861,467.00
2,617,760.00
3,755,050.00
0.00

0.00
36,618.00
30,515.00
0.00

0.00

0.
18,301,410.00

(] OO OOODODODOOOO

33,897,426.00

o OO OOOOOOOO
o
o



Report CLM-0800-0
Process CLMJO800
Location: CLMP800O

WELLSTAR COBB HOSPITAL
3950 AUSTELL RD
AUSTELL,GA 30106-1121

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

15,106, 039.
2,636,830.
12,413,907.
1,605,791.
5,273,287.
581,801.
807,694.
976,489.
6,926,132.
3,706,491.
4,936,279.
2,215,102.
628,175.
3,528,519.
1,213,704.
578,567.
30,226.
452,945,
194,665.
995,120.
0.

66,488.
163,501.

0.
607,021.
0.
1,548,287.
0.
388,823.
0.
2,033,914.
0

0.
317,849.
0.
1,940,937.

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER

000000426A

PART II

ANCILLARY SERVICES

NONCOVERED CHARGES

37,530.
0.
43,654.

OO0 OOOOOOOODOOODOOOOO

OO OOOOOONNODODODOOO

COST CENTER

OTHER LAB
RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES

ACTIVITIES OF DAILY LIFE

PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS

GENE THERAPY DRUGS
NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

COVERED CHARGES
939,465.00

0.
43,653.00

0.
0.00

0.
1,178,015.00

963,46

[eleoiNolololololololololololololole)
o
o

74,999,182.28
33,897,426.00
108,896,608.28

n Date: 09/20/2021
n Time: 20:55:34
Page: 2

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES
0

0.00
0.
39,988.00

18,52

OO OOOOOOODOOOOODOOOOOO
o
o

2,86

149,558.10
0.00
149,558.10



Report : CLM-0802-0
Process : CLMJO800
Location: CLMP800O

WELLSTAR COBB HOSPITAL
3950 AUSTELL RD
AUSTELL,GA 30106-1121

ROUTINE SERVICES

ROUTINE CARE
ROUTINE NURSERY
SWING BED

LEAVE OF ABSENCE
TOTAL ROUTINE

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

TOTAL ACCOMODATIONS

COVERED

OO OOO

129
239

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

Ru
Ru

PROVIDER NUMBER PAYMENT DATES 00/00/00
000000426A SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00
—————————————— CHARGES-—--——-——————————— -—-——————-————-PAYMENTS
TOTAL CHARGES 2,265,565.25 ADJUSTMENTS
COVERED CHARGES 2,265,565.25 CONTRACTUAL ALLOW
NON-COVERD CHARGES 0.00 TOTAL MEDICAID LIAB
LESS: COB
LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT
TOTAL NUMBER OF ADMISSIONS
PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES
DAYS CHARGES
NONCOVERED COVERED
0 108,120.00
0 92,838.00
0 0.00
0 0.00
0 200, 958.00

313,716.00
153,850.00
117,130.00

0.00

OO OOOO
O
o

584,696.00

(] OO OOODODODOOOO

785,654.00

n Date: 09/20/2021
n Time: 20:55:47
Page: 4

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

2,009,015.86
256,549.39
257,494.39
0.00

945.00

0.00

NONCOVERED

OO OO
o
o

o OO OOOOOOOO
o
o



Report CLM-0802-0
Process CLMJO800
Location: CLMP800O

WELLSTAR COBB HOSPITAL
3950 AUSTELL RD
AUSTELL,GA 30106-1121

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 20:55:47
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 5

SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
0000004264 SERVICE DATES 07/01/19 THROUGH 06/30/20

ADMISSION DATES 00/00/00 THROUGH 00/00/00
PART II ANCILLARY SERVICES

COVERED CHARGES NONCOVERED CHARGES COST CENTER

COVERED CHARGES

NONCOVERED CHARGES

175,910.00 0.00 OTHER LAB 34,696.00
67,866.16 0.00 RECREATIONAL THERAPY 0.00
235,965.00 0.00 EDUCATION & TRAINING 3,641.00
33,960.00 0.00 OTHER THERAPEUTIC SVC 0.00
67,730.00 0.00 SPECIAL CHARGES 0.00
2,470.00 0.00 FEE SCHEDULE LAB 0.00
9,376.00 0.00 MRI SERVICES 0.00
9,333.00 0.00 PROFESSIONAL FEES 0.00
183,349.00 0.00 DURABLE MED. EQUIP. 0.00
217,227.00 0.00 REHAB THERAPY 0.00
128,989.00 0.00 FREE STANDING CLINIC 0.00
47,670.00 0.00 AMBULANCE 0.00
7,878.00 0.00 CAST ROOM 0.00
34,061.00 0.00 SPECIAL SERVICES 0.00
26,682.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
7,716.00 0.00 INJECTABLE DRUGS 0.00
0.00 0.00 HOME HEALTH SERVICES 0.00
6,948.00 0.00 HOSPICE SERVICES 0.00
2,041.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
62,233.00 0.00 PATIENT CONVENIENCE 0.00
0.00 0.00 0/P SPECIAL RESIDENCE 0.00
1,522.00 0.00 TRAUMA RESPONSE 0.00
0.00 0.00 IMPL DEV CHARGE PATIENTS 15,876.21
0.00 0.00 GENE THERAPY DRUGS 0.00
9,169.00 0.00 NO CC/INVALID REV CODE 0.00
0.00 0.00
13,463.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
16,937.00 0.00
0.00 0.00
0.00 0.00
4,956.00 0.00
0.00 0.00
52,246.88 0.00

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

1,479,911.25
785,654.00
2,265,565.25

olelolelololeololelololololololololololololelolele]
o
o

0.00
0.00
0.00



Report : CLM-0804-0
Process : CLMJO800
Location: CLMP800O

WELLSTAR COBB HOSPITAL
3950 AUSTELL RD
AUSTELL,GA 30106-1121

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE III

OUTPATIENT PAID CLAIMS - %
PROVIDER NUMBER
000000426A
—————————————— CHARGES

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

OF CHARGES

40,301,450.
36,221,705.
4,079,744.

Ru
Ru

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

—————————————— PAYMENTS

10 ADJUSTMENTS

83 CONTRACTUAL ALLOW

27 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT

ADD: ADDON PYMT
REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB

INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 20:55:49
Page: 6

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

595,475.24
31,734,087.50
4,487,618.33
13,674.13
9,293.38

0.00
4,464,650.82
3,464,770.64
336,780.91
663,099.27

8,999



Report CLM-0804-0
Process CLMJO800
Location: CLMP800O

WELLSTAR COBB HOSPITAL
3950 AUSTELL RD
AUSTELL,GA 30106-1121

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES
589,327.83
692,705.53

0.00
1,443,024.00
5,328,529.00

115,967.00
618,352.00
2,694,905.00
1,693,629.27
4,108.00
125,682.00
684,533.00
134,526.50
6,624,725.00
431,988.00
0.00
346,647.00
64,647.00
19,140.00
0.00

0.00
298,730.00
208,135.00

0.
648,207.50
0.
106,136.00
0.
372,046.65
0.
628,301.00
0.
0.
76,518.00
0.
638,519.55

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE III

OUTPATIENT PAID CLAIMS - % OF CHARGES

PROVIDER NUMBER

000000426A

PART II

ANCILLARY SERVICES

NONCOVERED CHARGES
471.55
710.00
506.10

7,519.00
328,816.00
23,783.00
21,096.00
134,347.00
349,598.73
0.00
82,601.00
2,430.00
24,719.50
24,835.00
0.00
0.00
0.00
10,109.00
3,201.00
200,160.00
0

94,536.00
121,005.00
39,440.00
93,861.00
0.00
4,124.00

0

66,925.50
0.

96,979.00
0.
0.00
0.00

0.
197,733.00

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

Run Date: 09/20/2021

Run Time: 20:55:49

Page: 7

00/00/00 THROUGH 00/00/00
07/01/19 THROUGH 06/30/20
00/00/00 THROUGH 00/00/00

COVERED CHARGES
418,428.00

0.00

0.00

0.00

0.
5,127,521.07
800,678.00

5,059, 34

[eleololololol Jeololololololele]
o
o

226,131.55
0.
576.00

36,221,705.83
0.00
36,221,705.83

NONCOVERED CHARGES
11,128.00
0.00

0.
78,080.00

0
279,688.93
56,911.00

OO OOOO
o
o

1,798.70
1,722,523.62

R leolololeolololole]
o
o

4,079,744.27
0.00
4,079,744.27



Report : CLM-0806-0
Process : CLMJO800
Location: CLMP800O

WELLSTAR COBB HOSPITAL
3950 AUSTELL RD
AUSTELL,GA 30106-1121

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 20:56:14
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 9

SUMMARY TYPE IV

ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES

PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
0000004264 SERVICE DATES 07/01/19 THROUGH 06/30/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00

—————————————— CHARGES———————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 876,522.85 ADJUSTMENTS 0.00
COVERED CHARGES 636,834.00 CONTRACTUAL ALLOW 573,211.31
NON-COVERD CHARGES 239,688.85 TOTAL MEDICAID LIAB 63,622.69
LESS: COB 63,485.61

LESS: COPAYMENT 137.08

ADD: ADDON PYMT 0.00

REIMBURSEMENT 0.00

ALL OTHER 0.00

FEE SCHEDULE-LAB 0.00

INJECTABLE DRUGS 0.00

TOTAL NUMBER OF CLAIMS 125



Report CLM-0806-0
Process CLMJO800
Location: CLMP800O

WELLSTAR COBB HOSPITAL
3950 AUSTELL RD
AUSTELL,GA 30106-1121

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE IV
ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES
PROVIDER NUMBER
000000426A

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COVERED CHARGES NONCOVERED CHARGES COST CENTER

Ru
Ru

00/00/00
07/01/19
00/00/00

COVERED CHARGES

13,073.73 0.00 OTHER LAB 8,905.00
19,001.10 0.00 RECREATIONAL THERAPY 0.00
0.00 0.00 EDUCATION & TRAINING 0.00
14,366.00 654.00 OTHER THERAPEUTIC SVC 0.00
30,199.00 6,267.00 SPECIAL CHARGES 0.00
0.00 0.00 FEE SCHEDULE LAB 90,551.76
5,274.00 0.00 MRI SERVICES 0.00
63,257.00 2,503.00 PROFESSIONAL FEES 0.00
25,171.00 55,090.00 DURABLE MED. EQUIP. 0.00
0.00 0.00 REHAB THERAPY 0.00
1,792.00 2,200.00 FREE STANDING CLINIC 0.00
31,656.00 0.00 AMBULANCE 0.00
0.00 0.00 CAST ROOM 0.00
103,242.00 0.00 SPECIAL SERVICES 0.00
24,582.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
0.00 0.00 INJECTABLE DRUGS 76,958.88
1,112.00 0.00 HOME HEALTH SERVICES 0.00
0.00 0.00 HOSPICE SERVICES 0.00
0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
0.00 0.00 PATIENT CONVENIENCE 0.00
0.00 0.00 0/P SPECIAL RESIDENCE 0.00
7,643.00 4,601.00 TRAUMA RESPONSE 0.00
800.00 2,859.00 IMPL DEV CHARGE PATIENTS 30,692.15
0.00 0.00 GENE THERAPY DRUGS 0.00
20,665.00 8,397.00 NO CC/INVALID REV CODE 0.00
0.00 0.00
47,707.00 0.00
0.00 0.00
4,023.00 1,147.00
0.00 0.00
1,958.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
14,204.38 499.00
TOTAL ANCILLARY 636,834.00
TOTAL ACCOMODATIONS 0.00

TOTAL CHARGES

636,834.00

n Date: 09/20/2021
n Time: 20:56:14
Page: 10

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES
1,634.00

0.00

227.00

1,132.00

0.00

39,144.25
19,255.00

94,07

OO OOOOOOWVWOOODOOOOO
o
o

239,688.85
0.00
239,688.85



Report : CLM-0808-0
Process : CLMJO800
Location: CLMP800O

WELLSTAR COBB HOSPITAL
3950 AUSTELL RD
AUSTELL,GA 30106-1121

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE

Ru
Ru

PROVIDER NUMBER PAYMENT DATES 00/00/00

000000426A SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

—————————————— CHARGES-—-—————————————— -———————-———-PAYMENTS

TOTAL CHARGES 864,574.95 ADJUSTMENTS

COVERED CHARGES 804,443.65 CONTRACTUAL ALLOW

NON-COVERD CHARGES 60,131.30 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 20:56:17
Page: 11

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

64.05
339.00

0.
19,937.34



Report CLM-0808-0
Process CLMJO800
Location: CLMP800O

WELLSTAR COBB HOSPITAL
3950 AUSTELL RD
AUSTELL,GA 30106-1121

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

8,991.
1,835.
0.
41,973.
76,148.
0.
14,064.
27,494.
3,285.
0.
2,616.
0

0.
436,763.

foe]
~

O
O
O

12,497.

foe]
O

O QOO OOOOO

OO OOODOODOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER

000000426A

PART II

NONCOVERED CHARGES
0

0.

0.

539.
15,405.

foe]
IS
ROO

=

~
J
O

=
=
(o))

12,000.
0.
9,217.

QOO OODODOOODOOOO

ODOOOODODODOOOO

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES
9,536.00

2,19

OO OOOOOOWOODOOOOOO
o
o

804,443.65
0.00
804,443.65

n Date: 09/20/2021
n Time: 20:56:17
Page: 12

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES
0

0.00

0.00

7,064.00

0.
9,106.00

OO OOOOOOWOOODOOOOOO
o
o

60,131.30
0.00
60,131.30



Report : CLM-0810-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

Ru
Ru

WELLSTAR COBB HOSPITAL PROVIDER NUMBER PAYMENT DATES 00/00/00
3950 AUSTELL RD 000000426A SERVICE DATES 07/01/19
AUSTELL,GA 30106-1121 ADMISSION DATES 00/00/00
—————————————— CHARGES-——--——-——————————— -—-——————-————-PAYMENTS
TOTAL CHARGES 10,418.00 ADJUSTMENTS
COVERED CHARGES 10,397.10 CONTRACTUAL ALLOW
NON-COVERD CHARGES 20.90 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 20:56:19
Page: 13

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00



Report CLM-0810-0
Process CLMJO800
Location: CLMP800O

WELLSTAR COBB HOSPITAL
3950 AUSTELL RD
AUSTELL,GA 30106-1121

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

~J
i w
ROoOOWL

u
foe]
leojololololololololololololololololololololol Velolololole N o le)

8,43

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER

000000426A

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

jeojejeolololololololololololololololololololololololololololololololeolele]

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

o

o
WOOoOOoOOoOO
o o

o o

OO0 OOOOOOOOOOOOOO
o
o

10,397.10
0.00
10,397.10

n Date: 09/20/2021
n Time: 20:56:19
Page: 14

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]
o
o

20.90
0.00
20.90



Report : CLM-0812-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

Ru
Ru

WELLSTAR COBB HOSPITAL PROVIDER NUMBER PAYMENT DATES 00/00/00
3950 AUSTELL RD 000000426A SERVICE DATES 07/01/19
AUSTELL,GA 30106-1121 ADMISSION DATES 00/00/00
—————————————— CHARGES-—--——-————-——————— -—-——————-————-PAYMENTS
TOTAL CHARGES 30,135,924.37 ADJUSTMENTS
COVERED CHARGES 28,218,593.98 CONTRACTUAL ALLOW
NON-COVERD CHARGES 1,917,330.39 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 20:56:21
Page: 15

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

511,751.65
26,105,854.91
2,112,739.07
0.00
2,306.95

0

2,110,432.12



Report CLM-0812-0
Process CLMJO800
Location: CLMP800O

WELLSTAR COBB HOSPITAL
3950 AUSTELL RD
AUSTELL,GA 30106-1121

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES
136,611.65
237,526.82

0.00
10,362.00
44,755.00

3,519.00
4,688.00
1,411,533.00
658,045.66
0.00
5,546.00
169,603.00
3,027.75
22,381.00
90,073.00
0.00
333,065.00
1,743.00
0.00

0.00

0.

21,540.00
0.

0.00

5,069.00
0.

13,006.00
0.

9,833.60
0.

49,460.00
0.

0.00

0.00

0.
54,430.01

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VII

OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PROVIDER NUMBER

000000426A

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

06.
0.

0.
44,155.
0

3,422.
5,274.
12,312.
84,397.

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES
10,028.00

23,739,094

744,65

[eleltleolololololololololololololole)
w
o

28,218,593.98
0.00
28,218,593.98

n Date: 09/20/2021
n Time: 20:56:21
Page: 16

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES
5,861.00

1,699,38

[oleojololololololoRNlolololololololole]
o
o

1,917,330.39
0.00
1,917,330.39



Report : CLM-0814-0
Process : CLMJO800
Location: CLMP800O

WELLSTAR COBB HOSPITAL
3950 AUSTELL RD
AUSTELL,GA 30106-1121

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VIII
ZERO PAID OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PROVIDER NUMBER PAYMENT DATES
000000426A SERVICE DATES
ADMISSION DATES

** NO DATA **

** END OF REPORT **

Run
Run

00/00/00
07/01/19
00/00/00

Date: 09/20/2021
Time: 20:56:25
Page: 17

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00



Report : CLM-0800-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE I
INPATIENT PAID CLAIMS

Ru
Ru

ST MARYS SACRED HEART HOSPITAL INC PROVIDER NUMBER PAYMENT DATES 00/00/00
367 CLEAR CREEK PARKWAY 000000437A SERVICE DATES 07/01/19
LAVONIA,GA 30553-4173 ADMISSION DATES 00/00/00
—————————————— CHARGES-—-—————————————— -———————-———-PAYMENTS
TOTAL CHARGES 1,791,793.75 ADJUSTMENTS
COVERED CHARGES 1,641,670.75 CONTRACTUAL ALLOW
NON-COVERD CHARGES 150,123.00 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF ADMISSIONS

PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

DAYS
COVERED NONCOVERED COVERED

ROUTINE SERVICES

ROUTINE CARE 281 0 149,149.00
ROUTINE NURSERY 40 0 12,724.00
SWING BED 0 0 0.00
LEAVE OF ABSENCE 0 0 0.00
TOTAL ROUTINE 321 0 161,873.00
SPECIAL CARE SERVICES

CCu 0 0 0.00
ICU 100 0 128,221.00
NICU 0 0 0.00
PED ICU 0 0 0.00
NEURO ICU 0 0 0.00
SHOCK TRAUMA 0 0 0.00
BURN UNIT 0 0 0.00
HOSPICE 0 0 0.00
REHAB 0 0 0.00
PRTF 0 0 0.00
TOTAL SPEC CARE 100 0 128,221.00
TOTAL ACCOMODATIONS 421 0 290,094.00

CHARGES

n Date: 09/20/2021
n Time: 20:48:37
Page: 1

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

18,000.00
756, 780.22

NONCOVERED

OO OO
o
o

o OO OOOOOOOO
o
o



Report CLM-0800-0
Process CLMJO800
Location: CLMP800O

ST MARYS SACRED HEART HOSPITAL INC

367 CLEAR CREEK PARKWAY

LAVONIA,GA 30553-4173

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

62,445,
31,299.
282,574.
29,943,
0.
16,849.
21,624.
70,624.
49,129.
86,633.
155,615.
0.

0.
135,296.
3,536.
3,538.
0.
15,442,
1,581.

6,173.
0.
1,725.
0.
14,420.
0.
39,899.

7,754.

OO OOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER

0000004372

PART II

NONCOVERED CHARGES
0

11.
0.

0.
141,062.

2,79

leoleloleolololol Velolololololololololololololololololololo o)

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES
12,110.80

274,70

OO OOOUIODOODOOOOOWOODOOO
o
o

21,754.66
0.
1,228.00

1,351,576.75
290,094.00
1,641,670.75

n Date: 09/20/2021
n Time: 20:48:37
Page: 2

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

VOO OO OOOOODOOODOODOOOOODOOOOO
o
o

6,25

150,123.00
0.00
150,123.00



Report : CLM-0802-0
Process : CLMJO800
Location: CLMP800O

ST MARYS SACRED HEART HOSPITAL INC

367 CLEAR CREEK PARKWAY

LAVONIA,GA 30553-4173

ROUTINE SERVICES

ROUTINE CARE
ROUTINE NURSERY
SWING BED

LEAVE OF ABSENCE
TOTAL ROUTINE

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

TOTAL ACCOMODATIONS

COVERED

S OOO B

= ODOOOODODODOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 20:48:39
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 4
SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00

0000004372 SERVICE DATES 07/01/19 THROUGH 06/30/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00

—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 13,446.80 ADJUSTMENTS 0.00
COVERED CHARGES 13,446.80 CONTRACTUAL ALLOW 6,766.62
NON-COVERD CHARGES 0.00 TOTAL MEDICAID LIAB 6,680.18
LESS: COB 6,667.68

LESS: COPAYMENT 12.50

ADD: ADDON PYMT 0.00

REIMBURSEMENT 0.00

TOTAL NUMBER OF ADMISSIONS 1

PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

DAYS CHARGES
NONCOVERED COVERED NONCOVERED
0 2,128.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 2,128.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 2,128.00 0.00



Report CLM-0802-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

ST MARYS SACRED HEART HOSPITAL INC
367 CLEAR CREEK PARKWAY
LAVONIA,GA 30553-4173

PROVIDER NUMBER
0000004372

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

PHARMACY-GENERAL 797.80 0.00 OTHER LAB 0.00
MED/SURG SUPPLY 854.00 0.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 1,351.00 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 266.00 0.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 0.00 0.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 0.00 0.00 FEE SCHEDULE LAB 0.00
EKG/ECG 0.00 0.00 MRI SERVICES 0.00
IV THERAPY 0.00 0.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 0.00 0.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 4,111.00 0.00 FREE STANDING CLINIC 0.00
ANESTHESIA 0.00 0.00 AMBULANCE 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 0.00 0.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 0.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 3,939.00
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 0.00 0.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 0.00 0.00 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 0.00 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 0.00 0.00
AUDIOLOGY 0.00 0.00
CARDIOLOGY 0.00 0.00
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 0.00 0.00
TOTAL ANCILLARY 11,318.80
TOTAL ACCOMODATIONS 2,128.00

TOTAL CHARGES

Run Date: 09/20/2021

Run Time: 20:48:39

Page: 5

00/00/00 THROUGH 00/00/00
07/01/19 THROUGH 06/30/20
00/00/00 THROUGH 00/00/00

COVERED CHARGES

13,446.80

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]
o
o

0.00
0.00
0.00



Report CLM-0804-0
Process CLMJO800
Location: CLMP800O

ST MARYS SACRED HEART HOSPITAL INC
367 CLEAR CREEK PARKWAY
LAVONIA,GA 30553-4173

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE III

OUTPATIENT PAID CLAIMS - %
PROVIDER NUMBER
000000437A
—————————————— CHARGES

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

OF CHARGES

PAYMENT DATES 00/00/00

SERVICE DATES 07/01/19

ADMISSION DATES 00/00/00
—————————————————————————— PAYMENTS

3,332,215.22
3,012,390.71
319,824.51

ADJUSTMENTS
CONTRACTUAL ALLOW
TOTAL MEDICAID LIAB
LESS: COB
LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT
ALL OTHER
FEE SCHEDULE-LAB
INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

Run Date: 09/20/2021
Run Time:

20:48:40
Page: 6

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

653,413.20
574,516.07
64,430.46
14,466.67

1,901



Report CLM-0804-0
Process CLMJO800
Location: CLMP800O

ST MARYS SACRED HEART HOSPITAL INC

367 CLEAR CREEK PARKWAY
LAVONIA,GA 30553-4173

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

14, 607.
16,890.
0.
144,889.
616,227.
90,576.
48,722.
200,232.
57,232.
420.
32,348.
0.
92,294,
654,780.
10,977.
0.

0.
2,765.

27,803.
0.
1,627.
0.
56,049.
0.
53,994.
0

0.
67,714.
0.
39,692.

OO OOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE III

OUTPATIENT PAID CLAIMS - % OF CHARGES

PROVIDER NUMBER

0000004372

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

NONCOVERED CHARGES COST CENTER

Ru
Ru

00/00/00
07/01/19
00/00/00

COVERED CHARGES

4,081.50 OTHER LAB 22,119.20
238.00 RECREATIONAL THERAPY 0.00
172.00 EDUCATION & TRAINING 0.00

1,376.00 OTHER THERAPEUTIC SVC 0.00

71,007.00 SPECIAL CHARGES 0.00
43,467.00 FEE SCHEDULE LAB 515,453.00
1,484.00 MRI SERVICES 101,465.00
24,573.00 PROFESSIONAL FEES 0.00
22,770.00 DURABLE MED. EQUIP. 0.00
0.00 REHAB THERAPY 0.00
2,092.00 FREE STANDING CLINIC 0.00
0.00 AMBULANCE 0.00

3,283.00 CAST ROOM 0.00

1,991.00 SPECIAL SERVICES 0.00
222.00 DRUG-SPECIFIC/HOME IV 0.00

0.00 INJECTABLE DRUGS 124,216.45
0.00 HOME HEALTH SERVICES 0.00
5,326.00 HOSPICE SERVICES 0.00
345.00 ACTIVITIES OF DAILY LIFE 0.00
0.00 PATIENT CONVENIENCE 0.00
0.00 0/P SPECIAL RESIDENCE 0.00
4,166.00 TRAUMA RESPONSE 0.00
0.00 IMPL DEV CHARGE PATIENTS 19,299.00
0.00 GENE THERAPY DRUGS 0.00
1,998.00 NO CC/INVALID REV CODE 0.00
0.00
925.00
0.00
41,764.00
0.00
15,487.00
0.00
0.00
0.00
0.00
2,756.00

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

3,012,390.71

0.00

3,012,390.71

n Date: 09/20/2021
n Time: 20:48:40
Page: 7

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

OO OO
o
o

25,52

A leolololololololololololololololole]
o
o

3,52

319,824.51
0.00
319,824.51



Report : CLM-0806-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 20:48:46
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 9
SUMMARY TYPE IV
ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES

ST MARYS SACRED HEART HOSPITAL INC PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
367 CLEAR CREEK PARKWAY 000000437A SERVICE DATES 07/01/19 THROUGH 06/30/20
LAVONIA,GA 30553-4173 ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————

TOTAL CHARGES 56,613.20 ADJUSTMENTS 0.00

COVERED CHARGES 39,277.55 CONTRACTUAL ALLOW 31,515.89

NON-COVERD CHARGES 17,335.65 TOTAL MEDICAID LIAB 7,761.66

LESS: COB 7,755.66

LESS: COPAYMENT 6.00

ADD: ADDON PYMT 0.00

REIMBURSEMENT 0.00

ALL OTHER 0.00

FEE SCHEDULE-LAB 0.00

INJECTABLE DRUGS 0.00

TOTAL NUMBER OF CLAIMS 37



Report CLM-0806-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE IV
ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES
ST MARYS SACRED HEART HOSPITAL INC
367 CLEAR CREEK PARKWAY
LAVONIA,GA 30553-4173

PROVIDER NUMBER
0000004372

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

Run Date: 09/20/2021

Run Time: 20:48:46

Page: 10

00/00/00 THROUGH 00/00/00
07/01/19 THROUGH 06/30/20
00/00/00 THROUGH 00/00/00

COVERED CHARGES

PHARMACY-GENERAL 539.40 30.00 OTHER LAB 0.00
MED/SURG SUPPLY 629.00 0.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 1,987.00 525.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 1,664.00 13,484.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 0.00 0.00 FEE SCHEDULE LAB 10,309.00
EKG/ECG 212.00 0.00 MRI SERVICES 3,613.00
IV THERAPY 3,755.00 0.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 3,602.00 0.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 70.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 0.00 0.00 FREE STANDING CLINIC 0.00
ANESTHESIA 0.00 0.00 AMBULANCE 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 10,210.00 269.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 406.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 2,139.15
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 0.00 0.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 0.00 388.00 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 0.00 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 0.00 0.00
AUDIOLOGY 0.00 0.00
CARDIOLOGY 0.00 0.00
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 142.00 0.00
TOTAL ANCILLARY 39,277.55
TOTAL ACCOMODATIONS 0.00

TOTAL CHARGES

39,277.55

NONCOVERED CHARGES

o
o
NOOOOO
o
o

1,619.

[eleojololololololeolNololololololoNe)
o
o

17,335.65
0.00
17,335.65



Report : CLM-0808-0
Process : CLMJO800
Location: CLMP800O

ST MARYS SACRED HEART HOSPITAL INC
367 CLEAR CREEK PARKWAY
LAVONIA,GA 30553-4173

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE V

OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER
0000004372

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

227,292.
211,204.
16,088.

Ru
Ru
PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00
————————————— PAYMENTS
78 ADJUSTMENTS
72 CONTRACTUAL ALLOW
06 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 20:48:46
Page: 11

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

14,186.20



Report CLM-0808-0
Process CLMJO800
Location: CLMP800O

ST MARYS SACRED HEART HOSPITAL INC

367 CLEAR CREEK PARKWAY
LAVONIA,GA 30553-4173

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES
533.52

0.00

0.00

12,050.00
35,140.00

0.00

2,968.00
15,886.00

93,15

)
(o))

~J
foe]
B OOOOHFHOOOOOWOOOODOODOOODOWOOOOO
O
O

foe]
foe]

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 20:48:46
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 12
SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
0000004372 SERVICE DATES 07/01/19 THROUGH 06/30/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00

PART II ANCILLARY SERVICES

NONCOVERED CHARGES

COST CENTER

COVERED CHARGES

NONCOVERED CHARGES

97.45 OTHER LAB 0.00 0.00
127.00 RECREATIONAL THERAPY 0.00 0.00
0.00 EDUCATION & TRAINING 0.00 0.00
0.00 OTHER THERAPEUTIC SVC 0.00 0.00
8,068.00 SPECIAL CHARGES 0.00 0.00
0.00 FEE SCHEDULE LAB 40,258.00 2,776.00
0.00 MRI SERVICES 0.00 0.00
89.00 PROFESSIONAL FEES 0.00 0.00
0.00 DURABLE MED. EQUIP. 0.00 0.00
0.00 REHAB THERAPY 0.00 0.00
0.00 FREE STANDING CLINIC 0.00 0.00
0.00 AMBULANCE 0.00 0.00
0.00 CAST ROOM 0.00 0.00
208.00 SPECIAL SERVICES 0.00 0.00
0.00 DRUG-SPECIFIC/HOME IV 0.00 0.00
0.00 INJECTABLE DRUGS 8,577.20 273.61
0.00 HOME HEALTH SERVICES 0.00 0.00
0.00 HOSPICE SERVICES 0.00 0.00
0.00 ACTIVITIES OF DAILY LIFE 0.00 0.00
0.00 PATIENT CONVENIENCE 0.00 0.00
0.00 0/P SPECIAL RESIDENCE 0.00 0.00
146.00 TRAUMA RESPONSE 0.00 0.00
0.00 IMPL DEV CHARGE PATIENTS 0.00 0.00
0.00 GENE THERAPY DRUGS 0.00 0.00
0.00 NO CC/INVALID REV CODE 0.00 0.00
0.00
0.00
0.00
4,303.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
TOTAL ANCILLARY 211,204.72 16,088.06
TOTAL ACCOMODATIONS 0.00 0.00
TOTAL CHARGES 211,204.72 16,088.06



Report : CLM-0810-0
Process : CLMJO800
Location: CLMP800O

ST MARYS SACRED HEART HOSPITAL INC
367 CLEAR CREEK PARKWAY
LAVONIA,GA 30553-4173

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE
PROVIDER NUMBER PAYMENT DATES 00/00/00
0000004372 SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00
—————————————— CHARGES-—-—————————————— -———————-———-PAYMENTS
TOTAL CHARGES 10,363.50 ADJUSTMENTS
COVERED CHARGES 9,932.50 CONTRACTUAL ALLOW
NON-COVERD CHARGES 431.00 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 20:48:47
Page: 13

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00



Report CLM-0810-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

ST MARYS SACRED HEART HOSPITAL INC
367 CLEAR CREEK PARKWAY
LAVONIA,GA 30553-4173

PROVIDER NUMBER
0000004372

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

Run Date: 09/20/2021

Run Time: 20:48:47

Page: 14

00/00/00 THROUGH 00/00/00
07/01/19 THROUGH 06/30/20
00/00/00 THROUGH 00/00/00

COVERED CHARGES

PHARMACY-GENERAL 31.70 15.00 OTHER LAB 0.00
MED/SURG SUPPLY 0.00 0.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 414.00 0.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 0.00 0.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 0.00 0.00 FEE SCHEDULE LAB 3,134.00
EKG/ECG 212.00 0.00 MRI SERVICES 0.00
IV THERAPY 937.00 0.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 0.00 0.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 150.00 0.00 FREE STANDING CLINIC 0.00
ANESTHESIA 0.00 0.00 AMBULANCE 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 4,389.00 0.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 0.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 341.80
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 0.00 0.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 323.00 0.00 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 0.00 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 0.00 0.00
AUDIOLOGY 0.00 0.00
CARDIOLOGY 0.00 0.00
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 0.00 0.00
TOTAL ANCILLARY 9,932.50
TOTAL ACCOMODATIONS 0.00

TOTAL CHARGES

9,932.50

NONCOVERED CHARGES

OO0 OOOOODOOOOOOOOOONOOOOO

431.00
431.00



Report : CLM-0812-0
Process : CLMJO800
Location: CLMP800O

ST MARYS SACRED HEART HOSPITAL INC
367 CLEAR CREEK PARKWAY
LAVONIA,GA 30553-4173

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE
PROVIDER NUMBER PAYMENT DATES 00/00/00
0000004372 SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00
—————————————— CHARGES-—-—————————————— -———————-———-PAYMENTS
TOTAL CHARGES 19,385.00 ADJUSTMENTS
COVERED CHARGES 19,385.00 CONTRACTUAL ALLOW
NON-COVERD CHARGES 0.00 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 20:48:48
Page: 15

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00



Report CLM-0812-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

ST MARYS SACRED HEART HOSPITAL INC
367 CLEAR CREEK PARKWAY
LAVONIA,GA 30553-4173

PROVIDER NUMBER
0000004372

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

Run Date: 09/20/2021

Run Time: 20:48:48

Page: 16

00/00/00 THROUGH 00/00/00

07/01/19
00/00/00

COVERED CHARGES

PHARMACY-GENERAL 0.00 0.00 OTHER LAB 0.00
MED/SURG SUPPLY 0.00 0.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 0.00 0.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 1,443.00 0.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 0.00 0.00 FEE SCHEDULE LAB 650.00
EKG/ECG 212.00 0.00 MRI SERVICES 0.00
IV THERAPY 165.00 0.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 0.00 0.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 0.00 0.00 FREE STANDING CLINIC 0.00
ANESTHESIA 0.00 0.00 AMBULANCE 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 1,987.00 0.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 0.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 14,928.00
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 0.00 0.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 0.00 0.00 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 0.00 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 0.00 0.00
AUDIOLOGY 0.00 0.00
CARDIOLOGY 0.00 0.00
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 0.00 0.00
TOTAL ANCILLARY 19,385.00
TOTAL ACCOMODATIONS 0.00

TOTAL CHARGES

19,385.00

THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]

0.00
0.00
0.00



Report : CLM-0814-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VIII
ZERO PAID OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

ST MARYS SACRED HEART HOSPITAL INC PROVIDER NUMBER PAYMENT DATES
367 CLEAR CREEK PARKWAY 000000437A SERVICE DATES
LAVONIA,GA 30553-4173 ADMISSION DATES

** NO DATA **

** END OF REPORT **

Run
Run

00/00/00
07/01/19
00/00/00

Date: 09/20/2021
Time: 20:48:48
Page: 17
THROUGH 00/00/00

THROUGH 06/30/20
THROUGH 00/00/00



Report : CLM-0800-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH

Run Date: 09/20/2021

Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:07:58
Location: CLMP800O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 1
SUMMARY TYPE I
INPATIENT PAID CLAIMS
COFFEE REGIONAL MEDICAL CENTER PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
1101 OCILLA RD 000000448A SERVICE DATES 01/01/20 THROUGH 12/31/20
DOUGLAS, GA 31533-2207 ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 17,492,629.99 ADJUSTMENTS 393,573.10
COVERED CHARGES 17,216,569.99 CONTRACTUAL ALLOW 13,124,970.50
NON-COVERD CHARGES 276,060.00 TOTAL MEDICAID LIAB 4,091,599.49
LESS: COB 89,276.49
LESS: COPAYMENT 137.50
ADD: ADDON PYMT 1,575.00
REIMBURSEMENT 4,003,760.50
TOTAL NUMBER OF ADMISSIONS 479
PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES
DAYS CHARGES
COVERED NONCOVERED COVERED NONCOVERED
ROUTINE SERVICES
ROUTINE CARE 1,410 0 1,220,591.00 0.00
ROUTINE NURSERY 59 0 47,127.00 0.00
SWING BED 0 0 0.00 0.00
LEAVE OF ABSENCE 0 0 0.00 0.00
TOTAL ROUTINE 1,469 0 1,267,718.00 0.00
SPECIAL CARE SERVICES
CCU 0 0 0.00 0.00
ICU 478 0 715,748.00 0.00
NICU 0 0 0.00 0.00
PED ICU 0 0 0.00 0.00
NEURO ICU 0 0 0.00 0.00
SHOCK TRAUMA 0 0 0.00 0.00
BURN UNIT 0 0 0.00 0.00
HOSPICE 0 0 0.00 0.00
REHAB 0 0 0.00 0.00
PRTF 0 0 0.00 0.00
TOTAL SPEC CARE 478 0 715,748.00 0.00
TOTAL ACCOMODATIONS 1,947 0 1,983,466.00 0.00



Report CLM-0800-0
Process CLMJO800
Location: CLMP800O

COFFEE REGIONAL MEDICAL CENTER

1101 OCILLA RD
DOUGLAS, GA 31533-2207

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

2,177,882.
695,204.
3,482,482,
457,185.
789,638.
109,467.
454,846.
367,744.
1,043,174.
46,208.
1,130,660.
149,636.
126,999.
437,766.
37,619.
21,206.
635.

0.

12,531.
156,876.
0.

434,

0.

0.

59,871.

0.

35,939.

0.

177,630.

9,016.

1,393,405.
0

0.
4,692,
0

282,016.

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER

000000448A

PART II

NONCOVERED CHARGES
0.

1,048.

0

0.
8,556.

(o0
N
N ©
[l e o)
Lo

OO OO O

119,198.
0.
4,875.

OO OOOOOOODOOOOO

ODOOOOOO

Run Date: 09/20/2021

Run Time: 21:07:58

Page: 2

PAYMENT DATES 00/00/00 THROUGH 00/00/00
SERVICE DATES 01/01/20 THROUGH 12/31/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00

ANCILLARY SERVICES

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES
94,108.00

143,22

180,80

1,154,21

[elel JeolololololololololololololololololololoNe)
o
o

15,233,103.99
1,983,466.00
17,216,569.99

NONCOVERED CHARGES

133,28

OO0 OOOOOOOOOODOOODOODOOOOO
o
o

276,060.00
0.00
276,060.00



Report CLM-0802-0
Process CLMJO800
Location: CLMP800O

COFFEE REGIONAL MEDICAL CENTER
1101 OCILLA RD
DOUGLAS, GA 31533-2207

COVERED
ROUTINE SERVICES

ROUTINE CARE 1
ROUTINE NURSERY

SWING BED

LEAVE OF ABSENCE

TOTAL ROUTINE 1

WO O

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

= NOODODODODOOOONO

TOTAL ACCOMODATIONS

N

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021

MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time:

HOSP

DAYS

21:08:00
ITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 3
SUMMARY TYPE IT

ZERO PAID INPATIENT PAID CLAIMS

PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
000000448A SERVICE DATES 01/01/20 THROUGH 12/31/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 134,719.65 ADJUSTMENTS 0.00
COVERED CHARGES 134,719.65 CONTRACTUAL ALLOW 75,137.53
NON-COVERD CHARGES 0.00 TOTAL MEDICAID LIAB 59,582.12
LESS: COB 59,645.12
LESS: COPAYMENT 0.00
ADD: ADDON PYMT 63.00
REIMBURSEMENT 0.00
TOTAL NUMBER OF ADMISSIONS 6
PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES
CHARGES
NONCOVERED COVERED NONCOVERED
0 11,722.00 0.00
0 3,156.00 0.00
0 0.00 0.00
0 0.00 0.00
0 14,878.00 0.00
0 0.00 0.00
0 9,218.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 9,218.00 0.00
0 24,096.00 0.00



Report CLM-0802-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

COFFEE REGIONAL MEDICAL CENTER
1101 OCILLA RD
DOUGLAS, GA 31533-2207

PROVIDER NUMBER
000000448A

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

PHARMACY-GENERAL 22,826.00 0.00 OTHER LAB 1,429.00
MED/SURG SUPPLY 8,064.00 0.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 27,763.00 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 3,692.00 0.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 7,030.00 0.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 383.00 0.00 FEE SCHEDULE LAB 0.00
EKG/ECG 436.00 0.00 MRI SERVICES 0.00
IV THERAPY 2,574.00 0.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 7,517.00 0.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 2,237.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 18,534.00 0.00 FREE STANDING CLINIC 0.00
ANESTHESIA 2,471.00 0.00 AMBULANCE 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 1,654.00 0.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 765.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 284.00 0.00 INJECTABLE DRUGS 425.00
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 608.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 0.00 0.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 0.00 0.00 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 0.00 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 0.00 0.00
AUDIOLOGY 966.00 0.00
CARDIOLOGY 0.00 0.00
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 965.65 0.00
TOTAL ANCILLARY 110,623.65
TOTAL ACCOMODATIONS 24,096.00

TOTAL CHARGES

Run Date: 09/20/2021

Run Time: 21:08:00

Page: 4

00/00/00 THROUGH 00/00/00

01/01/20
00/00/00

COVERED CHARGES

134,719.65

THROUGH 12/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]
o
o

0.00
0.00
0.00



Report : CLM-0804-0
Process : CLMJO800
Location: CLMP800O

COFFEE REGIONAL MEDICAL CENTER

1101 OCILLA RD
DOUGLAS, GA 31533-2207

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE III

OUTPATIENT PAID CLAIMS - %
PROVIDER NUMBER
000000448A
—————————————— CHARGES

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

OF CHARGES

11,133,734.
10,502,726.
631,008.

Run Date: 09/20/2021

Run Time:

PAYMENT DATES 00/00/00
SERVICE DATES 01/01/20
ADMISSION DATES 00/00/00

—————————————— PAYMENTS

90 ADJUSTMENTS

72 CONTRACTUAL ALLOW

18 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT

ADD: ADDON PYMT
REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB

INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

21:08:00
Page: 5

THROUGH 00/00/00
THROUGH 12/31/20
THROUGH 00/00/00

270,205.02
8,928,501.86
1,574,224.86
334.17
1,492.56
0.00
1,572,398.13
1,353,130.33
140,561.26
78,706.54

3,367



Report CLM-0804-0
Process CLMJO800
Location: CLMP800O

COFFEE REGIONAL MEDICAL CENTER

1101 OCILLA RD
DOUGLAS, GA 31533-2207

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

315,484.
254,433,
0.
461,610.
1,425,678.
60,068.
180,094.
683,893.
946,053.
0.
117,912.
240,118.
98,801.
837,729.
51,255.
0.
85,330.
7,066.
3,404.
0.

0.
24,503.
0

0.
242,183.
0.
8,103.
0.
310,677.
0.
623,144.
0

0.
6,256.
0

494,597.

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE III

OUTPATIENT PAID CLAIMS - %

OF CHARGES

PROVIDER NUMBER

000000448A

PART II

Run Date: 09/20/2021

Run Time: 21:08:00

Page: 6

PAYMENT DATES 00/00/00 THROUGH 00/00/00
SERVICE DATES 01/01/20 THROUGH 12/31/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

3,861.
944 .
1,750.
18,070.
61,657.
3,043.
944 .
42,835.
20,649.
0.
4,342.
0

200.

4,333.

0.

250.

0.

799.

951.

14,518.
0

571.
0.
0.
8,813.
0.
23,394.
0.
6,504.
0.
5,880.
0

0.
0.

0.
51,593.

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES
86,013.00

0.00

0.00

0.00

0.00
1,977,346.99
304,768.00

0.00

0.00

=
=

o O
o O
o O

528,87

127,22

OOWOOOOODOWOOOO
o
o

10,502,726.72
0.00
10,502,726.72

NONCOVERED CHARGES
0

N
w
~
w
=
o
o
o

223,134.63

OOOOOOOOO
o
o

631,008.18
0.00
631,008.18



Report : CLM-0806-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:08:07
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 7
SUMMARY TYPE IV
ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES

COFFEE REGIONAL MEDICAL CENTER PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
1101 OCILLA RD 000000448A SERVICE DATES 01/01/20 THROUGH 12/31/20
DOUGLAS, GA 31533-2207 ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————

TOTAL CHARGES 197,348.02 ADJUSTMENTS 0.00

COVERED CHARGES 109,975.02 CONTRACTUAL ALLOW 92,872.70

NON-COVERD CHARGES 87,373.00 TOTAL MEDICAID LIAB 17,102.32

LESS: COB 17,087.32

LESS: COPAYMENT 15.00

ADD: ADDON PYMT 0.00

REIMBURSEMENT 0.00

ALL OTHER 0.00

FEE SCHEDULE-LAB 0.00

INJECTABLE DRUGS 0.00

TOTAL NUMBER OF CLAIMS 31



Report CLM-0806-0
Process CLMJO800
Location: CLMP800O

COFFEE REGIONAL MEDICAL CENTER

1101 OCILLA RD
DOUGLAS, GA 31533-2207

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

2,890.
2,876.
0.
2,764.
13,919.
0.

872.
4,224.
16,190.
0.
1,626.
4,942.
0.
7,335.
1,530.
0.

823.

2,25

i
~
O
foe]
~J

OO OO

15,056.

QOO OOHOODODOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE IV

ZERO PAID OUTPATIENT PAID CLAIMS - %

OF CHARGES

PROVIDER NUMBER

000000448A

PART I

I

Run Date: 09/20/2021

Run Time: 21:08:07

Page: 8

PAYMENT DATES 00/00/00 THROUGH 00/00/00
SERVICE DATES 01/01/20 THROUGH 12/31/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

2,06

OO OOOWOODODOOOOOOOOOOOOOOOONODODOOOHOOOO

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

OO OO
o
o

=
=
w
(o))
w
o
o

’

15,99

w
w
[elel JolololololoN YolololololololoXe]
o
o

109,975.02
0.00
109,975.02

NONCOVERED CHARGES

82,81

OO0 OOOOWOOOOODOOOODWOOOOO
o
o

87,373.00
0.00
87,373.00



Report : CLM-0808-0
Process : CLMJO800
Location: CLMP800O

COFFEE REGIONAL MEDICAL CENTER
1101 OCILLA RD
DOUGLAS, GA 31533-2207

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

Run Date: 09/20/2021

MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:08:08
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 9
SUMMARY TYPE V

OUTPATIENT PAID CLAIMS - FIXED FEE
PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
000000448A SERVICE DATES 01/01/20 THROUGH 12/31/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 373,890.39 ADJUSTMENTS 313.28
COVERED CHARGES 362,050.39 CONTRACTUAL ALLOW 344,193.28
NON-COVERD CHARGES 11,840.00 TOTAL MEDICAID LIAB 17,857.11
LESS: COB 0.00
LESS: COPAYMENT 138.00
ADD: ADDON PYMT 0.00
REIMBURSEMENT 17,719.11
TOTAL NUMBER OF CLAIMS 243



Report CLM-0808-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE

COFFEE REGIONAL MEDICAL CENTER
1101 OCILLA RD
DOUGLAS, GA 31533-2207

PROVIDER NUMBER
000000448A

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

Run Date: 09/20/2021

Run Time: 21:08:08

Page: 10

00/00/00 THROUGH 00/00/00
01/01/20 THROUGH 12/31/20
00/00/00 THROUGH 00/00/00

COVERED CHARGES

PHARMACY-GENERAL 11,287.00 17.00 OTHER LAB 1,429.00
MED/SURG SUPPLY 2,692.00 1,048.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 22,349.00 0.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 53,886.00 5,138.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 0.00 0.00 FEE SCHEDULE LAB 105,114.00
EKG/ECG 5,649.00 0.00 MRI SERVICES 0.00
IV THERAPY 31,313.00 528.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 0.00 0.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 1,350.00 0.00 FREE STANDING CLINIC 0.00
ANESTHESIA 0.00 0.00 AMBULANCE 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 114,107.15 0.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 0.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 2,490.00
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 0.00 0.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 4,891.00 959.00 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00

BLOOD STORAGE & PRO. 0.00 0.00

ONCOLOGY 0.00 0.00

NUCLEAR MEDICINE 0.00 0.00

AUDIOLOGY 0.00 0.00

CARDIOLOGY 2,919.00 0.00

AMBULATORY SURGERY 0.00 0.00

OSTEOPATHIC SERVICES 0.00 0.00

EEG 0.00 0.00

ORGAN ACQUISITION 0.00 0.00

TREATMENT/OBSERV. RM 2,574.24 0.00

TOTAL ANCILLARY 362,050.39
TOTAL ACCOMODATIONS 0.00

TOTAL CHARGES

362,050.39

NONCOVERED CHARGES

OO OO
o
o

w
w
(o))
w

~J
[ee)
[oleojololololololoBNlolololololololole]
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11,840.00
0.00
11,840.00



Report : CLM-0810-0
Process : CLMJO800
Location: CLMP800O

COFFEE REGIONAL MEDICAL CENTER
1101 OCILLA RD
DOUGLAS, GA 31533-2207

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

Run Date: 09/20/2021

MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:08:09
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 11
SUMMARY TYPE VI

ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE
PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
000000448A SERVICE DATES 01/01/20 THROUGH 12/31/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 11,068.00 ADJUSTMENTS 0.00
COVERED CHARGES 7,543.00 CONTRACTUAL ALLOW 7,308.04
NON-COVERD CHARGES 3,525.00 TOTAL MEDICAID LIAB 234.96
LESS: COB 231.96
LESS: COPAYMENT 3.00
ADD: ADDON PYMT 0.00
REIMBURSEMENT 0.00
TOTAL NUMBER OF CLAIMS 3



Report CLM-0810-0
Process CLMJO800
Location: CLMP800O

COFFEE REGIONAL MEDICAL CENTER

1101 OCILLA RD
DOUGLAS, GA 31533-2207

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

21.

0.

0.
577.
3,497.

[eoleolololololololololol Nolololololololololol Velolololole o]

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI

ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER

000000448A

PART II

NONCOVERED CHARGES
0

0.
0.
0.
3,497.

jeoleloleololololololololololololololololololololololololololele]

Run Date: 09/20/2021

Run Time: 21:08:09

Page: 12

PAYMENT DATES 00/00/00 THROUGH 00/00/00
SERVICE DATES 01/01/20 THROUGH 12/31/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00

ANCILLARY SERVICES

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

[ee)

N
NOODODOO
o o

o o

OO0 OOOOOOOOOOOOOO
o
o

7,543.00
0.00
7,543.00

NONCOVERED CHARGES

OO OOOOOOOOOOOODOOOOVOOOOO
o
o

3,525.00
0.00
3,525.00



Report : CLM-0812-0
Process : CLMJO800
Location: CLMP800O

COFFEE REGIONAL MEDICAL CENTER
1101 OCILLA RD
DOUGLAS, GA 31533-2207

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

Run Date: 09/20/2021

MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:08:10
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 13
SUMMARY TYPE VII

OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE
PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
000000448A SERVICE DATES 01/01/20 THROUGH 12/31/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 3,456,837.69 ADJUSTMENTS 156,145.48
COVERED CHARGES 3,309,785.57 CONTRACTUAL ALLOW 2,959,757.28
NON-COVERD CHARGES 147,052.12 TOTAL MEDICAID LIAB 350,028.29
LESS: COB 0.00
LESS: COPAYMENT 57.00

ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

0.
349,971.29



Report CLM-0812-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

COFFEE REGIONAL MEDICAL CENTER
1101 OCILLA RD
DOUGLAS, GA 31533-2207

PROVIDER NUMBER
000000448A

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

PHARMACY-GENERAL 35,860.00 594.00 OTHER LAB 3,244,
MED/SURG SUPPLY 101,254.00 812.00 RECREATIONAL THERAPY

LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING
RADIOLOGY-DIAGNOSTIC 39,734.00 47,061.00 OTHER THERAPEUTIC SVC

CT SCAN 5,189.00 0.00 SPECIAL CHARGES 0.
PHYSICAL THERAPY 1,457.00 1,485.00 FEE SCHEDULE LAB 27,113.
EKG/ECG 6,104.00 0.00 MRI SERVICES

IV THERAPY 11,017.00 320.00 PROFESSIONAL FEES

OPERATING ROOM 937,405.00 16,639.00 DURABLE MED. EQUIP.

LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY

RESPIRATORY SERVICES 4,298.00 0.00 FREE STANDING CLINIC

ANESTHESIA 58,721.00 0.00 AMBULANCE

GI SERVICES 0.00 0.00 CAST ROOM

EMERGENCY ROOM 2,452.00 0.00 SPECIAL SERVICES

RECOVERY ROOM 15,300.00 0.00 DRUG-SPECIFIC/HOME IV

LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 980,00
RADIOLOGY THERAPEUTIC 34,640.00 654.00 HOME HEALTH SERVICES

OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES

SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE

RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE

OUTPATIENT SERVICES 0.00 0.00 O/P SPECIAL RESIDENCE

CLINIC SERVICES 0.00 0.00 TRAUMA RESPONSE

PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 463,15
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS

OTHER IMAGING SERVICE 8,459.00 0.00 NO CC/INVALID REV CODE

BLOOD 0.00 0.00

BLOOD STORAGE & PRO. 0.00 0.00

ONCOLOGY 0.00 0.00

NUCLEAR MEDICINE 0.00 400.00

AUDIOLOGY 0.00 0.00

CARDIOLOGY 215,139.00 0.00

AMBULATORY SURGERY 0.00 0.00

OSTEOPATHIC SERVICES 0.00 0.00

EEG 0.00 0.00

ORGAN ACQUISITION 0.00 0.00

TREATMENT/OBSERV. RM 359,235.51 38,941.00

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

Run Date: 09/20/2021

Run Time: 21:08:10

Page: 14

00/00/00 THROUGH 00/00/00
01/01/20 THROUGH 12/31/20
00/00/00 THROUGH 00/00/00

OCONOOOOODOVOOODOOOOOO

COVERED CHARGES
0.

0.
0.

3,309,785.57

0.00

3,309,785.57

NONCOVERED CHARGES

OO OO
o
o

=
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38,15

147,052.12
0.00
147,052.12



Report : CLM-0814-0
Process : CLMJO800
Location: CLMP800O

COFFEE REGIONAL MEDICAL CENTER
1101 OCILLA RD
DOUGLAS, GA 31533-2207

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VIII
ZERO PAID OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PROVIDER NUMBER PAYMENT DATES
000000448A SERVICE DATES
ADMISSION DATES

** NO DATA **

** END OF REPORT **

Run
Run

00/00/00
01/01/20
00/00/00

Date: 09/20/2021
Time: 21:08:11
Page: 15
THROUGH 00/00/00

THROUGH 12/31/20
THROUGH 00/00/00



Report CLM-0800-0
Process CLMJO800
Location: CLMP800O

COLISEUM MEDICAL CENTERS

350 HOSPITAL DR
MACON,GA 31217-3838

ROUTINE SERVICES

ROUTINE CARE
ROUTINE NURSERY
SWING BED

LEAVE OF ABSENCE
TOTAL ROUTINE

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

TOTAL ACCOMODATIONS

COVERED

5,316
134

0

0
5,450

OO OOOO

831
6,281

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER
0000004592

PAYMENT DATES O
SERVICE DATES O
ADMISSION DATES O

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

77,473,551.78
75,990,188.78
1,483,363.00

ADJUSTMENTS

TOTAL MEDICAI
LESS: COB

Run
Run

0/00/00
7/01/19
0/00/00

CONTRACTUAL ALLOW

D LIAB

LESS: COPAYMENT

ADD: ADDO
REIMBURSEMENT

TOTAL NUMBER OF ADMISS

PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

DAYS

NONCOVERED COVERED

11,356,749.00
301,048.00
0.00

ODOOOO

0.
11,657,797.00

441,159.00
3,571,792.00
16,511.00

ODOOOOOO
O
o

4,029,462.00

(] OO OOODODODOOOO

15,687,259.00

N PYMT

IONS

CHARGES

Date: 09/20/2021
Time: 21:08:19
Page: 1

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

824,179.41
65,120,932.68
10,869,256.10

160,238.13

300.00
2,898.00
10,711,615.97

1,185

NONCOVERED

OO OO
o
o

o OO OOOOOOOO
o
o



Report CLM-0800-0
Process CLMJO800
Location: CLMP800O

COLISEUM MEDICAL CENTERS
350 HOSPITAL DR
MACON,GA 31217-3838

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES
5,098,914.40
2,062,261.46

15,506,428.89
2,137,289.13
3,987,671.00
1,026,142.44
665,220.18
17,545.00
4,064,966.08
181,559.00
2,444,563.60
867,105.00
294,513.11
2,385,626.00
504,307.00
205,341.00
0.00
655,163.84
242,019.00
345,507.00

0.
11,611.00

0.

0.
567,764.00

0.
600,079.00

0.
148,479.00

0.
4,097,481.40

0.

0.
63,238.10

0.
25,607.00

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER

0000004592

PART II

NONCOVERED CHARGES
0

850.
0.

0.
1,123,504,

ANCILLARY SERVICES

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

COVERED CHARGES
364,114.00
0.00

1,353,58

9,526,68

852,14

lolelofololololololtlolololololololol lololoNe)
o
o

60,302,929.78
15,687,259.00
75,990,188.78

Run
Run

00/00/00
07/01/19
00/00/00

Date: 09/20/2021
Time: 21:08:19
Page: 2
THROUGH 00/00/00

THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

=
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o
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o O
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o
o

o
~
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o
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263,353.50

NOODODODODODODODODOOO
o
o

1,483,363.00
0.00
1,483,363.00



Report : CLM-0802-0
Process CLMJO800
Location: CLMP800O

COLISEUM MEDICAL CENTERS

350 HOSPITAL DR
MACON,GA 31217-3838

ROUTINE SERVICES

ROUTINE CARE
ROUTINE NURSERY
SWING BED

LEAVE OF ABSENCE
TOTAL ROUTINE

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

TOTAL ACCOMODATIONS

COVERED

N

ROOoOWN

(o)} [leleolelololeololelt) i)

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:08:24
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 4

SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00

0000004592 SERVICE DATES 07/01/19 THROUGH 06/30/20

ADMISSION DATES 00/00/00 THROUGH 00/00/00

—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————

TOTAL CHARGES 357,864.50 ADJUSTMENTS 0.00

COVERED CHARGES 357,864.50 CONTRACTUAL ALLOW 294,420.31

NON-COVERD CHARGES 0.00 TOTAL MEDICAID LIAB 63,444.19

LESS: COB 63,633.19

LESS: COPAYMENT 0.00

ADD: ADDON PYMT 189.00

REIMBURSEMENT 0.00

TOTAL NUMBER OF ADMISSIONS 8
PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

DAYS CHARGES

NONCOVERED COVERED NONCOVERED

0 25,458.00 0.00

0 32,753.00 0.00

0 0.00 0.00

0 0.00 0.00

0 58,211.00 0.00

0 0.00 0.00

0 16,515.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 16,515.00 0.00

0 74,726.00 0.00



Report CLM-0802-0
Process CLMJO800
Location: CLMP800O

COLISEUM MEDICAL CENTERS
350 HOSPITAL DR
MACON,GA 31217-3838

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES
4,959.25
27,633.50
45,207.50
28,750.50
6,930.00
0.00
539.00
567.00
70,516.00
23,397.00
428.25
1,706.00
0.00
5,719.00
17,266.00

9,69

OO0 OCOOOOOHOOJOOOOOO
O
O

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

PROVIDER NUMBER

0000004592

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

jeojejeolololololololololololololololololololololololololololololololeolele]

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES
5,356.00

19,98

14,24

OCOWVWOOOOOONOODOOODOODOOOOOOO
o
o

283,138.50
74,726.00
357,864.50

n Date: 09/20/2021
n Time: 21:08:24
Page: 5

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]
o
o

0.00
0.00
0.00



Report : CLM-0804-0
Process : CLMJO800
Location: CLMP800O

COLISEUM MEDICAL CENTERS
350 HOSPITAL DR
MACON,GA 31217-3838

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE III

OUTPATIENT PAID CLAIMS - % OF CHARGES

Ru
Ru

PROVIDER NUMBER PAYMENT DATES 00/00/00

0000004592 SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

—————————————— CHARGES-——————————————— -—-——————-————-PAYMENTS

TOTAL CHARGES 21,954,364.36 ADJUSTMENTS

COVERED CHARGES 18,014,799.83 CONTRACTUAL ALLOW

NON-COVERD CHARGES 3,939,564.53 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB
INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:08:25
Page: 6

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

160,235.49
16,715,128.02
1,299,671.81
577.07

952.14

0.00
1,298,142.60
1,151,441.20
138,959.84
7,741.56

3,841



Report CLM-0804-0
Process CLMJO800
Location: CLMP800O

COLISEUM MEDICAL CENTERS
350 HOSPITAL DR
MACON,GA 31217-3838

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES
272,745.04
460,899.00

0.00
1,487,008.75
2,937,960.00

0.00

494,633.00
501,624.00
1,020,549.08
10,156.00
48,986.50
359,324.00
159,228.00
4,366,476.00
255,996.00

ODOOOOOO
O
o

4,848.00
377,392100
22,802:00
35,oog:oo
331,29%100

0.00
2,292.00
0

120,099.00

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

Run Date: 09/20/2021

MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:08:25
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 7
SUMMARY TYPE III
OUTPATIENT PAID CLAIMS - % OF CHARGES
PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
0000004592 SERVICE DATES 07/01/19 THROUGH 06/30/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00
PART II ANCILLARY SERVICES

NONCOVERED CHARGES

COST CENTER

COVERED CHARGES

271,699.50 OTHER LAB 212,214.00
108,999.75 RECREATIONAL THERAPY 0.00
0.00 EDUCATION & TRAINING 0.00
34,838.75 OTHER THERAPEUTIC SVC 0.00
1,261,130.00 SPECIAL CHARGES 0.00
8,938.00 FEE SCHEDULE LAB 4,207,312.25
7,007.00 MRI SERVICES 67,238.25
4,690.00 PROFESSIONAL FEES 0.00
458,757.92 DURABLE MED. EQUIP. 0.00
1,521.00 REHAB THERAPY 0.00
11,017.75 FREE STANDING CLINIC 0.00
7,346.00 AMBULANCE 0.00
29,329.00 CAST ROOM 0.00
5,929.00 SPECIAL SERVICES 0.00
0.00 DRUG-SPECIFIC/HOME IV 0.00
0.00 INJECTABLE DRUGS 219,597.71
0.00 HOME HEALTH SERVICES 0.00
3,004.00 HOSPICE SERVICES 0.00
2,465.00 ACTIVITIES OF DAILY LIFE 0.00
0.00 PATIENT CONVENIENCE 0.00
0.00 0/P SPECIAL RESIDENCE 0.00
4,108.00 TRAUMA RESPONSE 0.00
21,513.00 IMPL DEV CHARGE PATIENTS 38,905.25
0.00 GENE THERAPY DRUGS 0.00
243,834.00 NO CC/INVALID REV CODE 214.00
0.00
1,824.00
0.00
3,590.00
0.00
685,443.75
0.00
0.00
0.00
0.00
29,618.00

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

18,014,799.83
0.00
18,014,799.83

NONCOVERED CHARGES
0

0.00
0.00
0.00

0
484,508.60
69,367.75

OO OOOO
o
o

2,650.00
160,240.26

16,19

[eleiNololololole]
o
o

3,939,564.53
0.00
3,939,564.53



Report : CLM-0806-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE IV
ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES

Ru
Ru

COLISEUM MEDICAL CENTERS PROVIDER NUMBER PAYMENT DATES 00/00/00
350 HOSPITAL DR 000000459A SERVICE DATES 07/01/19
MACON,GA 31217-3838 ADMISSION DATES 00/00/00
—————————————— CHARGES-——--=-==————————— —-—-—--———----—-PAYMENTS
TOTAL CHARGES 225,366.78 ADJUSTMENTS
COVERED CHARGES 133,687.75 CONTRACTUAL ALLOW
NON-COVERD CHARGES 91,679.03 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB
INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:08:35
Page: 9

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00



Report CLM-0806-0
Process CLMJO800
Location: CLMP800O

COLISEUM MEDICAL CENTERS
350 HOSPITAL DR
MACON,GA 31217-3838

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE IV
ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES
PROVIDER NUMBER
0000004592

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COVERED CHARGES NONCOVERED CHARGES COST CENTER

Run Date: 09/20/2021

Run Time: 21:08:35

Page: 10

00/00/00 THROUGH 00/00/00
07/01/19 THROUGH 06/30/20
00/00/00 THROUGH 00/00/00

COVERED CHARGES

1,916.50 2,596.25 OTHER LAB 4,018.00
1,736.25 2,215.00 RECREATIONAL THERAPY 0.00
0.00 0.00 EDUCATION & TRAINING 0.00
15,794.25 0.00 OTHER THERAPEUTIC SVC 0.00
0.00 19,373.00 SPECIAL CHARGES 0.00
0.00 0.00 FEE SCHEDULE LAB 24,570.25
2,643.00 1,078.00 MRI SERVICES 0.00
2,516.00 0.00 PROFESSIONAL FEES 0.00
4,586.00 0.00 DURABLE MED. EQUIP. 0.00
411.00 0.00 REHAB THERAPY 0.00
649.50 0.00 FREE STANDING CLINIC 0.00
3,436.00 0.00 AMBULANCE 0.00
0.00 4,020.00 CAST ROOM 0.00
26,729.00 0.00 SPECIAL SERVICES 0.00
3,000.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
0.00 0.00 INJECTABLE DRUGS 1,964.00
0.00 0.00 HOME HEALTH SERVICES 0.00
0.00 0.00 HOSPICE SERVICES 0.00
0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
0.00 0.00 PATIENT CONVENIENCE 0.00
0.00 0.00 0/P SPECIAL RESIDENCE 0.00
0.00 0.00 TRAUMA RESPONSE 0.00
0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
0.00 0.00 GENE THERAPY DRUGS 0.00
13,082.00 13,691.00 NO CC/INVALID REV CODE 0.00

0.00 0.00

0.00 0.00

0.00 0.00

0.00 0.00

0.00 0.00

26,636.00 27,764.00

0.00 0.00

0.00 0.00

0.00 0.00

0.00 0.00

0.00 0.00
TOTAL ANCILLARY 133,687.75
TOTAL ACCOMODATIONS 0.00

TOTAL CHARGES

133,687.75

NONCOVERED CHARGES
0

0.00

0.00

0.00

0.00

34.
10,351.

1,99

8,56

OCOUIOOOOOOOOODOOOOOO
w
w

91,679.03
0.00
91,679.03



Report : CLM-0808-0
Process : CLMJO800
Location: CLMP800O

COLISEUM MEDICAL CENTERS
350 HOSPITAL DR
MACON,GA 31217-3838

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

Run Date: 09/20/2021

MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:08:36
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 11
SUMMARY TYPE V

OUTPATIENT PAID CLAIMS - FIXED FEE
PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
0000004592 SERVICE DATES 07/01/19 THROUGH 06/30/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 1,837,414.02 ADJUSTMENTS 64.13
COVERED CHARGES 1,517,070.17 CONTRACTUAL ALLOW 1,475,046.79
NON-COVERD CHARGES 320,343.85 TOTAL MEDICAID LIAB 42,023.38
LESS: COB 0.00
LESS: COPAYMENT 933.00
ADD: ADDON PYMT 0.00
REIMBURSEMENT 41,090.38

TOTAL NUMBER OF CLAIMS



Report CLM-0808-0
Process CLMJO800
Location: CLMP800O

COLISEUM MEDICAL CENTERS
350 HOSPITAL DR
MACON,GA 31217-3838

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES
19,079.62
909.00
0.00
136,171.50
100,311.00
0.00
24,891.00
43,747.00
0.00

0.00
852.50
0.00

0.
730,244.00

foe]
~
foe]
~J
OO OODODODODOOOO
O O
O O

3,363.00
0.
2,657.00

ODOOOOOO
O
O

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER

0000004592

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

18,815.
51.

0.
2,564.
223,558.
0.

539.

=
=
o

OO0 OOWOOOROONOODOODODODODOOOOOO

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES
15,636.00

0.00

0.00

0.00

0.
416,821.75

13,50

OCOOOOOOOOVOOODOOOOOO
[ee)
o

1,517,070.17
0.00
1,517,070.17

n Date: 09/20/2021
n Time: 21:08:36
Page: 12

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

OO OO
o
o

w
o~
~J
[ee)
o
[ee)
w

’

10,83

OO OOOOOONOOODOOOOOO
N
w

320,343.85
0.00
320,343.85



Report : CLM-0810-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH

Run Date: 09/20/2021

Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:08:38
Location: CLMP800O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 13
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE
COLISEUM MEDICAL CENTERS PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
350 HOSPITAL DR 000000459A SERVICE DATES 07/01/19 THROUGH 06/30/20
MACON, GA 31217-3838 ADMISSION DATES 00/00/00 THROUGH 00/00/00

—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 60,140.25 ADJUSTMENTS 0.00
COVERED CHARGES 44,595.00 CONTRACTUAL ALLOW 44,054.96
NON-COVERD CHARGES 15,545.25 TOTAL MEDICAID LIAB 540.04

LESS: COB 528.04

LESS: COPAYMENT 12.00

ADD: ADDON PYMT 0.00
REIMBURSEMENT 0.00

TOTAL NUMBER OF CLAIMS 9



Report CLM-0810-0
Process CLMJO800
Location: CLMP800O

COLISEUM MEDICAL CENTERS
350 HOSPITAL DR
MACON,GA 31217-3838

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

523.

0.

3,302.
0

0.
1,052.
212.
2,802.
0.

0.
1,588.
0.
11,115.

lojeleolololololololololololololololololelele]

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER

0000004592

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

86.

52.

0.

0.
15,051.

=
u
QOO0 OOOOOOOOOIOINODODOOODOOOOODODOOOOO

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES
2,038.00

17,30

OCOOOOOOOOHOOOOOOOOO
o
o

44,595.00
0.00
44,595.00

n Date: 09/20/2021
n Time: 21:08:38
Page: 14

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]
o
o

15,545.25
0.00
15,545.25



Report : CLM-0812-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

Ru
Ru

COLISEUM MEDICAL CENTERS PROVIDER NUMBER PAYMENT DATES 00/00/00
350 HOSPITAL DR 000000459A SERVICE DATES 07/01/19
MACON,GA 31217-3838 ADMISSION DATES 00/00/00
—————————————— CHARGES-——=--=-=—————————— —-—-—--———----—-PAYMENTS
TOTAL CHARGES 1,546,766.87 ADJUSTMENTS
COVERED CHARGES 1,386,688.87 CONTRACTUAL ALLOW
NON-COVERD CHARGES 160,078.00 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:08:39
Page: 15

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

76,884.12



Report CLM-0812-0
Process CLMJO800
Location: CLMP800O

COLISEUM MEDICAL CENTERS
350 HOSPITAL DR
MACON,GA 31217-3838

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PROVIDER NUMBER
0000004592

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES
COVERED CHARGES

NONCOVERED CHARGES COST CENTER

Ru
Ru

00/00/00
07/01/19
00/00/00

COVERED CHARGES

n Date: 09/20/2021
n Time: 21:08:39
Page: 16

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

31,548.62 3,215.25 OTHER LAB
108,513.75 27,790.25 RECREATIONAL THERAPY
0.00 0.00 EDUCATION & TRAINING
8,593.00 0.00 OTHER THERAPEUTIC SVC
0.00 0.00 SPECIAL CHARGES
0.00 4,532.00 FEE SCHEDULE LAB 34,88
5,799.00 0.00 MRI SERVICES
0.00 0.00 PROFESSIONAL FEES
687,335.75 14,564.00 DURABLE MED. EQUIP.
0.00 0.00 REHAB THERAPY
56.00 0.00 FREE STANDING CLINIC
86,645.00 0.00 AMBULANCE
0.00 0.00 CAST ROOM
0.00 0.00 SPECIAL SERVICES
32,772.00 0.00 DRUG-SPECIFIC/HOME IV
0.00 0.00 INJECTABLE DRUGS 13,42
0.00 0.00 HOME HEALTH SERVICES
0.00 3,331.00 HOSPICE SERVICES
0.00 0.00 ACTIVITIES OF DAILY LIFE
0.00 0.00 PATIENT CONVENIENCE
0.00 0.00 0/P SPECIAL RESIDENCE
0.00 0.00 TRAUMA RESPONSE
0.00 0.00 IMPL DEV CHARGE PATIENTS 155,21
0.00 0.00 GENE THERAPY DRUGS
1,912.00 2,346.00 NO CC/INVALID REV CODE
0.00 0.00
7,958.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
212,026.00 27,498.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

[eleldeololololeoloBNlololololololololol Yolololole]
o
o

1,386,688.87
0.00
1,386,688.87

OO OO
o
o

=
i
N
\S)
N
w

’

4,94

70,43

OONOOODODOOJOOODDODDODODODDOODOOO
o
o

160,078.00
0.00
160,078.00



Report : CLM-0814-0
Process : CLMJO800
Location: CLMP800O

COLISEUM MEDICAL CENTERS
350 HOSPITAL DR
MACON,GA 31217-3838

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VIII
ZERO PAID OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PROVIDER NUMBER PAYMENT DATES
000000459A SERVICE DATES
ADMISSION DATES

** NO DATA **

** END OF REPORT **

Run
Run

00/00/00
07/01/19
00/00/00

Date: 09/20/2021
Time: 21:08:40
Page: 17

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00



Report CLM-0800-0
Process CLMJO800
Location: CLMP800O

PIEDMONT NEWNAN HOSPITAL INC
745 POPLAR ROAD
NEWNAN, GA 30265-1618

COVERED
ROUTINE SERVICES

ROUTINE CARE 2,264
ROUTINE NURSERY 360
SWING BED 0
LEAVE OF ABSENCE 0
TOTAL ROUTINE 2,624

SPECIAL CARE SERVICES

CCu
ICU 70
NICU

PED ICU

NEURO ICU

SHOCK TRAUMA
BURN UNIT
HOSPICE

REHAB

PRTF

TOTAL SPEC CARE

OO0 OOWUIO

~J
=
i

TOTAL ACCOMODATIONS 3,338

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

DAYS

SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER PAYMENT DATES 00/00/00
000000492A SERVICE DATES 07/01/19

ADMISSION DATES 00/00/00
—————————————— CHARGES-—-—————————————— -———————-———-PAYMENTS

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

35,702,730.58
35,615,652.69
87,077.89

ADJUSTMENTS
CONTRACTUAL ALLOW
TOTAL MEDICAID LIAB
LESS: COB
LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF ADMISSIONS

PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

CHARGES

NONCOVERED COVERED

3,104,392.00
619,216.00
0.00

ODOOOO

0.
3,723,608.00

0.
2,587,373.00
38,840.00

ODOOOOOO
O
o

2,626,213.00

(] OO OOODODODOOOO

6,349,821.00

n Date: 09/20/2021
n Time: 21:46:09
Page: 1

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

803,285.67
28,440,846.08
7,174,806.61
55,328.00
175.00
5,103.00
7,124,406.61

NONCOVERED

ww
OO OO
o
o

o OO OOOOOOOO
o
o

w



Report CLM-0800-0
Process CLMJO800
Location: CLMP800O

PIEDMONT NEWNAN HOSPITAL INC

745 POPLAR ROAD
NEWNAN, GA 30265-1618

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

4,529,988.
649,011.
5,552,298.
420,782.
2,515,792.
199,068.
390,328.
815,732.
2,510,470.
673,937.
2,984,080.
263,917.
306,099.
1,750,692.
509,659.
123,234.
7,598.
95,784.
80,829.
430,683.

0.
32,239.
0

0.
247,761.
0.
855,200.
0.
102,279.
0.
1,177,833.
0

0.
75,159.
0.
349,394.

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER

0000004922

PART II

NONCOVERED CHARGES
0.

1,896.

0

0.
9,895,

=
(o))

O
o
ONOOODOOOOODOOOOODOOOOOO

’

38,830.
0.
19, 464.

ODOOOOOO

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES
267,633.00

499,20

849,14

OORROOOOOOOOOOOOOODODWOOOOO
o
o

29,265,831.69
6,349,821.00
35,615,652.69

n Date: 09/20/2021
n Time: 21:46:09
Page: 2

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]
o
o

87,047.89
30.00
87,077.89



Report CLM-0802-0
Process CLMJO800
Location: CLMP800O

PIEDMONT NEWNAN HOSPITAL INC
745 POPLAR ROAD
NEWNAN, GA 30265-1618

COVERED
ROUTINE SERVICES

ROUTINE CARE 3
ROUTINE NURSERY

SWING BED

LEAVE OF ABSENCE

TOTAL ROUTINE 4

OO O Jww

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

POOOOOOOOrO

TOTAL ACCOMODATIONS 4

~J

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

PROVIDER NUMBER PAYMENT DATES O

Run Date: 09/20/2021

Run Time: 21:46:13
Page: 3
0/00/00 THROUGH 00/00/00

0000004922 SERVICE DATES 07/01/19 THROUGH 06/30/20

ADMISSION DATES 00/00/00 THROUGH 00/00/00

—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————

TOTAL CHARGES 424,109.51 ADJUSTMENTS 0.00

COVERED CHARGES 424,109.51 CONTRACTUAL ALLOW 388,477.13

NON-COVERD CHARGES 0.00 TOTAL MEDICAID LIAB 35,632.38

LESS: COB 35,884.38

LESS: COPAYMENT 0.00

ADD: ADDON PYMT 252.00

REIMBURSEMENT 0.00

TOTAL NUMBER OF ADMISSIONS 12
PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

DAYS CHARGES

NONCOVERED COVERED NONCOVERED

0 53,430.00 0.00

0 7,882.00 0.00

0 0.00 0.00

0 0.00 0.00

0 61,312.00 0.00

0 0.00 0.00

0 4,115.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 4,115.00 0.00

0 65,427.00 0.00



Report CLM-0802-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

PIEDMONT NEWNAN HOSPITAL INC
745 POPLAR ROAD
NEWNAN, GA 30265-1618

PROVIDER NUMBER
0000004922

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

PHARMACY-GENERAL 69,589.26 0.00 OTHER LAB 6,066.00
MED/SURG SUPPLY 7,446.49 0.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 69,109.00 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 3,662.00 0.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 33,444.00 0.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 830.00 0.00 FEE SCHEDULE LAB 0.00
EKG/ECG 4,527.00 0.00 MRI SERVICES 16,715.00
IV THERAPY 10,685.00 0.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 28,997.00 0.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 13,505.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 2,669.00 0.00 FREE STANDING CLINIC 0.00
ANESTHESIA 4,718.00 0.00 AMBULANCE 0.00
GI SERVICES 3,680.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 20,068.00 0.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 10,929.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 3,263.00 0.00 INJECTABLE DRUGS 0.00
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 1,694.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 1,190.00 0.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 1,346.76
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 0.00 0.00 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 2,942.00 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 0.00 0.00
AUDIOLOGY 0.00 0.00
CARDIOLOGY 31,546.00 0.00
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 10,061.00 0.00
TOTAL ANCILLARY 358,682.51
TOTAL ACCOMODATIONS 65,427.00

TOTAL CHARGES

Run Date: 09/20/2021

Run Time: 21:46:13

Page: 4

00/00/00 THROUGH 00/00/00
07/01/19 THROUGH 06/30/20
00/00/00 THROUGH 00/00/00

COVERED CHARGES

424,109.51

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]
o
o

0.00
0.00
0.00



Report : CLM-0804-0
Process : CLMJO800
Location: CLMP800O

PIEDMONT NEWNAN HOSPITAL INC
745 POPLAR ROAD
NEWNAN, GA 30265-1618

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE III

OUTPATIENT PAID CLAIMS - %
PROVIDER NUMBER
000000492A
—————————————— CHARGES

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run
MEDICAID MANAGEMENT INFORMATION SYSTEM Run
OF CHARGES
PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00
e PAYMENTS-—
30,995,460.12 ADJUSTMENTS
25,629,773.22 CONTRACTUAL ALLOW
5,365,686.90 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT

ADD: ADDON PYMT
REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB

INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

Date: 09/20/2021
Time: 21:46:14
Page: 5

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

1,504,960.82
22,218,475.72
3,411,297.50
1,582.52
4,677.38

0.00
3,405,037.60
1,731,718.43
121,401.83
1,551,917.34

4,022



Report CLM-0804-0
Process CLMJO800
Location: CLMP800O

PIEDMONT NEWNAN HOSPITAL INC

745 POPLAR ROAD
NEWNAN, GA 30265-1618

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES
408,045.98
556,983.27

0.00
615,879.00
3,037,667.00
7,687.00
360,651.00
1,278,844.00
1,929,896.92
12,363.00
111,692.00
246,659.00
128,322.00
3,948,868.00
402,246.00

0.
704,871.00

0.
483.00

OO OOO
O
O

579,855.00

9,872:00
160,262:00
669,97%:00

0.
313,288.00

0.
675,061.23

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE III

OUTPATIENT PAID CLAIMS - % OF CHARGES

PROVIDER NUMBER

0000004922

PART II

ANCILLARY SERVICES

NONCOVERED CHARGES
6,755.86

42,150.39

0.00

69,591.00
537,646.00
34,635.02
14,084.00
260,279.00
310,969.08

0.
61,264.00
0

53,324.00
18,819.00
0.00
0.00
748,895.00
11,080.00
9,072.00
80,541.00
0.00
5,389.00
0.

0.
71,647.00
5,292100
262,492:00
356,382:00

0.00
0.00

0.
52,490.00

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

Run Date: 09/20/2021

Run Time: 21:46:14

Page: 6

00/00/00 THROUGH 00/00/00
07/01/19 THROUGH 06/30/20
00/00/00 THROUGH 00/00/00

COVERED CHARGES
233,131.00

6,254,15

234,37

OCOUIOOOOOOWVWOODODOOOOO
O
O

25,629,773.22
0.00
25,629,773.22

NONCOVERED CHARGES
2,061.00
0.00

0.00

0.00

0.00
163,343.00
164,222.00
0.00

0.00
1,188.00

=
~J
o
o
w
=

’ ’

261,74

OCONOOOODODOVOOOOO
o
o

5,365,686.90
0.00
5,365,686.90



Report : CLM-0806-0
Process : CLMJO800
Location: CLMP800O

PIEDMONT NEWNAN HOSPITAL INC
745 POPLAR ROAD
NEWNAN, GA 30265-1618

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:46:23

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE IV
ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES

PROVIDER NUMBER PAYMENT DATES 00/00/00
000000492A SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

—————————————— CHARGES----—————----——— —----———--—-PAYMENTS

TOTAL CHARGES 3,054,502.30 ADJUSTMENTS

COVERED CHARGES 360,446.29 CONTRACTUAL ALLOW

NON-COVERD CHARGES 2,694,056.01 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT

ADD: ADDON PYMT
REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB

INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

Page: 7

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00



Report CLM-0806-0
Process CLMJO800
Location: CLMP800O

PIEDMONT NEWNAN HOSPITAL INC

745 POPLAR ROAD
NEWNAN, GA 30265-1618

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

8,991.
7,027.
0.
10,662.
43,319.
0.
8,048.
27,302.
41,650.
5,528.
1,887.
6,594.
0.
79,166.
15,948.
0.
2,869.

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE IV

ZERO PAID OUTPATIENT PAID CLAIMS - %

OF CHARGES

PROVIDER NUMBER

0000004922

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

332.
0.
0.

0.
40,583.
0

0.
4,873.
12,914.
0.

©

~
IS
=
N

OO OOOOOODODOOOOO

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

48,95

9,63

(o)}
OO WOOOODOOJOODODODDODODODDODODONDODDODODOOO
o
o

360,446.29
0.00
360,446.29

n Date: 09/20/2021
n Time: 21:46:23
Page: 8

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

2,612,39

N
\S)
OOWOOOOODODOJOODODODDODDODODOOO
o
o

2,694,056.01
0.00
2,694,056.01



Report : CLM-0808-0
Process : CLMJO800
Location: CLMP800O

PIEDMONT NEWNAN HOSPITAL INC
745 POPLAR ROAD
NEWNAN, GA 30265-1618

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

Run Date: 09/20/2021

MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:46:24
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 9
SUMMARY TYPE V

OUTPATIENT PAID CLAIMS - FIXED FEE
PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
0000004922 SERVICE DATES 07/01/19 THROUGH 06/30/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 331,258.69 ADJUSTMENTS 67.13
COVERED CHARGES 318,814.14 CONTRACTUAL ALLOW 309,751.59
NON-COVERD CHARGES 12,444.55 TOTAL MEDICAID LIAB 9,062.55
LESS: COB 0.00
LESS: COPAYMENT 177.00
ADD: ADDON PYMT 0.00
REIMBURSEMENT 8,885.55
TOTAL NUMBER OF CLAIMS 135



Report CLM-0808-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE

PIEDMONT NEWNAN HOSPITAL INC
745 POPLAR ROAD
NEWNAN, GA 30265-1618

PROVIDER NUMBER
0000004922

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

Run Date: 09/20/2021

Run Time: 21:46:24

Page: 10

00/00/00 THROUGH 00/00/00

07/01/19
00/00/00

COVERED CHARGES

PHARMACY-GENERAL 2,257.58 0.00 OTHER LAB 0.00
MED/SURG SUPPLY 132.00 0.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 10,066.00 0.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 54,540.00 0.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 0.00 0.00 FEE SCHEDULE LAB 54,230.00
EKG/ECG 5,533.00 0.00 MRI SERVICES 0.00
IV THERAPY 18,441.00 5,176.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 0.00 0.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 360.00 0.00 FREE STANDING CLINIC 0.00
ANESTHESIA 0.00 0.00 AMBULANCE 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 168,423.00 0.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 0.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 1,364.56
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 0.00 0.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 3,467.00 2,458.00 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 0.00 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 0.00 0.00
AUDIOLOGY 0.00 0.00
CARDIOLOGY 0.00 0.00
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 0.00 0.00
TOTAL ANCILLARY 318,814.14
TOTAL ACCOMODATIONS 0.00

TOTAL CHARGES

318,814.14

THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

1,03

[eleojololololololol VeolololololololololJolololole]

12,444.55
0.00
12,444.55



Report : CLM-0810-0
Process : CLMJO800
Location: CLMP800O

PIEDMONT NEWNAN HOSPITAL INC
745 POPLAR ROAD
NEWNAN, GA 30265-1618

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE
PROVIDER NUMBER PAYMENT DATES 00/00/00
000000492A SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00
—————————————— CHARGES-—-—————————————— -———————-———-PAYMENTS
TOTAL CHARGES 10,877.20 ADJUSTMENTS
COVERED CHARGES 10,775.60 CONTRACTUAL ALLOW
NON-COVERD CHARGES 101.60 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:46:25
Page: 11

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00



Report CLM-0810-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

PIEDMONT NEWNAN HOSPITAL INC
745 POPLAR ROAD
NEWNAN, GA 30265-1618

PROVIDER NUMBER
0000004922

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

Run Date: 09/20/2021

Run Time: 21:46:25

Page: 12

00/00/00 THROUGH 00/00/00

07/01/19
00/00/00

COVERED CHARGES

PHARMACY-GENERAL 16.00 0.00 OTHER LAB 0.00
MED/SURG SUPPLY 0.00 0.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 1,020.00 0.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 0.00 0.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 0.00 0.00 FEE SCHEDULE LAB 2,211.00
EKG/ECG 503.00 0.00 MRI SERVICES 0.00
IV THERAPY 2,511.00 0.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 0.00 0.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 0.00 0.00 FREE STANDING CLINIC 0.00
ANESTHESIA 0.00 0.00 AMBULANCE 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 4,099.00 0.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 0.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 15.60
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 0.00 0.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 0.00 0.00 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 0.00 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 0.00 0.00
AUDIOLOGY 0.00 0.00
CARDIOLOGY 0.00 0.00
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 0.00 0.00
TOTAL ANCILLARY 10,775.60
TOTAL ACCOMODATIONS 0.00

TOTAL CHARGES

10,775.60

THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

OO OOOOOOUIOOOOODOOOOONOOOOO

101.60
101.60



Report : CLM-0812-0
Process : CLMJO800
Location: CLMP800O

PIEDMONT NEWNAN HOSPITAL INC
745 POPLAR ROAD
NEWNAN, GA 30265-1618

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

Ru
Ru

PROVIDER NUMBER PAYMENT DATES 00/00/00

000000492A SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

—————————————— CHARGES-—--——-——————————— -—-——————-————-PAYMENTS

TOTAL CHARGES 3,559,781.98 ADJUSTMENTS

COVERED CHARGES 3,443,830.30 CONTRACTUAL ALLOW

NON-COVERD CHARGES 115,951.68 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:46:26
Page: 13

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

143,152.32
3,065,596.96
378,233.34
0.00

252.00

0.
377,981.34



Report CLM-0812-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PIEDMONT NEWNAN HOSPITAL INC
745 POPLAR ROAD
NEWNAN, GA 30265-1618

PROVIDER NUMBER
0000004922

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

PHARMACY-GENERAL 12,009.20 582.40 OTHER LAB

MED/SURG SUPPLY 85,922.46 3,840.72 RECREATIONAL THERAPY
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING
RADIOLOGY-DIAGNOSTIC 4,556.00 8,755.00 OTHER THERAPEUTIC SVC

CT SCAN 0.00 2,755.00 SPECIAL CHARGES

PHYSICAL THERAPY 0.00 1,365.00 FEE SCHEDULE LAB 12,
EKG/ECG 3,521.00 0.00 MRI SERVICES

IV THERAPY 27,424.00 459.00 PROFESSIONAL FEES
OPERATING ROOM 68,091.00 36,682.00 DURABLE MED. EQUIP.
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY
RESPIRATORY SERVICES 3,222.00 1,254.00 FREE STANDING CLINIC
ANESTHESIA 17,940.00 0.00 AMBULANCE

GI SERVICES 0.00 0.00 CAST ROOM

EMERGENCY ROOM 2,620.00 0.00 SPECIAL SERVICES
RECOVERY ROOM 12,535.00 0.00 DRUG-SPECIFIC/HOME IV
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 2,578,
RADIOLOGY THERAPEUTIC 254,495.00 0.00 HOME HEALTH SERVICES
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES

SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE
OUTPATIENT SERVICES 0.00 0.00 O/P SPECIAL RESIDENCE
CLINIC SERVICES 0.00 151.00 TRAUMA RESPONSE
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 165,
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS

OTHER IMAGING SERVICE 1,321.00 0.00 NO CC/INVALID REV CODE
BLOOD 0.00 0.00

BLOOD STORAGE & PRO. 0.00 0.00

ONCOLOGY 0.00 0.00

NUCLEAR MEDICINE 0.00 0.00

AUDIOLOGY 0.00 0.00

CARDIOLOGY 174,406.00 7,632.00

AMBULATORY SURGERY 0.00 0.00

OSTEOPATHIC SERVICES 0.00 0.00

EEG 0.00 0.00

ORGAN ACQUISITION 0.00 0.00

TREATMENT/OBSERV. RM 19,914.00 0.00

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

Run Date: 09/20/2021

Run Time: 21:46:26

Page: 14

00/00/00 THROUGH 00/00/00

07/01/19
00/00/00

i
fee)
(€]

[oleojololololololoRNlolololololololole]

07

29

OO OO

COVERED CHARGES

3,443,830.30

0.00

3,443,830.30

THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

~J

[eleNeolololololol VeolololololololololcJeololo ol e]

25,79

26,60

115,951.68
0.00
115,951.68



Report : CLM-0814-0
Process : CLMJO800
Location: CLMP800O

PIEDMONT NEWNAN HOSPITAL INC
745 POPLAR ROAD
NEWNAN, GA 30265-1618

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VIII
ZERO PAID OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PROVIDER NUMBER PAYMENT DATES
000000492A SERVICE DATES
ADMISSION DATES

** NO DATA **

** END OF REPORT **

Run
Run

00/00/00
07/01/19
00/00/00

Date: 09/20/2021
Time: 21:46:27
Page: 15

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00



Report CLM-0800-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE I
INPATIENT PAID CLAIMS

EMORY UNIVERSITY HOSPITAL MIDTOWN
550 PEACHTREE ST NE
ATLANTA,GA 30308-2247

PROVIDER NUMBER
0000005032

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

128,221,860.85
126,145,014 .44
2,076,846.41

ADJUSTMENTS

Ru
Ru

00/00/00
09/01/19
00/00/00

CONTRACTUAL ALLOW
TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT

ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF ADMISSIONS

PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

DAYS

COVERED NONCOVERED COVERED
ROUTINE SERVICES
ROUTINE CARE 12,062 0 19,619,215.00
ROUTINE NURSERY 1,472 0 3,227,173.00
SWING BED 0 0 0.00
LEAVE OF ABSENCE 0 0 0.00
TOTAL ROUTINE 13,534 0 22,846,388.00
SPECIAL CARE SERVICES
CCu 381 0 2,604,892.00
ICU 1,995 0 12,475,400.00
NICU 91 0 491,094.00
PED ICU 0 0 0.00
NEURO ICU 0 0 0.00
SHOCK TRAUMA 0 0 0.00
BURN UNIT 0 0 0.00
HOSPICE 0 0 0.00
REHAB 0 0 0.00
PRTF 0 0 0.00
TOTAL SPEC CARE 2,467 0 15,571,386.00
TOTAL ACCOMODATIONS 16,001 0 38,417,774.00

CHARGES

n Date: 09/20/2021
n Time: 21:15:47
Page: 1

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00

6,727,492.
95,555, 043.
30,589, 970.
439,519,
1,525.
7,686.
30,156,612.

2,354

NONCOVERED

OO OO
o
o

o OO OOOOOOOO
o
o



Report CLM-0800-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE I
INPATIENT PAID CLAIMS

EMORY UNIVERSITY HOSPITAL MIDTOWN
550 PEACHTREE ST NE
ATLANTA,GA 30308-2247

PROVIDER NUMBER
0000005032

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER
0

PHARMACY-GENERAL 5,116,185.85 .00 OTHER LAB 699,
MED/SURG SUPPLY 4,962,066.80 10,097.00 RECREATIONAL THERAPY
LABORATORY-GENERAL 19,893,154.00 0.00 EDUCATION & TRAINING
RADIOLOGY-DIAGNOSTIC 1,445,626.00 880.00 OTHER THERAPEUTIC SVC

CT SCAN 3,368,023.00 27,966.00 SPECIAL CHARGES

PHYSICAL THERAPY 1,239,412.00 0.00 FEE SCHEDULE LAB

EKG/ECG 611,164.00 0.00 MRI SERVICES 1,225,
IV THERAPY 880,707.00 0.00 PROFESSIONAL FEES

OPERATING ROOM 12,763,362.02 0.00 DURABLE MED. EQUIP.

LABOR/DELIVERY ROOM 918,007.00 678.00 REHAB THERAPY

RESPIRATORY SERVICES 6,823,619.00 0.00 FREE STANDING CLINIC

ANESTHESIA 2,510,684.00 0.00 AMBULANCE

GI SERVICES 527,571.00 0.00 CAST ROOM

EMERGENCY ROOM 3,231,513.00 0.00 SPECIAL SERVICES

RECOVERY ROOM 882,705.00 0.00 DRUG-SPECIFIC/HOME IV

LABORATORY PATHOLOGIC 740,809.00 0.00 INJECTABLE DRUGS 8,571,
RADIOLOGY THERAPEUTIC 149,105.00 0.00 HOME HEALTH SERVICES

OCCUPATIONAL THERAPY 575,079.00 0.00 HOSPICE SERVICES

SPEECH PATHOLOGY 219,719.12 0.00 ACTIVITIES OF DAILY LIFE

RENAL DIALYSIS 1,380,099.00 314,958.00 PATIENT CONVENIENCE

OUTPATIENT SERVICES 0.00 0.00 O/P SPECIAL RESIDENCE

CLINIC SERVICES 34,016.00 0.00 TRAUMA RESPONSE

PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 2,136,
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS

OTHER IMAGING SERVICE 599,988.00 488,793.00 NO CC/INVALID REV CODE 3,
BLOOD 0.00 0.00

BLOOD STORAGE & PRO. 2,208,629.40 396,642.00

ONCOLOGY 0.00 0.00

NUCLEAR MEDICINE 101,926.00 26,088.00

AUDIOLOGY 23,247.00 0.00

CARDIOLOGY 3,258,958.00 0.00

AMBULATORY SURGERY 0.00 0.00

OSTEOPATHIC SERVICES 0.00 0.00

EEG 381,378.00 0.00

ORGAN ACQUISITION 0.00 0.00

TREATMENT/OBSERV. RM 242,940.00 0.00

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

Run Date: 09/20/2021

Run Time: 21:15:47

Page: 2

00/00/00 THROUGH 00/00/00

09/01/19
00/00/00

0.
517.

70

809.
0.
950.

[eleololololol Jeololololololele]

COVERED CHARGES
341.
0.
228.
0.
0.

87,727,240.44
38,417,774.00
126,145,014 .44

THROUGH 08/31/20
THROUGH 00/00/00

NONCOVERED CHARGES
0

0.00

0.

367,092.

OO OODOOOOO
o
o

2,076,846.41
0.00
2,076,846.41



Report CLM-0802-0
Process CLMJO800
Location: CLMP800O

EMORY UNIVERSITY HOSPITAL MIDTOWN
550 PEACHTREE ST NE
ATLANTA,GA 30308-2247

COVERED
ROUTINE SERVICES
ROUTINE CARE 99
ROUTINE NURSERY 117
SWING BED 0
LEAVE OF ABSENCE 0
TOTAL ROUTINE 216
SPECIAL CARE SERVICES
ccu 0
ICU 9
NICU 1
PED ICU 0
NEURO ICU 0
SHOCK TRAUMA 0
BURN UNIT 0
HOSPICE 0
REHAB 0
PRTF 0
TOTAL SPEC CARE 10
TOTAL ACCOMODATIONS 226

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

PROVIDER NUMBER PAYMENT DATES 00/00/00
0000005032 SERVICE DATES 09/01/19

ADMISSION DATES 00/00/00
—————————————— CHARGES-—-—————————————— -———————-———-PAYMENTS

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

1,219,567.37
1,206,051.73
13,515.64

ADJUSTMENTS
CONTRACTUAL ALLOW
TOTAL MEDICAID LIAB
LESS: COB
LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF ADMISSIONS

PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

DAYS CHARGES
NONCOVERED COVERED

160,776.00
289,077.00
0.00

ODOOOO

0.
449,853.00

61,524.00
5.317.00

OO OOOO
O
o

66,841.00

(] OO OOODODODOOOO

516,694.00

n Date: 09/20/2021
n Time: 21:16:02
Page: 4

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00

935,511.38
270,540.35
270,603.35
0.00

63.00

0.00

NONCOVERED

OO OO
o
o

o OO OOOOOOOO
o
o



Report CLM-0802-0
Process CLMJO800
Location: CLMP800O

EMORY UNIVERSITY HOSPITAL MIDTOWN

550 PEACHTREE ST NE
ATLANTA,GA 30308-2247

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

PROVIDER NUMBER
0000005032

Ru
Ru

PAYMENT DATES 00/00/00
SERVICE DATES 09/01/19

ADMISSION DATES 00/00/00

PART II ANCILLARY SERVICES

COVERED CHARGES NONCOVERED CHARGES COST CENTER

36,089.92 0.00 OTHER LAB
41,949.36 0.00 RECREATIONAL THERAPY
140,212.00 0.00 EDUCATION & TRAINING
9,406.00 0.00 OTHER THERAPEUTIC SVC
9,606.00 0.00 SPECIAL CHARGES
10,380.00 0.00 FEE SCHEDULE LAB
1,925.00 0.00 MRI SERVICES
4,461.00 0.00 PROFESSIONAL FEES
46,788.00 0.00 DURABLE MED. EQUIP.
155,602.00 0.00 REHAB THERAPY
77,307.00 0.00 FREE STANDING CLINIC
27,508.00 0.00 AMBULANCE
0.00 0.00 CAST ROOM
7,736.00 0.00 SPECIAL SERVICES
3,100.00 0.00 DRUG-SPECIFIC/HOME IV
5,454.00 0.00 INJECTABLE DRUGS
0.00 0.00 HOME HEALTH SERVICES
1,632.00 0.00 HOSPICE SERVICES
2,042.00 0.00 ACTIVITIES OF DAILY LIFE
0.00 0.00 PATIENT CONVENIENCE
0.00 0.00 0/P SPECIAL RESIDENCE
947.00 0.00 TRAUMA RESPONSE
0.00 0.00 IMPL DEV CHARGE PATIENTS
0.00 0.00 GENE THERAPY DRUGS
5,494.00 0.00 NO CC/INVALID REV CODE
0.00 0.00
18,924.00 2,937.00
0.00 0.00
0.00 0.00
736.00 0.00
20,569.00 0.00
0.00 0.00
0.00 0.00
10,797.00 0.00
0.00 0.00
47.00 0.00

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

2,474.00

37,96

10,20

OCOVOOOOOOWOOODOODODODODOOOOOO
o
o

689,357.73
516,694.00

1,206,051.73

n Date: 09/20/2021
n Time: 21:16:02
Page: 5

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

(o))

~

O

[ee)

O OO
o O

o O

3,59

[oleojolojololololololViololololololololele]
(o))
o~

13,515.64
0.00
13,515.64



Report : CLM-0804-0
Process : CLMJO800
Location: CLMP800O

EMORY UNIVERSITY HOSPITAL MIDTOWN
550 PEACHTREE ST NE
ATLANTA,GA 30308-2247

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

Run Date: 09/20/2021

MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:16:05
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 6
SUMMARY TYPE III

OUTPATIENT PAID CLAIMS - % OF CHARGES

PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00

0000005032 SERVICE DATES 09/01/19 THROUGH 08/31/20

ADMISSION DATES 00/00/00 THROUGH 00/00/00

—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————

TOTAL CHARGES 45,064,805.58 ADJUSTMENTS 531,423.65

COVERED CHARGES 33,940,212.45 CONTRACTUAL ALLOW 27,018,210.96

NON-COVERD CHARGES 11,124,593.13 TOTAL MEDICAID LIAB 6,922,001.49

LESS: COB 9,397.15

LESS: COPAYMENT 13,825.39

ADD: ADDON PYMT 0.00

REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB
INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

6,898,778.95
4,863,127.70

561,002.25
1,474,649.00

10,973



Report CLM-0804-0
Process CLMJO800
Location: CLMP800O

EMORY UNIVERSITY HOSPITAL MIDTOWN

550 PEACHTREE ST NE
ATLANTA,GA 30308-2247

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

254,256.
971,225.
0.
881,093.
2,597,038.
30,683.
538,230.
2,698,266.
2,064,072.
46,510.
179,434.
531,896.
116,478.
5,702,036.
551,563.

0.
1,081,757.
0.

24,435.

971,865.
0.
921,916.
0.
340,981.
0.
629,558.
0

0.
4,953,
0

1,667,014.

OO OOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE III

OUTPATIENT PAID CLAIMS - % OF CHARGES

PROVIDER NUMBER

0000005032

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

NONCOVERED CHARGES COST CENTER

875,173.27 OTHER LAB 371,
7,904.00 RECREATIONAL THERAPY
2,646.00 EDUCATION & TRAINING
137,128.00 OTHER THERAPEUTIC SVC 13,
685,238.00 SPECIAL CHARGES
38,577.00 FEE SCHEDULE LAB 7,352,
2,618.00 MRI SERVICES 867,
122,287.00 PROFESSIONAL FEES
1,085,413.51 DURABLE MED. EQUIP.
0.00 REHAB THERAPY
88,550.00 FREE STANDING CLINIC
0.00 AMBULANCE
123,367.00 CAST ROOM
69,178.50 SPECIAL SERVICES
0.00 DRUG-SPECIFIC/HOME IV
0.00 INJECTABLE DRUGS 2,457,
44,768.00 HOME HEALTH SERVICES
25,052.00 HOSPICE SERVICES
49,967.00 ACTIVITIES OF DAILY LIFE
298,100.00 PATIENT CONVENIENCE
0.00 0/P SPECIAL RESIDENCE
9,059.00 TRAUMA RESPONSE
0.00 IMPL DEV CHARGE PATIENTS 71,
0.00 GENE THERAPY DRUGS
765,879.00 NO CC/INVALID REV CODE
0.00
151,628.00
0.00
77,822.00
0.00
225,260.00
0.00
0.00
0.00

0.
252,536.00

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

Run Date: 09/20/2021

Run Time: 21:16:05

Page: 7

00/00/00 THROUGH 00/00/00

09/01/19
00/00/00

0.
972.
0.
494,
450.

65

65

[eleolNolololololoYololololololoNe)

COVERED CHARGES
726.
0.

33,940,212.45

0.00

33,940,212.45

THROUGH 08/31/20
THROUGH 00/00/00

NONCOVERED CHARGES
4,295.00
0.00
76.00
204,300.00
0

988,521.00
359,908.00

OO OOOO
o
o

3,519.94
4,006,685.91

OO OOO
o
o

365,659.00
0.
51,853.00

11,122,969.13
1,624.00
11,124,593.13



Report : CLM-0806-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:16:34
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 9
SUMMARY TYPE IV
ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES

EMORY UNIVERSITY HOSPITAL MIDTOWN PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
550 PEACHTREE ST NE 0000005032 SERVICE DATES 09/01/19 THROUGH 08/31/20
ATLANTA,GA 30308-2247 ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————

TOTAL CHARGES 1,578,881.99 ADJUSTMENTS 0.00

COVERED CHARGES 652,449.52 CONTRACTUAL ALLOW 567,300.71

NON-COVERD CHARGES 926,432.47 TOTAL MEDICAID LIAB 85,148.81

LESS: COB 84,869.43

LESS: COPAYMENT 279.38

ADD: ADDON PYMT 0.00

REIMBURSEMENT 0.00

ALL OTHER 0.00

FEE SCHEDULE-LAB 0.00

INJECTABLE DRUGS 0.00

TOTAL NUMBER OF CLAIMS 193



Report CLM-0806-0
Process CLMJO800
Location: CLMP800O

EMORY UNIVERSITY HOSPITAL MIDTOWN

550 PEACHTREE ST NE
ATLANTA,GA 30308-2247

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE IV

ZERO PAID OUTPATIENT PAID CLAIMS - % OF CHARGES
PROVIDER NUMBER PAYMENT DATES 00/00/00
0000005032 SERVICE DATES 09/01/19
ADMISSION DATES 00/00/00
PART II ANCILLARY SERVICES

COVERED CHARGES NONCOVERED CHARGES COST CENTER COVERED CHARGES

17,806.68 9,607.18 OTHER LAB 0.00
18,207.80 70.00 RECREATIONAL THERAPY 0.00
0.00 0.00 EDUCATION & TRAINING 0.00
7,054.00 7,251.00 OTHER THERAPEUTIC SVC 0.00
4,096.00 10,661.00 SPECIAL CHARGES 0.00
0.00 633.00 FEE SCHEDULE LAB 224,742.00
2,926.00 154.00 MRI SERVICES 0.00
66,099.00 796.00 PROFESSIONAL FEES 0.00
50,354.50 48,099.50 DURABLE MED. EQUIP. 0.00
4,457.00 0.00 REHAB THERAPY 0.00
671.00 235.00 FREE STANDING CLINIC 0.00
18,125.00 0.00 AMBULANCE 0.00
0.00 2,874.00 CAST ROOM 0.00
33,238.00 819.00 SPECIAL SERVICES 0.00
32,275.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
0.00 0.00 INJECTABLE DRUGS 40,095.54
8,829.00 0.00 HOME HEALTH SERVICES 0.00
0.00 713.00 HOSPICE SERVICES 0.00
0.00 815.00 ACTIVITIES OF DAILY LIFE 0.00
0.00 2,630.00 PATIENT CONVENIENCE 0.00
0.00 0.00 0/P SPECIAL RESIDENCE 0.00
0.00 897.00 TRAUMA RESPONSE 0.00
0.00 0.00 IMPL DEV CHARGE PATIENTS 1,621.00
0.00 0.00 GENE THERAPY DRUGS 0.00
5,409.00 17,493.00 NO CC/INVALID REV CODE 0.00
0.00 0.00
71,300.00 2,937.00
0.00 0.00
1,306.00 958.00
0.00 0.00
2,739.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
41,098.00 7,269.00
TOTAL ANCILLARY 652,449.52

TOTAL ACCOMODATIONS
TOTAL CHARGES

0.00
652,449.52

n Date: 09/20/2021
n Time: 21:16:34
Page: 10

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00

NONCOVERED CHARGES
0

926,432.47
0.00
926,432.47



Report : CLM-0808-0
Process : CLMJO800
Location: CLMP800O

EMORY UNIVERSITY HOSPITAL MIDTOWN
550 PEACHTREE ST NE
ATLANTA,GA 30308-2247

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE V

OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER
0000005032

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

267,366.
256,303.
11,062.

Ru
Ru

PAYMENT DATES 00/00/00
SERVICE DATES 09/01/19
ADMISSION DATES 00/00/00
————————————— PAYMENTS
14 ADJUSTMENTS
41 CONTRACTUAL ALLOW
73 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:16:37
Page: 11

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00



Report CLM-0808-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE

EMORY UNIVERSITY HOSPITAL MIDTOWN
550 PEACHTREE ST NE
ATLANTA,GA 30308-2247

PROVIDER NUMBER
0000005032

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

Run Date: 09/20/2021

Run Time: 21:16:37

Page: 12

00/00/00 THROUGH 00/00/00
09/01/19 THROUGH 08/31/20
00/00/00 THROUGH 00/00/00

COVERED CHARGES

PHARMACY-GENERAL 2,665.19 1,200.00 OTHER LAB 2,474.00
MED/SURG SUPPLY 5,857.00 0.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 0.00 249.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 11,368.00 0.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 18,720.00 2,282.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 0.00 0.00 FEE SCHEDULE LAB 48,290.00
EKG/ECG 4,158.00 0.00 MRI SERVICES 0.00
IV THERAPY 10,059.00 170.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 0.00 0.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 2,976.00 1,912.00 FREE STANDING CLINIC 0.00
ANESTHESIA 0.00 0.00 AMBULANCE 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 130,868.00 1,620.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 0.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 5,967.22
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 0.00 0.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 10,583.00 1,541.00 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 1,978.00 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 0.00 0.00
AUDIOLOGY 0.00 0.00
CARDIOLOGY 0.00 0.00
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 340.00 0.00
TOTAL ANCILLARY 256,303.41
TOTAL ACCOMODATIONS 0.00

TOTAL CHARGES

256,303.41

NONCOVERED CHARGES

OO OO
o
o

=
[ee)
e
=

=
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11,062.73
0.00
11,062.73



Report : CLM-0810-0
Process : CLMJO800
Location: CLMP800O

EMORY UNIVERSITY HOSPITAL MIDTOWN
550 PEACHTREE ST NE
ATLANTA,GA 30308-2247

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE
PROVIDER NUMBER PAYMENT DATES 00/00/00
0000005032 SERVICE DATES 09/01/19
ADMISSION DATES 00/00/00
—————————————— CHARGES-—-—————————————— -———————-———-PAYMENTS
TOTAL CHARGES 2,014.96 ADJUSTMENTS
COVERED CHARGES 2,014.96 CONTRACTUAL ALLOW
NON-COVERD CHARGES 0.00 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:16:40
Page: 14

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00



Report CLM-0810-0
Process CLMJO800
Location: CLMP800O

EMORY UNIVERSITY HOSPITAL MIDTOWN

550 PEACHTREE ST NE
ATLANTA,GA 30308-2247

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

67.

u
foe]
w0 o

OO0 OOOOOOOOOOOOOOOOONOOPRROOOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI

ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER

0000005032

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 09/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

jeojejeolololololololololololololololololololololololololololololololeolele]

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

OO OOOOOOODOOOOOOOOOODOOOOO
o
o

2,014.96
0.00
2,014.96

n Date: 09/20/2021
n Time: 21:16:40
Page: 15

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]
o
o

0.00
0.00
0.00



Report : CLM-0812-0
Process : CLMJO800
Location: CLMP800O

EMORY UNIVERSITY HOSPITAL MIDTOWN
550 PEACHTREE ST NE
ATLANTA,GA 30308-2247

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

Run Date: 09/20/2021

MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE
PROVIDER NUMBER PAYMENT DATES 00/00/00
0000005032 SERVICE DATES 09/01/19
ADMISSION DATES 00/00/00

—————————————— CHARGES-—-—————————————— -———————-———-PAYMENTS
TOTAL CHARGES 9,277,040.44 ADJUSTMENTS
COVERED CHARGES 8,335,528.30 CONTRACTUAL ALLOW
NON-COVERD CHARGES 941,512.14 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Time: 21:16:42
Page: 16

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00

224,150.82
6,369,320.17
1,966,208.13
11,785.72
1,477.63

0.
1,952,944.78



Report CLM-0812-0
Process CLMJO800
Location: CLMP800O

EMORY UNIVERSITY HOSPITAL MIDTOWN

550 PEACHTREE ST NE
ATLANTA,GA 30308-2247

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:16:42
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 17
SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE
PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
0000005032 SERVICE DATES 09/01/19 THROUGH 08/31/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00
PART II ANCILLARY SERVICES
COVERED CHARGES NONCOVERED CHARGES COST CENTER COVERED CHARGES NONCOVERED CHARGES
41,594.51 7,804.65 OTHER LAB 1,237.00 0.00
197,302.22 128.00 RECREATIONAL THERAPY 0.00 0.00
0.00 0.00 EDUCATION & TRAINING 0.00 0.00
31,685.00 31,780.00 OTHER THERAPEUTIC SVC 0.00 0.00
5,666.00 821.00 SPECIAL CHARGES 0.00 0.00
0.00 2,051.00 FEE SCHEDULE LAB 286,484.00 16,843.00
3,080.00 154.00 MRI SERVICES 3,950.00 0.00
477,294.00 7,260.00 PROFESSIONAL FEES 0.00 0.00
1,136,325.00 36,406.00 DURABLE MED. EQUIP. 0.00 0.00
0.00 0.00 REHAB THERAPY 0.00 0.00
7,199.00 2,986.00 FREE STANDING CLINIC 0.00 0.00
226,351.00 0.00 AMBULANCE 0.00 0.00
0.00 0.00 CAST ROOM 0.00 0.00
5,430.00 0.00 SPECIAL SERVICES 0.00 0.00
108,855.00 0.00 DRUG-SPECIFIC/HOME IV 0.00 0.00
0.00 0.00 INJECTABLE DRUGS 4,870,802.77 599,672.49
771,134.00 0.00 HOME HEALTH SERVICES 0.00 0.00
0.00 712.00 HOSPICE SERVICES 0.00 0.00
0.00 609.00 ACTIVITIES OF DAILY LIFE 0.00 0.00
0.00 27,540.00 PATIENT CONVENIENCE 0.00 0.00
0.00 0.00 0/P SPECIAL RESIDENCE 0.00 0.00
0.00 67.00 TRAUMA RESPONSE 0.00 0.00
0.00 0.00 IMPL DEV CHARGE PATIENTS 30,255.80 157,946.00
0.00 0.00 GENE THERAPY DRUGS 0.00 0.00
8,185.00 0.00 NO CC/INVALID REV CODE 0.00 0.00
0.00 0.00
34,959.00 11,280.00
0.00 0.00
1,563.00 188.00
0.00 0.00
58,080.00 2,200.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
28,096.00 35,064.00

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

8,335,528.30
0.00
8,335,528.30

941,512.14
0.00
941,512.14



Report : CLM-0814-0
Process : CLMJO800
Location: CLMP800O

EMORY UNIVERSITY HOSPITAL MIDTOWN
550 PEACHTREE ST NE
ATLANTA,GA 30308-2247

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VIII
ZERO PAID OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE
PROVIDER NUMBER PAYMENT DATES 00/00/00
0000005032 SERVICE DATES 09/01/19
ADMISSION DATES 00/00/00
—————————————— CHARGES-—-—————————————— -———————-———-PAYMENTS
TOTAL CHARGES 387,466.27 ADJUSTMENTS
COVERED CHARGES 384,867.69 CONTRACTUAL ALLOW
NON-COVERD CHARGES 2,598.58 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:16:46
Page: 18

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00



Report CLM-0814-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE VIII
ZERO PAID OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

EMORY UNIVERSITY HOSPITAL MIDTOWN
550 PEACHTREE ST NE
ATLANTA,GA 30308-2247

PROVIDER NUMBER
0000005032

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

Run Date: 09/20/2021

Run Time: 21:16:46

Page: 19

00/00/00 THROUGH 00/00/00

09/01/19
00/00/00

COVERED CHARGES

PHARMACY-GENERAL 435.36 10.58 OTHER LAB 0.00
MED/SURG SUPPLY 679.00 0.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 0.00 0.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 0.00 0.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 0.00 0.00 FEE SCHEDULE LAB 8,100.00
EKG/ECG 0.00 0.00 MRI SERVICES 0.00
IV THERAPY 21,863.00 0.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 0.00 0.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 0.00 0.00 FREE STANDING CLINIC 0.00
ANESTHESIA 0.00 0.00 AMBULANCE 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 0.00 0.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 0.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 344,175.33
RADIOLOGY THERAPEUTIC 8,787.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 0.00 0.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 0.00 0.00 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 0.00 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 0.00 0.00
AUDIOLOGY 0.00 0.00
CARDIOLOGY 0.00 0.00
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 828.00 2,102.00
TOTAL ANCILLARY 384,867.69
TOTAL ACCOMODATIONS 0.00
TOTAL CHARGES 384,867.69

** END OF REPORT **

THROUGH 08/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

OO0 OOOOODOOOOOOOOOONOOOOO

2,598.58
0.00
2,598.58



Report : CLM-0800-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE I
INPATIENT PAID CLAIMS

Ru
Ru

CRISP REGIONAL HOSPITAL PROVIDER NUMBER PAYMENT DATES 00/00/00
902 N 7TH ST 000000514A SERVICE DATES 07/01/19
CORDELE, GA 31015-3234 ADMISSION DATES 00/00/00
—————————————— CHARGES-—-—————————————— -———————-———-PAYMENTS
TOTAL CHARGES 6,609,837.65 ADJUSTMENTS
COVERED CHARGES 6,471,624.33 CONTRACTUAL ALLOW
NON-COVERD CHARGES 138,213.32 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF ADMISSIONS

PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

DAYS
COVERED NONCOVERED COVERED

ROUTINE SERVICES

ROUTINE CARE 854 0 731,641.00
ROUTINE NURSERY 24 0 25,920.00
SWING BED 0 0 0.00
LEAVE OF ABSENCE 0 0 0.00
TOTAL ROUTINE 878 0 757,561.00
SPECIAL CARE SERVICES

CCu 0 0 0.00
ICU 374 0 632,330.00
NICU 0 0 0.00
PED ICU 0 0 0.00
NEURO ICU 0 0 0.00
SHOCK TRAUMA 0 0 0.00
BURN UNIT 0 0 0.00
HOSPICE 0 0 0.00
REHAB 0 0 0.00
PRTF 0 0 0.00
TOTAL SPEC CARE 374 0 632,330.00
TOTAL ACCOMODATIONS 1,252 0 1,389,891.00

CHARGES

n Date: 09/20/2021
n Time: 21:09:46
Page: 1

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

12,000.00
2,173, 404.48

NONCOVERED
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Report : CLM-0800-0
Process : CLMJO800
Location: CLMP800O

CRISP REGIONAL HOSPITAL
902 N 7TH ST
CORDELE, GA 31015-3234

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES
994,406.18
249,211.86

1,248,075.71
92,755.79
397,032.38
60,474.25
32,560.60
137,648.19
504,543.18
26,370.30
533,103.13
58,857.90
0.00
242,246.04
54,935.20
10,359.38
0.00
18,308.02
18,324.71
2,250.00
0.00
840.00
0.00
0.00
20,551.34
2,705.40
57,550.22
0.00
2,182.93
3,093.74
72,608.44
0.00
0.00
1,374.30

0

44,323.31

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER

000000514A

PART II

NONCOVERED CHARGES
0

2,333.
0.

0.
9,642.

J
~
i
N
RPOOO

ODOOOOODOOOO

52,875.

OO OO O

51,271.
0.
5,849.

ODOOOOOO

Ru
Ru

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19

ADMISSION DATES 00/00/00

ANCILLARY SERVICES

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES
15,954.59

0.00

492.00

0.00

0.00

0.
46,081.34

31,62

100,89

[eleojololololololeol Viololololololole)
o~
o

5,081,733.33
1,389,891.00
6,471,624.33

n Date: 09/20/2021
n Time: 21:09:46
Page: 2

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

10,44

[ leleoleolo Yolololololololololololololololololole]
o
o

4,09

138,138.32
75.00
138,213.32



Report : CLM-0802-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

CRISP REGIONAL HOSPITAL PROVIDER NUMBER PAYMENT DATES 00/00/00
902 N 7TH ST 000000514A SERVICE DATES 07/01/19
CORDELE, GA 31015-3234 ADMISSION DATES 00/00/00
—————————————— CHARGES-—-—————————————— -———————-———-PAYMENTS
TOTAL CHARGES 41,969.37 ADJUSTMENTS
COVERED CHARGES 41,969.37 CONTRACTUAL ALLOW
NON-COVERD CHARGES 0.00 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF ADMISSIONS

PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

DAYS CHARGES

COVERED NONCOVERED COVERED
ROUTINE SERVICES
ROUTINE CARE 1 0 831.00
ROUTINE NURSERY 0 0 0.00
SWING BED 0 0 0.00
LEAVE OF ABSENCE 0 0 0.00
TOTAL ROUTINE 1 0 831.00
SPECIAL CARE SERVICES
CCu 0 0 0.00
ICU 0 0 0.00
NICU 0 0 0.00
PED ICU 0 0 0.00
NEURO ICU 0 0 0.00
SHOCK TRAUMA 0 0 0.00
BURN UNIT 0 0 0.00
HOSPICE 0 0 0.00
REHAB 0 0 0.00
PRTF 0 0 0.00
TOTAL SPEC CARE 0 0 0.00
TOTAL ACCOMODATIONS 1 0 831.00

n Date: 09/20/2021
n Time: 21:09:49
Page: 4

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED

OO OO
o
o

o OO OOOOOOOO
o
o



Report CLM-0802-0
Process CLMJO800
Location: CLMP800O

CRISP REGIONAL HOSPITAL
902 N 7TH ST
CORDELE, GA 31015-3234

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

1,928.
2,795.
113.
179.
0.

0.

0.

0.
11,375.

1,125.

(o))
(o))
OO O

lojeolololololololololo lololololololo o)

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

PROVIDER NUMBER

000000514A

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

jeojejeolololololololololololololololololololololololololololololololeolele]

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

22,63

COWOOOOODOODOOOOODOOOOODOOOOO
o
o

41,138.37
831.00
41,969.37

n Date: 09/20/2021
n Time: 21:09:49
Page: 5

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]
o
o

0.00
0.00
0.00



Report : CLM-0804-0
Process CLMJO800
Location: CLMP800O

CRISP REGIONAL HOSPITAL
902 N 7TH ST
CORDELE, GA 31015-3234

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE III
OUTPATIENT PAID CLAIMS - %

PROVIDER NUMBER
000000514A

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

OF CHARGES

6,515,220.
5,387,712.
1,127,507.

Run Date: 09/20/2021

Run Time:

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

—————————————— PAYMENTS

50 ADJUSTMENTS

78 CONTRACTUAL ALLOW

72 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT

ADD: ADDON PYMT
REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB

INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

21:09:49
Page: 6

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

254,419.90
4,389,240.28
998,472.50
522.00
2,736.00
0.00
995,214.50
782,729.79
108,020.48
104,464.23

2,809



Report CLM-0804-0
Process CLMJO800
Location: CLMP800O

CRISP REGIONAL HOSPITAL
902 N 7TH ST
CORDELE, GA 31015-3234

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES
69,970.83
121,014.82
0.00
191,572.57
861,866.65
38,781.64
47,896.68
399,465.77
403,705.56
4,471.60
39,128.66
72,884.70
0.00
643,933.76
27,284.40

0.
28,404.99

0.
1,598.44

0.

0.
35,828.23

0.
0.00
106,966.17
2,075.36
10,546.50
978.60
57,537.21

0.
22,578.24

0.

0.
17,431.71

0.
150,825.93

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE III

OUTPATIENT PAID CLAIMS - % OF CHARGES

Run Date: 09/20/2021
Run Time: 21:09:49
Page: 7

PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
000000514A SERVICE DATES 07/01/19 THROUGH 06/30/20

ADMISSION DATES 00/00/00 THROUGH 00/00/00
PART II ANCILLARY SERVICES

NONCOVERED CHARGES COST CENTER

12,717.34 OTHER LAB
23,119.28 RECREATIONAL THERAPY
120.00 EDUCATION & TRAINING
23,410.62 OTHER THERAPEUTIC SVC
196,869.34 SPECIAL CHARGES
7,088.14 FEE SCHEDULE LAB
4,260.00 MRI SERVICES
52,844.60 PROFESSIONAL FEES
160,847.50 DURABLE MED. EQUIP.
447.16 REHAB THERAPY
6,343.25 FREE STANDING CLINIC
0.00 AMBULANCE
0.00 CAST ROOM
13,095.63 SPECIAL SERVICES
0.00 DRUG-SPECIFIC/HOME IV
0.00 INJECTABLE DRUGS
0.00 HOME HEALTH SERVICES
378.00 HOSPICE SERVICES
477.90 ACTIVITIES OF DAILY LIFE
0.00 PATIENT CONVENIENCE
0.00 0/P SPECIAL RESIDENCE
13,096.88 TRAUMA RESPONSE
0.00 IMPL DEV CHARGE PATIENTS
0.00 GENE THERAPY DRUGS
12,453.81 NO CC/INVALID REV CODE
781.20
3,921.94
168.00
20,663.92
237.98
18,547.20
0.00
0.00
0.00
0.00
28,035.77

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES
100,189.36

0.00

0.00

0.00

0.
1,190,541.17
120,298.28

609,85

OO OODOVOOODOOOOO
o
o

5,783.10
0.
4,293.80

5,387,712.78
0.00
5,387,712.78

NONCOVERED CHARGES
0
0.00
0.00
0.00

0.
140,992.31
9,598.85

323,19
4

OO OOOOOODOODOOOOO
o
o

43,648.00
0.
7,618.84

1,125,014.72
2,493.00
1,127,507.72



Report : CLM-0806-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:09:57
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 9
SUMMARY TYPE IV
ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES

CRISP REGIONAL HOSPITAL PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
902 N 7TH ST 000000514A SERVICE DATES 07/01/19 THROUGH 06/30/20
CORDELE, GA 31015-3234 ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————

TOTAL CHARGES 829,404.63 ADJUSTMENTS 0.00

COVERED CHARGES 43,752.00 CONTRACTUAL ALLOW 36,177.16

NON-COVERD CHARGES 785,652.63 TOTAL MEDICAID LIAB 7,574.84

LESS: COB 7,520.65

LESS: COPAYMENT 54.19

ADD: ADDON PYMT 0.00

REIMBURSEMENT 0.00

ALL OTHER 0.00

FEE SCHEDULE-LAB 0.00

INJECTABLE DRUGS 0.00

TOTAL NUMBER OF CLAIMS 31



Report CLM-0806-0
Process CLMJO800
Location: CLMP800O

CRISP REGIONAL HOSPITAL
902 N 7TH ST
CORDELE, GA 31015-3234

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE IV
ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES
PROVIDER NUMBER
000000514A

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COVERED CHARGES NONCOVERED CHARGES COST CENTER

Run Date: 09/20/2021

Run Time: 21:09:57

Page: 10

00/00/00 THROUGH 00/00/00
07/01/19 THROUGH 06/30/20
00/00/00 THROUGH 00/00/00

COVERED CHARGES

76.57 65.00 OTHER LAB 2,987.00
2,544.05 25.50 RECREATIONAL THERAPY 0.00
0.00 0.00 EDUCATION & TRAINING 0.00
989.34 0.00 OTHER THERAPEUTIC SVC 0.00
1,779.91 6,348.58 SPECIAL CHARGES 0.00
0.00 0.00 FEE SCHEDULE LAB 11,606.73
142.00 0.00 MRI SERVICES 0.00
1,557.43 0.00 PROFESSIONAL FEES 0.00
5,000.00 0.00 DURABLE MED. EQUIP. 0.00
0.00 0.00 REHAB THERAPY 0.00
163.80 0.00 FREE STANDING CLINIC 0.00
600.00 0.00 AMBULANCE 0.00
0.00 0.00 CAST ROOM 0.00
3,888.33 0.00 SPECIAL SERVICES 0.00
660.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
0.00 0.00 INJECTABLE DRUGS 1,490.38
5,232.16 0.00 HOME HEALTH SERVICES 0.00
0.00 0.00 HOSPICE SERVICES 0.00
0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
0.00 0.00 PATIENT CONVENIENCE 0.00
0.00 0.00 0/P SPECIAL RESIDENCE 0.00
135.00 281.68 TRAUMA RESPONSE 0.00
0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
0.00 0.00 GENE THERAPY DRUGS 0.00
3,393.22 0.00 NO CC/INVALID REV CODE 0.00
0.00 0.00
273.02 0.00
0.00 0.00
0.00 5,373.00
0.00 0.00
556.72 1,324.80
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
476.34 1,616.12
TOTAL ANCILLARY 43,752.00
TOTAL ACCOMODATIONS 0.00

TOTAL CHARGES

43,752.00

NONCOVERED CHARGES

769,81

OO OOOOOOHOOODOODOOOOONOOOOO
o
o

785,652.63
0.00
785,652.63



Report : CLM-0808-0
Process : CLMJO800
Location: CLMP800O

CRISP REGIONAL HOSPITAL
902 N 7TH ST
CORDELE, GA 31015-3234

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

Run Date: 09/20/2021

MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:09:58
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 11
SUMMARY TYPE V

OUTPATIENT PAID CLAIMS - FIXED FEE
PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
000000514A SERVICE DATES 07/01/19 THROUGH 06/30/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 235,622.73 ADJUSTMENTS 765.20
COVERED CHARGES 213,604.48 CONTRACTUAL ALLOW 203,031.28
NON-COVERD CHARGES 22,018.25 TOTAL MEDICAID LIAB 10,573.20
LESS: COB 0.00
LESS: COPAYMENT 252.00
ADD: ADDON PYMT 0.00
REIMBURSEMENT 10,321.20

TOTAL NUMBER OF CLAIMS



Report : CLM-0808-0
Process : CLMJO800
Location: CLMP800O

CRISP REGIONAL HOSPITAL
902 N 7TH ST
CORDELE, GA 31015-3234

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

2,823.
3,440.
0.
9,921.
37,886.
0.
1,817.
23,778.
5,633.
0.

694.
810.

0.
65,355.
660.

0.

(o))
=

foe]
IS

OO0 OCOOOOOJOOODOOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER

000000514A

Ru
Ru

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19

ADMISSION DATES 00/00/00

PART II ANCILLARY SERVICES

NONCOVERED CHARGES
407.56

178.50

0.00

791.65

8,128.49

0.00

142.00

2,620.51

OO0 OOPROJOOOODOOOOOOOOOOUIODOOOO
O
o

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES
23.90
0.00
0.00
0.00

0.
51,735.15

7,16

[oleojololololololoNYolololololololo o]
o
o

213,604.48
0.00
213,604.48

n Date: 09/20/2021
n Time: 21:09:58
Page: 12

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

()}
~
o
S

1,10

\S)
~J
OCOOOOOOOOHOOODOODOOOOODOOOOO
o
o

22,018.25
0.00
22,018.25



Report : CLM-0810-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

CRISP REGIONAL HOSPITAL PROVIDER NUMBER PAYMENT DATES
902 N 7TH ST 000000514A SERVICE DATES
CORDELE, GA 31015-3234 ADMISSION DATES

** NO DATA **

Run
Run

00/00/00
07/01/19
00/00/00

Date: 09/20/2021
Time: 21:09:58
Page: 13

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00



Report : CLM-0812-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
Location: CLMP800O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

CRISP REGIONAL HOSPITAL PROVIDER NUMBER PAYMENT DATES 00/00/00
902 N 7TH ST 000000514A SERVICE DATES 07/01/19
CORDELE, GA 31015-3234 ADMISSION DATES 00/00/00

—————————————— CHARGES-——--——-——————————— -—-——————-————-PAYMENTS

TOTAL CHARGES 3,060,478.65 ADJUSTMENTS

COVERED CHARGES 3,011,213.13 CONTRACTUAL ALLOW

NON-COVERD CHARGES 49,265.52 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:09:58
Page: 14

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

241,251.93
0.00
174.00

0.
241,077.93



Report CLM-0812-0
Process CLMJO800
Location: CLMP800O

CRISP REGIONAL HOSPITAL
902 N 7TH ST
CORDELE, GA 31015-3234

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

2,175.

10,405.

0.

0.

1,323.
0

0.
22,724.
8,960.
0.
4,439,
1,650.
0.
0.
1,320.
0

31,273.
0

0.
0.
0.
1,738.

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PART II

o
N

1,37

w
~J

WOOOOOONOOOOOOJOOODODODODOOOOOO

PROVIDER NUMBER
000000514A

ANCILLARY SERVICES

NONCOVERED CHARGES
618.
139.

0.
581.
0.

0.

0.
5,826.
4,480.

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

COVERED CHARGES

27,80

2,895,14

[eleojololololololololololololololololololeolololole]
o
o

3,011,213.13
0.00
3,011,213.13

Run Date: 09/20/2021
Run Time: 21:09:58
Page: 15

00/00/00 THROUGH 00/00/00
07/01/19 THROUGH 06/30/20
00/00/00 THROUGH 00/00/00

NONCOVERED CHARGES

1,53

33,71

[eleololololololololi Hololololololololol Yololo o]
o
o

49,265.52
0.00
49,265.52



Report : CLM-0814-0
Process : CLMJO800
Location: CLMP800O

CRISP REGIONAL HOSPITAL
902 N 7TH ST
CORDELE, GA 31015-3234

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VIII
ZERO PAID OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PROVIDER NUMBER PAYMENT DATES
000000514A SERVICE DATES
ADMISSION DATES

** NO DATA **

** END OF REPORT **

Run
Run

00/00/00
07/01/19
00/00/00

Date: 09/20/2021
Time: 21:09:59
Page: 16

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00



Report CLM-0800-0
Process CLMJO800
Location: CLMP800O

DECATUR HLTH RESOURCES HOSPITAL , INC
450 N CANDLER ST
DECATUR, GA 30030-2626

COVERED
ROUTINE SERVICES
ROUTINE CARE 366
ROUTINE NURSERY 0
SWING BED 0
LEAVE OF ABSENCE 0
TOTAL ROUTINE 366
SPECIAL CARE SERVICES
ccu 0
ICU 110
NICU 0
PED ICU 0
NEURO ICU 0
SHOCK TRAUMA 0
BURN UNIT 0
HOSPICE 0
REHAB 0
PRTF 0
TOTAL SPEC CARE 110
TOTAL ACCOMODATIONS 476

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

Run Date: 09/20/2021

MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:14:23
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 1
SUMMARY TYPE I
INPATIENT PAID CLAIMS
PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
0000005252 SERVICE DATES 09/01/19 THROUGH 08/31/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 3,042,397.62 ADJUSTMENTS 96,177.38
COVERED CHARGES 3,030,523.74 CONTRACTUAL ALLOW 2,237,026.02
NON-COVERD CHARGES 11,873.88 TOTAL MEDICAID LIAB 793,497.72
LESS: COB 7,175.54
LESS: COPAYMENT 75.00
ADD: ADDON PYMT 0.00
REIMBURSEMENT 786,247.18
TOTAL NUMBER OF ADMISSIONS 13
PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

DAYS CHARGES
NONCOVERED COVERED NONCOVERED
0 1,026,946.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 1,026,946.00 0.00
0 0.00 0.00
0 359,651.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 359,651.00 0.00
0 1,386,597.00 0.00



Report : CLM-0800-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE I
INPATIENT PAID CLAIMS

Ru
Ru

DECATUR HLTH RESOURCES HOSPITAL , INC PROVIDER NUMBER PAYMENT DATES 00/00/00
450 N CANDLER ST 0000005252 SERVICE DATES 09/01/19
DECATUR,GA 30030-2626 ADMISSION DATES 00/00/00
PART II ANCILLARY SERVICES
COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER COVERED CHARGES
PHARMACY-GENERAL 135,093.10 0.00 OTHER LAB 2,369.00
MED/SURG SUPPLY 133,700.39 1,984.08 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 152,659.15 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 49,502.40 0.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 3,812.00 0.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 102,167.00 0.00 FEE SCHEDULE LAB 0.00
EKG/ECG 6,110.00 0.00 MRI SERVICES 0.00
IV THERAPY 0.00 0.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 14,807.65 0.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 696,551.30 0.00 FREE STANDING CLINIC 0.00
ANESTHESIA 1,210.00 0.00 AMBULANCE 0.00
GI SERVICES 2,951.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 0.00 0.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 0.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 681.00 0.00 INJECTABLE DRUGS 121,083.70
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 113,338.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 78,411.75 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 246.00 0.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 1,076.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 0.00 0.00 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 5,879.40 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 0.00 0.00
AUDIOLOGY 0.00 0.00
CARDIOLOGY 5,392.00 0.00
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 16,885.90 0.00
TOTAL ANCILLARY 1,643,926.74
TOTAL ACCOMODATIONS 1,386,597.00

TOTAL CHARGES 3,030,523.74

n Date: 09/20/2021
n Time: 21:14:23
Page: 2

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

OO0 OOOOWOOODOODOOOOODOOOOO
o
o

11,873.88
0.00
11,873.88



Report : CLM-0802-0
Process : CLMJO800
Location: CLMP800O

DECATUR HLTH RESOURCES HOSPITAL
450 N CANDLER ST
DECATUR, GA 30030-2626

, INC

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

PROVIDER NUMBER PAYMENT DATES
000000525A SERVICE DATES
ADMISSION DATES

** NO DATA **

Run
Run

00/00/00
09/01/19
00/00/00

Date: 09/20/2021
Time: 21:14:23
Page: 3

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00



Report : CLM-0804-0
Process : CLMJO800
Location: CLMP800O

DECATUR HLTH RESOURCES HOSPITAL

450 N CANDLER ST

DECATUR, GA 30030-2626

, INC

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE III

OUTPATIENT PAID CLAIMS - % OF CHARGES

PROVIDER NUMBER
0000005252

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

** NO DATA **

Run
Run

00/00/00
09/01/19
00/00/00

Date: 09/20/2021
Time: 21:14:23
Page: 4

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00



Report : CLM-0806-0
Process : CLMJO800
Location: CLMP800O

DECATUR HLTH RESOURCES HOSPITAL
450 N CANDLER ST
DECATUR, GA 30030-2626

, INC

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE IV
ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES

PROVIDER NUMBER PAYMENT DATES
000000525A SERVICE DATES
ADMISSION DATES

** NO DATA **

Run
Run

00/00/00
09/01/19
00/00/00

Date: 09/20/2021
Time: 21:14:23
Page: 5

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00



Report : CLM-0808-0
Process : CLMJO800
Location: CLMP800O

DECATUR HLTH RESOURCES HOSPITAL
450 N CANDLER ST
DECATUR, GA 30030-2626

, INC

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER PAYMENT DATES
000000525A SERVICE DATES
ADMISSION DATES

** NO DATA **

Run
Run

00/00/00
09/01/19
00/00/00

Date: 09/20/2021
Time: 21:14:23
Page: 6

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00



Report : CLM-0810-0
Process : CLMJO800
Location: CLMP800O

DECATUR HLTH RESOURCES HOSPITAL
450 N CANDLER ST
DECATUR, GA 30030-2626

, INC

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER PAYMENT DATES
000000525A SERVICE DATES
ADMISSION DATES

** NO DATA **

Run
Run

00/00/00
09/01/19
00/00/00

Date: 09/20/2021
Time: 21:14:23
Page: 7

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00



Report : CLM-0812-0
Process : CLMJO800
Location: CLMP800O

DECATUR HLTH RESOURCES HOSPITAL
450 N CANDLER ST
DECATUR, GA 30030-2626

, INC

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PROVIDER NUMBER PAYMENT DATES
000000525A SERVICE DATES
ADMISSION DATES

** NO DATA **

Run
Run

00/00/00
09/01/19
00/00/00

Date: 09/20/2021
Time: 21:14:23
Page: 8

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00



Report : CLM-0814-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VIII
ZERO PAID OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

DECATUR HLTH RESOURCES HOSPITAL , INC PROVIDER NUMBER PAYMENT DATES
450 N CANDLER ST 000000525A SERVICE DATES
DECATUR, GA 30030-2626 ADMISSION DATES

** NO DATA **

** END OF REPORT **

Run
Run

00/00/00
09/01/19
00/00/00

Date: 09/20/2021
Time: 21:14:23
Page: 9

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00



Report CLM-0800-0
Process CLMJO800
Location: CLMP800O

DEKALB MEDICAL CENTER
2701 N DECATUR RD
DECATUR,GA 30033-5918

ROUTINE SERVICES

ROUTINE CARE
ROUTINE NURSERY
SWING BED

LEAVE OF ABSENCE
TOTAL ROUTINE

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

TOTAL ACCOMODATIONS

COVERED

6,627
1,351
0
0
7,978

0
1,587

=
QOO OOOOH

1,598
9,576

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

DAYS

SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER
0000005362

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

NONCOVERED

ODOOOO

(] OO OOODODODOOOO

58,057,982.60
57,213,442.25
844,540.35

PAYMENT DATE
SERVICE DATE
ADMISSION DATE

ADJUSTMEN
CONTRACTU.
TOTAL MED
LESS:
LESS:
ADD:
REIMBURSE

TOTAL NUMBER OF AD:

COVERED

9,772,497.00
3,272,862.00
0.00

0.
13,045,359.00

0.
4,863,708.00
64,991.50

ODOOOOOO
O
o

4,928,699.50
17,974, 058.50

Ru
Ru

S 00/00/00
S 09/01/19
S 00/00/00

TS

AL ALLOW
ICAID LIAB
COB
COPAYMENT
ADDON PYMT
MENT

MISSIONS

CHARGES

n Date: 09/20/2021
n Time: 21:12:42
Page: 1

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00

920,393.53
42,641,355.53
14,572,086.72

181,753.49

562.50

0.
14,389,770.73
1,902

NONCOVERED

OO OO
o
o

o OO OOOOOOOO
o
o



Report CLM-0800-0
Process CLMJO800
Location: CLMP800O

DEKALB MEDICAL CENTER
2701 N DECATUR RD
DECATUR,GA 30033-5918

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES
3,503,072.44
917,121.98
6,442,812.12
1,124,203.00
1,973,782.00
1,352,017.03
604,404.00
1,059,582.90
3,155,091.40
319,108.00
3,472,341.76
587,146.50
194,876.00
2,969,756.86
1,276,612.00
223,722.00
152,741.00
1,106,460.00
495,752.10
37,228.00

0.
52,644.00
0.

0.
445,505.88
0.
260,857.60
0.
341,189.00
122,724.20
831,234.15
0.00
0.
111,054.00
0

927,481.80

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER

0000005362

PART II

NONCOVERED CHARGES
0

343.
0.

0.
133,000.

N
~
~J
o

346,85

133,416.
0.
11,799,

OO0 OOOOOJOOOONNOOO

ODOOOOOO

ANCILLARY SERVICES

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

COVERED CHARGES
406,928.00
55,916.00

0.00

0.00

0.00

0.
464,530.00

3,608,87

642,60

OO WOOODODDODOWOODODDODODODOOO
o
o

39,239,383.75
17,974,058.50
57,213,442.25

Run
Run

00/00/00
09/01/19
00/00/00

Date: 09/20/2021
Time: 21:12:42
Page: 2
THROUGH 00/00/00

THROUGH 08/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

OO OOOOOODOOOOOO
o
o

124,827.40
81,285.55

OOOOOOOOO
o
o

7,72

844,540.35
0.00
844,540.35



Report : CLM-0802-0
Process : CLMJO800
Location: CLMP800O

DEKALB MEDICAL CENTER
2701 N DECATUR RD
DECATUR,GA 30033-5918

COVERED
ROUTINE SERVICES

ROUTINE CARE 59
ROUTINE NURSERY 14
SWING BED 0
LEAVE OF ABSENCE 0
TOTAL ROUTINE 73

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

w NOOODOODOOONO

TOTAL ACCOMODATIONS

~J

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

DAYS

SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

PROVIDER NUMBER

Run Date: 09/20/2021
Run Time: 21:12:53
Page: 4

PAYMENT DATES 00/00/00 THROUGH 00/00/00

0000005364 SERVICE DATES 09/01/19 THROUGH 08/31/20

ADMISSION DATES 00/00/00 THROUGH 00/00/00

—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————

TOTAL CHARGES 373,543.84 ADJUSTMENTS 0.00

COVERED CHARGES 373,543.84 CONTRACTUAL ALLOW 322,534.98

NON-COVERD CHARGES 0.00 TOTAL MEDICAID LIAB 51,008.86

LESS: COB 51,008.86

LESS: COPAYMENT 0.00

ADD: ADDON PYMT 0.00

REIMBURSEMENT 0.00

TOTAL NUMBER OF ADMISSIONS 12
PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

CHARGES

NONCOVERED COVERED NONCOVERED

0 83,895.00 0.00

0 14,224.00 0.00

0 0.00 0.00

0 0.00 0.00

0 98,119.00 0.00

0 0.00 0.00

0 5,870.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 5,870.00 0.00

0 103,989.00 0.00



Report CLM-0802-0
Process CLMJO800
Location: CLMP800O

DEKALB MEDICAL CENTER
2701 N DECATUR RD
DECATUR,GA 30033-5918

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES
18,561.20
6,522.84
30,736.00
8,792.00
7,660.00
13,777.00
3,423.00
2,256.00
13,732.00
1,806.00
57,328.00
898.00
4,820.00
8,302.00
4,652.00
0.00

0.00
9,298.00
5,140.00

861.00

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

PROVIDER NUMBER

0000005362

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 09/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

jeojejeolololololololololololololololololololololololololololololololeolele]

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES
3,835.00

7,51

33,60

w
~
wl
wl
OO OOOOOOJOOODDODODODODOONODODODODOOO
o
o

269,554.84
103,989.00
373,543.84

n Date: 09/20/2021
n Time: 21:12:53
Page: 5

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]
o
o

0.00
0.00
0.00



Report : CLM-0804-0
Process : CLMJO800
Location: CLMP800O

DEKALB MEDICAL CENTER
2701 N DECATUR RD
DECATUR,GA 30033-5918

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE III

OUTPATIENT PAID CLAIMS - %
PROVIDER NUMBER
0000005362
—————————————— CHARGES

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

OF CHARGES

20,450,339.
18,220,987.
2,229,352,

Ru
Ru

PAYMENT DATES 00/00/00
SERVICE DATES 09/01/19
ADMISSION DATES 00/00/00

—————————————— PAYMENTS

79 ADJUSTMENTS

01 CONTRACTUAL ALLOW

78 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT

ADD: ADDON PYMT
REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB

INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:12:54
Page: 6

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00

347,005.41
15,253,108.63
2,967,878.38
5,620.06
4,583.42

0.00
2,957,674.90
2,695,708.86
189,752.39
72,213.65

5,425



Report CLM-0804-0
Process CLMJO800
Location: CLMP800O

DEKALB MEDICAL CENTER
2701 N DECATUR RD
DECATUR,GA 30033-5918

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE III

OUTPATIENT PAID CLAIMS - % OF CHARGES

PROVIDER NUMBER

0000005362

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COVERED CHARGES NONCOVERED CHARGES COST CENTER

Ru
Ru

00/00/00
09/01/19
00/00/00

COVERED CHARGES

256,774.20 4,978.40 OTHER LAB 326,106.00
192,711.47 13,872.97 RECREATIONAL THERAPY 0.00
0.00 0.00 EDUCATION & TRAINING 0.00
961,712.00 81,022.00 OTHER THERAPEUTIC SVC 0.00
1,644,729.00 297,729.00 SPECIAL CHARGES 0.00
319,591.00 69,682.00 FEE SCHEDULE LAB 2,389,051.86
665,183.06 2,934.00 MRI SERVICES 203,100.00
917,901.00 52,836.00 PROFESSIONAL FEES 0.00
1,514,848.48 333,796.62 DURABLE MED. EQUIP. 0.00
0.00 0.00 REHAB THERAPY 0.00
111,698.15 437.00 FREE STANDING CLINIC 0.00
255,689.00 2,770.00 AMBULANCE 0.00
34,612.00 21,547.00 CAST ROOM 0.00
5,372,446.00 11,985.00 SPECIAL SERVICES 0.00
390,705.00 47,109.00 DRUG-SPECIFIC/HOME IV 0.00
0.00 0.00 INJECTABLE DRUGS 508,781.80
307,366.00 13,890.00 HOME HEALTH SERVICES 0.00
65,779.00 38,346.00 HOSPICE SERVICES 0.00
10,957.00 16,702.90 ACTIVITIES OF DAILY LIFE 0.00
0.00 61,744.00 PATIENT CONVENIENCE 0.00
0.00 0.00 0/P SPECIAL RESIDENCE 0.00
1,751.00 9,225.00 TRAUMA RESPONSE 0.00
0.00 0.00 IMPL DEV CHARGE PATIENTS 77,090.02
0.00 0.00 GENE THERAPY DRUGS 0.00
810,399.00 135,602.00 NO CC/INVALID REV CODE 0.00
0.00 0.00
30,315.00 23,040.00
0.00 0.00
144,920.00 89,998.00
3,343.00 684.00
191,386.00 39,468.00
0.00 0.00
0.00 0.00
12,230.00 0.00
0.00 0.00
499,810.97 80,760.00

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

18,220,987.01

0.00

18,220,987.01

n Date: 09/20/2021
n Time: 21:12:54
Page: 7

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00

NONCOVERED CHARGES
12,372.00

0.00

0.00

1,850.90

0.
229,951.40
38,349.00

406,59

[oleololololoYololololololele]
o
o

89,689.99
0.
386.00

2,229,352.78
0.00
2,229,352.78



Report : CLM-0806-0
Process : CLMJO800
Location: CLMP800O

DEKALB MEDICAL CENTER
2701 N DECATUR RD
DECATUR,GA 30033-5918

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:13:09
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 9

SUMMARY TYPE IV

ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES

PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
0000005364 SERVICE DATES 09/01/19 THROUGH 08/31/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00

—————————————— CHARGES———————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 235,226.11 ADJUSTMENTS 0.00
COVERED CHARGES 199,230.16 CONTRACTUAL ALLOW 174,026.08
NON-COVERD CHARGES 35,995.95 TOTAL MEDICAID LIAB 25,204.08
LESS: COB 25,192.08

LESS: COPAYMENT 12.00

ADD: ADDON PYMT 0.00

REIMBURSEMENT 0.00

ALL OTHER 0.00

FEE SCHEDULE-LAB 0.00

INJECTABLE DRUGS 0.00

TOTAL NUMBER OF CLAIMS 38



Report CLM-0806-0
Process CLMJO800
Location: CLMP800O

DEKALB MEDICAL CENTER
2701 N DECATUR RD
DECATUR,GA 30033-5918

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

5,793.
7,756.
0.
7,272.
2,710.
0.
1,956.
5,685.
18,362.
0.

242.
3,468.
3,056.
40,588.
9,905.

ol
~
~J
O
O

3,191.

0.

28,156.
0

0.
0.

0.
20,436.

ODOOOODOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE IV

ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES

PROVIDER NUMBER
0000005362

PAYMENT DATES

SERVICE DATES
ADMISSION DATES
PART II ANCILLARY SERVICES

COST CENTER

Ru
Ru

00/00/00
09/01/19
00/00/00

COVERED CHARGES

NONCOVERED CHARGES
0

.00 OTHER LAB 1,717.00
1,275.75 RECREATIONAL THERAPY 0.00
0.00 EDUCATION & TRAINING 0.00
0.00 OTHER THERAPEUTIC SVC 0.00
9,331.00 SPECIAL CHARGES 0.00
1,275.00 FEE SCHEDULE LAB 18,422.00
0.00 MRI SERVICES 1,381.00
233.00 PROFESSIONAL FEES 0.00
0.00 DURABLE MED. EQUIP. 0.00
0.00 REHAB THERAPY 0.00
0.00 FREE STANDING CLINIC 0.00
0.00 AMBULANCE 0.00
2,176.00 CAST ROOM 0.00
0.00 SPECIAL SERVICES 0.00
0.00 DRUG-SPECIFIC/HOME IV 0.00
0.00 INJECTABLE DRUGS 5,235.00
0.00 HOME HEALTH SERVICES 0.00
1,435.00 HOSPICE SERVICES 0.00
0.00 ACTIVITIES OF DAILY LIFE 0.00
0.00 PATIENT CONVENIENCE 0.00
0.00 0/P SPECIAL RESIDENCE 0.00
0.00 TRAUMA RESPONSE 0.00
0.00 IMPL DEV CHARGE PATIENTS 8,100.00
0.00 GENE THERAPY DRUGS 0.00
3,641.00 NO CC/INVALID REV CODE 0.00
0.00
0.00
0.00
5,625.00
0.00
5,276.00
0.00
0.00
0.00
0.00
0.00
TOTAL ANCILLARY 199,230.16
TOTAL ACCOMODATIONS 0.00

TOTAL CHARGES

199,230.16

n Date: 09/20/2021
n Time: 21:13:09
Page: 10

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

~J
)

COJOOOOOONOOODOOOOOOPOOOOO
o
o

1,49

3,43

35,995.95
0.00
35,995.95



Report : CLM-0808-0
Process : CLMJO800
Location: CLMP800O

DEKALB MEDICAL CENTER
2701 N DECATUR RD
DECATUR,GA 30033-5918

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE V

OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER
0000005362

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

304,872.
284,040.
20,831.

Ru
Ru

PAYMENT DATES 00/00/00
SERVICE DATES 09/01/19
ADMISSION DATES 00/00/00
————————————— PAYMENTS
30 ADJUSTMENTS
70 CONTRACTUAL ALLOW
60 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:13:10
Page: 11

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00

12,490.70



Report : CLM-0808-0
Process : CLMJO800
Location: CLMP800O

DEKALB MEDICAL CENTER
2701 N DECATUR RD
DECATUR,GA 30033-5918

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER PAYMENT DATES 00/00/00
0000005364 SERVICE DATES 09/01/19
ADMISSION DATES 00/00/00

PART II ANCILLARY SERVICES

COVERED CHARGES NONCOVERED CHARGES COST CENTER COVERED CHARGES
1,908.30 0.00 OTHER LAB 0.00
261.20 248.00 RECREATIONAL THERAPY 0.00
0.00 0.00 EDUCATION & TRAINING 0.00
7,625.00 1,070.00 OTHER THERAPEUTIC SVC 0.00
2,766.00 2,668.00 SPECIAL CHARGES 0.00
0.00 0.00 FEE SCHEDULE LAB 36,083.00
4,401.00 0.00 MRI SERVICES 0.00
11,692.00 0.00 PROFESSIONAL FEES 0.00
0.00 2,097.00 DURABLE MED. EQUIP. 0.00
0.00 0.00 REHAB THERAPY 0.00
0.00 0.00 FREE STANDING CLINIC 0.00
0.00 0.00 AMBULANCE 0.00
0.00 0.00 CAST ROOM 0.00
176,199.00 162.00 SPECIAL SERVICES 0.00
4,846.00 0.00 DRUG-SPECIFIC/HOME IV 0.00
0.00 0.00 INJECTABLE DRUGS 14,389.20
16,835.00 9,463.00 HOME HEALTH SERVICES 0.00
0.00 0.00 HOSPICE SERVICES 0.00
0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
0.00 0.00 PATIENT CONVENIENCE 0.00
0.00 0.00 0/P SPECIAL RESIDENCE 0.00
0.00 123.00 TRAUMA RESPONSE 0.00
0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
0.00 0.00 GENE THERAPY DRUGS 0.00
4,597.00 761.00 NO CC/INVALID REV CODE 0.00

0.00 0.00

0.00 0.00

0.00 0.00

0.00 0.00

0.00 0.00

0.00 0.00

0.00 0.00

0.00 0.00

0.00 0.00

0.00 0.00

2,438.00 0.00
TOTAL ANCILLARY 284,040.70
TOTAL ACCOMODATIONS 0.00

TOTAL CHARGES 284,040.70

n Date: 09/20/2021
n Time: 21:13:10
Page: 12

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

2,27

1,96

OO0 ODOONOODDODODODOOOOJOOOOO
o
o

20,831.60
0.00
20,831.60



Report : CLM-0810-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
Location: CLMP800O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

DEKALB MEDICAL CENTER PROVIDER NUMBER PAYMENT DATES 00/00/00
2701 N DECATUR RD 0000005364 SERVICE DATES 09/01/19
DECATUR,GA 30033-5918 ADMISSION DATES 00/00/00

—————————————— CHARGES-—--——--—————————— -—-——————-————-PAYMENTS

TOTAL CHARGES 9,482.50 ADJUSTMENTS

COVERED CHARGES 9,482.50 CONTRACTUAL ALLOW

NON-COVERD CHARGES 0.00 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:13:12
Page: 13

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00



Report CLM-0810-0
Process CLMJO800
Location: CLMP800O

DEKALB MEDICAL CENTER
2701 N DECATUR RD
DECATUR,GA 30033-5918

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

30.

(o))
(o))
(o))

OO0 OCOOOOOWOOOOOOOOOOPRODOOODODWLWOOO O

5,29

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER

0000005362

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 09/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

jeojejeolololololololololololololololololololololololololololololololeolele]

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

[eleojololololololoBNlolololololololololVeolololole]
o
o

9,482.50
0.00
9,482.50

n Date: 09/20/2021
n Time: 21:13:12
Page: 14

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]
o
o

0.00
0.00
0.00



Report : CLM-0812-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

Ru
Ru

DEKALB MEDICAL CENTER PROVIDER NUMBER PAYMENT DATES 00/00/00
2701 N DECATUR RD 0000005364 SERVICE DATES 09/01/19
DECATUR,GA 30033-5918 ADMISSION DATES 00/00/00
—————————————— CHARGES-—-—————————————— -———————-———-PAYMENTS
TOTAL CHARGES 2,193,886.98 ADJUSTMENTS
COVERED CHARGES 1,738,674.68 CONTRACTUAL ALLOW
NON-COVERD CHARGES 455,212.30 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:13:13
Page: 15

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00

228,646.25
0.00
213.00

0.
228,433.25



Report CLM-0812-0
Process CLMJO800
Location: CLMP800O

DEKALB MEDICAL CENTER
2701 N DECATUR RD
DECATUR,GA 30033-5918

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

21,285.
46,408.

0.
12,329.
0

0.
5,868.
24,508.
467,379.
0.
763.
40,774.
0

1,855.
144,159.
0.
75,631.

O ODOOOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VII

OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PROVIDER NUMBER

0000005362

PART II

ANCILLARY SERVICES

NONCOVERED CHARGES

40.
4,417.
0

5,007.
4,031.
2,666.

489.
2,220.
8,765.

1,07

OO OOOOOOWOOONNOOONODODODODOOOO

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

COVERED CHARGES

45,72

517,38

247,40

[eleoNololololololVololololololololol Nololo ol o]
o
o

1,738,674.68
0.00
1,738,674.68

Run Date: 09/20/2021
Run Time: 21:13:13
Page: 16

00/00/00 THROUGH 00/00/00
09/01/19 THROUGH 08/31/20
00/00/00 THROUGH 00/00/00

NONCOVERED CHARGES

OO OO
o
o

=
O
wul
o
o
o

’

324,71

98,62

ODOWOOODODODOONODODDODDODODODDOOOO
~J
o

455,212.30
0.00
455,212.30



Report : CLM-0814-0
Process : CLMJO800
Location: CLMP800O

DEKALB MEDICAL CENTER
2701 N DECATUR RD
DECATUR,GA 30033-5918

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VIII
ZERO PAID OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PROVIDER NUMBER PAYMENT DATES
000000536A SERVICE DATES
ADMISSION DATES

** NO DATA **

** END OF REPORT **

Run
Run

00/00/00
09/01/19
00/00/00

Date: 09/20/2021
Time: 21:13:15
Page: 17

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00



Report CLM-0800-0
Process CLMJO800
Location: CLMP800O

DEKALB MEDICAL CENTER AT HILLANDALE

2801 DEKALB MEDICAL PKWY
LITHONIA,GA 30058-4996

ROUTINE SERVICES

ROUTINE CARE
ROUTINE NURSERY
SWING BED

LEAVE OF ABSENCE
TOTAL ROUTINE

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

TOTAL ACCOMODATIONS

COVERED

3,178
0

0
0
3,178

o
=

OO OOOOOOO,nW

ur
N
]

3,703

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

DAYS

SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER
0000005360

Ru
Ru

PAYMENT DATES 00/00/00
SERVICE DATES 09/01/19
ADMISSION DATES 00/00/00
———————————— PAYMENTS

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

19,881,230.07
19,460,897.17
420,332.90

TOTAL

PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

NONCOVERED

ODOOOO

(] OO OOODODODOOOO

ADJUSTMENTS
CONTRACTUAL ALLOW
TOTAL MEDICAID LIAB
LESS: COB
LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

NUMBER OF ADMISSIONS

CHARGES
COVERED

4,819,738.00
0.
0.00
0.

4,819,738.00

14,580.00
1,600,668.00

QOO OOOOO
O
o

1,615,248.00
6,434, 986.00

n Date: 09/20/2021
n Time: 21:13:44
Page: 1

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00

240,918.74
13,852,859.43
5,608,037.74
47,414 .67
12.50

0.
5,560,610.57

NONCOVERED

OO OO
o
o

o OO OOOOOOOO
o
o



Report CLM-0800-0
Process CLMJO800
Location: CLMP800O

DEKALB MEDICAL CENTER AT HILLANDALE

2801 DEKALB MEDICAL PKWY
LITHONIA,GA 30058-4996

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES
1,328,362.40
185,510.39
2,459,593.20
422,493.91
788,780.70
249,158.00
250,017.12
770,270.77
639,358.25
0.00
1,390,939.32
96,631.00
33,721.00
1,143,196.86
91,046.00
52,941.00
0.00
147,191.00
100,019.00
20,884.00
0.00
8,733.00

0.

0.
198,897.00
0.
137,517.00
0

243,226.00
0.

277,115.90
0.

0.
17,122.00

0.
420,210.56

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER

0000005360

PART II

NONCOVERED CHARGES
0.
130.

235,48

73,728.

IS
=
a1
4

ODOOOOOO O

’

OO OOOODWOOODODOOOOOO

ANCILLARY SERVICES

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

COVERED CHARGES
156,938.00

82,95

1,239,92

73,15

OCONOOOOOOWVWOOODOOOOOHOOOOO
o
o

13,025,911.17
6,434,986.00
19,460,897.17

Run
Run

00/00/00
09/01/19
00/00/00

Date: 09/20/2021
Time: 21:13:44
Page: 2
THROUGH 00/00/00

THROUGH 08/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

OO OOOOOODOOOOOO
o
o

’

i
NeA\e]
~
wo
onN

[ee)

o

’

OOOOOOOOO
o
o

420,332.90
0.00
420,332.90



Report CLM-0802-0
Process CLMJO800
Location: CLMP800O

DEKALB MEDICAL CENTER AT HILLANDALE

2801 DEKALB MEDICAL PKWY
LITHONIA,GA 30058-4996

ROUTINE SERVICES

ROUTINE CARE
ROUTINE NURSERY
SWING BED

LEAVE OF ABSENCE
TOTAL ROUTINE

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

TOTAL ACCOMODATIONS

COVERED

=

w ODOOOODODODOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE II

ZERO PAID INPATIENT PAID CLAIMS

PROVIDER NUMBER

PAYMENT DATES

Run Date: 09/20/2021
Run Time: 21:13:49
Page: 3

00/00/00 THROUGH 00/00/00

000000536U SERVICE DATES 09/01/19 THROUGH 08/31/20

ADMISSION DATES 00/00/00 THROUGH 00/00/00

—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————

TOTAL CHARGES 53,185.23 ADJUSTMENTS 0.00

COVERED CHARGES 53,185.23 CONTRACTUAL ALLOW 34,190.42

NON-COVERD CHARGES 0.00 TOTAL MEDICAID LIAB 18,994.81

LESS: COB 18,994.81

LESS: COPAYMENT 0.00

ADD: ADDON PYMT 0.00

REIMBURSEMENT 0.00

TOTAL NUMBER OF ADMISSIONS 3
PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

CHARGES

NONCOVERED COVERED NONCOVERED

0 17,355.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 17,355.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 0.00 0.00

0 17,355.00 0.00



Report CLM-0802-0
Process CLMJO800
Location: CLMP800O

DEKALB MEDICAL CENTER AT HILLANDALE

2801 DEKALB MEDICAL PKWY
LITHONIA,GA 30058-4996

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES
4,779.90
806.23
6,457.00
1,567.00
2,668.00
0.00
0.00
4,243.00
1,737.00
0.00
521.00
0.00
0.00
5,565.00

OO0 OOOOOOOOOWOOOOOOO
O
O

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

PROVIDER NUMBER

0000005360

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 09/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

jeojejeolololololololololololololololololololololololololololololololeolele]

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES
1,458.00

5,78

=
=
[eleRNlojolololololdololololololololololololoNe)
o
o

35,830.23
17,355.00
53,185.23

n Date: 09/20/2021
n Time: 21:13:49
Page: 4

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]
o
o

0.00
0.00
0.00



Report : CLM-0804-0
Process : CLMJO800
Location: CLMP800O

DEKALB MEDICAL CENTER AT HILLANDALE
2801 DEKALB MEDICAL PKWY
LITHONIA,GA 30058-4996

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE III

OUTPATIENT PAID CLAIMS - % OF CHARGES

Ru
Ru

PROVIDER NUMBER PAYMENT DATES 00/00/00

000000536U SERVICE DATES 09/01/19
ADMISSION DATES 00/00/00

—————————————— CHARGES-——————————————— -—-——————-————-PAYMENTS

TOTAL CHARGES 12,737,955.96 ADJUSTMENTS

COVERED CHARGES 11,749,814.28 CONTRACTUAL ALLOW

NON-COVERD CHARGES 988,141.68 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB
INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:13:50
Page: 5

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00

146,501.83
10,013,500.45
1,736,313.83
2,946.62
1,981.00

0.00
1,731,386.21
1,578,687.50
120,487.26
32,211.45

3,876



Report CLM-0804-0
Process CLMJO800
Location: CLMP800O

DEKALB MEDICAL CENTER AT HILLANDALE

2801 DEKALB MEDICAL PKWY
LITHONIA,GA 30058-4996

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

152,499.
81,436.

0.
762,570.
1,186,171.
217,488.
470,418.
798,811.
335,099.
0.
120,954.
97,050.
29,187.
4,172,773.
83,537.

0.

26,577.
38,358.
353.

469,845.
0.
7,170.
0.
99,116.
0.
64,854.
0

0.
0.

0.
210,465.

OO OOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE III

OUTPATIENT PAID CLAIMS - % OF CHARGES

PROVIDER NUMBER

0000005360

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

NONCOVERED CHARGES COST CENTER

248.30 OTHER LAB 209,086.
2,563.00 RECREATIONAL THERAPY
0.00 EDUCATION & TRAINING
74,864.00 OTHER THERAPEUTIC SVC
204,972.00 SPECIAL CHARGES
57,430.00 FEE SCHEDULE LAB 1,665,893.
489.00 MRI SERVICES 95,728.
90,451.00 PROFESSIONAL FEES
66,483.72 DURABLE MED. EQUIP.
0.00 REHAB THERAPY
1,981.00 FREE STANDING CLINIC
0.00 AMBULANCE
11,748.33 CAST ROOM
12,155.50 SPECIAL SERVICES
0.00 DRUG-SPECIFIC/HOME IV
0.00 INJECTABLE DRUGS 296,81
0.00 HOME HEALTH SERVICES
10,110.00 HOSPICE SERVICES
6,203.88 ACTIVITIES OF DAILY LIFE
41,768.00 PATIENT CONVENIENCE
0.00 0/P SPECIAL RESIDENCE
6,396.00 TRAUMA RESPONSE
0.00 IMPL DEV CHARGE PATIENTS 57,55
0.00 GENE THERAPY DRUGS
86,331.00 NO CC/INVALID REV CODE
0.00
1,536.00
0.00
49,007.00
0.00
23,402.00
0.00
0.00
0.00
0.00
13,455.00

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

Run Date: 09/20/2021

Run Time: 21:13:50

Page: 6

00/00/00 THROUGH 00/00/00
09/01/19 THROUGH 08/31/20
00/00/00 THROUGH 00/00/00

OOJOOOODDODOUIOODODODDODODODOOO

COVERED CHARGES

0.
0.
0.
0.

11,749,814.28

0.00

11,749,814.28

NONCOVERED CHARGES
1,031.00

988,141.68
0.00
988,141.68



Report : CLM-0806-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:13:59
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 7
SUMMARY TYPE IV
ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES

DEKALB MEDICAL CENTER AT HILLANDALE PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
2801 DEKALB MEDICAL PKWY 000000536U SERVICE DATES 09/01/19 THROUGH 08/31/20
LITHONIA,GA 30058-4996 ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————

TOTAL CHARGES 81,642.70 ADJUSTMENTS 0.00

COVERED CHARGES 68,108.70 CONTRACTUAL ALLOW 58,637.69

NON-COVERD CHARGES 13,534.00 TOTAL MEDICAID LIAB 9,471.01

LESS: COB 9,471.01

LESS: COPAYMENT 0.00

ADD: ADDON PYMT 0.00

REIMBURSEMENT 0.00

ALL OTHER 0.00

FEE SCHEDULE-LAB 0.00

INJECTABLE DRUGS 0.00

TOTAL NUMBER OF CLAIMS 24



Report CLM-0806-0
Process CLMJO800
Location: CLMP800O

DEKALB MEDICAL CENTER AT HILLANDALE

2801 DEKALB MEDICAL PKWY
LITHONIA,GA 30058-4996

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

658.
31.

0.
2,670.
1,327.
0.
2,934.
4,353.

32,92

6,71

OO OOOOOONOOOOODOOOOOWOOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE IV

ZERO PAID OUTPATIENT PAID CLAIMS - %

OF CHARGES

PROVIDER NUMBER

0000005360

PART II

NONCOVERED CHARGES
0

0.
0.
0.
1,327.

10,86

eoleolololololololololo lolelolololololololololololololeoiNodele)

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 09/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

OO OO
o
o

=
(o))
=
~J
\S)

w
[\S)
OCOOOOOOOOVOOODOOOOOO

’

68,108.70
0.00
68,108.70

n Date: 09/20/2021
n Time: 21:13:59
Page: 8

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

wl
wl
RPOOOOO
o
o

OO OOOOOOODOOOOOOOOO
o
o

13,534.00
0.00
13,534.00



Report : CLM-0808-0
Process : CLMJO800
Location: CLMP800O

DEKALB MEDICAL CENTER AT HILLANDALE
2801 DEKALB MEDICAL PKWY
LITHONIA,GA 30058-4996

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE V

OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER
0000005360

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

342,842.
332,727.
10,114.

Ru
Ru
PAYMENT DATES 00/00/00
SERVICE DATES 09/01/19
ADMISSION DATES 00/00/00
————————————— PAYMENTS
40 ADJUSTMENTS
80 CONTRACTUAL ALLOW
60 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:14:00
Page: 9
THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00
131.26

315,475.39
17,252.41

0.00

348.00

0.00

16,904.41



Report CLM-0808-0
Process CLMJO800
Location: CLMP800O

DEKALB MEDICAL CENTER AT HILLANDALE

2801 DEKALB MEDICAL PKWY
LITHONIA,GA 30058-4996

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

960.
406.

0.
15,811.
1,383.
0.
3,912.
14,535.
0.

0.

521.

0.

0.
240,430.

OO OOOOOOOOOWOODOODOOOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER

0000005360

PART II

NONCOVERED CHARGES
0

0.
0.
2,260.
2,668.
0.

3,25

OO0 OOOOOOOOINODODOOOOOOOOOOODODOOOO

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 09/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

44,97

4,38

OCOOOOOOOOOOOOOOOOOOHOOOOO
o
o

332,727.80
0.00
332,727.80

n Date: 09/20/2021
n Time: 21:14:00
Page: 10

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

OO OO
o
o

=
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w
o
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=
=
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o
o

10,114.60
0.00
10,114.60



Report : CLM-0810-0
Process : CLMJO800
Location: CLMP800O

DEKALB MEDICAL CENTER AT HILLANDALE
2801 DEKALB MEDICAL PKWY
LITHONIA,GA 30058-4996

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER PAYMENT DATES 00/00/00

000000536U SERVICE DATES 09/01/19
ADMISSION DATES 00/00/00

—————————————— CHARGES-—-——————=——————— -———————-———-PAYMENTS

TOTAL CHARGES 642.00 ADJUSTMENTS

COVERED CHARGES 642.00 CONTRACTUAL ALLOW

NON-COVERD CHARGES 0.00 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:14:01
Page: 11

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00



Report CLM-0810-0
Process CLMJO800
Location: CLMP800O

DEKALB MEDICAL CENTER AT HILLANDALE

2801 DEKALB MEDICAL PKWY
LITHONIA,GA 30058-4996

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

leolololololololololololololololololololololol Velolololololololololeo o)

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER

0000005360

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 09/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

jeojejeolololololololololololololololololololololololololololololololeolele]

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

OO OOOOOOODOOOOOOOOOODOOOOO
o
o

642.00
642.00

09/20/2021
21:14:01
12

n Date:
n Time:
Page:

THROUGH 00/00/00
THROUGH 08/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]
o
o

0.00
0.00
0.00



Report : CLM-0812-0
Process : CLMJO800
Location: CLMP800O

DEKALB MEDICAL CENTER AT HILLANDALE
2801 DEKALB MEDICAL PKWY
LITHONIA,GA 30058-4996

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PROVIDER NUMBER PAYMENT DATES
000000536U SERVICE DATES
ADMISSION DATES

** NO DATA **

Run
Run

00/00/00
09/01/19
00/00/00

Date: 09/20/2021
Time: 21:14:02
Page: 13
THROUGH 00/00/00

THROUGH 08/31/20
THROUGH 00/00/00



Report : CLM-0814-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VIII
ZERO PAID OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

DEKALB MEDICAL CENTER AT HILLANDALE PROVIDER NUMBER PAYMENT DATES
2801 DEKALB MEDICAL PKWY 000000536U SERVICE DATES
LITHONIA,GA 30058-4996 ADMISSION DATES

** NO DATA **

** END OF REPORT **

Run
Run

00/00/00
09/01/19
00/00/00

Date: 09/20/2021
Time: 21:14:02
Page: 14
THROUGH 00/00/00

THROUGH 08/31/20
THROUGH 00/00/00



Report : CLM-0800-0
Process : CLMJO800
Location: CLMP800O

DOCTORS HOSPITAL OF AUGUSTA,

3651 WHEELER RD
AUGUSTA,GA 30909-6521

ROUTINE SERVICES

ROUTINE CARE
ROUTINE NURSERY
SWING BED

LEAVE OF ABSENCE
TOTAL ROUTINE

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

TOTAL ACCOMODATIONS

LLC

COVERED

3,751
200

0

0
3,951

1,539

109
950

2,601
6,552

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

DAYS

SUMMARY TYPE I
INPATIENT PAID CLAIMS

Run Date: 09/20/2021
Run Time: 21:10:08
Page: 1

PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
000000558A SERVICE DATES 04/01/19 THROUGH 03/31/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00

—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 187,428,294.39 ADJUSTMENTS 6,813,899.98
COVERED CHARGES 185,108,382.75 CONTRACTUAL ALLOW 167,979,234.75
NON-COVERD CHARGES 2,319,911.64 TOTAL MEDICAID LIAB 17,129,148.00
LESS: COB 72,873.17

LESS: COPAYMENT 1,725.00

ADD: ADDON PYMT 3,402.00

REIMBURSEMENT 17,057,951.83

TOTAL NUMBER OF ADMISS
PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

NONCOVERED COVERED

6,033,978.84
626,345.76
0.00

ODOOOO

0.
6,660,324.60

0.
6,770,467.52

0.
9,646.64

0.
633,181.00
14,112,246.72
0.00
0.00

0.
21,525,541.88

(] OO OOODODODOOOO

28,185,866.48

IONS 883

CHARGES
NONCOVERED

OO OO
o
o

o OO OOOOOOOO
o
o



Report CLM-0800-0
Process CLMJO800
Location: CLMP800O

DOCTORS HOSPITAL OF AUGUSTA, LLC

3651 WHEELER RD
AUGUSTA,GA 30909-6521

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES
8,630,985.64
18,653,219.81
23,416,848.30
1,883,142.90
3,113,540.37
1,432,101.75
628,530.48
10,992.92
26,603,425.46
243,597.90
13,662,877.92
35,060.86
476,887.58
1,659,810.20
3,249,774.10
399,697.15
26,254.00
2,026,331.78
280,708.18
896,509.64

0.
16,966.36
0

33,410.00
321,108.50

0.
1,673,247.75
0.
406,448.27
0.
2,360,408.86
0.

0.
79,749.12

0.
681,346.61

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER

000000558A

PART II

NONCOVERED CHARGES
0.

58,687.

0

0.
553,863.
0.

0.

0.
35,619.

40,09

1,113,028,
0.
73,324.

OO0 OUIODOOOOODOOOOOOO

ODOOOOOO

ANCILLARY SERVICES

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

COVERED CHARGES
630,325.00
0.00
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o
o
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w
o
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w
o
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40,303,88

2,498,92

[eleoNolololololololololololololoNe)
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156,922,516.27
28,185,866.48
185,108,382.75

Run
Run

00/00/00
04/01/19
00/00/00

NONCOVERED CHARGES
0

Date: 09/20/2021
Time: 21:10:08
Page: 2
THROUGH 00/00/00

THROUGH 03/31/20
THROUGH 00/00/00

0.00
0.00
3,493.46

wl
o
~
i
[ee)
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S} o
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o O
o O

0.00
4,353.53
0

377, 960.00
0

0.00
0.00

2,319,911.64
0.00
2,319,911.64



Report : CLM-0802-0
Process : CLMJO800
Location: CLMP800O

DOCTORS HOSPITAL OF AUGUSTA, LLC

3651 WHEELER RD
AUGUSTA,GA 30909-6521

ROUTINE SERVICES

ROUTINE CARE
ROUTINE NURSERY
SWING BED

LEAVE OF ABSENCE
TOTAL ROUTINE

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

TOTAL ACCOMODATIONS

COVERED

N

ROoOOoOWL

foe] O OO OO OOOJO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

Run Date: 09/20/2021
Run Time: 21:10:15
Page: 4

PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
000000558A SERVICE DATES 04/01/19 THROUGH 03/31/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 359,172.33 ADJUSTMENTS 0.00
COVERED CHARGES 357,486.67 CONTRACTUAL ALLOW 331,880.36
NON-COVERD CHARGES 1,685.66 TOTAL MEDICAID LIAB 25,606.31
LESS: COB 25,732.31
LESS: COPAYMENT 0.00
ADD: ADDON PYMT 126.00
REIMBURSEMENT 0.00
TOTAL NUMBER OF ADMISSIONS 5
PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES
DAYS CHARGES
NONCOVERED COVERED NONCOVERED
0 33,559.92 0.00
0 27,342.00 0.00
0 0.00 0.00
0 0.00 0.00
0 60,901.92 0.00
0 0.00 0.00
0 20,994.12 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 20,994.12 0.00
0 81,896.04 0.00



Report CLM-0802-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

DOCTORS HOSPITAL OF AUGUSTA, LLC
3651 WHEELER RD
AUGUSTA,GA 30909-6521

PROVIDER NUMBER
000000558A

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

PHARMACY-GENERAL 12,878.72 0.00 OTHER LAB 3,422.52
MED/SURG SUPPLY 21,086.50 0.00 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 71,147.02 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 20,356.80 0.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 3,582.00 0.00 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 1,762.87 0.00 FEE SCHEDULE LAB 0.00
EKG/ECG 2,138.40 0.00 MRI SERVICES 0.00
IV THERAPY 0.00 0.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 42,192.36 0.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 2,832.00 0.00 FREE STANDING CLINIC 0.00
ANESTHESIA 1,260.36 0.00 AMBULANCE 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 5,229.36 0.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 10,776.70 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 1,978.72 0.00 INJECTABLE DRUGS 44,805.90
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 485.39 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 7,287.84 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 634.20 0.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 656.25
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 3,999.15 0.00 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 0.00 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 13,955.83 1,685.66
AUDIOLOGY 0.00 0.00
CARDIOLOGY 3,121.74 0.00
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 0.00 0.00
TOTAL ANCILLARY 275,590.63
TOTAL ACCOMODATIONS 81,896.04

TOTAL CHARGES

Run Date: 09/20/2021

Run Time: 21:10:15

Page: 5

00/00/00 THROUGH 00/00/00
04/01/19 THROUGH 03/31/20
00/00/00 THROUGH 00/00/00

COVERED CHARGES

357,486.67

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]
o
o

1,685.66
0.00
1,685.66



Report : CLM-0804-0
Process : CLMJO800
Location: CLMP800O

3651 WHEELER RD
AUGUSTA,GA 30909-6521

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE III

OUTPATIENT PAID CLAIMS - % OF CHARGES

Ru
Ru

DOCTORS HOSPITAL OF AUGUSTA, LLC PROVIDER NUMBER PAYMENT DATES 00/00/00
000000558A SERVICE DATES 04/01/19
ADMISSION DATES 00/00/00
—————————————— CHARGES-——————————————— -—-——————-————-PAYMENTS
TOTAL CHARGES 34,594,066.84 ADJUSTMENTS
COVERED CHARGES 26,014,531.20 CONTRACTUAL ALLOW
NON-COVERD CHARGES 8,579,535.64 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB
INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:10:16
Page: 6

THROUGH 00/00/00
THROUGH 03/31/20
THROUGH 00/00/00

159,215.90
24,017,280.26
1,997,250.94
4,308.14
5,854.62

0.00
1,987,088.18
1,848,707.69
122,751.70
15,628.79

4,860



Report CLM-0804-0
Process CLMJO800
Location: CLMP800O

DOCTORS HOSPITAL OF AUGUSTA, LLC

3651 WHEELER RD
AUGUSTA,GA 30909-6521

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

589,701.
2,193,634.
0.
882,245.
2,981,877.
95,579.
602,892.
809,188.
5,792,410.
398,336.
129,866.
9,860.
313,846.
3,438,290.
2,321, 615.
0.
853,665.
18,290.
389.

0.

0.
30,378.
0
0.
501,970.
0.
24,031.
0.
174,295.
0.
124,568.
0

0.
5,192,
0

731, 857.

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE III

OUTPATIENT PAID CLAIMS - % OF CHARGES

PROVIDER NUMBER

000000558A

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

NONCOVERED CHARGES COST CENTER

Ru
Ru

00/00/00
04/01/19
00/00/00

COVERED CHARGES

123,875.18 OTHER LAB 102,016.48
474,859.50 RECREATIONAL THERAPY 0.00
0.00 EDUCATION & TRAINING 0.00
46,052.41 OTHER THERAPEUTIC SVC 0.00
1,071,869.31 SPECIAL CHARGES 0.00
99,478.72 FEE SCHEDULE LAB 1,861,040.68
4,118.40 MRI SERVICES 254,292.43
141,200.18 PROFESSIONAL FEES 0.00
3,431,060.47 DURABLE MED. EQUIP. 0.00
45,600.10 REHAB THERAPY 0.00
5,317.50 FREE STANDING CLINIC 0.00
0.00 AMBULANCE 0.00
101,222.18 CAST ROOM 0.00
10,304.92 SPECIAL SERVICES 0.00
0.00 DRUG-SPECIFIC/HOME IV 0.00
0.00 INJECTABLE DRUGS 760,534.35
344,520.10 HOME HEALTH SERVICES 0.00
66,438.24 HOSPICE SERVICES 0.00
11,659.55 ACTIVITIES OF DAILY LIFE 0.00
0.00 PATIENT CONVENIENCE 0.00
0.00 0/P SPECIAL RESIDENCE 0.00
330,305.89 TRAUMA RESPONSE 0.00
0.00 IMPL DEV CHARGE PATIENTS 12,665.00
0.00 GENE THERAPY DRUGS 0.00
192,977.04 NO CC/INVALID REV CODE 0.00
0.00
18,035.95
0.00
356,273.77
0.00
247,742.92
0.00
0.00
0.00
0.00
208,540.02

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

26,014,531.20

0.00

26,014,531.20

n Date: 09/20/2021
n Time: 21:10:16
Page: 7

THROUGH 00/00/00
THROUGH 03/31/20
THROUGH 00/00/00

NONCOVERED CHARGES
0

0.00

0.00
143.19
0.00
257,721.43
83,266.54

647,20

OCOOOOOUIOOOOOOOO
o
o

202,620.00
57,126.75
0

8,579,535.64
0.00
8,579,535.64



Report : CLM-0806-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:10:28
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 8
SUMMARY TYPE IV
ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES

DOCTORS HOSPITAL OF AUGUSTA, LLC PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
3651 WHEELER RD 000000558A SERVICE DATES 04/01/19 THROUGH 03/31/20
AUGUSTA,GA 30909-6521 ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————

TOTAL CHARGES 938,691.03 ADJUSTMENTS 0.00

COVERED CHARGES 501,863.17 CONTRACTUAL ALLOW 467,717.69

NON-COVERD CHARGES 436,827.86 TOTAL MEDICAID LIAB 34,145.48

LESS: COB 34,044.52

LESS: COPAYMENT 100.96

ADD: ADDON PYMT 0.00

REIMBURSEMENT 0.00

ALL OTHER 0.00

FEE SCHEDULE-LAB 0.00

INJECTABLE DRUGS 0.00

TOTAL NUMBER OF CLAIMS 112



Report CLM-0806-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE IV
ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES
DOCTORS HOSPITAL OF AUGUSTA, LLC
3651 WHEELER RD
AUGUSTA,GA 30909-6521

PROVIDER NUMBER
000000558A

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

Run Date: 09/20/2021

Run Time: 21:10:28

Page: 9

00/00/00 THROUGH 00/00/00
04/01/19 THROUGH 03/31/20
00/00/00 THROUGH 00/00/00

COVERED CHARGES

PHARMACY-GENERAL 20,605.73 31,432.40 OTHER LAB 78.48
MED/SURG SUPPLY 61,033.25 10,905.75 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 11,239.49 1,718.28 OTHER THERAPEUTIC SVC 0.00
CT SCAN 26,050.47 33,037.27 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 3,699.92 7,552.89 FEE SCHEDULE LAB 54,241.92
EKG/ECG 7,326.00 0.00 MRI SERVICES 0.00
IV THERAPY 8,689.25 2,892.60 PROFESSIONAL FEES 0.00
OPERATING ROOM 53,429.22 269,104.50 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 30,567.55 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 2,275.40 8,808.00 FREE STANDING CLINIC 0.00
ANESTHESIA 0.00 0.00 AMBULANCE 0.00
GI SERVICES 10,179.94 16,622.94 CAST ROOM 0.00
EMERGENCY ROOM 77,727.16 0.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 62,880.80 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 20,174.99
RADIOLOGY THERAPEUTIC 1,740.44 677.01 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 3,526.80 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 2,884.18 3,313.88 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 400.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 22,666.64 4,314.61 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 0.00 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 0.00 0.00
AUDIOLOGY 0.00 0.00
CARDIOLOGY 0.00 0.00
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 23,072.34 14,873.98
TOTAL ANCILLARY 501,863.17
TOTAL ACCOMODATIONS 0.00

TOTAL CHARGES

501,863.17

NONCOVERED CHARGES

22,16

OO0 OOOOWOOODOOOOO

436,827.86
0.00
436,827.86



Report : CLM-0808-0
Process : CLMJO800
Location: CLMP800O

3651 WHEELER RD
AUGUSTA,GA 30909-6521

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

Run Date: 09/20/2021

MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:10:29
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 10
SUMMARY TYPE V

OUTPATIENT PAID CLAIMS - FIXED FEE
DOCTORS HOSPITAL OF AUGUSTA, LLC PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
000000558A SERVICE DATES 04/01/19 THROUGH 03/31/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 1,571,101.82 ADJUSTMENTS 0.00
COVERED CHARGES 1,268,781.88 CONTRACTUAL ALLOW 1,234,746.97
NON-COVERD CHARGES 302,319.94 TOTAL MEDICAID LIAB 34,034.91
LESS: COB 0.00
LESS: COPAYMENT 768.00
ADD: ADDON PYMT 0.00
REIMBURSEMENT 33,266.91
TOTAL NUMBER OF CLAIMS 507



Report CLM-0808-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE

DOCTORS HOSPITAL OF AUGUSTA, LLC
3651 WHEELER RD
AUGUSTA,GA 30909-6521

PROVIDER NUMBER
000000558A

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

PHARMACY-GENERAL 24,681.50 2,153.48 OTHER LAB 1,812.
MED/SURG SUPPLY 15,775.45 89.25 RECREATIONAL THERAPY

LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING
RADIOLOGY-DIAGNOSTIC 82,384.13 1,856.00 OTHER THERAPEUTIC SVC

CT SCAN 135,450.32 192,776.19 SPECIAL CHARGES 0.
PHYSICAL THERAPY 0.00 0.00 FEE SCHEDULE LAB 162,580.
EKG/ECG 36,303.20 0.00 MRI SERVICES

IV THERAPY 69,251.60 2,631.60 PROFESSIONAL FEES

OPERATING ROOM 31,298.00 0.00 DURABLE MED. EQUIP.

LABOR/DELIVERY ROOM 5,734.05 0.00 REHAB THERAPY

RESPIRATORY SERVICES 6,092.20 0.00 FREE STANDING CLINIC

ANESTHESIA 0.00 0.00 AMBULANCE

GI SERVICES 0.00 0.00 CAST ROOM

EMERGENCY ROOM 607,496.80 0.00 SPECIAL SERVICES

RECOVERY ROOM 8,139.00 0.00 DRUG-SPECIFIC/HOME IV

LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 47,91
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES

OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES

SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE

RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE

OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE

CLINIC SERVICES 0.00 151.00 TRAUMA RESPONSE

PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS

LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS

OTHER IMAGING SERVICE 33,871.81 28,921.04 NO CC/INVALID REV CODE

BLOOD 0.00 0.00

BLOOD STORAGE & PRO. 0.00 0.00

ONCOLOGY 0.00 0.00

NUCLEAR MEDICINE 0.00 0.00

AUDIOLOGY 0.00 0.00

CARDIOLOGY 0.00 0.00

AMBULATORY SURGERY 0.00 0.00

OSTEOPATHIC SERVICES 0.00 0.00

EEG 0.00 0.00

ORGAN ACQUISITION 0.00 0.00

TREATMENT/OBSERV. RM 0.00 0.00

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

Run Date: 09/20/2021

Run Time: 21:10:29

Page: 11

00/00/00 THROUGH 00/00/00
04/01/19 THROUGH 03/31/20
00/00/00 THROUGH 00/00/00

OCOOOOOOOOHOOOOOOOOO

COVERED CHARGES
0.

0.
0.

1,268,781.88

0.00

1,268,781.88

NONCOVERED CHARGES

OO OO
o
o

=
(o))
o
wl
\S)

OCOOOOOOOOWOOODOOOOOO
o
S

’

41,18

16,50

302,319.94
0.00
302,319.94



Report : CLM-0810-0
Process : CLMJO800
Location: CLMP800O

3651 WHEELER RD
AUGUSTA,GA 30909-6521

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE
DOCTORS HOSPITAL OF AUGUSTA, LLC PROVIDER NUMBER PAYMENT DATES 00/00/00
000000558A SERVICE DATES 04/01/19
ADMISSION DATES 00/00/00
—————————————— CHARGES-—-—————————————— -———————-———-PAYMENTS
TOTAL CHARGES 118,151.71 ADJUSTMENTS
COVERED CHARGES 102,401.35 CONTRACTUAL ALLOW
NON-COVERD CHARGES 15,750.36 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:10:32
Page: 12

THROUGH 00/00/00
THROUGH 03/31/20
THROUGH 00/00/00



Report CLM-0810-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

DOCTORS HOSPITAL OF AUGUSTA, LLC
3651 WHEELER RD
AUGUSTA,GA 30909-6521

PROVIDER NUMBER
000000558A

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

PART II ANCILLARY SERVICES

COST CENTER COVERED CHARGES NONCOVERED CHARGES COST CENTER

Run Date: 09/20/2021

Run Time: 21:10:32

Page: 13

00/00/00 THROUGH 00/00/00

04/01/19
00/00/00

COVERED CHARGES

PHARMACY-GENERAL 3,433.61 1,550.28 OTHER LAB 0.00
MED/SURG SUPPLY 22,687.00 16.49 RECREATIONAL THERAPY 0.00
LABORATORY-GENERAL 0.00 0.00 EDUCATION & TRAINING 0.00
RADIOLOGY-DIAGNOSTIC 568.94 0.00 OTHER THERAPEUTIC SVC 0.00
CT SCAN 0.00 10,742.09 SPECIAL CHARGES 0.00
PHYSICAL THERAPY 0.00 0.00 FEE SCHEDULE LAB 7,093.39
EKG/ECG 1,069.20 0.00 MRI SERVICES 0.00
IV THERAPY 0.00 0.00 PROFESSIONAL FEES 0.00
OPERATING ROOM 38,400.48 0.00 DURABLE MED. EQUIP. 0.00
LABOR/DELIVERY ROOM 0.00 0.00 REHAB THERAPY 0.00
RESPIRATORY SERVICES 0.00 0.00 FREE STANDING CLINIC 0.00
ANESTHESIA 0.00 0.00 AMBULANCE 0.00
GI SERVICES 0.00 0.00 CAST ROOM 0.00
EMERGENCY ROOM 19,367.48 0.00 SPECIAL SERVICES 0.00
RECOVERY ROOM 3,481.50 0.00 DRUG-SPECIFIC/HOME IV 0.00
LABORATORY PATHOLOGIC 0.00 0.00 INJECTABLE DRUGS 4,226.95
RADIOLOGY THERAPEUTIC 0.00 0.00 HOME HEALTH SERVICES 0.00
OCCUPATIONAL THERAPY 0.00 0.00 HOSPICE SERVICES 0.00
SPEECH PATHOLOGY 0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
RENAL DIALYSIS 0.00 0.00 PATIENT CONVENIENCE 0.00
OUTPATIENT SERVICES 0.00 0.00 O0/P SPECIAL RESIDENCE 0.00
CLINIC SERVICES 0.00 0.00 TRAUMA RESPONSE 0.00
PSYCHIATRIC SERVICES 0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
LITHOTRIPSY 0.00 0.00 GENE THERAPY DRUGS 0.00
OTHER IMAGING SERVICE 1,684.00 1,684.00 NO CC/INVALID REV CODE 0.00
BLOOD 0.00 0.00
BLOOD STORAGE & PRO. 0.00 0.00
ONCOLOGY 0.00 0.00
NUCLEAR MEDICINE 0.00 0.00
AUDIOLOGY 0.00 0.00
CARDIOLOGY 0.00 0.00
AMBULATORY SURGERY 0.00 0.00
OSTEOPATHIC SERVICES 0.00 0.00
EEG 0.00 0.00
ORGAN ACQUISITION 0.00 0.00
TREATMENT/OBSERV. RM 388.80 0.00
TOTAL ANCILLARY 102,401.35
TOTAL ACCOMODATIONS 0.00

TOTAL CHARGES

102,401.35

THROUGH 03/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

1,40

[eleojololololololololololololololololoBN ololo o]

15,750.36
0.00
15,750.36



Report : CLM-0812-0
Process : CLMJO800
Location: CLMP800O

3651 WHEELER RD
AUGUSTA,GA 30909-6521

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE
DOCTORS HOSPITAL OF AUGUSTA, LLC PROVIDER NUMBER PAYMENT DATES 00/00/00
000000558A SERVICE DATES 04/01/19
ADMISSION DATES 00/00/00
—————————————— CHARGES-—-—————————————— -———————-———-PAYMENTS
TOTAL CHARGES 733,822.33 ADJUSTMENTS
COVERED CHARGES 705,198.47 CONTRACTUAL ALLOW
NON-COVERD CHARGES 28,623.86 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:10:33
Page: 14
THROUGH 00/00/00
THROUGH 03/31/20
THROUGH 00/00/00
6,739.25
657,960.72
47,237.75

0.00

44.93

0.00

47,192.82



Report CLM-0812-0
Process CLMJO800
Location: CLMP800O

DOCTORS HOSPITAL OF AUGUSTA, LLC

3651 WHEELER RD
AUGUSTA,GA 30909-6521

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

16,029.
166,146.
0.
2,965.

0

0.
1,069,
0

297,483.

50,446.
0.
92,834.

9,78

OO OOO

[leleoleololololololololololololololeole]

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VII

OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PROVIDER NUMBER

000000558A

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 04/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

5,012.
4,429.
0.
560.
0.
1,391.

OO0 OOOOOOOOOOOOOOOHOODODODODODODOOOO

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

7,18

w
~

()}
[ee)

55,56

OO OOOOOOWVWOOOOOOOOOPOOOOO
o
o

705,198.47
0.00
705,198.47

n Date: 09/20/2021
n Time: 21:10:33
Page: 15

THROUGH 00/00/00
THROUGH 03/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

OO OO
o
o

w
o
[ee)
o
o
o

’

12,37

OO OOOOODOVOOODOOOOOO
e
w

28,623.86
0.00
28,623.86



Report : CLM-0814-0
Process : CLMJO800
Location: CLMP800O

DOCTORS HOSPITAL OF AUGUSTA, LLC
3651 WHEELER RD
AUGUSTA,GA 30909-6521

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VIII
ZERO PAID OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PROVIDER NUMBER PAYMENT DATES
000000558A SERVICE DATES
ADMISSION DATES

** NO DATA **

** END OF REPORT **

Run
Run

00/00/00
04/01/19
00/00/00

Date: 09/20/2021
Time: 21:10:34
Page: 16

THROUGH 00/00/00
THROUGH 03/31/20
THROUGH 00/00/00



Report : CLM-0800-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:10:42
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 1
SUMMARY TYPE I
INPATIENT PAID CLAIMS

DODGE COUNTY HOSPITAL PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
901 GRIFFIN AVE 000000591A SERVICE DATES 10/01/19 THROUGH 09/30/20
EASTMAN, GA 31023-6720 ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————

TOTAL CHARGES 2,998,296.36 ADJUSTMENTS 44,833.76

COVERED CHARGES 2,982,504.68 CONTRACTUAL ALLOW 1,992,667.97

NON-COVERD CHARGES 15,791.68 TOTAL MEDICAID LIAB 989,836.71

LESS: COB 18,366.62

LESS: COPAYMENT 0.00

ADD: ADDON PYMT 3,315.00

REIMBURSEMENT 974,785.09

TOTAL NUMBER OF ADMISSIONS 129

PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

DAYS CHARGES

COVERED NONCOVERED COVERED NONCOVERED
ROUTINE SERVICES
ROUTINE CARE 766 0 662,950.00 0.00
ROUTINE NURSERY 12 0 5,220.00 0.00
SWING BED 0 0 0.00 0.00
LEAVE OF ABSENCE 0 0 0.00 0.00
TOTAL ROUTINE 778 0 668,170.00 0.00
SPECIAL CARE SERVICES
CCu 0 0 0.00 0.00
ICU 116 0 169,360.00 0.00
NICU 0 0 0.00 0.00
PED ICU 0 0 0.00 0.00
NEURO ICU 0 0 0.00 0.00
SHOCK TRAUMA 0 0 0.00 0.00
BURN UNIT 0 0 0.00 0.00
HOSPICE 0 0 0.00 0.00
REHAB 0 0 0.00 0.00
PRTF 0 0 0.00 0.00
TOTAL SPEC CARE 116 0 169,360.00 0.00
TOTAL ACCOMODATIONS 894 0 837,530.00 0.00



Report : CLM-0800-0
Process : CLMJO800
Location: CLMP800O

DODGE COUNTY HOSPITAL
901 GRIFFIN AVE
EASTMAN, GA 31023-6720

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER PAYMENT DATES 00/00/00
000000591A SERVICE DATES 10/01/19
ADMISSION DATES 00/00/00

PART II ANCILLARY SERVICES

COVERED CHARGES NONCOVERED CHARGES COST CENTER COVERED CHARGES
269,892.78 0.00 OTHER LAB 15,313.75
131,448.23 0.00 RECREATIONAL THERAPY 0.00
464,150.05 0.00 EDUCATION & TRAINING 0.00

41,643.14 0.00 OTHER THERAPEUTIC SVC 0.00
204,063.29 0.00 SPECIAL CHARGES 0.00
83,126.11 0.00 FEE SCHEDULE LAB 0.00
33,229.00 0.00 MRI SERVICES 0.00
61,479.00 0.00 PROFESSIONAL FEES 0.00
49,628.98 0.00 DURABLE MED. EQUIP. 0.00
2,648.50 0.00 REHAB THERAPY 0.00
306,767.26 0.00 FREE STANDING CLINIC 0.00
35,766.56 0.00 AMBULANCE 0.00
16,944.00 0.00 CAST ROOM 0.00
136,309.14 0.00 SPECIAL SERVICES 0.00
3,024.98 0.00 DRUG-SPECIFIC/HOME IV 0.00
1,672.50 0.00 INJECTABLE DRUGS 183,643.70
0.00 0.00 HOME HEALTH SERVICES 0.00
0.00 0.00 HOSPICE SERVICES 0.00
0.00 0.00 ACTIVITIES OF DAILY LIFE 0.00
0.00 0.00 PATIENT CONVENIENCE 0.00
0.00 0.00 0/P SPECIAL RESIDENCE 0.00
1,140.00 0.00 TRAUMA RESPONSE 0.00
0.00 0.00 IMPL DEV CHARGE PATIENTS 25,992.86
0.00 0.00 GENE THERAPY DRUGS 0.00
3,006.25 0.00 NO CC/INVALID REV CODE 0.00
0.00 0.00
21,198.70 11,891.24
0.00 0.00
7,320.25 999.00
3,219.00 0.00
38,411.25 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
3,935.40 0.00
TOTAL ANCILLARY 2,144,974.68
TOTAL ACCOMODATIONS 837,530.00

TOTAL CHARGES 2,982,504.68

n Date: 09/20/2021
n Time: 21:10:42
Page: 2

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

2,90

OCOOOOOOOOHOOODOODOOODOODOOOOO
o
o

15,791.68
0.00
15,791.68



Report : CLM-0802-0
Process : CLMJO800
Location: CLMP800O

DODGE COUNTY HOSPITAL
901 GRIFFIN AVE
EASTMAN, GA 31023-6720

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

PROVIDER NUMBER PAYMENT DATES
000000591A SERVICE DATES
ADMISSION DATES

** NO DATA **

Run
Run

00/00/00
10/01/19
00/00/00

Date: 09/20/2021

Time: 21:10:44
Page: 3
THROUGH 00/00/00

THROUGH 09/30/20
THROUGH 00/00/00



Report : CLM-0804-0
Process : CLMJO800
Location: CLMP800O

DODGE COUNTY HOSPITAL
901 GRIFFIN AVE
EASTMAN, GA 31023-6720

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run
MEDICAID MANAGEMENT INFORMATION SYSTEM Run
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE III
OUTPATIENT PAID CLAIMS - % OF CHARGES

PROVIDER NUMBER PAYMENT DATES 00/00/00

000000591A SERVICE DATES 10/01/19
ADMISSION DATES 00/00/00

e CHARGES—--—————————————  —— PAYMENTS-—

TOTAL CHARGES 3,567,234.01 ADJUSTMENTS

COVERED CHARGES 3,443,802.44 CONTRACTUAL ALLOW

NON-COVERD CHARGES 123,431.57 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT

ADD: ADDON PYMT
REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB

INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

Date: 09/20/2021
Time: 21:10:44
Page: 4

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00

572,216.30
507,464.84
61,261.37
3,490.09

1,593



Report CLM-0804-0
Process CLMJO800
Location: CLMP800O

DODGE COUNTY HOSPITAL
901 GRIFFIN AVE
EASTMAN, GA 31023-6720

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES
39,223.89
138,762.30
0.00
160,867.00
609,213.00
21,532.75
60,287.60
199,693.94
89,766.75
32,584.00
27,510.00
84,605.75
28,980.25
659,746.75
9,873.00

ODOOOODOOOO
O
O

30,233.00

5,169:50
64,032:25
34,99%:25

0.00
6,767.50
0

32,923.52

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE III

OUTPATIENT PAID CLAIMS - % OF CHARGES

PROVIDER NUMBER

0000005912

PART II

ANCILLARY SERVICES

NONCOVERED CHARGES
550.75
0.00

0.00
3,898.25
3,100.10
3,209.75
6,765.30
6,535.25
17,315.25
6,032.00
7,966.00
0.00

0.00
1,744.75

OONOODOODOOO
O
o

3,250.00
5,072:50
8,362:25
1,407.00

OO OO
O
o

6,429.20

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

Run Date: 09/20/2021

Run Time: 21:10:44

Page: 5

00/00/00 THROUGH 00/00/00
10/01/19 THROUGH 09/30/20
00/00/00 THROUGH 00/00/00

COVERED CHARGES
234,919.25

49,81

19,21

e NeolololololololololololololoNe)
o
o

o
o
o

3,443,802.44
0.00
3,443,802.44

NONCOVERED CHARGES
1,672.00

0.00

0.00

0.00

0.
31,197.75

8,42

[oleojololololololoRNlolololololololole]
o
o

123,431.57
0.00
123,431.57



Report : CLM-0806-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:10:48
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 6
SUMMARY TYPE IV
ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES

DODGE COUNTY HOSPITAL PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
901 GRIFFIN AVE 000000591A SERVICE DATES 10/01/19 THROUGH 09/30/20
EASTMAN, GA 31023-6720 ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————

TOTAL CHARGES 35,621.85 ADJUSTMENTS 0.00

COVERED CHARGES 27,714.50 CONTRACTUAL ALLOW 23,049.51

NON-COVERD CHARGES 7,907.35 TOTAL MEDICAID LIAB 4,664.99

LESS: COB 4,664.99

LESS: COPAYMENT 0.00

ADD: ADDON PYMT 0.00

REIMBURSEMENT 0.00

ALL OTHER 0.00

FEE SCHEDULE-LAB 0.00

INJECTABLE DRUGS 0.00

TOTAL NUMBER OF CLAIMS 14



Report CLM-0806-0
Process CLMJO800
Location: CLMP800O

DODGE COUNTY HOSPITAL
901 GRIFFIN AVE
EASTMAN, GA 31023-6720

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

36.
2,040.
0.
754.
0.

0.

0.
2,531.
3,042.
0.
373.
2,705.
0.
7,425.
274.
0.

N
foe]

o)
S

B OOOOOOOOOOJOOOODOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE IV

ZERO PAID OUTPATIENT PAID CLAIMS - %

OF CHARGES

PROVIDER NUMBER

0000005912

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 10/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

4,080.

~J
@0 OO

1,474.
373.
1,531.

oo w

joleleolololololololololololololololololololele]

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES
1,000.50

[ee)
O
OOV OODOOODOVOOODOOOOOO
o
o

el
i

27,714.50
0.00
27,714.50

n Date: 09/20/2021
n Time: 21:10:48
Page: 7

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

w

(o))

OO OOO
o o

o o

OO OOOOOOODOOOOOOOOO
o
o

7,907.35
0.00
7,907.35



Report : CLM-0808-0
Process : CLMJO800
Location: CLMP800O

DODGE COUNTY HOSPITAL
901 GRIFFIN AVE
EASTMAN, GA 31023-6720

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE V

OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER
0000005912

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

172,589.
169,566.
3,023.

Ru
Ru

PAYMENT DATES 00/00/00
SERVICE DATES 10/01/19
ADMISSION DATES 00/00/00
————————————— PAYMENTS
56 ADJUSTMENTS
31 CONTRACTUAL ALLOW
25 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:10:48
Page: 8

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00

207.00
0.
10,503.56



Report CLM-0808-0
Process CLMJO800
Location: CLMP800O

DODGE COUNTY HOSPITAL
901 GRIFFIN AVE
EASTMAN, GA 31023-6720

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

1,462.
1,600.
0.
7,657.
7,704.
0.
1,324.
6,919.
0.

0.
373.
0.

0.
103,060.

lojeleolololololololololololololololololelele]

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER

0000005912

PART I

I

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 10/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

i
[eoleolololololololololololololololololololololololo)l Jololololeolo oo Xe N

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

35,90

3,55

OCOOOOOOOOUIOOOOOOOOOWOOOOO
o
o

169,566.31
0.00
169,566.31

n Date: 09/20/2021
n Time: 21:10:48
Page: 9

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

OO OO
o
o

N
\S)
o
=
wul
o

’
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w

3,023.25
0.00
3,023.25



Report : CLM-0810-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
Location: CLMP800O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

DODGE COUNTY HOSPITAL PROVIDER NUMBER PAYMENT DATES 00/00/00
901 GRIFFIN AVE 000000591A SERVICE DATES 10/01/19
EASTMAN, GA 31023-6720 ADMISSION DATES 00/00/00

—————————————— CHARGES-—--——--—————————— -—-——————-————-PAYMENTS

TOTAL CHARGES 16,375.25 ADJUSTMENTS

COVERED CHARGES 15,988.25 CONTRACTUAL ALLOW

NON-COVERD CHARGES 387.00 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:10:49
Page: 10
THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00
0.00

15,440.01

548.24

539.24

9.00

0.00

0.00



Report CLM-0810-0
Process CLMJO800
Location: CLMP800O

DODGE COUNTY HOSPITAL
901 GRIFFIN AVE
EASTMAN, GA 31023-6720

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

39.
330.
0.
722.
0.

0.
993.
1,440.

joleleojeololololololeololololololololololololololololelele]

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER

0000005912

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 10/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

jeojejeolololololololololololololololololololololololololololololololeolele]

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

OCOOOOOOOOUIOOOOOOOOONOOOOO
o
o

15,988.25
0.00
15,988.25

n Date: 09/20/2021
n Time: 21:10:49
Page: 11

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00

NONCOVERED CHARGES

[eleojololololololololololololololololoBN olololole]
o
o

387.00
387.00



Report : CLM-0812-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

DODGE COUNTY HOSPITAL PROVIDER NUMBER PAYMENT DATES
901 GRIFFIN AVE 000000591A SERVICE DATES
EASTMAN,GA 31023-6720 ADMISSION DATES

** NO DATA **

Run
Run

00/00/00
10/01/19
00/00/00

Date: 09/20/2021
Time: 21:10:49
Page: 12

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00



Report : CLM-0814-0
Process : CLMJO800
Location: CLMP800O

DODGE COUNTY HOSPITAL
901 GRIFFIN AVE
EASTMAN, GA 31023-6720

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VIII
ZERO PAID OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PROVIDER NUMBER PAYMENT DATES
000000591A SERVICE DATES
ADMISSION DATES

** NO DATA **

** END OF REPORT **

Run
Run

00/00/00
10/01/19
00/00/00

Date: 09/20/2021
Time: 21:10:49
Page: 13

THROUGH 00/00/00
THROUGH 09/30/20
THROUGH 00/00/00



Report : CLM-0800-0
Process : CLMJO800
Location: CLMP800O

DORMINY MEDICAL CENTER
200 PERRY HOUSE RD
FITZGERALD,GA 31750-8857

ROUTINE SERVICES

ROUTINE CARE
ROUTINE NURSERY
SWING BED

LEAVE OF ABSENCE
TOTAL ROUTINE

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

TOTAL ACCOMODATIONS

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:11:10
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 1
SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
0000006132 SERVICE DATES 08/01/19 THROUGH 07/31/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00

—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 2,703,747.59 ADJUSTMENTS 0.00
COVERED CHARGES 2,671,558.59 CONTRACTUAL ALLOW 1,945,238.34
NON-COVERD CHARGES 32,189.00 TOTAL MEDICAID LIAB 726,320.25
LESS: COB 39,064.99

LESS: COPAYMENT 700.00

ADD: ADDON PYMT 7,000.00

REIMBURSEMENT 693,555.26

TOTAL NUMBER OF ADMISSIONS 114

PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

DAYS CHARGES

COVERED NONCOVERED COVERED NONCOVERED
620 0 680,352.00 0.00
11 0 3,190.00 0.00
0 0 0.00 0.00

0 0 0.00 0.00
631 0 683,542.00 0.00
0 0 0.00 0.00
69 0 92,115.00 0.00
0 0 0.00 0.00

0 0 0.00 0.00

0 0 0.00 0.00

0 0 0.00 0.00

0 0 0.00 0.00

0 0 0.00 0.00

0 0 0.00 0.00

0 0 0.00 0.00
69 0 92,115.00 0.00
700 0 775,657.00 0.00



Report : CLM-0800-0
Process : CLMJO800
Location: CLMP800O

DORMINY MEDICAL CENTER
200 PERRY HOUSE RD
FITZGERALD,GA 31750-8857

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER PAYMENT DATES 00/00/00
0000006132 SERVICE DATES 08/01/19
ADMISSION DATES 00/00/00

PART II ANCILLARY SERVICES

COVERED CHARGES NONCOVERED CHARGES COST CENTER COVERED CHARGES
415,198.50 115.00 OTHER LAB 5,539.00
179,635.56 0.00 RECREATIONAL THERAPY 0.00
401,323.75 0.00 EDUCATION & TRAINING 0.00

55,950.75 0.00 OTHER THERAPEUTIC SVC 0.00
188,884.75 0.00 SPECIAL CHARGES 0.00
1,907.25 0.00 FEE SCHEDULE LAB 0.00
42,975.75 0.00 MRI SERVICES 24,507.50
5,031.75 0.00 PROFESSIONAL FEES 0.00
44,076.75 0.00 DURABLE MED. EQUIP. 0.00
6,216.00 3,678.50 REHAB THERAPY 0.00
250,365.50 0.00 FREE STANDING CLINIC 0.00
6,310.50 0.00 AMBULANCE 0.00
0.00 0.00 CAST ROOM 0.00
153,942.50 0.00 SPECIAL SERVICES 0.00
7,277.50 0.00 DRUG-SPECIFIC/HOME IV 0.00
607.00 0.00 INJECTABLE DRUGS 2,481.00
0.00 0.00 HOME HEALTH SERVICES 0.00
309.00 0.00 HOSPICE SERVICES 0.00
1,897.50 0.00 ACTIVITIES OF DAILY LIFE 0.00
0.00 0.00 PATIENT CONVENIENCE 0.00
0.00 0.00 0/P SPECIAL RESIDENCE 0.00
0.00 292.50 TRAUMA RESPONSE 0.00
0.00 0.00 IMPL DEV CHARGE PATIENTS 0.00
0.00 0.00 GENE THERAPY DRUGS 0.00
8,757.75 0.00 NO CC/INVALID REV CODE 0.00
0.00 0.00
67,784.78 16,778.50
0.00 0.00
3,080.75 0.00
410.00 0.00
18,747.00 0.00
0.00 0.00
0.00 0.00
1,245.25 0.00
0.00 0.00
1,438.25 11,324.50
TOTAL ANCILLARY 1,895,901.59
TOTAL ACCOMODATIONS 775,657.00

TOTAL CHARGES 2,671,558.59

n Date: 09/20/2021
n Time: 21:11:10
Page: 2

THROUGH 00/00/00
THROUGH 07/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]
o
o

32,189.00
0.00
32,189.00



Report : CLM-0802-0
Process : CLMJO800
Location: CLMP800O

DORMINY MEDICAL CENTER
200 PERRY HOUSE RD
FITZGERALD,GA 31750-8857

ROUTINE SERVICES

ROUTINE CARE
ROUTINE NURSERY
SWING BED

LEAVE OF ABSENCE
TOTAL ROUTINE

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

TOTAL ACCOMODATIONS

COVERED

~NO OO

~J ODOOOODODODOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

Run Date: 09/20/2021
Run Time: 21:11:12
Page: 3

PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
0000006132 SERVICE DATES 08/01/19 THROUGH 07/31/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 10,997.58 ADJUSTMENTS 0.00
COVERED CHARGES 10,997.58 CONTRACTUAL ALLOW 6,319.09
NON-COVERD CHARGES 0.00 TOTAL MEDICAID LIAB 4,678.49
LESS: COB 4,665.99
LESS: COPAYMENT 12.50
ADD: ADDON PYMT 0.00
REIMBURSEMENT 0.00
TOTAL NUMBER OF ADMISSIONS 1
PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES
DAYS CHARGES
NONCOVERED COVERED NONCOVERED
0 4,095.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 4,095.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 0.00 0.00
0 4,095.00 0.00



Report CLM-0802-0
Process CLMJO800
Location: CLMP800O

DORMINY MEDICAL CENTER
200 PERRY HOUSE RD
FITZGERALD,GA 31750-8857

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

1,
2,

688.
486.
125.
321.

0.
447 .
185.

=
~J

i
~J

OO0 OOOOOOOOOOOOOOOOOOOHOOWOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

PROVIDER NUMBER

0000006132

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 08/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

jeojejeolololololololololololololololololololololololololololololololeolele]

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

OO OOOOOOODOOOOOOOOOODOOOOO
o
o

6,902.58
4,095.00
10,997.58

n Date: 09/20/2021
n Time: 21:11:12
Page: 4

THROUGH 00/00/00
THROUGH 07/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

olelolelololeololelololololololololololololelolele]
o
o

0.00
0.00
0.00



Report : CLM-0804-0
Process : CLMJO800
Location: CLMP800O

DORMINY MEDICAL CENTER
200 PERRY HOUSE RD
FITZGERALD,GA 31750-8857

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run
MEDICAID MANAGEMENT INFORMATION SYSTEM Run
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE III
OUTPATIENT PAID CLAIMS - % OF CHARGES

PROVIDER NUMBER PAYMENT DATES 00/00/00

0000006132 SERVICE DATES 08/01/19
ADMISSION DATES 00/00/00

e CHARGES—--—————————————  —— PAYMENTS-—

TOTAL CHARGES 3,106,644.09 ADJUSTMENTS

COVERED CHARGES 2,780,357.94 CONTRACTUAL ALLOW

NON-COVERD CHARGES 326,286.15 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT

ADD: ADDON PYMT
REIMBURSEMENT

ALL OTHER

FEE SCHEDULE-LAB

INJECTABLE DRUGS

TOTAL NUMBER OF CLAIMS

Date: 09/20/2021
Time: 21:11:12
Page: 5

THROUGH 00/00/00
THROUGH 07/31/20
THROUGH 00/00/00

443,475.66
371,182.61
67,294.16
4,998.89

1,529



Report CLM-0804-0
Process CLMJO800
Location: CLMP800O

DORMINY MEDICAL CENTER
200 PERRY HOUSE RD
FITZGERALD,GA 31750-8857

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES
50,527.46
52,805.10

0.00
151,720.50
594,632.00

6,848.75
53,960.25
95,514.75
60,319.75

1,632.25
20,769.25
11,690.00

0.00

503,604.50

13,970.00

0.00

0.00

2,151.75
0.

0.00
0.00
2,655.25
0.
0.
45,705.75
0.
49,740.75
0.
14,459.50
0.
25,522.50
0.

0.
67,194.50

0.
40,549.50

GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:11:12
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 6
SUMMARY TYPE III
OUTPATIENT PAID CLAIMS - % OF CHARGES
PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
0000006132 SERVICE DATES 08/01/19 THROUGH 07/31/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00
PART II ANCILLARY SERVICES
NONCOVERED CHARGES COST CENTER COVERED CHARGES NONCOVERED CHARGES
15,670.25 OTHER LAB 26,791.25 0.00
0.00 RECREATIONAL THERAPY 0.00 0.00
1,037.50 EDUCATION & TRAINING 0.00 0.00
5,053.00 OTHER THERAPEUTIC SVC 0.00 1,155.25
119,010.75 SPECIAL CHARGES 0.00 .00
352.75 FEE SCHEDULE LAB 733,844.88 65,549.40
5,883.75 MRI SERVICES 99,794.50 15,509.50
20,131.50 PROFESSIONAL FEES 0.00 0.00
18,349.50 DURABLE MED. EQUIP. 0.00 0.00
0.00 REHAB THERAPY 0.00 0.00
8,607.00 FREE STANDING CLINIC 0.00 0.00
0.00 AMBULANCE 0.00 0.00
0.00 CAST ROOM 0.00 0.00
4,571.75 SPECIAL SERVICES 0.00 0.00
0.00 DRUG-SPECIFIC/HOME IV 0.00 0.00
0.00 INJECTABLE DRUGS 53,953.25 11,801.00
0.00 HOME HEALTH SERVICES 0.00 0.00
899.00 HOSPICE SERVICES 0.00 0.00
1,231.50 ACTIVITIES OF DAILY LIFE 0.00 0.00
0.00 PATIENT CONVENIENCE 0.00 0.00
0.00 0/P SPECIAL RESIDENCE 0.00 0.00
8,511.25 TRAUMA RESPONSE 0.00 0.00
0.00 IMPL DEV CHARGE PATIENTS 0.00 1,190.75
0.00 GENE THERAPY DRUGS 0.00 0.00
3,338.75 NO CC/INVALID REV CODE 0.00 0.00
0.00
13,131.00
0.00
1,726.00
0.00
0.00
0.00
0.00
0.00
0.00
3,575.00

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

2,780,357.94
0.00
2,780,357.94

326,286.15
0.00
326,286.15



Report : CLM-0806-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Run Date: 09/20/2021
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 21:11:16
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 7
SUMMARY TYPE IV
ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES

DORMINY MEDICAL CENTER PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
200 PERRY HOUSE RD 0000006132 SERVICE DATES 08/01/19 THROUGH 07/31/20
FITZGERALD, GA 31750-8857 ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————

TOTAL CHARGES 7,028.18 ADJUSTMENTS 0.00

COVERED CHARGES 6,177.93 CONTRACTUAL ALLOW 5,040.23

NON-COVERD CHARGES 850.25 TOTAL MEDICAID LIAB 1,137.70

LESS: COB 1,131.70

LESS: COPAYMENT 6.00

ADD: ADDON PYMT 0.00

REIMBURSEMENT 0.00

ALL OTHER 0.00

FEE SCHEDULE-LAB 0.00

INJECTABLE DRUGS 0.00

TOTAL NUMBER OF CLAIMS 5



Report : CLM-0806-0
Process : CLMJO800
Location: CLMP800O

DORMINY MEDICAL CENTER
200 PERRY HOUSE RD
FITZGERALD,GA 31750-8857

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES NONCOVERED CHARGES

i

u
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OO O
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GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE IV
ZERO PAID OUTPATIENT PAID CLAIMS - $ OF CHARGES

PROVIDER NUMBER

ANCILLARY SERVICES

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

PAYMENT DATES
SERVICE DATES
ADMISSION DATES

COVERED CHARGES

[eleojololololololol Veololololololololol Jolololole]

Run Date: 09/20/2021
Run Time: 21:11:16

Page: 8

THROUGH 00/00/00
THROUGH 07/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

OCOOOOOOOOOOOOOOOOOOHOOOOO
o
o

850.25
850.25



Report : CLM-0808-0
Process : CLMJO800
Location: CLMP800O

DORMINY MEDICAL CENTER
200 PERRY HOUSE RD
FITZGERALD,GA 31750-8857

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE V

OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER
0000006132

TOTAL CHARGES
COVERED CHARGES
NON-COVERD CHARGES

232,219.
199,030.
33,188.

Ru
Ru

PAYMENT DATES 00/00/00
SERVICE DATES 08/01/19
ADMISSION DATES 00/00/00
————————————— PAYMENTS
61 ADJUSTMENTS
88 CONTRACTUAL ALLOW
73 TOTAL MEDICAID LIAB
LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:11:17
Page: 9

THROUGH 00/00/00
THROUGH 07/31/20
THROUGH 00/00/00

14,809.76



Report CLM-0808-0
Process CLMJO800
Location: CLMP800O

DORMINY MEDICAL CENTER
200 PERRY HOUSE RD
FITZGERALD,GA 31750-8857

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

2,659.
2,065.
0.
12,351.
23,915.
0.
4,140.
7,040.

98,24

1,21

OO0 OOOOOOWOOOOODOOOOORROOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE V
OUTPATIENT PAID CLAIMS - FIXED FEE

PROVIDER NUMBER

0000006132

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 08/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

864.
96.
0.

0.
25,502.
0

0.
1,154.

w
N
[SReXe]

OO0 OOOOOOOODWOOOOOOOOODOOOO

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES
1,573.50

0.00

0.00

0.00

0.
43,172.75

2,65

[oleojololololololoNYolololololololo o]
~J
w

199,030.88
0.00
199,030.88

n Date: 09/20/2021
n Time: 21:11:17
Page: 10

THROUGH 00/00/00
THROUGH 07/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

3,16

1,36

OO0 OOOOWOOOOODOOOOJOOOOO
o
o

33,188.73
0.00
33,188.73



Report : CLM-0810-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM
Location: CLMP8000O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VI
ZERO PAID OUTPATIENT PAID CLAIMS - FIXED FEE

DORMINY MEDICAL CENTER PROVIDER NUMBER PAYMENT DATES
200 PERRY HOUSE RD 000000613A SERVICE DATES
FITZGERALD,GA 31750-8857 ADMISSION DATES

** NO DATA **

Run
Run

00/00/00
08/01/19
00/00/00

Date: 09/20/2021
Time: 21:11:17
Page: 11

THROUGH 00/00/00
THROUGH 07/31/20
THROUGH 00/00/00



Report : CLM-0812-0 GEORGIA DEPARTMENT OF COMMUNITY HEALTH Ru
Process : CLMJO800 MEDICAID MANAGEMENT INFORMATION SYSTEM Ru
Location: CLMP800O HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VII
OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

DORMINY MEDICAL CENTER PROVIDER NUMBER PAYMENT DATES 00/00/00
200 PERRY HOUSE RD 0000006132 SERVICE DATES 08/01/19
FITZGERALD,GA 31750-8857 ADMISSION DATES 00/00/00

—————————————— CHARGES-——--——--—————————— -—-——————-————-PAYMENTS

TOTAL CHARGES 44,885.55 ADJUSTMENTS

COVERED CHARGES 37,243.30 CONTRACTUAL ALLOW

NON-COVERD CHARGES 7,642.25 TOTAL MEDICAID LIAB

LESS: COB

LESS: COPAYMENT
ADD: ADDON PYMT
REIMBURSEMENT

TOTAL NUMBER OF CLAIMS

n Date: 09/20/2021
n Time: 21:11:17
Page: 12

THROUGH 00/00/00
THROUGH 07/31/20
THROUGH 00/00/00



Report CLM-0812-0
Process CLMJO800
Location: CLMP800O

DORMINY MEDICAL CENTER
200 PERRY HOUSE RD
FITZGERALD,GA 31750-8857

COST CENTER
PHARMACY-GENERAL
MED/SURG SUPPLY
LABORATORY-GENERAL
RADIOLOGY-DIAGNOSTIC
CT SCAN

PHYSICAL THERAPY
EKG/ECG

IV THERAPY

OPERATING ROOM
LABOR/DELIVERY ROOM
RESPIRATORY SERVICES
ANESTHESIA

GI SERVICES
EMERGENCY ROOM
RECOVERY ROOM
LABORATORY PATHOLOGIC
RADIOLOGY THERAPEUTIC
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
RENAL DIALYSIS
OUTPATIENT SERVICES
CLINIC SERVICES
PSYCHIATRIC SERVICES
LITHOTRIPSY

OTHER IMAGING SERVICE
BLOOD

BLOOD STORAGE & PRO.
ONCOLOGY

NUCLEAR MEDICINE
AUDIOLOGY

CARDIOLOGY
AMBULATORY SURGERY
OSTEOPATHIC SERVICES
EEG

ORGAN ACQUISITION
TREATMENT/OBSERV. RM

COVERED CHARGES

262.
18,176.
0

1,587.
0

0.

345.

0.

6,726.
0

0.
1,154.
0.
0.
1,455.

QOO0 OOOOOOOOOOODOOOOOO

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VII

OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PROVIDER NUMBER

0000006132

PART II

Ru

Ru

PAYMENT DATES 00/00/00
SERVICE DATES 08/01/19
ADMISSION DATES 00/00/00

ANCILLARY SERVICES

NONCOVERED CHARGES

~J
jeojejeolololololololololololololololololololololololololololololololelele]

COST CENTER

OTHER LAB

RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES
ACTIVITIES OF DAILY LIFE
PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS
GENE THERAPY DRUGS

NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

COVERED CHARGES

w

o
RPOOOOO
~J o

w o

\S)
e Yeololololololololololololololole)
o
o

7,21

o
o
o

37,243.30
0.00
37,243.30

n Date: 09/20/2021
n Time: 21:11:17
Page: 13

THROUGH 00/00/00
THROUGH 07/31/20
THROUGH 00/00/00

NONCOVERED CHARGES

w

OCOORrRPOOOOOOOOOOOOOOOOHOOOOO
o
o

~
~
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7,642.25
0.00
7,642.25



Report : CLM-0814-0
Process : CLMJO800
Location: CLMP800O

DORMINY MEDICAL CENTER
200 PERRY HOUSE RD
FITZGERALD,GA 31750-8857

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE VIII
ZERO PAID OUTPATIENT PAID CLAIMS - LIMITED TO PER CASE RATE

PROVIDER NUMBER PAYMENT DATES
0000006132 SERVICE DATES
ADMISSION DATES

** NO DATA **

** END OF REPORT **

Run
Run

00/00/00
08/01/19
00/00/00

Date: 09/20/2021
Time: 21:11:18
Page: 14

THROUGH 00/00/00
THROUGH 07/31/20
THROUGH 00/00/00



Report : CLM-0800-0
Process : CLMJO800
Location: CLMP800O

WELLSTAR DOUGLAS HOSPITAL
8954 HOSPITAL DR
DOUGLASVILLE,GA 30134-2224

ROUTINE SERVICES

ROUTINE CARE
ROUTINE NURSERY
SWING BED

LEAVE OF ABSENCE
TOTAL ROUTINE

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

TOTAL ACCOMODATIONS

COVERED

1,209
100

0

0
1,309

911
255

OO OOO

1,180
2,489

GEORGIA DEPARTMENT OF COMMUNITY HEALTH

Run Date: 09/20/2021

MEDICAID MANAGEMENT INFORMATION SYSTEM Run Time: 20:56:33
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT Page: 1
SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER PAYMENT DATES 00/00/00 THROUGH 00/00/00
0000006242 SERVICE DATES 07/01/19 THROUGH 06/30/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00

—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————

TOTAL CHARGES 27,247,511.82 ADJUSTMENTS 560,488.41
COVERED CHARGES 27,214,245.72 CONTRACTUAL ALLOW 22,484,301.49
NON-COVERD CHARGES 33,266.10 TOTAL MEDICAID LIAB 4,729,944.23

DAYS

PART I - ACCOMODATIONS
MEDICAID DAYS AND CHARGES

NONCOVERED

ODOOOO

(] OO OOODODODOOOO

TOTAL

LESS: COB

LESS: COPAYMENT

ADD: ADDON PYMT
REIMBURSEMENT

NUMBER OF ADMISS

COVERED

1,657,386.00
141,142.00
0.00

0.
1,798,528.00

3,666,016.00
1,158,112.00
96,460.00
0.00

OO OOOO
O
o

4,920,588.00
6,719,116.00

IONS

CHARGES

101,651.51
75.00
3,276.00
4,631,493.72

NONCOVERED

OO OO
o
o

o OO OOOOOOOO
o
o



Report : CLM-0800-0
Process : CLMJO800
Location: CLMP800O

WELLSTAR DOUGLAS HOSPITAL
8954 HOSPITAL DR
DOUGLASVILLE,GA 30134-2224

COST CENTER COVERED CHARGES
PHARMACY-GENERAL 3,417,755.90
MED/SURG SUPPLY 691,057.82
LABORATORY-GENERAL 4,371,859.15
RADIOLOGY-DIAGNOSTIC 572,753.00
CT SCAN 1,782,058.00
PHYSICAL THERAPY 127,936.00
EKG/ECG 256,258.00
IV THERAPY 346,004.00
OPERATING ROOM 1,038,167.00
LABOR/DELIVERY ROOM 437,611.00
RESPIRATORY SERVICES 1,803,274.00
ANESTHESIA 382,521.00
GI SERVICES 160,548.00
EMERGENCY ROOM 1,385,385.30
RECOVERY ROOM 157,069.00
LABORATORY PATHOLOGIC 168,463.00
RADIOLOGY THERAPEUTIC 0.00
OCCUPATIONAL THERAPY 0.00
SPEECH PATHOLOGY 48,585.00
RENAL DIALYSIS 175,854.00
OUTPATIENT SERVICES 0.00
CLINIC SERVICES 12,218.00
PSYCHIATRIC SERVICES 18,674.00
LITHOTRIPSY 0.00
OTHER IMAGING SERVICE 156,830.00
BLOOD 0.00
BLOOD STORAGE & PRO. 469,338.02
ONCOLOGY 0.00
NUCLEAR MEDICINE 160,607.40
AUDIOLOGY 0.00
CARDIOLOGY 749,666.00
AMBULATORY SURGERY 0.00
OSTEOPATHIC SERVICES 0.00
EEG 50,315.00
ORGAN ACQUISITION 0.00
TREATMENT/OBSERV. RM 745,988.13

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM

HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT

SUMMARY TYPE I
INPATIENT PAID CLAIMS

PROVIDER NUMBER

000000624A

PART I

I

ANCILLARY SERVICES

NONCOVERED CHARGES

6,25

OO OOOONOODOOOOOOUIOOOOOOOOOOOOODOWOOOO

COST CENTER

OTHER LAB
RECREATIONAL THERAPY
EDUCATION & TRAINING
OTHER THERAPEUTIC SVC
SPECIAL CHARGES

FEE SCHEDULE LAB

MRI SERVICES
PROFESSIONAL FEES
DURABLE MED. EQUIP.
REHAB THERAPY

FREE STANDING CLINIC
AMBULANCE

CAST ROOM

SPECIAL SERVICES
DRUG-SPECIFIC/HOME IV
INJECTABLE DRUGS

HOME HEALTH SERVICES
HOSPICE SERVICES

ACTIVITIES OF DAILY LIFE

PATIENT CONVENIENCE
O/P SPECIAL RESIDENCE
TRAUMA RESPONSE

IMPL DEV CHARGE PATIENTS

GENE THERAPY DRUGS
NO CC/INVALID REV CODE

TOTAL ANCILLARY
TOTAL ACCOMODATIONS
TOTAL CHARGES

Ru
Ru

PAYMENT DATES 00/00/00
SERVICE DATES 07/01/19
ADMISSION DATES 00/00/00

COVERED CHARGES
202,964.00
0.00
5,070.00
0.
0.00

0.
432,364.00

167,93

OCONOODOOOOOOODOOOOOO
o
o

20,495,129.72
6,719,116.00
27,214,245.72

n Date: 09/20/2021
n Time: 20:56:33
Page: 2

THROUGH 00/00/00
THROUGH 06/30/20
THROUGH 00/00/00

NONCOVERED CHARGES
0
0.00

0.00
8,200.00

11,72

VOO OO OOOOOWOOOODODOOOOO
o
o

w
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33,266.10
0.00
33,266.10



Report CLM-0802-0
Process CLMJO800
Location: CLMP800O

WELLSTAR DOUGLAS HOSPITAL
8954 HOSPITAL DR
DOUGLASVILLE,GA 30134-2224

ROUTINE SERVICES

ROUTINE CARE
ROUTINE NURSERY
SWING BED

LEAVE OF ABSENCE
TOTAL ROUTINE

SPECIAL CARE SERVICES

CCu

ICU

NICU

PED ICU
NEURO ICU
SHOCK TRAUMA
BURN UNIT
HOSPICE
REHAB

PRTF

TOTAL SPEC CARE

TOTAL ACCOMODATIONS

GEORGIA DEPARTMENT OF COMMUNITY HEALTH
MEDICAID MANAGEMENT INFORMATION SYSTEM
HOSPITAL STATISTICAL AND REIMBURSEMENT REPORT
SUMMARY TYPE II
ZERO PAID INPATIENT PAID CLAIMS

PROVIDER NUMBER PAYMENT DATES O

Run Date: 09/20/2021

Run Time: 20:56:36
Page: 4

0/00/00 THROUGH 00/00/00

0000006242 SERVICE DATES 07/01/19 THROUGH 06/30/20
ADMISSION DATES 00/00/00 THROUGH 00/00/00
—————————————— CHARGES-—-—————————————— ————————————PAYMENTS----——————————————
TOTAL CHARGES 267,843.41 ADJUSTMENTS 0.00
COVERED CHARGES 267,843.41 CONTRACTUAL ALLOW 216,368.98
NON-COVERD CHARGES 0.00 TOTAL MEDICAID LIAB 51,474.43
LESS: COB 51,474.43
LESS: COPAYMENT 0.00
ADD: ADDON PYMT 0.00
REIMBURSEMENT 0.00
TOTAL NUMBER OF ADMISSIONS 3

PART I - ACCOMODATIONS

MEDICAID DAYS AND CHARGES

DAYS CHARGES

COVERED NONCOVERED COVERED NONCOVERED
11 0 15,070.00 0.00
0 0 0.00 0.00
0 0 0.00 0.00
0 0 0.00 0.00
11 0 15,070.00 