A. General DSH Year Information
Begin

Disproportionate Share Hospital (DSH

End

1. DSH Year: [ 07/01/2020] |

06/30/2021]

State of Georgia
Examination Survey Part |
For State DSH Y ear 2021

DSH Version  6.01 2/10/2022

N

Select Your Facility from the Drop-Down Menu Provided:

|ROOSEVELT WARM SPRGS REHAB HOSPITAL

Identification of cost reports needed to cover the DSH Year:

Cost Report Cost Report
Begin Date(s) End Date(s)
3. Cost Report Year 1 07/01/2020 06/30/2021
4. Cost Report Year 2 (if applicable)
5. Cost Report Year 3 (if applicable)
Data
6. Medicaid Provider Number: 000000778A
7. Medicaid Subprovider Number 1 (Psychiatric or Rehab): 0
8. Medicaid Subprovider Number 2 (Psychiatric or Rehab): 0
9. Medicare Provider Number: 113028

B. DSH Qualifying Information

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

During the DSH Examination Year:

. Did the hospital have at least two obstetricians who had staff privileges at the hospital that agreed to
provide obstetric services to Medicaid-eligible individuals during the DSH year? (In the case of a hospital
located in a rural area, the term "obstetrician" includes any physician with staff privileges at the

hospital to perform nonemergency obstetric procedures.)
. Was the hospital exempt from the requirement listed under #1 above because the hospital's

N

inpatients are predominantly under 18 years of age?
Was the hospital exempt from the requirement listed under #1 above because it did not offer non-

w

emergency obstetric services to the general population when federal Medicaid DSH regulations
were enacted on December 22, 19877

3a. Was the hospital open as of December 22, 1987?

3|

=2

What date did the hospital open?

6.01

Must also complete a separate survey file for each cost report period listed - SEE DSH SURVEY PART Il FILES

DSH Examination
Year (07/01/20 -
06/30/21)

LN ]
No
Yes
Yes

1/1/1927
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State of Georgia
Disproportionate Share Hospital (DSH) Examination Survey Part |
For State DSH Y ear 2021

C. Disclosure of Other Medicaid Payments Received:

1. Medicaid Supplemental Payments for Hospital Services DSH Year 07/01/2020 - 06/30/2021
(Should include UPL and non-claim specific payments paid based on the state fiscal year. However, DSH payments should NOT be included.)

2. Medicaid M d Care Suppl | Payments for hospital services for DSH Year 07/01/2020 - 06/30/2021

(Should include all non-claim specific payments for hospital services such as lump sum payments for full Medicaid pricing (FMP), supplementals, quality payments, bonus
payments, capitation payments received by the hospital (not by the MCO), or other incentive payments.
NOTE: Hospital portion of supplemental payments reported on DSH Survey Part Il, Section E, Question 14 should be reported here if paid on a SFY basis.

3. Total Medicaid and Medicaid Managed Care Non-Claims Payments for Hospital Services07/01/2020 - 06/30/2021

Certification:
Answer

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

Explanation for "No" answers:

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

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

Interim CFO
Hospital CEO or CFO Signature Title Date
Waite Popejoy 706-721-3929 spopejoy@augusta.edu
Hospital CEO or CFO Printed Name Hospital CEO or CFO Telephone Number Hospital CEO or CFO E-Mail

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

Hospital Contact: Outside Preparer:
Name |Natalie Reynolds Name |Laura Gillenwater, CPA
Title[Manager of Reimbursement Title [Senior Manager
Telephone Number|706-828-6430 Firm Name [HORNE LLP
E-Mail Address |nareynolds@augusta.edu Telephone Number|601-326-1378
Mailing Street Address|1120 15th Street, Building 0107, Suite 510 E-Mail Address |Laura.Gillenwater@horne.com
Mailing City, State, Zip|Augusta, GA 30912

6.01 Property of Myers and Stauffer LC
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H. In-State and All Unii and O

Cost Report Year (0

Hospital Data:

ROOSEVELT WARM SPRGS REHAB HOSPITAL

State of Georgia

Share Hospitdl (DSH)

Survey Pat II

icare FFS Cross-Overs (with

In-State Other Medicaid Eli

Version8.10

In-State Medicaid FFS Primary In-State Medicaid Managed Care Primary edicaid Secondary) Included El Uninsured Total In-State Medicaid %
Medicaid Per Medicaid Cost to Survey
Diem Cost for Charge Ratio for to Cost
Routine Cost Ancillary Cost Inp; it Outpatient Report
Line # Cost Center Description Centers Centers Inpatient Outpatient Inpatient Outpatient Inpatient Outpatient Inpatient Outpatient (See Exhibit A) (See Exhibit A) Inpatient Outpatient Totals
From Section G From Section G From PS&R From PS&R From PS&R From PS&R From PS&R From PS&R From PS&R From PS&R From Hospital's Own  From Hospital's Own
Summary (Note A) Summary (Note A) Summary (Note A) Summary (Note A) Summary (Note A) Summary (Note A) Summary (Note A) Summary (Note A) Internal Analysis Internal Analysis
Routine Cost Centers (from Section G): Days Days Days Days Days Days
03000 DULTS & PEDIATRICS 1,124.45 1,734 395 804 35 142 2,968 43.18%
03100 _[INTENSIVE CARE UNIT - -
03200 |CORONARY CARE UNIT - -
03300 |BURN INTENSIVE CARE UNIT - -
03400 |SURGICAL INTENSIVE CARE UNIT - -
03500 |OTHER SPECIAL CARE UNIT - -
04000 |SUBPROVIDER | - -
04100 |SUBPROVIDER Il - -
04200 |OTHER SUBPROVIDER - -
[04300 |NURSERY - -
Total Days 1,734 395 804 35 142 2,968 43.18%
Total Days per PS&R or Exhibit Detail 1,734 395 142
Unreconciled Days (Explain Variance) - - - - -
Routine Charges Routine Charges Routine Charges Routine Charges Routine Charges Routine Charges
Routine Charges R 54,334 5 as3iyis ] I <o cov
Calculated Routine Charge Per Diem $ 1,406.25 $ 1,527.35 $ 1,661.23 $ 1,552.40 $ 1,585.75 $ 493.17
Ancillary Cost Centers (from WIS C) (from Section G): Ancillary Charges Ancillary Charges Ancillary Charges Ancillary Charges Ancillary Charges Ancillary Charges Ancillary Charges Ancillary Charges Ancillary Charges Ancillary Charges  _ Ancillary Charges _ Ancillary Charges
Observation (Non-Distinct) - - -
RADIOLOGY-DIAGNOSTIC 457697 07,337 224 44,559 353 3.949 174,666 - | 47.23%
LABORATORY 134698 424,516 56, 240,333 9,550 24,796 730,747 - | 43.96%
RESPIRATORY THERAPY .571627 04,838 18, 66,052 232 309 290,059 - | 40.25%
PHYSICAL THERAPY 253311 75,968 213, 409,509 20,555 77,298 1,520,002 - | 44.32%
OCCUPATIONAL THERAPY 234829 1,113,659 265,354 | 528,014 26,074 97,010 1,933,101 - | 43.75%
SPEECH PATHOLOGY 238193 39,493 63,356 89,926 1,207 45,135 593,982 - | 46.56%
MEDICAL SUPPLIES CHARGED TO PATIENT .050781 42,519 18,798 25,662 538 1.189 87,517 - | 49.27%
DRUGS CHARGED TO PATIENTS 243495 750,910 148,389 475,686 14,695 40,670 1,389,680 - | 44.26%

Printed 9/17/2025
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State of Georgia Version8.10
Di i Share Hospital (DSH) ination Survey Part ||

H. In-State icaid and All Unii i and O i Hospital Data:

Cost Report Year (07/01/2020:

021) ROOSEVELT WARM SPRGS REHAB HOSPITAL

In-State Medicare FFS Cross-Overs (with In-State Other Medicaid Eligibles (Not
In-State Medicaid FFS Prima In-State Medicaid Managed Care Primary ledicaid Secondary) Included Elsewhere) Uninsured

Printed 9/17/2025

Total In-State Medicaid

$ 3959240 § - $ 807,569  § - $

Property of Myers and Stauffer LC
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138
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140
141
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145
146

147
148

State of Georgia
D Share Hospital (DSH) Survey Part 1

H. In-State icaid and All Unii i and O i Hospital Data:
Cost Report Year (07/01/. 06/30/2021) ROOSEVELT WARM SPRGS REHAB HOSPITAL

Version 8.10

-] 4525

- | 4355%

In-State Medicare FFS Cross-Overs (with In-State Other Medicaid Eligibles (Not
In-State Medicaid FFS Primary In-State Medicaid Managed Care Primary [ ) Included Elsewhere) Uninsured Total In-State Medicaid
Totals / Payments
Total Charges (includes organ acquisition from Section J) [s 6,397,686 | [ - 1[s 1410873 | [ - 1[s 3215371 [ - 1[s 127538 | [$ - 1[s 515532 | [§ - I[s_ 11151468 ][s
(Agrees to Exhibit A) (Agrees to Exhibit A)
Total Charges per PS&R or Exhibit Detail [s 6.397.686 | [ s s 1410873 | [8 s 3215371] [ 1 [s 127538 ] [ s 515532 | [ -]
Unreconciled Charges (Explain Variance) - - - - - - - - - -
Total Calculated Cost (includes organ acquisition from Section J) [s 2988813 | [§ - 1[s 660,322 | [$ - 1[s 1,386,520 | [$ - 1[s 56,697 | [§ - 1[s 229260 | [ - 1[s 5092352 | [
Total Medicaid Paid Amount (excludes TPL, Co-Pay and Spend-Down) S 2,690,827 S 187,077 $ 2877904 |[$ -
Total Medicaid Managed Care Paid Amount (excludes TPL, Co-Pay and Spend-Down) (See Note E) 5 443,008 $ 443,008 | [ $ -
Private Insurance (including primary and third party liability) S 48,035 S 45,140 $ 93,175 | [ $ -
Self-Pay (including Co-Pay and Spend-Down) B 75,840 5 75840 | [
Total Allowed Amount from Medicaid PS&R or RA Detail (All Payments) s 2738862 | | § - s 518,038 | | § - ]
Medicaid Cost Setllement Payments (See Note B) 5 -1[s -
Other Medicaid Payments Reported on Cost Report Year (See Note C) $ 1[s -
Medicare Traditional (non-HMO) Paid Amount (excludes coinsurance/deductibles) 5 846,546 5 846,546 | [ § -
Medicare Managed Care (HMO) Paid Amount (excludes coinsurance/deductibles) 5 170315 $ 170315 | [ § -
Medicare Cross-Over Bad Debt Payments (Agrees to Extbit Band  (Agrees to Exhibit B and |5 -8 -
Other Medicare Cross-Over Payments (See Note D) B-1) B-1) $ - [$ -
Payment from Hospital Uninsured During Cost Report Year (Cash Basis) s 73509 ] [ |
Section 1011 Payment Related to Inpatient Hospital Services NOT Included in Exhibits B & B-1 (from Section E) s - |ls -
Calculated Payment Shortfall / (Longfall) (PRIOR TO SUPPLEMENTAL PAYMENTS AND DSH) [ § 249,051 8 - 1[s 141384 | [ - 1[s 1825582 | [ - 1[s 11,557 | [s - 1[s 155,751 8 - 1[s 585474 | 5 -
c y asa ge of Cost 92% 0% 79% 0% 87% 0% 80% 0% 32% 0% 89% 0%

Total Medicare Days from WIS S-3 of the Cost Report Excluding Swing-Bed (C/R, WIS S-3, Pt. 1, Col. 6, Sum of Lns. 2, 3, 4, 14, 16, 17, 18 less lines 5 & 6)
Percent of cross-over days to total Medicare days from the cost report 26%

Note A - These amounts must adree to your inpatient and outpatient Medicaid paid claims summary. For Managed Care, Cross-Over data, and other eliaibles, use the hospital's logs if PS&R summaries are not available (submit logs with survey).
Note B - Medicaid cost settlement payments refer to payments made by Medicaid during a cost report settiement that are not reflected on the claims paid summary (RA summary or PS&R),

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

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

Printed 9/17/2025 Property of Myers and Stauffer LC
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DocuSign Envelope ID: 36270818-BDF6-4FAB-B9A0-2609AC800FDB

State of Georgia
Disproportionate Share Hospital (DSH) Examination Survey Part |
For State DSH Year 2021

N/A

A. General Instructions and Identification of Cost Reports that Cover the DSH Year:

1.

6.01

Select the "Sec. A-C DSH Year Data" tab in Excel workbook. In row 1, select your facility from the drop-down menu provided (if not
already populated). When your facility is selected, the following fields will be populated: in-state Medicaid provider number and
Medicare provider number. Review information and indicate whether it is correct or incorrect. If incorrect, provide correct information.

Provide your cost reporting periods that are needed to completely cover the DSH year. If the end date for cost report period 1 is before
the end date of the DSH year, report your next cost reporting period (cost report 2). If this cost report ends prior to the end of the DSH
year, report your next cost reporting period (cost report 3). The cost reporting periods must cover the entire DSH year.

NOTE: For the 2021 DSH Survey, if your hospital completed the DSH survey for 2020, the first cost report year should follow
the last cost report year reported on the 2020 DSH survey. The last cost report year on the 2021 survey must end on or after
the end of the 2021 DSH year. If your hospital did not complete the 2020 survey, your cost reports for 2021 must cover the
entire 2021 DSH year.

Supporting documentation for all data elements provided within the DSH survey must be maintained for a minimum of five years from
the date of survey submission.

Property of Myers and Stauffer LC Page 1



DocuSign Envelope ID: 36270818-BDF6-4FAB-B9A0-2609AC800FDB

State of Georgia
Disproportionate Share Hospital (DSH) Examination Survey Part |
For State DSH Year 2021

B. DSH Qualifying Information:

1. Answer "B. DSH Qualifying Information" questions 1, 2 and 3 to determine if your hospital is eligible to receive DSH payments.

C. Disclosure of Other Medicaid Payments Received:

1. Medicaid and Medicaid Managed Care supplemental payments should include all non-claims payments for hospital services paid on the
state fiscal year. This includes, but is not limited to) UPL payments, Medicaid GME payments, bonus payments, incentive payments,
full Medicaid pricing (FMP) payments, etc. However, DSH payments should NOT be included.

Certification:

1. The hospital CEO or CFO must certify the accuracy of the survey responses. Provide hospital and outside preparer contacts who can
respond to requests for additional information and answer questions related to the hospital's responses.

N/A
N/A  N/A

Please submit your completed survey Sections A through C and the certification electronically to Myers and
Stauffer LC. Also include Sections D-L included in the separate DSH Survey Part Il file.

6.01 Property of Myers and Stauffer LC
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DocuSign Envelope ID: 36270818-BDF6-4FAB-B9A0-2609AC800FDB

Disproportionate Share Hospital (DSH) Examination Survey Part |

A. General DSH Year Information

State of Georgia

For State DSH Year 2021

DSH Version

Begin End
1. DSH Year: | 07/01/2020] | 06/30/2021|
2. Select Your Facility from the Drop-Down Menu Provided: |ROOSEVELT WARM SPRGS REHAB HOSPITAL
Identification of cost reports needed to cover the DSH Year:

Cost Report Cost Report

Begin Date(s) End Date(s)
3. Cost Report Year 1 07/01/2020 06/30/2021
4. Cost Report Year 2 (if applicable)
5. Cost Report Year 3 (if applicable)

Data

6. Medicaid Provider Number: 000000778A
7. Medicaid Subprovider Number 1 (Psychiatric or Rehab): 0
8. Medicaid Subprovider Number 2 (Psychiatric or Rehab): 0
9. Medicare Provider Number: 113028

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

During the DSH Examination Year:

1. Did the hospital have at least two obstetricians who had staff privileges at the hospital that agreed to
provide obstetric services to Medicaid-eligible individuals during the DSH year? (In the case of a hospital
located in a rural area, the term "obstetrician" includes any physician with staff privileges at the
hospital to perform nonemergency obstetric procedures.)

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

3. Was the hospital exempt from the requirement listed under #1 above because it did not offer non-
emergency obstetric services to the general population when federal Medicaid DSH regulations
were enacted on December 22, 19877

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

3b. What date did the hospital open?

6.01

Must also complete a separate survey file for each cost report period listed - SEE DSH SURVEY PART Il FILES

DSH Examination
Year (07/01/20 -
06/30/21)

| No

| No

| Yes

| Yes

| 1/1/1927

Property of Myers and Stauffer LC
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2/10/2022
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DocuSign Envelope ID: 36270818-BDF6-4FAB-B9A0-2609AC800FDB
State of Georgia
Disproportionate Share Hospital (DSH) Examination Survey Part |
For State DSH Year 2021

C. Disclosure of Other Medicaid Payments Received:

1. Medicaid Supplemental Payments for Hospital Services DSH Year 07/01/2020 - 06/30/2021 | $ - |
(Should include UPL and non-claim specific payments paid based on the state fiscal year. However, DSH payments should NOT be included.)

2. Medicaid Managed Care Supplemental Payments for hospital services for DSH Year 07/01/2020 - 06/30/2021 | $ - |

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

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

3. Total Medicaid and Medicaid Managed Care Non-Claims Payments for Hospital Services07/01/2020 - 06/30/2021 $ -

Certification:
Answer

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

Explanation for "No" answers:

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

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

DocuSigned by:

(Naih/ P oMoq 11/21/2022

A8437B52524044A... |nterim CFO
Hospital CEO or CFO Signature Title Date
Waite Popejoy 706-721-3929 spopejoy@augusta.edu
Hospital CEO or CFO Printed Name Hospital CEO or CFO Telephone Number Hospital CEO or CFO E-Mall

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

Hospital Contact: Outside Preparer:
Name|Natalie Reynolds Name|Laura Gillenwater, CPA
Title|Manager of Reimbursement Title| Senior Manager
Telephone Number|706-828-6430 Firm Name|HORNE LLP
E-Mail Address|nareynolds@augusta.edu Telephone Number|601-326-1378
Mailing Street Address|1120 15th Street, Building 0107, Suite 510 E-Mail Address|Laura.Gillenwater@horne.com
Mailing City, State, Zip|Augusta, GA 30912

6.01 Property of Myers and Stauffer LC Page 4



DocuSign Envelope ID: 36270818-BDF6-4FAB-B9A0-2609AC800FDB

State of Georgia
Disproportionate Share Hospital (DSH) Examination Survey Part |
For State DSH Year 2021

DSH Survey Submission Checklist

Please indicate with an "X" each item included or a "N/A" if not included. Consider a separate cover letter to explain any "N/A" answers to
avoid additional documentation requests.

X

X

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

6.01

1.

2.

5 (a).

5 (b).

6 (a).

6 (b).

7 (a).

7 ().

10.

11.

12.

13.

14.

15 (a).
15 (b).

16.
17.

18.

Electronic copy of the DSH Survey Part | - DSH Year Data - 07/01/2020 - 06/30/2021

Electronic copy of the DSH Survey Part Il - Cost Report Data - Cost Report Year 07/01/2020 -
06/30/2021

. N/A

. N/A

Electronic copy of Exhibit A - Uninsured Charges / Days
- Must be in Excel (.xIs or .xIsx) or CSV (.csv) using either a TAB or | (pipe symbol above the
ENTER key)

Description of logic used to compile Exhibit A. Include a copy of all financial classes and payer
plan codes utilized during the cost report period and a description of which codes were
included or excluded if applicable.

Electronic copy of Exhibit B - Self-Pay Payments
- Must be in Excel (.xIs or .xIsx) or CSV (.csv) using either a TAB or | (pipe symbol above the
ENTER key).

Description of logic used to compile Exhibit B. Include a copy of all transaction codes utilized to
post payments during the cost reporting period and a description of which codes were included
or excluded if applicable.

Electronic copy of Exhibit C for hospital-generated data (includes Medicaid eligibles, Medicare
crossover, Medicaid MCO, or Out-Of-State Medicaid data that isn't supported by a state-
provided or MCO-provided report)

- Must be in Excel (.xIs or .xIsx) or CSV (.csv) using either a TAB or | (pipe symbol above the
ENTER key).

Description of logic used to compile each Exhibit C. Include a copy of all financial classes and
payer plan codes utilized during the cost report period and a description of which codes were
included or excluded if applicable.

. Copies of all out-of-state Medicaid fee-for-service PS&Rs (Remittance Advice Summary or Paid

Claims Summary including crossovers)

. Copies of all out-of-state Medicaid managed care PS&Rs (Remittance Advice Summary or Paid

Claims Summary including crossovers)

Copies of in-state Medicaid managed care PS&Rs (Remittance Advice Summary or Paid Claims
Summary including crossovers)

Support for Section 1011 (Undocumented Alien) payments if not applied at patient level in
Exhibit B

Documentation supporting out-of-state DSH payments received
- Examples may include remittances, detailed general ledgers, or add-on rates.

Financial statements or other documentation to support total charity care charges and
subsidies reported on Section F of DSH Survey Part I

Revenue code cross-walk used to prepare cost report, or supporting grouping schedules

A detailed working trial balance used to prepare each cost report (including revenues)

A detailed revenue working trial balance by payer/contract based on final primary payment
category. The schedule should show charges, contractual adjustments, and revenues by
payer plan and contract (e.g., Medicare, each Medicaid agency payer, each Medicaid Managed
care contract).

Electronic copy of all cost reports used to prepare each DSH Survey Part I

Documentation supporting cost report payments calculated for Medicaid/Medicare cross-overs
(dual eligible cost report payments)

Documentation supporting Medicaid Managed Care Quality Incentive Payments, or any other
Medicaid Managed Care lump sum payments

Please upload all checklist items above to the Myers and Stauffer Web
Portal. If you are unable to access the Web Portal, please call or email.
Web Portal Address:

https://dsh.mslc.com

All electronic (CD or DVD - CDs or DVDs must be encrypted and/or
password protected) and paper documentation can be mailed (using
certified or other traceable delivery) to:

Myers and Stauffer LC

ATTN: DSH Examinations

700 W. 47th Street, Suite 1100

Kansas City, Missouri 64112

Fax: (816) 945-5301

Phone: (800) 374-6858

E-Mail: GADSH@mslc.com

Please Call Myers and Stauffer if you have any questions on completing the DSH survey.

Property of Myers and Stauffer LC
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