State of Georgia

Disproportionate Share Hospital (DSH) Examination Survey Part |
For State DSH Y ear 2025
DSH Version  6.02 2/10/2023
A. General DSH Year Information
Begin End
1. DSH Year: [ 07/01/2024] | 06/30/2025]
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 07/01/2022 06/30/2023| Must also complete a separate survey file for each cost report period listed - SEE DSH SURVEY PART Il FILES
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.
DSH Examination

Year (07/01/24 -

During the DSH Examination Year: 06/30/25)

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, 1987?

What date did the hospital open? 1/11927

3|

=2
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State of Georgia
Disproportionate Share Hospital (DSH) Examination Survey Part |
For State DSH Y ear 2025

C. Disclosure of Other Medicaid Payments Received:

1. Medicaid Supplemental Payments for Hospital Services DSH Year 07/01/2024 - 06/30/2025 162,702
(Should include UPL and non-claim specific payments paid based on the state fiscal year. However, DSH payments should NOT be included.)

II

2. Medicaid M d Care Suppl | Payments for hospital services for DSH Year 07/01/2024 - 06/30/2025

(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 Services07/01/2024 - 06/30/2025 $ 162,702
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.

Senior Vice President and Interim CFO

Hospital CEO or CFO Signature Title Date
Joseph Reppert 470-644-0060 joe.reppert@wellstar.org
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|Ebenezer Erzuah Name|Jennifer Johnson
Title |[Executive Director - Reimbursement Title [Senior Manager
Telephone Number|470-956-4981 Firm Name |Southeast Reimbursement Group
E-Mail Address |ebenezer.erzuah@wellstar.org Telephone Number|770-928-3352 ext 106
Mailing Street Address| 1800 Parkway Drive E-Mail Address |jennifer.johnson@srglic.org
Mailing City, State, Zip|Marietta, Georgia 30067
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H. In-State Medicaid and All Uninsured Inpatient and Outpatient Hospital Data:

Cost Report Year (0

Medicaid Per

Diem Cost for

Routine Cost
Line # Cost Center Description Centers

From Section G

Routine Cost Centers (from Section G):

ADULTS & PEDIATRICS

1,517.68
INTENSIVE CARE UNIT -

UBPROVIDER Il -

OTHER SUBPROVIDER -

Total Days per PS&R or Exhibit Detail
Unreconciled Days (Explain Variance)

[Routine Charges ]
Calculated Routine Charge Per Diem

Ancillary Cost Centers (from WIS C) (from Section G):
09200 | Observation (Non-Distinct]
5400 [RADIOLOGY-DIAGNOSTIC
6000 [LABORATORY
6500
7100
DRUGS CHARGED TO PATIENTS

Printed 9/17/2025

ROOSEVELT WARM SPRGS REHAB HOSPITAL

caid FFS Primary

State of Georgia

d Care Primary

Hospita (DSH) Examinai

rvey Part Il

Uninsured

Total In-Stat
Medicaid FFS & M

Version 9.00

Medicaid (D
co

Medicaid Cost to
Charge Ratio for Totals
Ancillary Cost Inpatient Outpatient (Includes all
Centers Inpatient Outpatient Inpatient Outpatient Inpatient Outpatient Inpatient Outpatient Inpatient Outpatient (See Exhibit A) (See Exhibit A) Inpatient Outpatient payers)
[ 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 PS&R From PS&R L ’gv’:'"H;Z":z//vs F’g:y"ﬂ",’:f:{ﬁ:ys
Summary (Note A)  Summary (Note A)  Summary (Note A)  Summary (Note A) | Summary (Note A) | Summary (NoteA)  Summary (Note )  Summary (NoteA) ~ Summary (NoteA) | Summary (Note A) nalyats onalyais
Days Days Days Days Days Days
”19 _3" I _‘2 I _‘” I _35 |
Total Days 1719 378 182 190 35 49 891%
182 190
Routine Charges Routine Charges Routine Charges Routine Charges Routine Charges Routine Charges Routine Charges
T [ 2448484 | NN [5 533,532 | [N [ 256,989 | NN [s 285,024 | [ [ 30.107 | NN [ 68437 | R [ 524,92 | | < >
$ 142437 s 141146 s 141203 s 1.504.86 $ 111734 $ 1,396.67 s 1.407.72
Ancillary Charges _Ancillary Charges  _Ancillary Charges _Ancillary Charges  _Ancillary Charges _Ancillary Charges  _Ancillary Charges _Ancillary Charges _Ancillary Charges  _Ancillary Charges  _Ancillary Charges _Ancillary Charges _Ancillary Charges _Ancillary Charges
755726 68,757 23795 13656 773 - 406 115981 -
140924 533,979 101,590 68,598 89,116 11,328 11,304 793,283 -
947014 159,967 29516 27,327 20717 618 518 237528 -
257695 678,719 166.752 76,383 84,941 5482 21,600 1,006,795 —ste05%
214932 1,137,036 283379 133212 136,191 19,323 35,750 1,689.817 105200
369020 135,944 66,358 17,932 26,392 - 453 246,625 ss7s%
848139 30625 7,346 3358 2.354 693 082 43,683 —rom
333440 811,184 163.007 88,667 77,927 16,159 15,848 1.140.875 at10%
- - - {0.00%
- - - {0.00%
- - - {0.00%
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H. In-State Medicaid and All Uninsured Inpatient and Outpatient Hospital Data:

ROOSEVELT WARM SPRGS REHAB HOSPITAL

State of Georgia
DI Hospital (DSH) Examination Survey Part 11

In-State Other Medicaid Eligibles (Not
Included Elsewhere & with Medicaid
Secondary - Exclude Medicaid Exhausted

In-State Medicare FFS Cross-Overs (with

Medicaid FFS & MCO Exhausted and Non-

Total In-State Medicaid (Days Include

Medicaid FFS & MCO Exhausted and Non-

Version 9.00

Printed 9/17/2025

fedicaid FFS Primary Care Primary Medicaid Secondary) Covered (Not to b Elsewhere) Uninsured vered)
3556211  § - $ 420134 § - s 47410 § - B 57603 S - 92961
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129
130

131

132
133
134
135
136
137
138
139
140
141
142
143
144

145
146

147
148

H. In-State Medicaid and All Uninsured Inpatient and Outpatient Hospital Data:

ROOSEVELT WARM SPRGS REHAB HOSPITAL

Disproportionate Share Hospital (DSH) Examination Survey Part |1

In-State Other Medicaid Eligibles (Not
Included Elsewhere & with Medicaid
Secondary - Exclude Medicaid Exhausted

In-State Medicare FFS Cross-Overs (with

Medicaid FFS & MCO Exhausted and Non-

Verson 9.00

Total In-State Medicaid (Days Include

Medicaid FFS & MCO Exhausted and Non-

In-State Medicaid FFS Primary In-State Medicaid Managed Care Primary Medicaid Secondary) and Non-Covered) Covered (Not to be Included Elsewhere) Uninsured Covered) % Survey to
Totals | Payments
Total Charges (includes organ acquisition from Section J) [s 6.004.695 | [5 - 1[0 1375363 | [ -1 [s 686.123 | [5 - 1 [s 733334 | [ - 1[s 96.710] [ - 1[s 161.398 | [5 - 8799514 | [5 -] 6.64%
(Agrees O ExnbitA) | (Agrees to EXVIBILA)
Total Charges per PSR or Exhibit Detail [s 6.004605 | [5 1l 1375363 | [s 10 686,123 | [ 5 s 733334 | [ 10 96710 ] [s 10 161398 | [ -1
Unreconciled Charges (Explain Variance) B B - - 5 5 5 5 5 5 5 -
Total Calculated Cost (includes organ acquisition from Section J) [s 3653504 | [5 - 1[0 822912 | [ -1 [s 200430 | [s - 1 [s 416803 | [s - 1[s 67,873 ] [ -1 [s 100324 | [5 - 1[s 5302649 | [5 - 46.65%
Total Medicaid Paid Amount (excludes TPL, Co-Pay and Spend-Down) s 2.907.340 s - s 1,556 s 9228 s 2918124 ][5 -
Total Medicaid Managed Care Paid Amount (excludes TPL, Co-Pay and Spend-Down) (See Note E) | § = s 274243 S 2 s 274,243 | [ 8 =
Private Insurance (including primary and third party liabilty) s 55,175 s - s 55,175 || -
Sel-Pay (including Co-Pay and Spend-Down) s = s 5 B 5
Total Allowed Amount from Medicaid PS&R or RA Detail (All Payments) s 2962515 | [ § B s 274243 | [ 5 - I
Medicaid Cost Settlement Payments (See Note B) $ -{8 -
Other Medicaid Payments Reported on Cost Report Year (See Note C) s s -
Medicare Traditional (non-HMO) Paid Amount (excludes coinsurance/deductibles) (See Note F) s 27,038 s 255,475 s - [ | ] s 327413 |8 5
Medicare Managed Care (HMO) Paid Amount (excludes coinsurance/deductibles) s - s 1[s -
Medicare Cross-Over Bad Debt Payments 5 [= 1= 5 (hgrons to ExhbBand (Agroes to ExhitBand |8 s -
Other Medicare Cross-Over Payments (See Note D) s BB - 81) B1) s 1[s -
Payment from Hospital Uninsured During Cost Report Year (Cash Basis) [s 40052 |[s -]
Section 1011 Payment Related to Inpatient Hospital Services NOT Included in Exhibits B & B-1 (from Section E) | $ - ‘ ‘ $ = |
Calculated Payment Shortfall / (Longfall) (PRIOR TO SUPPLEMENTAL PAYMENTS AND DSH)  |$ 663051 | [ - 1[s 548,669 | [ - 10 108399 | [5 - 1 [s 407575 | [ - 10 67873 ] [s - 10 60272 | [s - 1[s 1727694 | [5 -
Calculated Payments as a Percentage of Cost 2% 0% 3% 0% 74% % 2% 0% 0% 0% 40% 0% 67% 0%
Total Medicare Days from W/S S-3 of the Cost Report Excluding Swing-Bed (C/R, WIS S-3, Pt. |, 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 10%

Note A - These amounts must agree to your inpatient and outpatient Medicaid paid claims summary. For Managed Care, Cross-Over data, and other eligibles, use the hospital's logs if PS&R summaries are not available (submit logs with survey).

Note B - Medicaid cost setilement 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 settlement (e.g., Medicare Graduate Medical Education payments).

Note E - Medicaid Manaaed Care pavments should include all Medicaid Manaced Care pavments related to the services provided. includina. but not limited to. incentive pavments. bonus pavments. capitation and sub-capitation pavments.

Note F - Medicare payments reported in FFS, MCO, MCD Exhausted/Non-covered, and uninsured payor buckets should only include Medicare Part B payments for inpatient, Medicaid primary claims with Medicare Part B only coverage for Medicaid covered ancillary services. Such claims should not

have Medicare Part A benefits (due to no coverage or exhausted benefits).

Printed 9/17/2025
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State of Georgia

Disproport Share Hospital (DSH) Examination Survey Part 1
For State DSH Year 2025
DSH Version  6.02 211072023
A. General DSH Year Information
1. DSH Year: L 07/01/2024] | 06/30/2025]
2. Select Your Facility from the Drop-Down Menu Provided: _mDOmm/___m_H_. WARM SPRGS REHAB HOSPITAL
. Cost Report Year 1 07/01/2022 Must aisa compiete a separate survey file for each cost report penad listed - SEE DSH SURVEY PART |l FILES

. Cost Report Year 2 (if applicable)
. Cost Report Year 3 (if applicable)

o bW

6. Medicaid Provider Number:

7. Medicaid Subprovider Number 1 (Psychiatric or Rehab); 0

8. Medicaid Subprovider Number 2 {Psychiatric or Rehaby): 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 Soclal Security Act.

During the DSH Examination Year:

. Did the hespital 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 privilages at the
hospital to perform nonemergancy obstetric procedures.)

2. Was the hospital pt from the requi t listed under #1 above because the hospital's o

inpatients are predominantly under 18 years of age?

3. Was the hospital pt from the requi it listed under #1 above because it did not offer non- Yes

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

-

o

3a. Was the hospital open as of December 22, 19877 Yes
3b. What date did the hospital open? [ahnszr ]

6,02 Property of Myers and Stauffer LC Page 1




State of Georgia
Disproportionate Share Hospital (DSH) Examination Survey Part 1
For State DSH Year 2025

C. Disclosure of Other Medicaid Payments Received:

1. Medicaid Supplemental Payments for Hospital Services DSH Year 07/01/2024 - 06/30/2025 3 162,702
(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 Suppl Pay ts for hospital services for DSH Year 07/01/2024 - 06/30/2025
(Should include all non-claim specific payments for hospital services such as lump sum payments for full Medicaid pricing (FMP), supp quality payments, bonus
P capitation p 1 ived by the hospital (not by the MCQ), 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 Services07/01/2024 - 06/30/2025 ] 162,702
Certification:
1. Was your hospital allowed to retain 100% of the DSH payment it recelved 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 pay

Exp! ion for "No" £

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 Survay 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 regardiess of whether the hospital received
payment on the claim. | understand that this infarmation will be used to determine the Medicaid program’s compliance with federal Disproportionate Share Hospital {DSH) eligibility and payments
pravisions. 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.

Senior Vice President and Interim CFO : 2 V\
Title Date
Joseph Reppert 470-644-00680 joe.reppert@welistar.org

Hospital CEQ or CFO Printed Name

Haspital CEO or CFO Telephone Number

Haospital CEC or CFO E-Mail

it g tion for individuals authorized 1o 1 dtol

P

juird lated to this survey:

Outside Preparer:

Aot Jﬂ_,;_j v Acrese

Mailing Street Address
Mailing City, State, Zip

6.02

Ebenezer Erzuah

Name

Executive Director - Reimbursement

Title

|470-856-4981

Firm Name

|ebenezer erzuah@welistar.org

Jennifer Johnson

Senior Manager

Southeast Reimbursement Group

Telephone Number

1800 Parkway Drive

770-828-3352 ext 108

E-Mail Address

Marietta, Georgia 30067
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