HOSPITAL STATEMENT OF COSTS

South Dakota Department of Social Services

This form is authorized by SDCL. 28-13, and hospitals are required to file the completed form with the Department of
Social Services at least annually to participate under the County Poor Relief Program.

Name of Hospital:

Address:

Period covered by statement: From , ,to

NOTE: SDCL 28-13-28. A hospital may avail itself of the provisions of this chapter for purposes of determining payment
for hospitalization of a medically indigent person only if the hospital has filed a detailed statement of costs with the secretary
of social services in the form prescribed by the secretary. The statement of costs shall compute and set forth the ratios of
costs to charges for the hospital's fiscal year covered by the statement of costs. The statement of costs shall be filed with
the secretary at least annually, unless such period is extended or otherwise provided by the secretary, but a hospital

may file a detailed statement of costs or amendments to such a statement once every six months.

NOTE: SDCL 28-13-31. No statement of costs, or amendment thereto, may take effect until approved by the Secretary
of Social Services and the expiration of thirty days from the filing thereof, and thereafter, for purposes of this chapter,
shall remain in full force and effect until the next statement of costs, or amendment thereto, filed by the hospital pursuant

to 28-13-28 is approved by the secretary. Any such statement of costs, or amendments thereto, shall be a public record
and be available for inspection at any time in behalf of any board of county commissioners. (The thirty day timeframe
under this statute shall be calculated pursuant to SDCL 15-6-6(a).)

DEPARTMENTAL Column A - Cost Column B - Charges Ratio of Cost to Charges
LISTING (Per Medicare Cost Report) (Per Medicare Cost Report) Column A Divided by Column B

INPATIENT ROUTINE
SERVICE

NURSING CARE

SPECIAL CARE

Intensive Care Unit

Coronary Care Unit

Intermediate Care Unit

Acute Care Unit

NURSERY CARE

ANCILLARY SERVICE

OBSERVATION BEDS




HOSPITAL SCHEDULE OF PATIENT CHARGES

In accordance with SDCL 28-13-29, please complete the following information regarding the hospitals schedule
of patient charges. If there is more than one rate per category, please list each.

ROOM RATE AMOUNT PER DAY PERIOD OF TIME EFFECTIVE

PRIVATE

SEMI-PRIVATE

NURSERY

SPECIAL

Intensive Care Unit

Coronary Care Unit

Intermediate Care Unit

Acute Care Unit

Please attach additional pages if needed.
CERTIFICATION

| certify that the information in this Hospital Statement of Cost and the Hospital Schedule of Patient Charges is true
and correct to the best of my knowledge. This form has been prepared from information on the latest filed Medicare
cost report of the hospital and reflects reimbursable costs from the books and records of the hospital as defined

by generally accepted accounting principles. | hereby authorize the State of South Dakota access to the Medicare
Cost Report, schedules, and other related data in the audit of this Statement of Cost.

Date Completed By Title
Date Administrator of Hospital Title
Return this statement to : Department of Social Services

Office of Provider Reimbursement & Audits

700 Governors Drive

Pierre, SD 57501-2291

Telephone: (605) 773-3643 Fax: (605) 773-6834




