Service Specific I/C Care Survey - Adjusted Gross Revenue HOSP346 2018 Forsyth

Northside Hospital Forsyth

Part A: General Information Georgia Department of Community Health
1. Year: 2018

Facility UID | HOSP346 |

Facility Name |Northside Hospital Forsyth } County: | Forsyth ’

This Addendum reports data for the following Certificate-of-Need (CON) service for which the hospital has a
commitment to provide uncompensated indigent/charity care:

Service: ‘Gamma Knife

CON: 2013-010

2. Please report data for the hospital fiscal year ending in calender year 2018 only. Do not use a different report period.

Report Period:

Beginning: t 1) 2016 Ending: ‘ I'LISI"?.OIZ J
3. Was the service identified above operational for the full report period?
If "No," explain: ’ —I

Part B: Signature and Contact

| have reviewed the responses to this survey and certify that the information is true and accurate. | understand that the
information submitted in this survey is subject to compliance review by the Department.

Authorized Signature: /éw \7‘71}'  Title \Se,mdf Planser f Date: -7 )io)2019 |
Person authorized to respond to inquiries about the responses to this survey

Contact's Name: l%ﬂav\ J. Toporele ] Contact's Title: ‘Semd( Plaone — j
Telephone: “’fo‘f-&-glﬁ Le2, ’ Fax: |"/V'+250 3102, l E-mail: bma'n.rf-ppumz o S':de,—clun\

Part C: Service-Specific Data for Specified Service

Data for service: ) Gamma Knife '
Amount Number of Patients

Uncompensated Indigent Care

P * F44 L, 13
Uncompensated Charity Care & Yy 328 2
Totals t 914, CTRY 33
Adjusted Gross Revenue 3 S $&0 999

) 2

Service-Specific-AGR




Service Specific I/C Care Survey - Adjusted Gross Revenue DTRC174 2018 Habersham
Northside Habersham Imaging

Part A: General Information Georgia Department of Community Health
1. Year: 2018

Facility UID DTRC174

Facility Name |Northside Habersham Imaging J County: Habersham l

This Addendum reports data for the following Certificate-of-Need (CON) service for which the hospital has a
commitment to provide uncompensated indigent/charity care:

Service: ’Imaging Center

CON: 2013-002

2. Please report data for the hospital fiscal year ending in calender year 2018 only. Do not use a different report period.

Report Period:
Beginning: L\ I 2018 —I Ending: EIS‘ ‘ 201¢ :I
| i
3. Was the service identified above operational for the full report period? l(f, $

If "No," explain:

Part B: Signature and Contact

I have reviewed the responses to this survey and certify that the information is true and accurate, | understand that the
information submitted in this survey is subject to compliance review by the Department.

Authorized Signature: @_{ \j:-——-“i¥*7i Title @m’ ot Plannor ’ Date: ;T‘i;[@ﬁg

Person authorized to respond to inquiries about the responses to this survey

Contact's Name: quh J. 5 one‘fl Contact's Title: lé/e,m ot Planne ¢ j
Telephone: @‘l ~§ai~682y ‘ Fax: L‘/U‘ﬂ 250 ~ 30 T E-mail ]If‘\q‘n ."[’o?o cel.@nor-th §|| Oﬂ\ Conn

Part C: Service-Specific Data for Specified Service

Data for service: Dmaging Center !
| Amount Number of Patients

Uncompensated Indigent Care $2€ ot 30

Uncompensated Charity Care 3 7(‘, (73 ] 8

Totals < C)g‘ 9% |g

Adjusted Gross Revenue $2 389 197

Service-Specific-AGR




Service Specific I/C Care Survey - Adjusted Gross Revenue DTRC108 2018 Douglas
MRI and Imaging of Douglasville

Part A: General Information Georgia Department of Community Health
1. Year: 2018
Facilty UD  [DTRC108 l Noethside. /Mediea)
Facility Name :MRl-and-imaging-of-Deouglasville Centeer Imasina | County: Douglas |
3

This Addendum reports data for the following Certificate-of-Need (CON) service for which the hospital has a
commitment to provide uncompensated indigent/charity care:

Service: ’Imaging Center —[

CON: 2013-001

2. Please report data for the hospital fiscal year ending in calender year 2018 only. Do not use a different report period.

Report Period:
Beginning: ‘ \ \.\\I‘ZOW Ending: ’ )2_13\ \‘?,0\8 1

3. Was the service identified above operational for the full report period? Y( $

If "No," explain: } }

Part B: Signature and Contact

| have reviewed the responses to this survey and certify that the information is true and accurate. | understand that the
information submitted in this survey is subject to compliance review by the Department.

Authorized Signature: @ j—.;_g_q * Title ’5'.(,.,,@(. Plonner ' Date: j*//o}—uﬁc,ﬁ

Person authorized to respond to inquiries about the responses to this survey

Contact's Name: [Bﬁﬁr\ J .“‘z“a"(:anuﬂ Contact's Title: Een 02 Ple nnrr ‘

Telephone: ""O‘F%S'—b&’u ‘ Fax: Bo‘h 250 -310 2 1 E-mail: \br‘m‘r\fl'«)(:nrek.@ norﬂvh\(}h_dlm\

Part C: Serviée-Specific Data for Specified Service

Data for service: } tmaging Center j
Amount Number of Patients

Uncompensated Indigent Care %

, 17,542 7
Uncompensated Charity Care %33 qss ) 7
Totals £ S1 530 2(,/
Adjusted Gross Revenue i’

$52z 09|

Service-Specific-AGR




Service Specific I/C Care Survey - Adjusted Gross Revenue DTRC117 2018 Cherokee

MRI & Imaging of Woodstock

Part A: General Information Georgia Department of Community Health
1. Year: 2018
Faciity UID |DTRC117 | Northside /Towne
Facility Name |MRI-8-lmaging-eFWoodstosk 1 . ke [nn ‘m'" na, | County: | Cherokee J
NN

This Addendum reports data for the following Certificate-of-Need (CON) service for which the hospital has a
commitment to provide uncompensated indigent/charity care:

Service: ‘lmaging Center I

CON: 2012-008

2. Please report data for the hospital fiscal year ending in calender year 2018 only. Do not use a different report period.

Report Period:
Beginning: Ending:
‘ »)'!Zotg l)a!s;!‘w!& ]

3. Was the service identified above operational for the full report period?

If "No," explain: ‘ ;

Part B: Signature and Contact

| have reviewed the responses to this survey and certify that the information is true and accurate. | understand that the
information submitted in this survey is subject to compliance review by the Department.

Authorized Signature: é‘_"j,’- / Title } Seor Plonner ‘ Date: -,/

Person authorized to respond to inquiries about the responses to this survey

N

‘Serno‘r Plannt.r ‘

Contact's Name: ‘BHA\'\ J:—,—a—?we ) ’ Contact's Title:

Totons [xi-g1-g81 | P qt-2mo 3102 | E™ b oporek@nonthsidd. com

Part C: Service-Specific Data for Specified Service

Data for service: 1 Imaging Center <l
Amount Number of Patients
Uncompensated Indigent Care & —
. 271507 160
Uncompensated Charity Care < (a 27 (,OS 932_
Totals B9 112 /,072-
Adjusted Gross Revenue 972 «
3,599,387

Service-Specific-AGR




Service Specific I/C Care Survey - Adjusted Gross Revenue DTRC115 2018 Fulton
MRI & Imaging of Hapeville

Part A: General Information Georgia Department of Community Health
1. Year: 2018
Faciity UD  [DTRC115 1 Noerlheide/

[4

Facility Name |MRI-&-lmaging-of-Hapsville Hape plle. lengaina
T J \‘

| County: |Fu|ton }

This Addendum reports data for the following Certificate-of-Need (CON) service for which the hospital has a
commitment to provide uncompensated indigent/charity care:

Service: ’Imaging Center /|

CON: 2013-005

2. Please report data for the hospital fiscal year ending in calender year 2018 only. Do not use a different report period.

Report Period:

Beginning: i /| I!'ZOIE‘ J Ending: ) ) 2_13, l 2018 j
3. Was the service identified above operational for the full report period? Y@S
If "No," explain: L

Part B: Signature and Contact

I have reviewed the responses to this survey and certify that the information is true and accurate. | understand that the
information submitted in this survey is subject to compliance review by the Department.

D : - T T
Authorized Signature; (j . 7”7L ] Title ’Ee’m)}_ Plamror 7 Date: 2[o]2019

Person authorized to respond to inquiries about the responses to this survey

Contact's Name: LB”C"(\ . Toporeke ‘ Contact's Title: ‘Sem i Plonmer j

Telephone: ’Lfo% 5S 16824 ‘ Fax Fﬂ“f" 250 -3102. l E-mall 1b"l%ﬂv+opor“el¢.@ Y)O(’f’l‘)qat&LnQOW\

Part C: Service-Specific Data for Specified Service

Data for service: Imaging Center j
Amount Number of Patients
Uncompensated Indigent Care FG ¢ M
Uncompensated Charity Care 4 5 2 507 39
Totals 3 L 2 103 49
Adjusted Gross Revenue /
$ 1,95, 437

Service-Specific-AGR




Service Specific I/C Care Survey - Adjusted Gross Revenue DTRC113 2018 Gwinnett
MRI & Imaging of Snellville

Part A: General Information Georgia Department of Community Health
1. Year: 2018
Faciity UID [DTRC113 I Noethside./
Facilty Name |MRi-g-imeging-of-6nelivile  Sno)lyille. Ymaqina | County: | Gwinnett |
N

This Addendum reports data for the following Certificate-of-Need (CON) service for which the hospital has a
commitment to provide uncompensated indigent/charity care:

Service: ’Imaging Center

CON: 2006-098

2. Please report data for the hospital fiscal year ending in calender year 2018 only. Do not use a different report period.

Report Period:

Beginning: ‘»,/, !20!8 Ending: "?-!'Sl |"10l€/ l

3. Was the service identified above operational for the full report period? ‘Ii

If "No," explain: ‘

Part B: Signature and Contact

I have reviewed the responses to this survey and certify that the information is true and accurate. | understand that the
information submitted in this survey is subject to compliance review by the Department.

Authorized Signature: | /<’ T Title . Date: lwgf Y,
g ,é, o \"}T’y_ﬁ' ’5‘€f")ur Plﬁ L. ' "'7!'0‘%0!'74
Person authorized to respond to inquiries about the responses to this survey
Contact's Name: . - Contact's Title: -
‘Br 1w J. Topore ke ’ "Sﬁ’mor Plaane r ‘

Telephone: [ wpout g5)pay | P [Hot- 2603100 | EMel |brian.Topone @ nor bhsidl . com

Part C: Service-Specific Data for Specified Service

Data for service: ‘ Imaging Center j
Amount Number of Patients
Uncompensated Indigent Care $120 fart I()‘-f'
L] 2
Uncompensated Charity Care <+ 2.'-"2’ 3(,) 2 }q C/
F ]
Totals 33L3 o0f 299
Adjusted Gross Revenue < é 9 44 273
¢ t

Service-Specific-AGR




Service Specific I/C Care Survey - Adjusted Gross Revenue DTRC177 2018 Fulton

MRI and Imaging of Johns Creek

Part A: General Information Georgia Department of Community Health
1. Year; 2018
Facility UID  [DTRC177 | Norfhsde [McGinnis
Facility Name |MRl-and-imaging-oFJehns-Creek  Ferry | ,,1;, {ina I County: l Fulton f
! g,

This Addendum reports data for the following Certificate-of-Need (CON) service for which the hospital has a
commitment to provide uncompensated indigent/charity care:

Service: 1 Imaging Center

CON: 2010-088

2. Please report data for the hospital fiscal year ending in calender year 2018 only. Do not use a different report period.

Report Period:
Beginning: { 1|20 Ending: [/7,[31 [zoug W

3. Was the service identified above operational for the full report period? ‘(e;

If "No," explain: ’ ‘

Part B: Signature and Contact

| have reviewed the responses to this survey and certify that the information is true and accurate. | understand that the
information submitted in this survey is subject to compliance review by the Department.

Authorized Signature; /<.

S Tite | Seioe Planner | Date: ‘!lwlw"ﬁ

|
Person authorized fo respond to inquiries about the responses to this survey

Contact's Name: ’qu;\ J. Topocek ’ Contact's Title: ’594\\\0:—' Planner 1

Telephone: ’ You-RC1-C2 2y ‘ Fax: ‘ How- 250310 2 ’ E-mail; .JDPI'QI\CpoaMK@ Nocthade. C.CJ,M

Part C: Service-Specific Data for Specified Service

Data for service: ' Imaging Center
Amount Number of Patients
Uncompensated Indigent Care fé‘? 5¢| ) 35
Uncompensated Charity Care 9 ?.381 129 2,5
2
Totals by 307‘ 69(‘) 2??
Adjusted Gross Revenue $ 590 "M'f

Service-Specific-AGR




Service Specific I/C Care Survey - Adjusted Gross Revenue DTRC164 2018 Cobb

Northside Marble Mili Imaging

Part A: General Information Georgia Department of Community Health
1. Year: 2018

Faciity UID  |DTRC164 |

Facility Name (Northside Marble Mill Imaging ] County: Cabb .

This Addendum reports data for the following Certificate-of-Need (CON) service for which the hospital has a
commitment to provide uncompensated indigent/charity care:

Service: ‘Imaging Center

CON: 2011-025 '

2. Please report data for the hospital fiscal year ending in calender year 2018 only. Do not use a different report period.

Report Period:

Beginning: l ‘\‘\20‘8 Ending: },213, 5018 T
3. Was the service identified above operational for the full report period?
If "No," explain: ; j

Part B: Signature and Contact

| have reviewed the responses to this survey and certify that the information is true and accurate. | understand that the
information submitted in this survey is subject to compliance review by the Department.

Authorized Signature: 5_; \j—z;;/[__* | Title stm@r Plosmer ‘ Date: :’H)/‘wlﬁ
Person authorized to respond to inquiries about the responses to this survey

Contact's Name: 'Brm}\ 4 7(;?0(‘611 l Contact's Title: ‘ Senwr Planne— —’
Telephone: ‘L(o\(-ggl_(,g 2 ‘ Fax: |uo 4+ 250- 302 ' E-mail tbﬁqr\-"fogorek.'@ 00“'!“‘15'(‘2(!3. oM

Part C: Service-Specific Data for Specified Service

Data for service: i Imaging Center l

Amount Number of Patients
Uncompensated Indigent Care $ 99 737 39
Uncompensated Charity Care $ | 03' 710 (‘5
Totals j; 203' 4] O’OI
Adjusted Gross Revenue 3) 3 ¢ 56 tq y

Service-Specific-AGR




Service Specific I/C Care Survey - Adjusted Gross Revenue DTRC157 2018 Clayton

Northside Riverdale Imaging

Part A: General Information Georgia Department of Community Health
1. Year: 2018

Facility UD  DTRC157 ]

Facility Name |Northside Riverdale Imaging { County:  |Clayton ‘

This Addendum reports data for the following Certificate-of-Need (CON) service for which the hospital has a
commitment to provide uncompensated indigent/charity care:

Service: ‘Imaging Center

CON: 2010-015

2. Please report data for the hospital fiscal year ending in calender year 2018 only. Do not use a different report period.

Report Period:

Beginning: ul'\_zol%’ Ending: ' )’LISI !ZOIS’ ‘

3. Was the service identified above operational for the full report period?

[f "No," explain: ’ ‘

Part B: Signature and Contact

| have reviewed the responses to this survey and certify that the information is true and accurate. | understand that the
information submitted in this survey is subject to compliance review by the Department.

Authorized Signature: /_g o j—’:,_ . _ Title !éﬂn e Planner } Date: ;IB—IZZIOL

Person authorized to respond to inquiries about the responses to this survey

Contact's Name: "Br,a-,\ J",Bpo”,k_ ' Contact's Title: I Senor Planner '

Telephone: "‘fO‘f-SS[%:g?.l ‘ Fax: ‘%O'-[» 250-3102. ’ E-mail: “Df‘mh -’f‘opﬂﬂ’.‘c@ norfhside.

Cun\

Part C: Service-Specific Data for Specified Service

Data for service: } Imaging Center j
Amount Number of Patients

Uncompensated Indigent Care 5[;257 203 )”?‘-{'

Uncompensated Charity Care 3 Ja3 ! 260 204

Totals g 4<) 03 ({3/

Adjusted Gross Revenue 4};,{ 671 )13

Service-Specific-AGR




Service Specific I/C Care Survey - Adjusted Gross Revenue DTRC109 2018 Hall

MRI & Imaging of Gainesville

Part A: General Information Georgia Department of Community Health
1. Year: 2018
Faciity UID  [DTRC109 | Nocthsite /
Facilty Name tMRI-&-Imeging-of-Gainesvile € a inesy lle. Imaaina | COUNtY: [Hal |
39

This Addendum reports data for the following Certificate-of-Need (CON) service for which the hospital has a
commitment to provide uncompensated indigent/charity care:

Service: ‘Imaging Center Services

CON: 2006-100

2. Please report data for the hospital fiscal year ending in calender year 2018 only. Do not use a different report period.

Report Period:

Beginning: ‘»‘l J2otg Ending: ‘Lllgl ! 2018 j

3. Was the service identified above operational for the full repart period?

If "No," explain: ’ ‘

Part B: Signature and Contact

I have reviewed the responses to this survey and certify that the information is true and accurate. | understand that the
information submitted in this survey is subject to compliance review by the Department.

i i c 2, ; T , T
Authorized Signature ’/é JL_:_ , | Title ’ Senisr Plooner ’ Date W,'U!’ZOIQ
Person authorized to respond to inquiries about the responses to this survey
Contact's Name: ‘Erlq}\ J-_TL;PL)PQIG ’ Contact's Title: l Senor Plinaer j
Telephone: l“/o“f‘— SEi-£82) ‘ Fax; ‘icmh 250-3 109, ‘ E-mail; ’br‘lq‘n.‘*‘o?or e @noctheide. ¢

Part C: Service-Specific Data for Specified Service

Data for service: ‘ Imaging Center Services 4{
Amount Number of Patients
Uncompensated Indigent Care
_ ) 453, L33 349
Uncompensated Charity Care 9 349 (70 q 99
Totals 3 1, 338, 3oy ]"3, G
Adjusted Gross Revenue 3 3 $5¢ (20

Service-Specific-AGR




Service Specific I/C Care Survey - Adjusted Gross Revenue DPTRC171 2018 Fulton

OMWII Diagnostics - Lake Hearn

Part A: General Information Georgia Department of Community Health
1. Year: 2018
Facility UID  [DTRC171 | Norphside /Lake,
Facility Name |OMI-Biagnesties—-ake-Heam e aepn  Imaa.na | County: |Fulton |
S

This Addendum reports data for the following Certificate-of-Need (CON) service for which the hospital has a
commitment to provide uncompensated indigent/charity care:

Service: ‘Imaging Center T

CON: 2011-080

2. Please report data for the hospital fiscal year ending in calender year 2018 only. Do not use a different report period.

Report Period:
Beginning: ‘ | ,'\?_O @ Ending: \ 12)2( 2018 [
3. Was the service identified above operational for the full report period?

If"No," explain: ’ ‘ '

Part B: Signature and Contact

I have reviewed the responses to this survey and certify that the information is true and accurate. | understand that the
information submitted in this survey is subject to compliance review by the Department.

Authorized Signature: | /&0 . ey | THe [ Senve Planner | Date: 4 [,0‘[20[0\
A "h/LV . i R B W

Person authorized to reépond to inquiries about the responses to this survey

Contact's Name: "Br G J Topocele. ) Contact's Title: ‘ Sembe Planner ‘

Telephone: you.ger-eg2r | PO [You-250 r30e. | BTN }Er\}qn,‘f‘o‘pomm@.no%ks} dehcom

Part C: Service-Specific Data for Specified Service

Data for service: \ Imaging Center ' ‘
Amount Number of Patients

Uncompensated Indigent Care ¥ 206 247 65

Uncompensated Charity Care 3 19 3. 0%3 %0

Totals ¥ 399, 330 BYs

Adjusted Gross Revenue 119 ‘1’ 257

Service-Specific-AGR




Service Specific I/C Care Survey - Adjusted Gross Revenue DTRC175 2018 Fulton

Northside Roswell imaging

Part A: General Information Georgia Department of Community Health
1. Year: 2018

Facility UID  |DTRC175 |

Facility Name |Northside Roswell Imaging ‘ County: @Iton ’

This Addendum reports data for the following Certificate-of-Need (CON) service for which the hospital has a
commitment to provide uncompensated indigent/charity care:

Service: ’Imaging Center

CON: 2012-009

2. Please report data for the hospital fiscal year ending in calender year 2018 only. Do not use a different report period.

Report Period:
Beginning: ’T‘\ \2o1z —‘ Ending: 1 1) 31 | 20\8 T
| t \
3. Was the service identified above operational for the full report period? Ve <

If "No," explain: L ’

Part B: Signature and Contact

I have reviewed the responses to this survey and certify that the information is true and accurate. | understand that the
information submitted in this survey is subject to compliance review by the Department.

Authorized Signature: éj - m | Title lsﬁf\w‘r Plenmer 1 Date: -—;l,il;o‘j!
{ - 7 o I

Person authorized to respond to inquiries about the responses to this survey

Contact's Name: ’Brmﬂ J. Taporele ‘ Contact's Title: ! Seniot Plame T

: ] il : :
Telephone: | oy-gsi~pg2 | X [Hou-250-310, | EMal 'bmom.—!'opoocx@na‘%s:ote,.clyy\

Part C: Service-Specific Data for Specified Service

Data for service: Umaging Center j
Amount Number of Patients

Uncompensated Indigent Care < 79 57¢ ss

¥
Uncompensated Charity Care +£ 9L §71 14

r
Totals 4176, 445 125
Adjusted Gross Revenue < 3,733 70\*

¢

Service-Specific-AGR




pntrom |

Service Specific I/C Care Survey - Adjusted Gross Revenue DTRC047 2018 Fulton

MRI & Imaging of North Fulton

Part A: General Information Georgia Department of Community Health
1. Year: 2018
Facilty UID  [DTRCO047 | Nocthside/
Facilty Name |MRI-8-Imaging-o-Nosh-Fulton  J-hom b rac. |maaing | County: | Fulton ]
N

This Addendum reports data for the following Certificate-of-Need (CON) service for which the hospital has a
commitment to provide uncompensated indigent/charity care:

Service: ‘Imaging Center ‘

CON: 2011-062

2. Please report data for the hospital fiscal year ending in calender year 2018 only. Do not use a different report period.

Report Period:

Beginning: { i [zow Ending: ’ 12]30 ! 2007 j
3. Was the service identified above operational for the full report period? Ys <

If "No," explain: ‘ 7

Part B: Signature and Contact

I have reviewed the responses to this survey and certify that the information is true and accurate. | understand that the
information submitted in this survey is subject to compliance review by the Department.

Authorized Signature: /< 3 - j—;}; / - Title ’ Semice Plarner —‘ Date; %-7/10!2qu
1)

Person authorized to respond to inquiries about the responses to this survey

Contact's Name: TBH‘;” ) TS pocele ‘ Contact's Title: ‘ Senior Plaoner ‘l

Lorn

Tostone [ 55 (- g1 | O (4ot 25075102 ] 5T [bevgn fopores@nethide.

Part C: Service-Specific Data for Specified Service

Data for service: ’ |mag|ng Center j
Amount Number of Patients
Uncompensated Indigent Care =y $7 §32 Yo
Uncompensated Charity Care < 69 o1 o
).
Totals 3 )59 243 s¢
Adjusted Gross Revenue = Y 210 032

Service-Specific-AGR




Service Specific I/C Care Survey - Adjusted Gross Revenue PTRC112 2018 Forsyth
MRI & Imaging of Cumming

Part A: General Information Georgia Department of Community Health
1. Year: 2018
Facility UID  [DTRC112 | NorHag }de/
Facliity Name :MRI-&-Imaging-ef-Summing  Cumm iney |maaina | County: ’ Forsyth |
J SARN|

This Addendum reports data for the following Certificate-of-Need (CON) service for which the hospital has a
commitment to provide uncompensated indigent/charity care:

Service: ’Imaging Center

CON: 2009-107

2. Please report data for the hospital fiscal year ending in calender year 2018 only. Do not use a different report period.

Report Period:
Beginning: [/, 2,4 Ending: [ ,2/31 |201% |
¥ 1

3. Was the service identified above operational for the full report period? Yes
If "No," explain: '

Part B: Signature and Contact

| have reviewed the responses to this survey and certify that the information is true and accurate. | understand that the
information submitted in this survey is subject to compliance review by the Department.

Authorized Signature: QS . j—z:;?r,,: B 7 Title LS emiet Pl nme ] Date: %llo , 2019 |
Person authorized to respond to inquiries about the responses to this survey
Contact's Name: ‘8r . J TNO!’O"‘GVL& ’ Contact's Title: \ SCn'oi— P (6 om e — ‘

Telephone: | oy gci-g21 | PO Mot 250 -Biog | EMAL ‘éﬂ\d/\ﬁ{'opoﬂekﬁ northside . com

Part C: Service-Specific Data for Specified Service

Data for service: ‘ Imaging Center ‘
Amount Number of Patients
Uncompensated indigent Care 2 14 2 376 3
Uncompensated Charity Care $ 30 2 T3 2usg
Totals 3 (.{-(og‘ oqq 3 '
Adjusted Gross R '
justed Gross Revenue $51 28 7 32|

Service-Specific-AGR




Service Specific IIC Care Survey - Adjusted Gross Revenue DTRC163 2018 Douglas
OMI Diagnostics-Douglasville

Part A: General Information Georgia Department of Community Health
1. Year: 2018
Facilty UD  [DTRC163 1 Northside /
Faciiity Name | OMI-Biagnosties-Douglasvile Doug\ge v lle. lmac\;m‘a\ j County: ‘Douglas
N} 9

This Addendum reports data for the following Certificate-of-Need (CON) service for which the hospital has a
commitment to provide uncompensated indigent/charity care:

Service: ’lmaging Center

CON: 2011-017

2. Please report data for the hospital fiscal year ending in calender year 2018 only. Do not use a different report period.

Report Period:

Beginning: ’ | ! 2018 Ending: L, ZI3| !Z‘Dl‘@ T
3. Was the service identified above operational for the full report period? \,fe <

if "No," explain: ’ 1

Part B: Signature and Contact

| have reviewed the responses to this survey and certify that the information is true and accurate. | understand that the
information submitted in this survey is subject to compliance review by the Department.

Authorized Signature: . j%(,ﬂ.w Title | Temron Plommer ! Date: le‘q
' N Al 1A B

Person authorized to respond to inquiries about the responses to this survey

Contact's Name: ) Brian J\TBpore,k.’ Contact's Tite: 1 Senr Plaane~ T

Telephone: ’L‘Io $-5si-4E2] 1 Fax: "‘Io\l—- 250-3102 ! E-mail; 1 b rl.Cq/\.+o.por‘e,k,@‘ nc)rﬂ‘g]dﬁbgom\

Part C: Service-Specific Data for Specified Service

Data for service: ’ Imaging Center j
Amount Number of Patients
Uncompensated Indigent Care o N 935 72
b
Uncompensated Charity Care T4y o ) )73
Totals $297. 974 240
Adjusted Gross Revenue <+ of ,gfé 394,
2

Service-Specific-AGR




Service Specific I/C Care Survey - Adjusted Gross Revenue DPTRC105 2018 Clarke

MRI & Imaging of Athens

Part A: General Information Georgia Department of Community Health
1. Year: 2018

Facilty UID  |DTRC105 |

Facility Name |MRI & Imaging of Athens ] County: | Clarke ‘

This Addendum reports data for the following Certificate-of-Need (CON) service for which the hospital has a
commitment to provide uncompensated indigent/charity care:

Service: ‘Imaging Center Services ’

CON: 2007-091

2. Please report data for the hospital fiscal year ending in calender year 2018 only. Do not use a different report period.

Report Period:

Beginning: [, [0 Ending: | 2|24 220,8 ]

3. Was the service identified above operational for the full report period?

If "No," explain: ' {

Part B: Signature and Contact

| have reviewed the responses to this survey and certify that the information is true and accurate. | understand that the
information submitted in this survey is subject to compliance review by the Department.

Title ‘

Authorized Signature: /j o Semor Plonner 1 Date: %7/’0/&;!9;

Person authorized to respond to Inquiries about the responses to this survey

Contact's Name: ‘Brw;n J.Tégorqll. Contact's Title: [Semé( Planme —l

Telephone: |uroy g g)-ggay | P | Yop-250 B\pg | Emal \brm‘niopor@k@ norn’*ks}idc-com

Part C: Service-Specific Data for Specified Service

Data for service: ‘ Imaging Center Services j
Amount Number of Patients
Uncompensated Indigent Care < 50 656 SO
Uncompensated Charity Care 226 958 Z(v‘"f
J ]
Totals 2307 644 344
Adjusted Gross Revenue % ¢
1,901, L5y

Service-Specific-AGR

1
|
]
1




Service Specific I/C Care Survey - Adjusted Gross Revenue DTRC168 2018 Cobb

Northside Marietta Imaging Center

Part A: General Information Georgia Department of Community Health
1. Year: 2018

Facility UID  |DTRC168 |

Facility Name |Northside Marietta Imaging Center ‘ County: ‘Cobb !

This Addendum reports data for the following Certificate-of-Need (CON) service for which the hospital has a -
commitment to provide uncompensated indigent/charity care:

Service: ‘Imaging Center

CON: 2012-026

2. Please report data for the hospital fiscal year ending in calender year 2018 only. Do not use a different report period.

Report Period:
Beginning: } ()] 2015 Ending: ‘,7_/ 31 [zo1& I
v I
3. Was the service identified above operational for the full report period? Yes

If "No," explain: ’ ’

Part B: Signature and Contact

I have reviewed the responses to this survey and certify that the information is true and accurate. | understand that the
information submitted in this survey is subject to compliance review by the Department.

Y
i i Dl . | Title | . YR
Authorized Signature: cj"_d j——%:f(' Title | Senide Planmer ‘ Date: ﬂ‘i’l}o“i

Person authorized to respond to inquiries about the responses to this survey

Contact's Name: ‘ Re R Contact's Title:

J._F)(Jordt ‘ ’ Sendoc Planace ‘

Telephone: l‘l‘otf—gglalpng | Fax: “’/ULLZ';()-—g.loz. ‘ E-mail: lbfl&vf\.+0()0"€[<@V70P{‘/')5I.OIJI_LC0/V\

Part C: Service-Specific Data for Specified Service

Data for service: l Imaging Center j
Amount Number of Patients

Uncompensated Indigent Care 2 » g(, oU g

Uncompensated Charity Care g 2_‘%} S1% 242

Totals 1700 625 Y29

Adjusted Gross Revenue 3 6¥6 590

Service-Specific-AGR




Print Form

Service Specific I/C Care Survey - Adjusted Gross Revenue HOSP541 2018 Cherokee

Northside Hospital Cherokee

Part A: General Information Georgia Department of Community Health

1. Year: 2018 “‘
Faclity UID  |HOSP541 | 1
Facility Name |Northside Hospital Cherokee \ County:  |Cherokee '

This Addendum reports data for the following Certificate-of-Need (CON) service for which the hospital has a
commitment to provide uncompensated indigent/charity care:

Service: Northside Canton Gl Lab

CON: 1995-081

2. Please report data for the hospital fiscal year ending in calender year 2018 only. Do not use a different report period.

Report Period:
Beginning: ’ (] 20te Ending: ’ ,2!3! l20x ;
3. Was the service identified above operational for the full report period? Yeg

If "No," explain: , ‘

Part B: Signature and Contact

| have reviewed the responses to this survey and certify that the information is true and accurate. | understand that the
information submitted in this survey is subject to compliance review by the Department.

Authorized Signature: ’@N F e ’ Title l S ive Plonmne e ( Date: b!,o 2019 '
1 ¥ 13
Person authorized to respond to inquiries about the responses to this survey
Contact's Name: ‘Brm}\ \(-“7&30(?1& \ Contact's Title: J Semse Planner t
Telephone: ‘L,loq.ﬂ 551~ b5z ‘ Fax: ‘ Hod-250-B 10 ‘ E-mait “:)r\dn Aoporele® nof—l'h.sfn‘de_,n Cam

Part C: Service-Specific Data for Specified Service

Data for service: - Northside Canton Gl Lab \
Amount Number of Patients
Uncompensated Indigent Care Lyg t 20 . )5
)
Uncompensated Charity Care 14170 10 4. 73
]
Totals F 215,525 94
Adjusted Gross Revenue %2 310,908
) 2

Service-Specific-AGR




Print Form 1

Service Specific I/C Care Survey - Adjusted Gross Revenue HOSP541 2018 Cherokee

Northside Hospital Cherokee

Part A: General Information Georgia Department of Community Health
1. Year: 2018

Facility UID  |HOSP541 |

Facility Name |Northside Hospital Cherokee | County:  |Cherokee ]

This Addendum reports data for the following Certificate-of-Need (CON) service for which the hospital has a
commitment to provide uncompensated indigent/charity care:

Service: ‘Towne Lake Surgery Center

CON: 2014-021

2. Please report data for the hospital fiscal year ending in calender year 2018 only. Do not use a different report period.

Report Period:

Beginning: ‘ 3] 12,2019 ‘ Ending: ‘ ,9_,3' I 201§ ’
3. Was the service identified above operational for the full report period?
If "No," explain: ‘ Facit ‘{-\.{ Othem{»ol on 3 \.'2' \‘?.0‘ g —|

Part B: Signature and Contact

| have reviewed the responses to this survey and certify that the information is true and accurate. | understand that the
information submitted in this survey is subject to compliance review by the Department.

Authorized Signature: "/c§ . \j—Z:)(d——-’ ‘ Title‘ Senior Planmer ‘ Date: -7!,,).!20'(}

Person authorized to respond to inquiries about the responses to this survey

Contact's Title: ’«gq_mu‘( Placmne s ‘

Contact's Name:

‘fgrm;\ J . To(’m)(“t le.

Telephone: Mowgg:-ggu ) Fax: ‘ You-280-301 } E-mail: 'bf\ér\.J[o?oreé QJV)OP“I‘I’\SI\J‘@“CUIY\

Part C: Service-Specific Data for Specified Service

Data for service: { Towne Lake Surgery Center ‘
Amount Number of Patients
Uncompensated Indigent Care * 24, 799 37
Uncompensated Charity Care g .
- 535 13% 12
796, 937 107
Adjusted Gross Revenue ﬂ;?! gL 530

Service-Specific-AGR




Service Specific I/C Care Survey - Adjusted Gross Revenue DTRC110 2018 Fulton

Duluth Diagnostic Imaging

Part A: General Information Georgia Department of Community Health
1. Year: 2018
Facilty UD  [DTRC110 | Noethside /Doluth
Facility Name |Duluth-Diagnestie-lmaging I rma s ;h;\ ‘ County: Eulton ‘
0 0

This Addendum reports data for the following Certificate-of-Need (CON) service for which the hospital has a
commitment to provide uncompensated indigent/charity care:

Service: ‘lmaging Center

CON: 2013-006

2. Please report data for the hospital fiscal year ending in calender year 2018 only. Do not use a different report period.

Report Period:

Beginning: L,,/, [ 2o1% Ending: ‘ 12)z1 [ 2008 T
l L)
3. Was the service identified above operational for the full report period?
If "No," explain: ‘ ]

Part B: Signature and Contact

| have reviewed the responses to this survey and certify that the information is true and accurate. | understand that the
information submitted in this survey is subject to compliance review by the Department.

iV, - ,f'b*“-""“ i Title bfhlo} Plaonne « ‘ Date: E—_'llo,?.o\qﬁ

Person authorized to respond to inguiries about the responses to this survey

Authorized Signature: ﬁ

Contact's Name: l Reian '_l;por*e—"\l Contact's Title: ‘ Serwor Planmec {
L}
Telephone: \"foth &ES-l§ 2 ‘ Fax: {"I'o 4 - 2590~ 3o ) E-mail “) c e Foporet © poct Lgﬂ){,‘ com

Part C: Service-Specific Data for Specified Service

Data for service: ’ Imaging Center ‘
Amount Number of Patients

Uncompensated Indigent Care q Yy 5y, J

Uncompensated Charity Care %0 O

Totals 34 50 |

Adjusted Gross Revenue % ¢/; 50

Service-Specific-AGR




 Pint Form

Service Specific I/C Care Survey - Adjusted Gross Revenue HOSP541 2018 Cherokee

Northside Hospital Cherokee

Part A: General Information Georgia Department of Community Health
1. Year: 2018 1

Facllity UID  |HOSPE41 |

Facllity Name {Northside Hospital Cherokee | County;  |Cherokee |

This Addendum reports data for the following Certificate-of-Need (CON) service for which the hospital has a
commitment to provide uncompensated indigent/charity care:

Service: |Radiation Therapy Services’

CON: 2014-037

2, Please report data for the hospital fiscal year ending in calender year 2018 only. Do not use a different report petlod.

Report Period:

Beginning: l \ l“ \'ng, Ending: ‘ )2"’ 3] !'2”0!8 l
3. Was the service identified above operational for the full report period? \,/e ¢

If "No," explain: ’ ‘

Part B: Signature and Contact

I have reviewed the responses to this survey and certify that the information fs true and accurate. | understand that the
information submitted in this survey Is subject to compliance review hy the Department.

Authorized Signature: ' ’/&/5/‘; j-"é‘r:' " A | Title 1 Sentor Planmer ‘ Date: «,i,o I%'i

Person authorized to respond to inquirles about the responses to this survey

Contact's Name: lBrm;\ o E\NM k ’ Contact's Title: I Serot Plannerm W
Telephone: ’ Yo 81~ 21 ‘ Fax: !Lf‘o Y2670 - %10 2. l E-mail: |br VA -“‘opore_k:‘@ e lt‘}(@. s COonn
Part C: Service-Specific Data for Specified Service
Data for service: Radiation Therapy Services [
Amount ¢ Number of Patlents
Uncompensated Indigent Care
_ $) 442,300 g
Uncompensated Charity Care 5 ) 505 2363 At
Totals $23,697 L3 157
Adjusted Gross Revenus E o e O
’2.0'3 12,293

Service-Specific-AGR




Print Form 1

Service Specific I/C Care Survey - Adjusted Gross Revenue HOSP541 2018 Cherokee

Northside Hospital Cherokee

Part A: General Information Georgia Department of Community Health
1. Year: 2018

Facility UID  |HOSP541 |

Facility Name |Northside Hospital Cherokee | County:  |Cherokee ]

This Addendum reports data for the following Certificate-of-Need (CON) service for which the hospital has a
commitment to provide uncompensated indigent/charity care:

Service: ‘Towne Lake Surgery Center

CON: 2014-021

2. Please report data for the hospital fiscal year ending in calender year 2018 only. Do not use a different report period.

Report Period:

Beginning: ‘ 3] 12,2019 ‘ Ending: ‘ ,9_,3' I 201§ ’
3. Was the service identified above operational for the full report period?
If "No," explain: ‘ Facit ‘{-\.{ Othem{»ol on 3 \.'2' \‘?.0‘ g —|

Part B: Signature and Contact

| have reviewed the responses to this survey and certify that the information is true and accurate. | understand that the
information submitted in this survey is subject to compliance review by the Department.

Authorized Signature: "/c§ . \j—Z:)(d——-’ ‘ Title‘ Senior Planmer ‘ Date: -7!,,).!20'(}

Person authorized to respond to inquiries about the responses to this survey

Contact's Title: ’«gq_mu‘( Placmne s ‘

Contact's Name:

‘fgrm;\ J . To(’m)(“t le.

Telephone: Mowgg:-ggu ) Fax: ‘ You-280-301 } E-mail: 'bf\ér\.J[o?oreé QJV)OP“I‘I’\SI\J‘@“CUIY\

Part C: Service-Specific Data for Specified Service

Data for service: { Towne Lake Surgery Center ‘
Amount Number of Patients
Uncompensated Indigent Care * 24, 799 37
Uncompensated Charity Care g .
- 535 13% 12
796, 937 107
Adjusted Gross Revenue ﬂ;?! gL 530

Service-Specific-AGR




 Pint Form

Service Specific I/C Care Survey - Adjusted Gross Revenue HOSP541 2018 Cherokee

Northside Hospital Cherokee

Part A: General Information Georgia Department of Community Health
1. Year: 2018 1

Facllity UID  |HOSPE41 |

Facllity Name {Northside Hospital Cherokee | County;  |Cherokee |

This Addendum reports data for the following Certificate-of-Need (CON) service for which the hospital has a
commitment to provide uncompensated indigent/charity care:

Service: |Radiation Therapy Services’

CON: 2014-037

2, Please report data for the hospital fiscal year ending in calender year 2018 only. Do not use a different report petlod.

Report Period:

Beginning: l \ l“ \'ng, Ending: ‘ )2"’ 3] !'2”0!8 l
3. Was the service identified above operational for the full report period? \,/e ¢

If "No," explain: ’ ‘

Part B: Signature and Contact

I have reviewed the responses to this survey and certify that the information fs true and accurate. | understand that the
information submitted in this survey Is subject to compliance review hy the Department.

Authorized Signature: ' ’/&/5/‘; j-"é‘r:' " A | Title 1 Sentor Planmer ‘ Date: «,i,o I%'i

Person authorized to respond to inquirles about the responses to this survey

Contact's Name: lBrm;\ o E\NM k ’ Contact's Title: I Serot Plannerm W
Telephone: ’ Yo 81~ 21 ‘ Fax: !Lf‘o Y2670 - %10 2. l E-mail: |br VA -“‘opore_k:‘@ e lt‘}(@. s COonn
Part C: Service-Specific Data for Specified Service
Data for service: Radiation Therapy Services [
Amount ¢ Number of Patlents
Uncompensated Indigent Care
_ $) 442,300 g
Uncompensated Charity Care 5 ) 505 2363 At
Totals $23,697 L3 157
Adjusted Gross Revenus E o e O
’2.0'3 12,293

Service-Specific-AGR






