Service Specific I/C Care Survey - Adjusted Gross Revenue DTRC177 2017 Fulton

MRI and Imaging of Johns Creek

Part A: General Information Georgia Department of Community Health
1. Year: 2017
Facilty UID [DTRC177 | worthside /meGinn s
Facility Name |MRland Imaging-efdehns-Creek Ferry lmag, ;,' . J County: rFuIton 4]
f Qo Q

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: 2010-088

2. Please report data for the hospital fiscal year ending in calender year 2017 only. Do not use a different report period.

Report Period:
Beginning: L/'/Zol - J Ending: l,,zlsl ,20.,) J
3. Was the service identified above operational for the fuli report period? \’/es

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: L/gg,‘_, j’% ‘ Title ’ Seror Plan e l Date: "7/21!20‘5{‘ ‘

Person authorized to respond to inquiries about the responses to this survey
Contact's Name: ’Efla; J TG porek. ' Contact's Title: I‘SC o Plamnel J

Telephone: [ ot e, ggar | T2 [yod 303~ 3820 | FM [brian. toporet@nordhi it dom

Part C: Service-Specific Data for Specified Service

Data for service: Imaging Center J
Amount Number of Patients
Uncompensated Indigent Care &6 i39 62
Uncompensated Charity Care X -33:% 443 YA
Totals $ ¢25 bo Y20
Adjusted Gross Revenue Ky
7,249 ML

Service-Specific-AGR




Service Specific I/IC Care Survey - Adjusted Gross Revenue DTRC112 2017 Forsyth

MRI & Imaging of Cumming

Part A: General Information Georgia Department of Community Health
1. Year: 2017
Facility UID  |DTRC112 | . _
Facility Name | MRI-&maging-of Cumming Norihside / GV e ios ""‘Eltf County: |?orsyth J
J A\

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: llmaging Center

CON: 2009-107

2. Please report data for the hospital fiscal year ending in calender year 2017 only. Do not use a different report period.

Report Period:
Beginning: m, )20 J Ending: B,,_‘ 2 I'ZO\’) J
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. 1 understand that the
information submitted in this survey is subject to compliance review by the Department.

)
Authorized Signature: (Vé\' j_?(ﬁ-\ I Title ‘3—(-’7'0(\“ Pl o J Date: |7/2_7 ’IIO'A

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

Contact's Name: [B_,,,m J. Toporek l Contact's Title: Be Aror Plasne J

Telephone: W)%g—s,_(,&z, | Fax: mWBoS- 3g20 \ E-mail me'c.n. Loporele enwiLS:'ﬂLL,. Com

Part C: Service-Specific Data for Specified Service

Data for service: \ Jmaging Center

Amount Number of Patients
Uncompensated Indigent Care $/CS 273 7L
Uncompensated Charity Care < 229 SE& 29L
Totals $393, 361 3(9:_/
Adjusted Gross Revenue o3y 53 200

Service-Specific-AGR




Service Specific I/C Care Survey - Adjusted Gross Revenue DTRC113 2017 Gwinnett

MRI & Imaging of Snellville

Part A: General Information Georgia Department of Community Health

1. Year: 2017

Facility UID  |[DTRC113 |
Facility Name |MRI-&4maging of Snaliville Nocthside, /Snelfyilly 1magines | County: | Gwinnett |
’ &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: ‘Imaging Center J

CON: 2006-098

2. Please report data for the hospital fiscal year ending in calender year 2017 only. Do not use a different report period.

Report Period:

Beginning: ‘ 111 201 J Ending:. ‘ 22)3 )2()!‘; J
7
3. Was the service identified above operational for the fulf 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: . j—/ 7 } Title | Semior Ploomer l Date: [712;, ,ZOI‘& l
bt ¥
Person authorized to respond to inquiries about the responses to this survey .
Contact's Name: IBF‘lcn J. Toponeke l Contact's Title: IS(A 1F Plomn o o J
Telephone: ’L/""/—%Sl G521 I Fax: I"’»’G““BO}%?Z?’D ‘ E-mail: | bridn. 7(_0‘()0?9.1({'9 Y"Of“'é&&'elal.(,om

Part C: Service-Specific Data for Specified Service

Data for service: Imaging Center
Amount Number of Patients
Uncompensated Indigent Care 33-300 519 (59
Uncompensated Charity Care $ ((7 70 JeY
Totals 9 Y4(g Lgg 3Lo
Adjusted Gross Revenue £ 5747 —¢ 0
1 4

Service-Specific-AGR




Service Specific I/C Care Survey - Adjusted Gross Revenue DTRC109 2017 Hall

MRI & Imaging of Gainesville

Part A: General Information Georgia Department of Community Health

1. Year: 2017

Facility UID  |DTRC109 ] )
Facility Name | MRI-&imeging-of-Gainesville Ntx‘-)kj ,A/gq,‘ﬂﬁ wilie J County: | Hall ’

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

Service: ‘Imaginé Center Services J

CON: 2006-100

2. Please report data for the hospital fiscal year ending in calender year 2017 only. Do not use a different report period.

Report Period:

Beginning: ( i) 2onm J Ending: | t2)31 )7—017 J
3. Was the service identified above operational for the full report period? \ﬁ! <
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: )/ ; . d'T,;:ri ‘ Title |3¢ﬂw‘: Plave | Date: F,I.L_, "MWI
( & ¢
Person authorized to respond to inquiries about the responses to this survey
Contact's Name: ‘52,“‘4“ Y Topore & ‘ Contact's Title: | Senter Plsamer J
Telephone:  [op.gSi-tear | 2 [vob-3oz-3men | FM [beisnToporel 62 roeth adk . conm

Part C: Service-Specific Data for Specified Service

Data for service: Flmaging Center Services

Amount Number of Patients
Uncompensated Indigent Care Y90 190 373
Uncompensated Charity Care 2 309 Lz( 1193
Totals éI/J %S, 9L /. 515
Adjusted Gross Revenue /3 450 192

Service-Specific-AGR




Service Specific I/C Care Survey - Adjusted Gross Revenue DTRC047 2017 Fulton

MRI & Imaging of North Fulton

Part A: General Information Georgia Department of Community Health
1. Year: 2017
Facilty UID  [DTRC047 | Northside /Hembree
Facility Name |MRL&-Imaging.of-Nerth-Eulton 1rag ) ey 4] County: Fulton |
< J

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 J

CON: 2011-062

2. Please report data for the hospital fiscal year ending in calender year 2017 only. Do not use a different report period.

Report Period:

Beginning: 1] 2017 J Ending: ‘ /2/'5( \‘20!1 \
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: (/g . d?L ‘ Title l Semoe Plumeer | Date: HZ"‘ %0 ‘

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

-Contact's Name: - @'\éaJ-'lavmk ] Contact's Title: IE’ e Ple,are r

Telephone:  [Woy- 51-zgzs | P2 [ow- 303-3520 | B [brigir £ gperete @morbiadides com

Part C: Service-Specific Data for Specified Service

Data for service: Imaging Center J
Amount Number of Patients
Uncompensated Indigent Care & 143, LT (’q
]
Uncompensated Charity Care 9 2« 918 3’
Totals 5172, (1 9%
Adjusted Gross Revenue K3 $ G2l Y2

Service-Specific-AGR




Service Specific I/C Care Survey - Adjusted Gross Revenue DTRC115 2017 Fuiton

MRI & Imaging of Hapeville

Part A: General Information Georgia Department of Community Health
1. Year: 2017
Facilty UID  [DTRC115 | ‘ ‘
Facility Name |MRI-&lmaging-of Hapaville NU(‘{'FS'(J‘L/F/abm/U(e e ng_l County: Fulton J
[ Hape 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: Ilmaging Center

CON: 2013-005

2. Please report data for the hospital fiscal year ending in calender year 2017 only. Do notuse a different report period.

Report Period:
Beginning: lj )\ \ 20\ J Ending: ) 'L) 2 \ 2\ J
A
3. Was the service identified above operational for the full report period?

If "No," explain: I 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.

’ Sy
Authorized Signature: . ﬁ Title | Semer Plannec | Date: |1 l-)_1 I%I?J
L}

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

Contact's Name: FB“G;“ J Topore ke | Contact's Title: ] Snver Pleaner J

Telephone:  [op_ g0/ 52 | 72X [Hod-303-3%25 | EM [brgn .Loparelc @ portheile ] com

Part C: Service-Specific Data for Specified Service

Data for service: Imaging Center »

Amount Number of Patients
Uncompensated Indigent Care ) 5 33.87 L/ )
Uncompensated Charity Care S _7\.'3. /30 S
Totals Fi09 pos L
Adjusted Gross Revenue * 9 2' 354

7

Service-Specific-AGR




Service Specific I/C Care Survey - Adjusted Gross Revenue DTRC110 2017 Fulton

Duluth Diagnostic Imaging

Part A: General Information Georgia Department of Community Health
1. Year: 2017

Facility UID  |[DTRC110 | '

Facility Name |Duluth-Biegresticlmaging Norf s e /[), A IMQA'\ ,m I County: lﬁlton J

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

Service: \Imaging Center

CON: 2013-006

2. Please report data for the hospital fiscal year ending in calender year 2017 only. Do not use a different report period.

Report Period:
Beginning: [ \ ) \ \20 = J Ending: iTL\l-’i\ \l'ZO A J
3 \Was the service identified above operational for the full report period?

If "No,” explain: ’7 7 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.

v

Person authorized to respond to inquiries about the responses to this survey
Contact's Name: E,q}\ d j—(_)(aobbk | Contact's Title: [ Senvor Plannecr J
Telephone: &oq ~gTI-LSYy J Fax: EO‘{‘- 303-3%20 } E-mail |} a0t o()ofelz,ﬁ ﬂof‘UnSJ'cLQ Comn

Authorized Signature: K/ﬁ . m J Title | Seﬁ\ca'}“ P lamme ¢ | Date: ’—,]7_1 %L‘KJ

Part C: Service-Specific Data for Specified Service

Data for service: ‘inaging Center J
Amount " Number of Patients

Uncompensated Indigent Care 2 ¢ 0€ J

Uncompensated Charity Care Y ! O )

Totals 240857 ]

Adjusted Gross Revenue % (_/ 0% 7

Service-Specific-AGR




Service Specific I/C Care Survey - Adjusted Gross Revenue DTRC108 2017 Douglas

MRI and Imaging of Douglasville

Part A: General Information Georgia Department of Community Health
1. ‘ Year: 2017
Facilty UID  [DTRC108 | Porths ke / Medy ezl
Facility Name MRI-aneHmaging-of Douglasville  Cender [maaing County: | Douglas J
S d

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 2017 only. Do not use a different report period.

Report Period: *
Beginning: [ 1]/ 2.1 Ending: [ 2 |, J2019 ]

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

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
|nformat|on submitted in this survey is subject to compliance review by the Department.

Authorized Signature: gé -JL'W/VL/' j Title ‘ S{er_ P/‘v'rrmf J Date: -,!2‘1 !u‘ﬂ

Person authorized to regvond to mqumes about the responses to this survey

Contact's Name: lEf‘\cr\ I cporek J Contact's Title: FSJemo}- Plomme - J
Telephone: ["fo“l"EsSl-b&u 4] Fax: lThH_BD} =320 J E-mail: I—Eﬂ‘q,‘ .io?orghenort LS,',Q_ Com

Part C: Service-Specific Data for Specified Service

Data for service: maging Center J
Amount Number of Patients

Uncompensated Indigent Care $‘ 2 099 2

Uncompensated Charity Care ¢ I, 235 3

Totals < 723, 33 3 ?)"f

Adjusted Gross Revenue % / 06/ 7o¢

Service-Specific-AGR




Service Specific I/C Care Survey - Adjusted Gross Revenue DTRC164 2017 Cobb

Northside Marble Mill Imaging

Part A: General Information Georgia Department of Community Health
1. . Year: 2017

Facility UID |DTRC164 |

Facility Name |Northside Marble Mill Imaging _ J 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: 2011-025

2. Please report data for the hospital fiscal year ending in calender year 2017 only. Do not use a different report period.

Report Period:

Beginning: ; Ending: / , p

’ ) ! ! 2019 r43 / 20t 9 J
3. Was the service identified above operational for the full report period? YF <

If "No," explain: r ‘ ‘

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 .Sibgnature: 6,5; - fg@”t J Title l Stmor Plommer J Date: [q 29 10{8\

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

Contact's Name: ‘ Brisi~ J. Tpore Contact's Title: | Senvor Placnes J
¥

Telephone: [y g<i-¢B2s | T |0 -303-3% 20 | Emait | L oy n topo cete & nucdls $ide. Cormn

Part C: Service-Specific Data for Specified Service

Data for service: Imaging Center
Amount Number of Patients

Uncompensated Indigent Care $)19 oyg Sy
Uncompensated Charity Care ' o
Total 3 40’ : 24

als £ 156 059 70
Adjusted Gross Revenue ’

i 2,910, Hok

Service-Specific-AGR




Service Specific I/C Care Survey - Adjusted Gross Revenue DTRC163 2017 Douglas

OMI Diagnostics-Douglasville

Part A: General Information Georgia Department of Community Health
1. Year: 2017
Facility UID  |[DTRC163 | Noerlhside )

Facility Name | Oivi-Biagnostics-Beuglasville 2)9\,“,3;‘_&‘,”& | maay i ] County: |Douglas |
) (SRS

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 J

CON: 2011-017

2. Please report data for the hospital fiscal year ending in calender year 2017 only. Do not use a different report period.

Report Period:
Beginning: r) )\ \20 vV j Ending: ‘ )Ll 3\ \Zo\"l ‘

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

1f "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.

/) N
Authorized Signature: V; . \j—""cf ‘ ‘ Title ‘ Seof Planne | Date: I-—, 17")\1018
Person authorized to respond to inquiries about the responses to this survey l
Contact's Name: (B('q;‘ J\ﬁporq,b_l_ Contact's Title: I Senlo} Plavne I

Telephone: WQ"(‘“%SI _bk2! | Fax: ’4«0\{_ 303-3820 E-mail: [ beeh . tofdrefc(f? I-')O-FMSI;LL.C,O”\

Part C: Service-Specific Data for Specified Service

Data for service: ’Tnaging Center
Amount Number of Patients
Uncompensated Indigent Care = 2\, 34| )33
]
Uncompensated Charity Care g /LY, 7 290) /6 ({
Totals 3 29g 792 22
Adjusted Gross Revenue 2 Y /3(3’ YgI

Service-Specific-AGR




Service Specific I/C Care Survey - Adjusted Gross Revenue DTRC175 2017 Fulton

Northside Roswell Imaging

Part A: General Information  Georgia Department of Community Health
1. Year: 2017

Facility UID |DTRC175

Facility Name |Northside Roswell Imaging County: {Fulton J

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 2017 only. Do not use a different report period.

Report Period:
Beginning: [ ’/, } 201 Ending: l 12|31 I'lO\’l J
3. Was the service identified above operational for the full report period? ‘7/6 <

If "No," explain: r 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.

2
Authorized Signature: “@/‘; j—’—,v, / J Title FSC’NG(‘ Pl o er J Date: I:.’?ﬂ 'ZDIEJ

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

Contact's Name: @\‘q!\ Q-TQPONL] Contact's Title: | Senoe Planner 4'
Telephone: Eo-{ -2 b &'L‘ Fax: {"{0‘% ~30%-3¢g ZOJ E-mail Do clan .tofom,k@dnort%:&. Com

Part C: Service-Specific Data for Specified Service

Data for service: ‘ Imaging Center J
Amount Number of Patients
Uncompensated Indigent Care & /24 YEGQ S
Uncompensated Charity Care SN € S-" 957 54
Totals 4 2'0‘ 2—37 /3 9
Adjusted Gross Revenue 5
Y, 518 086

Service-Specific-AGR




Service Specific I/C Care Survey - Adjusted Gross Revenue DTRC171 2017 Fulton

OMI Diagnostics - Lake Hearn

Part A: General Information Georgia Department of Community Health
1. Year: 2017
Facility UD  [DTRC171 | Nocthside /Loke
Facility Name |OMi-Biagnesties—take-Hean )Je“(-,\ I/ﬂm 1A J County: IFTJIton J
U J

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

Service: ‘Imaging Center

CON: 2011-080

2. Please report data for the hospital fiscal year ending in calender year 2017 only. Do not use a different report period.

Report Period:

Beginning: l ' ) ] )w - j : Ending: F o ! ) J7—0 - : l
3. Was the service identified above operational for the full report period? 7 \I/( <

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: f; N j—/v‘ / , ‘ Title rSenwf- Ple morr | Date: HI'L" ,w'g\

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

Contact's Name: | 'Erm;’ N fﬁ()orek;] Contact's Title: | $e nior- P la e 7~ |
Telephone: FLOL(}- 8BS~ 6¥2l I Fax: ‘ Yoo - 303~ 38"@ E-mail: M’ A 7.JC‘o‘Pof\€kp norﬂs‘w{& . Com

Part C: Service-Specific Data for Specified Service

Data for service: Imaging Center

Amount Number of Patients
Uncompensated Indigent Care + 292,710 J30
Uncompensated Charity Care 4 7% 70S wi®
Totals 3 351, Hi¢ 204
Adjusted Gross Revenue g L 25 9 q(’ 3

Service-Specific-AGR




Service Specific I/C Care Survey - Adjusted Gross Revenue DTRC157 2017 Clayton

Northside Riverdale Imaging

Part A: General Information Georgia Department of Community Health
1. Year: 2017

Facility UID  [DTRC157 | '

Facility Name | Northside Riverdale Imaging ] County: [Clayton J

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: Ilmaging Center

CON: 2010-015

2. Please report data for the hospital fiscal year ending in calender year 2017 only. Do not use a different report period.

Report Period:

Beginning: ‘ ’l' !’7-0| - Ending: ‘ ,7‘{31 209 J
3. Was the service identified above operational for the full report period? \;/ZS
if "No," explain: l J

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: ’lém; - j"‘ c'-:'/ZA J Title | Sentor Pla e~ J Date: ’7 l

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

Contact's Name: ’ Br\;,',\ \)-—l’ox\)omk Contact's Title: | <o ~oe Plonne £ J

Telephone:  [oy- g5) ‘Lgzt | P [Hov-3-3x20 | ™ [beran dopocel @nocdbliid, . Com,

Part C: Service;Specific Data for Specified Service

Data for service: maging Center

Amount ' Number of Patients
Uncompensated Indigent Care * 2477 bl 231‘_
Uncompensated Charity Care 3 2 ,+'$? (ob‘? 30—?
Totals 3 Yq, 2sY 53¢
Adjusted Gross Revenue 3 o %q’g 9,

Service-Specific-AGR




Service Specific I/C Care Survey - Adjusted Gross Revenue DTRC117 2017 Cherokee

MRI & Imaging of Woodstock

Part A: General Information Georgia Department of Community Health
1. Year: 2017
Facility UID  [DTRC117 | Noctheide /Towae
Facility Name |MRt-&imagingof-Weedsteck lake m qq', n l County: Cherokee J
NS 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 J

CON: 2012-008

2. Please report data for the hospital fiscal year ending in calender year 2017 only. Do not use a different report period.

Report Period:
Beginning: ’ /1) J2ov9 Ending: |;7’J3| ‘20 - J
3. Was the service identified above operational for the full report period?

If "No," explain: r 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: . m J Title lsemmF Plaamer _ l Date: | l

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

Contact's Name: ‘B,\M‘;3 J-&TZPO&&& | Contact's Title: I Lt Plamper J

Tetphone:  [qoy - ggi-bgar | P [Yot-303-3g20 | 5™ [brian . toporel@ mortbdide.com

Part C: Service-Specific Data for Specified Service

Data for service: |mag|ng Center
Amount Number of Patients
Uncompensated Indigent Care R 282 7Rk 233
Uncompensated Charity Care +S)% ' 36 .7 1, 0%,
+ Y
Totals 3’801,‘)85‘ /; 28%G
Adjusted Gross Revenue %3 017 902

Service-Specific-AGR




Service Specific I/C Care Survey - Adjusted Gross Revenue DTRC168 2017 Cobb

Northside Marietta Imaging Center

Part A: General Information Georgia Department of Community Health
1. Year: 2017

Facility UID |DTRC168 |

Facility Name |Northside Marietta Imaging Center | County: rCobb |

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 2017 only. Do not use a different report period.

Report Period:

Beginning: | Vl/‘ !ZOI"‘) Ending: [ 11!3\ ‘20\’7 J

3. Was the service identified above operational for the full report period? \“IJC 2\
If "No," explain: r 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: ‘r/,j N \7—%% ‘ Title R{’nw{- Plonmer I Date: ’-1 'JZ'I !ZOI&I

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

Contact's Name: ‘g,‘“;’ J Topontde ‘ Contact's Title: I Lo o Plo vamors ‘

Telephone: [ oy 851652l | T | 7oY-33-3% 20] E |beidn -’&)(:mek,é_z Y')()(‘%,)’Y‘S‘?z&‘(ib/y\

Part C: Service-Specific Data for Specified Service

Data for service: Imaging Center
Amount Number of Patients
Uncompensated Indigent Care < #59 qs / 28’(
A

Uncompensated Charity Care ’ -y
o d £ )18 9 /51,

otals * gqg 927 Y3S
Adjusted Gross Revenue +9 942' %049

Service-Specific-AGR




Service Specific /C Care Survey - Adjusted Gross Revenue 1OSP541 2017 Cherokee

Northside Hospital Cherokee

Part A: General Information Georgia Department of Community Health
1. Year: 2017

Facilty 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: |Northside Canton Gi Lab

CON: 1995-081

2. Please report data for the hospital fiscal year ending in calender year 2017 only. Do not use a different report period.

Report Period:

Beginning: '/1!! = Ending: | IL!’S\ lL2017 ‘
3. Was the service identified above operational for the full report period? '\{’S

If "No," explain: ( ‘

Part B: Signature and Contact

1 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.

pa)
Authorized Signdture: z; . m J T|tIe| Se tor Plamoor J Date: -,Ezni,wm,

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

Contact's Name'’ IBPH;/\ \} \Tolporek ‘ Contact's Title: rﬁe Ny okr P/cm Nt r— |

Telephone: [y~ 661 - [, gy | P [F04-303-3820 | B [brign . toponet @ pordlsia_« copm

Part C: Service-Specific Data for Specified Service

Data for service: . Northside Canton Gl Lab
Amount Number of Patients
Uncompensated Indigent Care B20 ) 27 22
Uncompensated Charity Care 3) _7?' 555 )o |
Totals $99, 217 12
Adjusted Gross Revenue N
. 5 53(), Y=<

Service-Specific-AGR




Service Specific I/C Care Survey - Adjusted Gross Revenue HOSP346 2017 Forsyth

Northside Hospital Forsyth
Part A: General Information Georgia Department of Community Health
1. Year: 2017

Facility UID |HOSP346 | ,

Facility Name |Northside Hospital Forsyth ) | County: Forsyth J

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 2017 only. Do not use a different report period.

Report Period:
Beginning: ‘ 1] )7’0‘/' Ending: I I‘L! 3 J?,ol“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.

pan)
Authorized Signature: ‘/; . m J Title |S€fj & Pl n e I Date: ’7/17 11018’ ‘
Person authorized to re'spond to inquiries‘lalbout the responses to this survey
- Contact's Name: ‘ Brvh J -_TL’)(DO(QA_ l Contact's Title: rse i Plooyoe ]

Telephone: | Yo~ &S 1-682) J Fax ’ Yo~ 303 3820 J E-mail Ibmq}\.’t o\paﬁda@ f)O('tLDS;L(—Q_-CUﬂ\

Part C: Service-Specific Data for Specified Service

Data for service: Gamma Knife ]
Amount Number of Patients

Uncompensated Indigent Care 3 )

| 124, G2 ¢

Uncompensated Charity Care 3 y'teg W
7

Totals . 3 <f?_q‘ 307 v 2./

Adjusted Gross Revenue 4 Y 520 O"‘:L

Service-Specific-AGR






