
 

 1 

2023 AHA Annual 

Be consistent in using the same reporting period 
for responses throughout various sections of this survey. 

 
 1. �5�H�S�R�U�W�L�Q�J���3�H�U�L�R�G���X�V�H�G�����E�H�J�L�Q�Q�L�Q�J���D�Q�G���H�Q�G�L�Q�J���G�D�W�H�����«�«���B�B���B�B�������B�B���B�B�������B�B���B�B���B�B���B�B�������W�R���B�B���B�B�������B�B���B�B�������B�B���B�B���B�B���B�B   
                                Month       Day                Year                   Month        Day                Year 

 
 2. a. Were you in operation 12 full months at the end of your reporting period?  �«�«�«�«�«�«�«�������<�(�6�� �†     NO �† 
     
        b.    Number of days open during reporting period   __________________ 
 
 3. Indicate the beginning of your current fiscal year �«�«�«���B�B���B�B�����������B�B���B�B�����������B�B���B�B���B�B���B�B   
                Month          Day                  Year 

 
B. ORGANIZATIONAL STRUCTURE  
 
 1. CONTROL 
  Indicate the type of organization that is responsible for establishing policy for overall operation of your hospital. CHECK ONLY ONE: 
  



 

 2 

B. ORGANIZATIONAL STRUCTURE  (continued)  
 
3. OTHER 
 

a. Does your hospital have a REH designation (Rural Emergency Hospital)?           YES �†          NO �† ��

b. �'�R�H�V���\�R�X�U���K�R�V�S�L�W�D�O���U�H�V�W�U�L�F�W���D�G�P�L�V�V�L�R�Q�V���S�U�L�P�D�U�L�O�\���W�R���F�K�L�O�G�U�H�Q�"���«�«�«�«�«�«�«�«�«�«�«�«�«�«�«�«�«�«�«���������<�(�6���†          NO �† ��

c. �'�R�H�V���W�K�H���K�R�V�S�L�W�D�O���L�W�V�H�O�I���R�S�H�U�D�W�H���V�X�E�V�L�G�L�D�U�\���F�R�U�S�R�U�D�W�L�R�Q�V�"�����«�«�«�«�«�«�«�«�«�«�«�«�«�«�«�«�«�«�«.        YES �†         NO �† ��

d. Is the hospital contract managed?  If yes, please provide the name, city, and state of the organization....    YES �† ���� �� NO �†  

  Name: ____________________________   City: _________________________   State: _____________ 

 

e. Is your hospital owned in whole or in part by physicians or a physician group?............................................. YES �†   NO �†   

 

f. If you checked 80 Acute long-term care hospital (LTCH) in Section B2 (Service), please indicate if you are a freestanding LTCH or a LTCH 

arranged within a general acute care hospital. 

 
 �† Free standing LTCH �† LTCH arranged in a general acute care hospital 

  

  �,�I���\�R�X���D�U�H���D�U�U�D�Q�J�H�G���L�Q���D���J�H�Q�H�U�D�O���D�F�X�W�H���F�D�U�H���K�R�V�S�L�W�D�O�����Z�K�D�W���L�V���\�R�X�U���K�R�V�W���K�R�V�S�L�W�D�O�¶�V���Q�D�P�H�" 
 

   Name___________________________________________________ City_________________________________ State______ 
 
 

g. Are any other types of hospitals co-located in your hospital?  YES �†   NO �†  
 

h. If you checked yes for 3g, what type of hospital is co-located? (Check all that apply) 
 

1. �† Cancer 

2. �† Cardiac 
3. �† Orthopedic 

4. �† Pediatric/Children’s 

5. �† Psychiatric 

6. �†  Surgical 

7. �† Other   ________________________________________________ 
 
 

i. Is your hospital designated as a state, jurisdiction, or federal Ebola or other Special Pathogens facility? (Check all that apply) 
 

1. �† Federal designation: Regional Emerging Special Pathogen Treatment Center         

2. �† State/Jurisdiction designation: Special Pathogen Treatment Center 

3. �† State/Jurisdiction designation: Special Pathogen Assessment Hospital 

4. �† Frontline facility 

5. �† None of the above 
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C. FACILITIES AND SERVICES  
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C. FACILITIES AND SERVICES (continued)      

 

(1) 
Owned or  

Provided  by 
my hospital  

or  its 
subsidiary  

(2) 
Provided by  
my Health 

System  
(in my local 
community)  

(3) 
Provided through a 
formal contractual 

arrangement or 
joint venture with 
another provider 
that is not in my 
system (in my  

local community)  

(4) 
Do Not 
Provide  

66. Housing services     
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C. FACILITIES AND SERVICES (continued)      

 

(1) 
Owned or  

provided b y 
my hospital 

or  its 
subsidiary  

(2) 
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C. FACILITIES AND SERVICES (continued)      

 

(1) 
Owned or  

provided b y 
my hospital 

or  its 
subsidiary  

(2) 
Provided by  
my Health 

System  
(in my local 
community)  

(3) 
Provided through a 
formal contractual 
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D. INSURANCE AND ALTER NATIVE PAYMENT MODELS (continued ) 
 

9. What percentage of your hospital’s patient revenue is paid on a capitated basis? ____________% 

a. In total, how many patients do you serve under capitated contracts? Total patients: ___________ 

 
10. Does your hospital  participate in any bundled payment arrangements? Yes �†  No �† (if no, skip to 12) 

 
10a. If yes, for which of the following payers and medical/surgical conditions does your hospital have a bundled payment arrangement? (Check all that 
apply) 

 (a) Traditional 
Medicare  

(b) Medicare 
Advantage Plan  

(
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D. INSURANCE AND ALTERNATIVE PAYMENT MODELS (continued)  
 

    15c. If you selected Traditional Medicare, in which of the following Medicare programs is your hospital/system participating? (Che
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E. TOTAL FACILITY BEDS, UTILIZATION, FINANCES, AND STAFFING (continued)  
 3. FINANCIAL  (1) 

Total Facility  
(2) 

Nursing Home 
Unit/Facility  

*a. Net patient revenue (treat bad debt as a deduction from gross revenue)  
      (must equal 6c, column 2, Total net revenue  ............................................................  

______________.00 _____________.00 

*b. Tax appropriations ........................................................................................................  
______________.00  

*c. Other operating revenue ...............................................................................................  
______________.00  

*d. Nonoperating revenue ..................................................................................................  
______________.00  

*e. TOTAL REVENUE (add 3a thru 3 d) ............................................................................  
______________.00 _____________.00 

f. Payroll expense (only) ..................................................................................................  
______________.00 _____________.00 

g. Employee benefits ........................................................................................................  
______________.00 _____________.00 

h. Depreciation expense (for reporting period only) ...........................................................  ______________.00  

i. Interest expense ...........................................................................................................  
______________.00  

j. Pharmacy expense .......................................................................................................  ______________.00  

k. Supply expense (other than pharmacy).........................................................................  
______________.00  

l. All other expenses ........................................................................................................  ______________.00  

m. TOTAL EXPENSES (add 3f thru 3l. Exclude bad debt)  ...........................................  ______________.00 _____________.00 

n. Do your total expenses (E3.m) reflect full allocation from your corporate office? Yes �†  No �†  

 
 
4. REVENUE BY TYPE  

*a. Total gross inpatient revenue ..............................................................................................................................  _____________.00 

*b. Total gross outpatient revenue ............................................................................................................................  _____________.00 

*c. Total gross patient revenue (must equal 6c, column 1,Total gross revenue) .......................................................  _____________.00 

 
 

5. UNCOMPENSATED CARE & PROVIDER TAXES    

*a. Bad debt (Revenue forgone at full established rates. Include in gross revenue.) ..................................................  _____________.00 

*1. Are you able to distinguish bad debt derived from patients with or without insurance? Yes �†  No �†  

*2. If yes, how much is from patients with insurance? ........................................................................................  _____________.00 

*b. Financial assistance (Includes charity care) (Revenue forgone at full-established rates. Include in gross 
revenue.) ................................................................................................................................................................  _____________.00 

*c. Is your bad debt (5a) reported on the basis of full charges? Yes �†  No �†  

*d. Does your state have a provider Medicaid tax/assessment program? Yes �†  No �†  

*e. If yes, please report the total gross amount paid into the program. ......................................................................  _____________.00 
*f. Due to differing accounting standards, please indicate whether the provider tax/assessment amount is included in: 

*1. Total expenses Yes �†  No �†  
*2. Deductions from net patient revenue Yes �†  No �†  
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E. TOTAL FACILITY BEDS, UTILIZATION, FINANCES, AND STAFFING (continued)  
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E. TOTAL FACILITY BEDS, UTILIZATION, FINANCES, AND STAFFING (continued)  
 
 
10
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F. ADDRESSING PATIENT SOCIAL NEEDS AND COMMUNITY SOCIAL DETERMINANTS OF HEALTH  
 

1. Which social needs of patients/social determinants of health in communities does your hospital or health system have programs or strategies to 
address? (Check all that apply) 

a. �†  Housing (instability, quality, financing) 
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F. ADDRESSING PATIENT SOCIAL NEEDS AND COMMUNITY SOCIAL DETERMINANTS OF HEALTH (continued)  
 

9. �3�O�H�D�V�H���L�Q�G�L�F�D�W�H���W�K�H���H�[�W�H�Q�W���R�I���\�R�X�U���K�R�V�S�L�W�D�O�¶�V���F�X�U�U�H�Q�W���S�D�U�W�Q�H�U�V�K�L�S�V���Z�L�W�K���H�[�W�H�U�Q�D�O���S�D�U�W�Q�H�U�V���I�R�U���S�R�S�X�O�D�W�L�R�Q���D�Q�G���R�U���F�R�P�P�X�Q�L�W�\���K�H�Dlth initiatives. 
Which types of organizations do you currently partner with in each of the following activities? (Check all that apply) 

 (1) 
Not Involved  

(2) 
Work together to 

meet patient social 
needs (e.g., referral 

arrangement or case 
management)  

(3) 
Participates in our 

Community 
Health Needs 
Assessment 

process  

(4) 
Work together to 

implement 
community -level 

initiatives to 
address social 
determinants of 

health  

a. Health care providers outside your system �† �† �† �† 
b. Health insurance providers outside of your 

system �† �† �† �† 
c. Local or state public health departments/ 

organizations �† �† �† �† 
d. Other local or state government agencies or 

social service organizations �† �† �† �† 
e. Faith-based organizations �† �† �† �† 
f. Local organizations addressing food insecurity �† �† �† �† 
g. Local organizations addressing transportation 

needs �† �† �† �† 
h. Local organizations addressing housing 

insecurity �† �† �† �† 
i. Local organizations providing legal assistance for 

individuals �† �† �† �† 
j. Other community non-profit organizations �† �† �† �† 
k. K-12 schools �† �† �† �† 
l. Colleges or universities �† �† �† �† 
m. Local businesses or chambers of commerce �† �† �† �† 
n. Law enforcement/safety forces �† �† �† �† 
o. Area Behavioral Health Service Providers �† �† �† �† 
p. 
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G. SUPPLEMENTAL INFORMATION    

 

 1. Does the hospital participate in a group purchasing arrangement?     YES �†    NO �†  
 If yes, please provide the name, city, and state of your primary group purchasing organization.    

   
     Name: ________________________________________________________   City: _________________________________ State: ______ 
 
 

2.  Does the hospital purchase medical/surgical supplies directly through a distributor?                          YES �†       NO �†  
 If yes, please provide the name of your primary distributor.            
 
 Name: _______________________________________________________ 
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SECTION A 
REPORTING PERIOD 

Instructions  
 
INSTRUCTIONS AND DEFINITIONS FOR THE 2023 ANNUAL SURVEY OF HOSPITALS . 
For purposes of this survey, a hospital is defined as the organization or corporate entity licensed or registered as a hospit al by a state to 
provide diagnostic and therapeutic patient services for a variety of medical conditions, both surgical and nonsurgical.  
 

1. Reporting period used (beginning and ending date ): Record the beginning and ending dates of the reporting period in an eight-digit number: 
for example, January 1, 2023 should be shown as 01/01/2023. Number of days should equal the time span between the two dates that the 
hospital was open. If you are reporting for less than 365 days, utilization and finances should be presented for days reported only. 

2. Were you in operation 12 full months at the end of your reporting period ?  If you are reporting for less than 365 days, utilization and 
finances should be presented for days reported only. 

3. Number of days open during reporting period : Number of days should equal the time span between the two dates that the hospital was open. 
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SECTION C 
FACILITIES AND SERVICES  

Definitions  
 

Owned/provided by the hospital or its subsidiary.  All patient revenues, expenses and utilization related to the provision of the service are reflected in 
�W�K�H���K�R�V�S�L�W�D�O�¶�V���V�W�D�W�L�V�W�L�F�V���U�H�S�R�U�W�H�G���H�O�V�H�Z�K�H�U�H���L�Q���W�K�L�V���V�X�U�Y�H�\�� 
Provided by my health s ystem (in my local community).  Another health care provider in the same system as your hospital provides the service and 
patient revenue, expenses, and utilization related to the provision of the service are recorded at the point where the service was provided and would not 
be reflecte�G���L�Q���\�R�X�U���K�R�V�S�L�W�D�O�¶�V���V�W�D�W�L�V�W�L�F�V���U�H�S�R�U�W�H�G���H�O�V�H�Z�K�H�U�H���L�Q���W�K�L�V���V�X�U�Y�H�\�������$���V�\�V�W�H�P���L�V���D���F�R�U�S�R�U�D�W�H���E�R�G�\���W�K�D�W���R�Z�Q�V�����O�H�D�V�H�V�����U�H�O�L�J�L�R�X�Vly sponsors and/or 
manages health providers) 
Provided through a p artnership or joint venture with another provider that is not in my system. All patient revenues and utilization related to the 
provision of the service are recorded at the site where the service was provided and would not be reflected in your hospital statistics reported elsewhere 
in this survey. (A joint venture is a contractual arrangement between two or more parties forming an unincorporated business. The participants in the 
arrangement remain independent and separate outside of the �Y�H�Q�W�X�U�H�¶�V���S�X�U�S�R�V�H���� 
 
1.   General medical -surgical care.   �3�U�R�Y�L�G�H�V���D�F�X�W�H���F�D�U�H���W�R���S�D�W�L�H�Q�W�V���L�Q���P�H�G�L�F�D�O���D�Q�G���V�X�U�J�L�F�D�O���X�Q�L�W�V���R�Q���W�K�H���E�D�V�L�V���R�I���S�K�\�V�L�F�L�D�Q�V�¶���R�U�G�H�U�V���D�Q�G���D�S�S�U�R�Y�H�G��

nursing care plans. 
2.   Pediatric medical -surgical care.  �3�U�R�Y�L�G�H�V���D�F�X�W�H���F�D�U�H���W�R���S�H�G�L�D�W�U�L�F���S�D�W�L�H�Q�W�V���R�Q���W�K�H���E�D�V�L�V���R�I���S�K�\�V�L�F�L�D�Q�V�¶���R�U�G�H�U�V���D�Q�G���D�S�S�U�R�Y�H�G���Q�X�U�V�L�Q�J���F�D�U�H���S�O�D�Q�V�� 
3.   Obstetrics.  For service owned or provided by the hospital, level should be designated: (1) unit provides services for uncomplicated maternity and 

newborn cases; (2) unit provides services for uncomplicated cases, the majority of complicated problems, and special neonatal services; and (3) unit 
provides services for all serious illnesses and abnormalities and is supervised by a full-time maternal/fetal specialist, (4) on-site medical and surgical 
care of the most complex maternal conditions and critically ill pregnant women and fetuses throughout antepartum, intrapartum, and postpartum 
care. 

4.   Medical -surgical intensive care.  



http://www.geisinger.org/services/heart/HI/surgery.shtml
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d–e. Trauma Center . A facility to provide emergency and specialized intensive care to critically ill and injured patients. For the facility to be provided 
by the hospital, it must be located in your hospital. In addition, the utilization, expense, and revenue from the provision of trauma services must be 
reported in Section E of the survey.  For the service owned or provided by the hospital, please specify the trauma center level.  �³�/�H�Y�H�O���� A regional 
resource trauma center, which is capable of providing total care for every aspect of injury and plays a leadership role in trauma research and 
education. Level 2: A community trauma center, which is capable of providing trauma care to all but the most severely injured patients who require 
highly specialized care. Level 3: A rural trauma hospital, which is capable of providing care to a large number of injury victims and can resuscitate 
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e. 
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SECTION E 

TOTAL FACILITY BEDS, UTILIZATION, FINANCES, AND STAFFING  
Instructions and Definitions  

       For the purposes of this survey, a nursing home type unit/facility provides long -term  care for the elderly or other patients requiring chronic care  in a 
non-acute setting in any of the following categories: *Skilled nursing care *Intermediate care *Other long-term care (see page 28) The nursing home type 
unit/facility is to be owned and operated by the hospital. Only one legal entity may be vested with title to the physical property or operate under the 
authority of a duly executed lease of the physical property. 

1.   a.   Total  licensed beds. Report the total number of beds authorized by the state licensing (certifying) agency. 
b.   Beds set up and staffed. Report the number of beds regularly available (those set up and staffed for use) at the end of the reporting period. Report 

only operating beds, not constructed bed capacity. Include all bed facilities that are set up and staffed for use by inpatients that have no other bed 
facilities, such as pediatric bassinets, isolation units and quiet rooms. Exclude newborn bassinets and bed facilities for patients receiving special 
procedures for a portion of their stay and who have other bed facilities assigned to or reserved for them. Exclude, for example, labor room, post 
anesthesia, or postoperative recovery room beds, psychiatric holding beds, observation beds, and beds that are used only as holding facilities for 
patients prior to their transfer to another hospital. 

c.   Bassinets set up and staffed. Report the number of normal newborn bassinets. Do not include neonatal intensive care or intermediate care 
bassinets. These should be reported on page 3, C6 and C7 and included in E1b. Beds set up and staffed. 

d. Births. Total births should exclude fetal deaths. 
e. Admissions. Include the number of adult and pediatric admissions (exclude births). This figure should include all patients admitted during the 

reporting period, including neonatal and swing admissions. 
f. Discharges . Include the number of adult and pediatric discharges (exclude births). This figure should include all patients discharged during the 

reporting period, including neonatal and swing discharges. 
g. Inpatient days. Report the number of adult and pediatric days of care rendered during the entire reporting period. Do not include days of care 

rendered for normal infants born in the hospital, but do include those for their mothers. Include days of care for infants born in the hospital and 
transferred into a neonatal care unit. Also include swing bed inpatient days. An inpatient day of care (also commonly referred to as a patient day or a 
census day, or by some federal hospitals as an occupied bed day) is a
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are non-profit organizations or units of a local government behavioral health authority. They must directly provide (or contract with partner 
organizations to provide) nine types of services, with an emphasis on the provision of 24-hour crisis care, evidence-based practices, care 
coordination with local primary care and hospital partners, and integration with physical health care. 
6b.Community Mental Health Centers :  According to the American Psychological Association, a community mental health center is a facility or 
facilities that are community-based and provide mental health services, sometimes as an alternative to the care that mental hospitals 
provide.  SAMHSA reported that, as of 2019, approximately 2,700 community mental health centers were in operation. They are supported by 
sources such as county and state funding programs, federal funding through programs such as Medicaid and Medicare, private insurance and 
cash payments. The centers treat both children and adults, including individuals who are chronically mentally ill or have been discharged from an 
inpatient mental health facility. 

7. Decarbonization. Decarbonization is the key term used to describe phasing out carbon dioxide equivalent emissions, both operational and 
embodied carbon. In the strictest sense, decarbonization means removing carbon from the process chain as well as carbon released from 
producing building materials. 
Net-Zero Emissions. Net-zero is a balance between all emissions produced and the emissions removed from the atmosphere. For example, a 
building that generates as much energy as it uses.  
 

 
 

 
 

 


