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CHECK BOX TO CONFIRM COMPLETION AND/OR AGREEMENT 
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The county has provided the state with all calculations for the fee, the proposed payments, and the 

statistical test. 

The county understands that the funds created from this program are to increase financial resources 

through the Medicaid/NJ FamilyCare program to support local hospitals in providing necessary services 

to low-income residents. 

The county understands that at least 90% of the fee amounts collected will be transferred to the state 

to be used as the non-federal share for federally matched hospital payments. 

The county understands that at least 1 % of the fee amounts collected will be transferred to the state for 

the state's administrative costs. 

The county understands that fees to be collected may not exceed 2.5% of the net patient revenue of 

hospitals included in the fee program. 

The following FORMS and ATTESTATION must be submitted with the Fee and Expenditure Report for 

each hospital located in the county (Include all source documents) 

[29 Data Form for County Option [Kl Preliminary DSH Calculation Template 
Hospital Fee Program 

□ Attestation
Signed by each hospital located in the county.

ATTESTATION 

NEW JERSEY COUNTY OPTION HOSPITAL FEE PROGRAM 

FEE AND EXPENDITURE ATTESTATION 

CERTIFICATION BY COUNTY OFFICER OR ADMINISTRATOR 

I hereby certify that I have examined the Fee & Expenditure Report for the reporting periods specified and that to 

the best of my knowledge and belief it is true, correct and complete statement prepared from the county option 

hospital fee state data set created from reports submitted by the hospitals within the county's jurisdiction in accor­

dance with applicable instructions, except as noted. I understand that misrepresentation or falsification of any infor­
mation contained in this report may be punishab y er' inal, civil and administrative action, fine and/or imprison­
ment under state or federal law. 

County Officer or Administrator 

Name: _____ -"-----------'�=--..,__,k__..C.o<.i,u,tA.::;__'_'f\J;v.._ ______ _ 
Full Name (Printed) 

Title: -�Q_ti_'tl_�_n�V_;f;E=-,__�_J_;;_'/,J'__,_��'--'-lR_tJ'--'--& __ _ Date: 12 / 6 1){)9<j

Email Address: --------------------------------

NJ FamilyCare complies with applicable Federal civil rights laws and does not d1scrim1nate on the basis of race, color, national orIgIn, sex, age or d1sab1licy 

If you speak any other language, language assistance services are available at no cost to you Call 1 800-701 071 0 (TTY 1 -800 701-0720) 
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Attachment A 

New Jersey County Option Hospital Fee Program 

List of hospitals located in Burlington County 
 

Aspen Hills Healthcare Center 

600 Pemberton Browns Mills Rd, Pemberton, NJ 08068 

• Psychiatric 

• For-Profit 

 

Deborah Heart and Lung 

200 Trenton Rd, Browns Mills, NJ 08015 

• General Acute Care 

• Not-For-Profit 

 

Hampton Behavioral Health 

650 Rancocas Rd, Westampton, NJ 08060 

• Psychiatric 

• For-Profit 

 

Kessler Institute for Rehabilitation - Marlton 

92 Brick Rd, Marlton, NJ 08053 

• Rehabilitation  

• For-Profit 

 

Select Specialty Hospital – Willingboro 

218 Sunset Road, Willingboro, NJ 08046 

• Long-Term Acute Care  

• For-Profit 

 

Virtua Health System – Marlton 

90 Brick Road, Marlton, NJ 08053 

• General Acute Care  

• Not-For-Profit 

 

Virtua Health System – Memorial (Mount Holly) 

175 Madison Avenue, Mount Holly, NJ 08060 

• General Acute Care  

• Not-For-Profit 

 

Virtual Health System – Willingboro 

218A Sunset Road, Willingboro, NJ 08046 

• General Acute Care  

• Not-For-Profit 



 

Weisman Children’s Rehabilitation Hospital 

92 Brick Rd, Marlton, NJ 08053 

• Rehabilitation  

• For-Profit 



BURLINGTON COUNTY HOSPITAL FEE 11/26/2024

Fee Basis: $2,864.99 per Non-Medicare Discharge

State Directed Medicaid Managed Care Payments 
Acute Care Hospitals : $4,177.04 per diem (inpatient) and $672.41 per visit (outpatient)
Non-Acute Care Hospitals : $817.41 per diem (inpatient) and $69.26 per visit (outpatient)

Total Fee Receipts
County's Resource

State's Resource

Non-federal Share of Medicaid Payments

HOSPITAL Lost DSH Payments

Virtua West Jersey - Marlton $0
Virtua Mt. Holly $0
Virtua Willingboro ($504,063)
Deborah ($927,817)
Acute Care Hospitals ($1,431,880)

Aspen Hills $0
Hampton BHC $0
Kessler Marlton $0
Weisman Children's Rehab $0
Select Specialty Hosp - So. NJ $0
Non-Acute Care Hospitals $0

Total ($1,431,880)

$20,006,740$8,752,556

$150,565,261$54,649,753

$1,683,781$1,544,232
$2,835,514$277,904

$521,505$217,740

$130,558,521$45,897,198

$3,407,762$1,045,723
$11,558,179$5,666,957

$65,532,356$28,102,723
$35,927,017$8,219,667
$9,506,859$2,704,554

State Directed Medicaid 
Payments

Fees Paid

$49,184,778

$19,592,289$6,870,255

$54,649,753
$4,918,478

$546,498



BURLINGTON COUNTY HOSPITAL FEE 11/26/2024

Fee Basis: $2,864.99 per Non-Medicare Discharge

State Directed Medicaid Managed Care Payments 
Acute Care Hospitals : $4,177.04 per diem (inpatient) and $672.41 per visit (outpatient)
Non-Acute Care Hospitals : $817.41 per diem (inpatient) and $69.26 per visit (outpatient)

$2,864.99 Inpatient Unit Fee

a b c d = c * $2,864.99

All Payer Medicare Fee Basis Fee Receipts
Virtua West Jersey - Marlton 7,779 5,381 2,398 $6,870,255
Virtua Mt. Holly 16,062 6,253 9,809 $28,102,723
Virtua Willingboro 5,078 2,209 2,869 $8,219,667
Deborah 3,414 2,470 944 $2,704,554
Aspen Hills 468 103 365 $1,045,723
Hampton BHC 2,450 472 1,978 $5,666,957
Kessler Marlton 1,573 1,034 539 $1,544,232
Weisman Children's Rehab 97 0 97 $277,904
Select Specialty Hosp - So. NJ 366 290 76 $217,740
Total IP 37,287 18,212 19,075 54,649,753 e = d sum

Total Fee Receipts $54,649,753 f = e

County Resource $4,918,478 g = e * 9%

State Resource $546,498 h= g * 1%

State Share Medicaid Payments $49,184,778 i = f - g - h

State Share Medicaid Acute IPH Payments $28,800,000 j

Est Effective Acute IPH FMAP 69.07% k

State + Federal Share of Acute IPH Medicaid Payments $93,127,080 l = j / (1 - k)

6% HMO Admin Fee $5,680,752 m = l * 6.1%

State + Federal Share of Medicaid Acute IPH Payments Going to Hospitals $87,446,328 n = l - m

State Share Medicaid Acute OPH Payments $13,847,621 o

Est Effective Acute OPH FMAP 69.84% p

State + Federal Share of Acute OPH Medicaid Payments $45,912,878 q = o / (1 - p)

6% HMO Admin Fee $2,800,686 r = q * 6.1%

State + Federal Share of Medicaid Acute OPH Payments Going to Hospitals $43,112,193 s = q - r

State Share Medicaid Non-Acute IPH Payments $5,737,157 t

Est Effective Non-Acute IPH FMAP 70.71% u

State + Federal Share of Non-acute IPH Medicaid Payments $19,585,516 v = t / (1 - u)

6% HMO Admin Fee $1,194,716 w = v * 6.1%

State + Federal Share of Medicaid Nonacute IPH Payments Going to Hospitals $18,390,800 x = v - w

State Share Medicaid Non-acute OPH Payments $800,000 α = i - j - o - t

Est Effective Non-Acute OPH FMAP 53.51% β

State + Federal Share of Non-Acute OPH Medicaid Payments $1,720,916 y = α / (1 - β)

6% HMO Admin Fee $104,976 z = y * 6.1%

State + Federal Share of Medicaid Non-acute OPH Payments Going to Hospitals $1,615,940 θ = y - z

IP Unit Based

DISCHARGES



BURLINGTON COUNTY HOSPITAL FEE 11/26/2024

Fee Basis: $2,864.99 per Non-Medicare Discharge

State Directed Medicaid Managed Care Payments 
Acute Care Hospitals : $4,177.04 per diem (inpatient) and $672.41 per visit (outpatient)
Non-Acute Care Hospitals : $817.41 per diem (inpatient) and $69.26 per visit (outpatient)

Total Inpatient Hospital Enhanced Payments - Acute $87,446,328 a

Inpatient Hospital Add-On Payment (Acute) $4,177.04 b = a / j sum

Total Inpatient Hospital Enhanced Payments - Non-acute $18,390,800 c

Inpatient Hospital Add-On Payment (Per Discharge Non-acute) $817.41 d = c / n sum

Total Outpatient Hospital Enhanced Payments - Acute $43,112,193 e

Outpatient Hospital Add-On Payment (Acute) $672.41 f = e / l sum

Total Outpatient Hospital Enhanced Payments - Non-Acute $1,615,940 g

Outpatient Hospital Add-On Payment (Non-Acute) $69.26 h = g / p sum

Medicaid  MC  Acute Directed Payment j k l m
HOSPITAL PATIENT DAYS PAYMENTS VISITS PAYMENTS

Virtua West Jersey - Marlton 1,813 7,572,973 17,875 $12,019,316
Virtua Mt. Holly 11,422 47,710,149 26,505 $17,822,208
Virtua Willingboro 6,231 26,027,135 14,723 $9,899,882
Deborah 1,469 6,136,071 5,013 $3,370,788
Acute Care Hospitals 20,935 $87,446,328 64,116 $43,112,193

Medicaid  MC Non-Acute Directed Payment n o p q
HOSPITAL PATIENT DAYS PAYMENTS VISITS PAYMENTS

Aspen Hills 4,169 3,407,762 0 $0
Hampton BHC 14,140 11,558,110 1 $69
Kessler Marlton 2,020 1,651,159 471 $32,622
Weisman Children's Rehab 1,532 1,252,265 22,859 $1,583,249
Select Specialty Hosp - So. NJ 638 521,505 0 $0
Non-Acute Care Hospitals 22,499 $18,390,800 23,331 $1,615,940

dd = $0; if z < bb

dd = -cc; if z > bb AND if (z-bb) > cc

z aa bb cc dd = bb - z; if z > bb AND if z - bb < cc ee = z - aa + dd

ACUTE CARE HOSPITAL
State Directed 

Medicaid Payments
Fees Paid DSH Room

Charity Care &    
HRSF-MH 
Payments

Lost DSH Payments GAIN / (LOSS)

Virtua West Jersey - Marlton $19,592,289 $6,870,255 $0 $0 $0 $12,722,034
Virtua Mt. Holly $65,532,356 $28,102,723 $0 $0 $0 $37,429,634
Virtua Willingboro $35,927,017 $8,219,667 $18,911,453 $504,063 ($504,063) $27,203,287
Deborah $9,506,859 $2,704,554 $5,677,989 $927,817 ($927,817) $5,874,488
Acute Care Hospitals $130,558,521 $45,897,198 $83,229,443

NON-ACUTE CARE HOSPITAL
State Directed 

Medicaid Payments
Fees Paid DSH Room

Charity Care &    
HRSF-MH 
Payments

Lost DSH Payments GAIN / (LOSS)

Aspen Hills $3,407,762 $1,045,723 $0 $0 $0 $2,362,040
Hampton BHC $11,558,179 $5,666,957 $0 $0 $0 $5,891,221
Kessler Marlton $1,683,781 $1,544,232 $0 $0 $0 $139,549
Weisman Children's Rehab $2,835,514 $277,904 $0 $0 $0 $2,557,609
Select Specialty Hosp - So. NJ $521,505 $217,740 $0 $0 $0 $303,765
Non-Acute Care Hospitals $20,006,740 $8,752,556 $11,254,185

Total $150,565,261 $54,649,753 ($1,431,880) $94,483,628



BURLINGTON COUNTY HOSPITAL FEE 11/26/2024

INPATIENT OUTPATIENT TOTAL
310022 Virtua West Jersey - Marlton $115,018,820 $49,754,659 $164,773,479
310057 Virtua Mt. Holly $217,872,505 $166,607,264 $384,479,769
310061 Virtua Willingboro $51,319,569 $55,482,971 $106,802,540
310031 Deborah $110,312,118 $99,701,017 $210,013,135
314023 Aspen Hills $7,736,961 $0 $7,736,961
314021 Hampton BHC $33,469,878 $3,400,216 $36,870,094
313032 Kessler Marlton $39,435,232 $1,566,772 $41,002,004
313302 Weisman Children's Rehab $10,318,055 $11,243,679 $21,561,734
312022 Select Specialty Hosp - So. NJ $32,943,811 $0 $32,943,811

$618,426,949 $387,756,578 $1,006,183,527

Inflation Factor

1.0863

INFLATED REVENUES

INPATIENT OUTPATIENT TOTAL
310022 Virtua West Jersey - Marlton $124,942,418 $54,047,393 $178,989,812
310057 Virtua Mt. Holly $236,670,118 $180,981,812 $417,651,930
310061 Virtua Willingboro $55,747,321 $60,269,933 $116,017,254
310031 Deborah $119,829,631 $108,303,025 $228,132,657
314023 Aspen Hills $8,404,491 $0 $8,404,491
314021 Hampton BHC $36,357,593 $3,693,580 $40,051,173
313032 Kessler Marlton $42,837,627 $1,701,950 $44,539,577
313302 Weisman Children's Rehab $11,208,277 $12,213,762 $23,422,038
312022 Select Specialty Hosp - So. NJ $35,786,138 $0 $35,786,138

$671,783,614 $421,211,456 $1,092,995,070

Inflated Fee Basis $1,092,995,070 s = NPSR sum(a:r)

Maximum Fee Receipt $54,649,753 t = s * 5%

State 5% Cap Net Patient Revenue Cap



BURLINGTON COUNTY HOSPITAL FEE 11/26/2024

ACR EQUIVALENT ANALYSIS

ACUTE CARE HOSPITALS
Inpatient Hospital

Per Diem ACR Threshold $6,680.20 a

Aggregate CY23 Patient Days 20,935

Medicaid HMO Payments $45,909,109.53 $2,192.94 b

QIP-NJ $4,701,299.00 $224.57 c

$2,417.50 d = b + c

Remaining Room Under ACR Threshold (Pre County Option) $4,262.70 e = a - d

County Option SDPs $87,446,328.46 $4,177.04 f 

Post County Option Remaining ACR Room $85.66 g = e - f

Percentage of ACR Equivalent 98.72% h = (d + f) / a

Outpatient Hospital

Per Diem ACR Threshold $1,730.87 j

Aggregate CY23 Visits 64,116

Medicaid HMO Payments $37,430,937.24 $583.80 k

Interim State Directed Payments $8,222,350.00 $128.24 l

$712.04 m = k + l

Remaining Room Under ACR Threshold (Pre County Option) $1,018.82 n = j - m

County Option SDPs $43,112,192.55 $672.41 o

Post County Option Remaining ACR Room $346.42 p = n - o

Percentage of ACR Equivalent 79.99% q = (m + o) / j

NON-ACUTE CARE HOSPITALS
Inpatient Hospital

Per Diem ACR Threshold $6,680.20 a

Aggregate CY23 Patient Days 22,499

Medicaid HMO Payments $23,143,118.81 $1,105.47 b

QIP-NJ $0.00 $0.00 c

$1,105.47 d = b + c

Remaining Room Under ACR Threshold (Pre County Option) $5,574.73 e = a - d

County Option SDPs $18,390,799.71 $817.41 f 

Post County Option Remaining ACR Room $4,757.32 g = e - f

Percentage of ACR Equivalent 28.78% h = (d + f) / a

Outpatient Hospital

Per Diem ACR Threshold $1,730.87 j

Aggregate CY23 Visits 23,331

Medicaid HMO Payments $5,326,913.00 $83.08 k

Interim State Directed Payments $0.00 $0.00 l

$83.08 m = k + l

Remaining Room Under ACR Threshold (Pre County Option) $1,647.78 n = j - m

County Option SDPs $1,615,940.40 $69.26 o

Post County Option Remaining ACR Room $1,578.52 p = n - o

Percentage of ACR Equivalent 8.80% q = (m + o) / j



BURLINGTON COUNTY HOSPITAL FEE 11/26/2024

INFLATION FACTOR CALCULATION

Summary Web Table - CMS Market Basket Index Levels and Four-Quarter Moving Average Percent Changes *

Market Basket 2023          
Q4

Forecast  
2024          

Q4

Forecast  
2025          

Q4

Forecast  
2026          

Q2
2018-based Inpatient Hospital:

Index Levels 1.216 1.259 1.299 1.321

Inflation 1.035 1.032 1.017

INFLATION FACTOR 1.0863

Source: IHS Global Inc. (IGI) 2024Q2 Forecast

Historical Data through 2024Q1

Released by CMS, OACT, National Health Statistics Group, dnhs@cms.hhs.gov

09/15/2024

Note: All market basket index levels do not reflect a productivity adjustment.  The four-quarter moving average percent change of the 2017-based Medicare Economic Index 
reflects a productivity adjustment. Due to interpretation of the statute regarding the MEI update, the productivity adjustment has been shifted forward two quarters so the 
latest historical CY 2023 productivity adjustment is aligned with the 2024Q2 percent change in the MEI. 

* Quarterly index levels and four-quarter moving average percent changes are reported on a calendar year (CY) basis. For example, the Q4 index level corresponds with 
October 1 through December 31 and the Q4 four-quarter moving average percent change reflects the CY growth rate. Percent change moving averages are calculated using 
more than ten decimal places.



Appendix C 

ATTESTATION 
NEW JERSEY COUNTY OPTION HOSPITAL FEE PROGRAM 

CERTIFICATION BY HOSPITAL CHIEF EXECUTIVE OFFICER OR ADMINISTRATOR 

On behalf of  hospital (“the hospital”), I hereby certify that: 

• I have examined the accompanying Data Form & Preliminary DSH Limit Calculation Form for the
reporting period specified and, to the best of my knowledge and belief, the information contained
in the reports is true, correct, and complete and accurately reflect the information in the hospital’s
Medicare cost report, the hospital’s financial statements and other accounting records.

• I acknowledge that projected payments to the hospital under the New Jersey County Option Hospital
Fee Program, when combined with other Medicaid and Disproportionate Share Hospital (DSH)
payments, such as Charity Care payments, may exceed the federal maximum hospital-specific
disproportionate share (DSH) limit in 42 U.S.C. § 1396r-4.

• I acknowledge that if the hospital’s projected payments exceed its hospital specific DSH limit, the
hospital may choose to prospectively decline, in full or in part, its Charity Care payments for the
State Fiscal Year (SFY) by notifying the Commissioner of Health on a form designated by the
Department of Health.  Additionally, I understand that the hospital’s DSH payments may be
reduced for the SFY, as necessary and at the discretion of the State, to comply with federal (42
U.S.C. § 1396r-4) and state requirements (N.J.A.C. 10:52B), the hospital’s DSH payments may be
reduced as necessary to comply with federal law. (N.J.A.C. 10:52B).

• I acknowledge that the Charity Care payments prospectively declined by the hospital for the SFY,
whether full or partial, will be redistributed to other hospitals in accordance with the provisions of Section
3 of P.L. 2004, c.113 (N.J.S.A 26:2H-18.59i), as modified annually by the State Appropriations Act. If the
hospital chooses not to prospectively decline its Charity Care payments but is found through subsequent
DSH audits to have exceeded its hospital-specific DSH limit, the hospital will be subject to recoupment
by the State for any amounts exceeding its hospital-specific DSH limits.

• I acknowledge that misrepresentation or falsification of any information contained in this report may
be punishable by criminal, civil and administrative action, fine and/or imprisonment under state or
federal law.

• I certify that that the cost of the fee shall not be assigned to any patient, insurer, self-insured
employer program, or other responsible party, nor shall the fee be listed separately on any invoice
or statement sent to a patient, insurer, self-insured employer program, or other responsible party.

Hospital Name: Kessler Institute of Rehabilitation Marlton

Kessler Institute of Rehabilitation Marlton



I am authorized to make this Certification on behalf of  hospital. 

NJ FamilyCare complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, sex, age 
or disability. If you speak any other language, language assistance services are available at no cost to you. Call 1-800-701-0710 (TTY: 1-800-701-
0720). 

Signature 

Name 
Full Name (Printed) 

Title Date 

Kessler Institute of Rehabilitation Marlton

Robert Kido

SVP, Financial Operations 11 14 2024











Appendix C 

ATTESTATION 
NEW JERSEY COUNTY OPTION HOSPITAL FEE PROGRAM 

CERTIFICATION BY HOSPITAL CHIEF EXECUTIVE OFFICER OR ADMINISTRATOR 

On behalf of  hospital (“the hospital”), I hereby certify that: 

• I have examined the accompanying Data Form & Preliminary DSH Limit Calculation Form for the
reporting period specified and, to the best of my knowledge and belief, the information contained
in the reports is true, correct, and complete and accurately reflect the information in the hospital’s
Medicare cost report, the hospital’s financial statements and other accounting records.

• I acknowledge that projected payments to the hospital under the New Jersey County Option Hospital
Fee Program, when combined with other Medicaid and Disproportionate Share Hospital (DSH)
payments, such as Charity Care payments, may exceed the federal maximum hospital-specific
disproportionate share (DSH) limit in 42 U.S.C. § 1396r-4.

• I acknowledge that if the hospital’s projected payments exceed its hospital specific DSH limit, the
hospital may choose to prospectively decline, in full or in part, its Charity Care payments for the
State Fiscal Year (SFY) by notifying the Commissioner of Health on a form designated by the
Department of Health.  Additionally, I understand that the hospital’s DSH payments may be
reduced for the SFY, as necessary and at the discretion of the State, to comply with federal (42
U.S.C. § 1396r-4) and state requirements (N.J.A.C. 10:52B), the hospital’s DSH payments may be
reduced as necessary to comply with federal law. (N.J.A.C. 10:52B).

• I acknowledge that the Charity Care payments prospectively declined by the hospital for the SFY,
whether full or partial, will be redistributed to other hospitals in accordance with the provisions of Section
3 of P.L. 2004, c.113 (N.J.S.A 26:2H-18.59i), as modified annually by the State Appropriations Act. If the
hospital chooses not to prospectively decline its Charity Care payments but is found through subsequent
DSH audits to have exceeded its hospital-specific DSH limit, the hospital will be subject to recoupment
by the State for any amounts exceeding its hospital-specific DSH limits.

• I acknowledge that misrepresentation or falsification of any information contained in this report may
be punishable by criminal, civil and administrative action, fine and/or imprisonment under state or
federal law.

• I certify that that the cost of the fee shall not be assigned to any patient, insurer, self-insured
employer program, or other responsible party, nor shall the fee be listed separately on any invoice
or statement sent to a patient, insurer, self-insured employer program, or other responsible party.

Hospital Name: 

Aspen Hills Healthcare Center LLC d/b/a 
Buttonwood Behavioral health Hospital

Aspen Hills Healthcare Center LLC d/b/a Buttonwood Behavioral Health Hospital

Docusign Envelope ID: 05A4ECE7-742A-4552-8CEE-4D1D4AA9DF90



I am authorized to make this Certification on behalf of  hospital. 

NJ FamilyCare complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, sex, age 
or disability. If you speak any other language, language assistance services are available at no cost to you. Call 1-800-701-0710 (TTY: 1-800-701-
0720). 

Signature 

Name 
Full Name (Printed) 

Title Date 

Avraham Feigenbaum

Manager
11    12   2024

Aspen Hills Healthcare Center LLC d/b/a 
Buttonwood Behavioral Health Hospital

Docusign Envelope ID: 05A4ECE7-742A-4552-8CEE-4D1D4AA9DF90







Appendix C 
 
 
 
 
 
 

ATTESTATION 
NEW JERSEY COUNTY OPTION HOSPITAL FEE PROGRAM 

 
 

 
 

CERTIFICATION BY HOSPITAL CHIEF EXECUTIVE OFFICER OR ADMINISTRATOR 
 

On behalf of   hospital (“the hospital”), I hereby certify that: 

 

• I have examined the accompanying Data Form & Preliminary DSH Limit Calculation Form for the 
reporting period specified and, to the best of my knowledge and belief, the information contained 
in the reports is true, correct, and complete and accurately reflect the information in the hospital’s 
Medicare cost report, the hospital’s financial statements and other accounting records. 

• I acknowledge that projected payments to the hospital under the New Jersey County Option Hospital 
Fee Program, when combined with other Medicaid and Disproportionate Share Hospital (DSH) 
payments, such as Charity Care payments, may exceed the federal maximum hospital-specific 
disproportionate share (DSH) limit in 42 U.S.C. § 1396r-4.  

• I acknowledge that if the hospital’s projected payments exceed its hospital specific DSH limit, the 
hospital may choose to prospectively decline, in full or in part, its Charity Care payments for the 
State Fiscal Year (SFY) by notifying the Commissioner of Health on a form designated by the 
Department of Health.  Additionally, I understand that the hospital’s DSH payments may be 
reduced for the SFY, as necessary and at the discretion of the State, to comply with federal (42 
U.S.C. § 1396r-4) and state requirements (N.J.A.C. 10:52B), the hospital’s DSH payments may be 
reduced as necessary to comply with federal law. (N.J.A.C. 10:52B). 

• I acknowledge that the Charity Care payments prospectively declined by the hospital for the SFY, 
whether full or partial, will be redistributed to other hospitals in accordance with the provisions of Section 
3 of P.L. 2004, c.113 (N.J.S.A 26:2H-18.59i), as modified annually by the State Appropriations Act. If the 
hospital chooses not to prospectively decline its Charity Care payments but is found through subsequent 
DSH audits to have exceeded its hospital-specific DSH limit, the hospital will be subject to recoupment 
by the State for any amounts exceeding its hospital-specific DSH limits. 

• I acknowledge that misrepresentation or falsification of any information contained in this report may 
be punishable by criminal, civil and administrative action, fine and/or imprisonment under state or 
federal law. 

• I certify that that the cost of the fee shall not be assigned to any patient, insurer, self-insured 
employer program, or other responsible party, nor shall the fee be listed separately on any invoice 
or statement sent to a patient, insurer, self-insured employer program, or other responsible party. 

 
 

 

 
Hospital Name:   Virtua - West Jersey Health System, Inc - Marlton

Virtua - West Jersey Health System, Inc - Marlton



 

I am authorized to make this Certification on behalf of   hospital. 
 

 
NJ FamilyCare complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, sex, age 
or disability. If you speak any other language, language assistance services are available at no cost to you. Call 1-800-701-0710 (TTY: 1-800-701-
0720). 

Signature   

Name   
Full Name (Printed) 

Title   Date   

Robert Segin

EVP/CFO 

Virtua - West Jersey Health System, Inc - Marlton

11         5         2024

JMZIMMER
Robert M. Segin



Appendix C 
 
 
 
 
 
 

ATTESTATION 
NEW JERSEY COUNTY OPTION HOSPITAL FEE PROGRAM 

 
 

 
 

CERTIFICATION BY HOSPITAL CHIEF EXECUTIVE OFFICER OR ADMINISTRATOR 
 

On behalf of   hospital (“the hospital”), I hereby certify that: 

 

• I have examined the accompanying Data Form & Preliminary DSH Limit Calculation Form for the 
reporting period specified and, to the best of my knowledge and belief, the information contained 
in the reports is true, correct, and complete and accurately reflect the information in the hospital’s 
Medicare cost report, the hospital’s financial statements and other accounting records. 

• I acknowledge that projected payments to the hospital under the New Jersey County Option Hospital 
Fee Program, when combined with other Medicaid and Disproportionate Share Hospital (DSH) 
payments, such as Charity Care payments, may exceed the federal maximum hospital-specific 
disproportionate share (DSH) limit in 42 U.S.C. § 1396r-4.  

• I acknowledge that if the hospital’s projected payments exceed its hospital specific DSH limit, the 
hospital may choose to prospectively decline, in full or in part, its Charity Care payments for the 
State Fiscal Year (SFY) by notifying the Commissioner of Health on a form designated by the 
Department of Health.  Additionally, I understand that the hospital’s DSH payments may be 
reduced for the SFY, as necessary and at the discretion of the State, to comply with federal (42 
U.S.C. § 1396r-4) and state requirements (N.J.A.C. 10:52B), the hospital’s DSH payments may be 
reduced as necessary to comply with federal law. (N.J.A.C. 10:52B). 

• I acknowledge that the Charity Care payments prospectively declined by the hospital for the SFY, 
whether full or partial, will be redistributed to other hospitals in accordance with the provisions of Section 
3 of P.L. 2004, c.113 (N.J.S.A 26:2H-18.59i), as modified annually by the State Appropriations Act. If the 
hospital chooses not to prospectively decline its Charity Care payments but is found through subsequent 
DSH audits to have exceeded its hospital-specific DSH limit, the hospital will be subject to recoupment 
by the State for any amounts exceeding its hospital-specific DSH limits. 

• I acknowledge that misrepresentation or falsification of any information contained in this report may 
be punishable by criminal, civil and administrative action, fine and/or imprisonment under state or 
federal law. 

• I certify that that the cost of the fee shall not be assigned to any patient, insurer, self-insured 
employer program, or other responsible party, nor shall the fee be listed separately on any invoice 
or statement sent to a patient, insurer, self-insured employer program, or other responsible party. 

 
 

 

 
Hospital Name:   

Virtua - Memorial Hospital of Burlington Cty, Inc

Virtua - Memorial Hospital of Burlington Cty, Inc



 

I am authorized to make this Certification on behalf of   hospital. 
 

 
NJ FamilyCare complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, sex, age 
or disability. If you speak any other language, language assistance services are available at no cost to you. Call 1-800-701-0710 (TTY: 1-800-701-
0720). 

Signature   

Name   
Full Name (Printed) 

Title   Date   

Robert Segin

EVP/CFO 

Virtua - Memorial Hospital of Burlington Cty, Inc

11          5         2024

JMZIMMER
Robert M. Segin



Appendix C 
 
 
 
 
 
 

ATTESTATION 
NEW JERSEY COUNTY OPTION HOSPITAL FEE PROGRAM 

 
 

 
 

CERTIFICATION BY HOSPITAL CHIEF EXECUTIVE OFFICER OR ADMINISTRATOR 
 

On behalf of   hospital (“the hospital”), I hereby certify that: 

 

• I have examined the accompanying Data Form & Preliminary DSH Limit Calculation Form for the 
reporting period specified and, to the best of my knowledge and belief, the information contained 
in the reports is true, correct, and complete and accurately reflect the information in the hospital’s 
Medicare cost report, the hospital’s financial statements and other accounting records. 

• I acknowledge that projected payments to the hospital under the New Jersey County Option Hospital 
Fee Program, when combined with other Medicaid and Disproportionate Share Hospital (DSH) 
payments, such as Charity Care payments, may exceed the federal maximum hospital-specific 
disproportionate share (DSH) limit in 42 U.S.C. § 1396r-4.  

• I acknowledge that if the hospital’s projected payments exceed its hospital specific DSH limit, the 
hospital may choose to prospectively decline, in full or in part, its Charity Care payments for the 
State Fiscal Year (SFY) by notifying the Commissioner of Health on a form designated by the 
Department of Health.  Additionally, I understand that the hospital’s DSH payments may be 
reduced for the SFY, as necessary and at the discretion of the State, to comply with federal (42 
U.S.C. § 1396r-4) and state requirements (N.J.A.C. 10:52B), the hospital’s DSH payments may be 
reduced as necessary to comply with federal law. (N.J.A.C. 10:52B). 

• I acknowledge that the Charity Care payments prospectively declined by the hospital for the SFY, 
whether full or partial, will be redistributed to other hospitals in accordance with the provisions of Section 
3 of P.L. 2004, c.113 (N.J.S.A 26:2H-18.59i), as modified annually by the State Appropriations Act. If the 
hospital chooses not to prospectively decline its Charity Care payments but is found through subsequent 
DSH audits to have exceeded its hospital-specific DSH limit, the hospital will be subject to recoupment 
by the State for any amounts exceeding its hospital-specific DSH limits. 

• I acknowledge that misrepresentation or falsification of any information contained in this report may 
be punishable by criminal, civil and administrative action, fine and/or imprisonment under state or 
federal law. 

• I certify that that the cost of the fee shall not be assigned to any patient, insurer, self-insured 
employer program, or other responsible party, nor shall the fee be listed separately on any invoice 
or statement sent to a patient, insurer, self-insured employer program, or other responsible party. 

 
 

 

 
Hospital Name:   

Virtua - Willingboro Hospital, Inc 

Virtua - Willingboro Hospital, Inc



 

I am authorized to make this Certification on behalf of   hospital. 
 

 
NJ FamilyCare complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, sex, age 
or disability. If you speak any other language, language assistance services are available at no cost to you. Call 1-800-701-0710 (TTY: 1-800-701-
0720). 

Signature   

Name   
Full Name (Printed) 

Title   Date   

Robert Segin

EVP/CFO 

Virtua - Willingboro Hospital, Inc

11         5          2024

JMZIMMER
Robert M. Segin
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