Crowe Horwaﬂ]o Crowe Horwath LLP

Independent Member Crowe Horwath International

175 Powder Forest Drive
Simsbury, CT 06089-7902
Tel: 860.678.9200

Fax: 860.678.9202
www.crowehorwath.com

August 03, 2016

Mr. Thomas M. Szarkowicz
The Charlotte Hungerford Hospital
540 Litchfield Street P.O. Box 988
Torrington, CT 06790-0988

Dear Tom:
Enclosed are the following returns for the year ended September 30, 2015:

. Return of Organization Exempt from Income Tax (Form 990)
. Exempt Organization Business Income Tax Return (Form 990-T)
. Connecticut Unrelated Business Income Tax Return (Form CT-990T)

Enclosed is a copy of the Form 990 to be provided to those individuals requesting to review or obtain a copy of the tax return. The
public disclosure and inspection requirements mandate that the annual information returns (Form 990) be available for inspection for
three years after the later of the due date of the return or the date the return is filed. It is also required that the original Application for
Exemption (Form 1023) and the IRS letter that grants the organization its exempt status be available for inspection. Copies of these
documents are required to be provided to any individual upon written or in-person request without charge, other than reasonable fees
for copying and postage. You may fulfill this requirement by placing these documents on the Internet. Penalties may be imposed for
failure to comply with the public inspection requirements.

It is understood that you have provided us with the basic information required for preparation of the return. The tax laws provide that
the obligation of a preparer is based only on information of which the preparer has knowledge. Accordingly, the completeness and
accuracy of the information you provide us remain the responsibility of your management. You have final and full responsibility for
the income tax returns and therefore should review them carefully before signing. You must retain the documentation that supports
the filed return. We understand that your staff is responsible for all other tax returns not included here, such as payroll, property, and
sales tax returns.

The Form 990 has been prepared for electronic filing. Once we receive the signed Form 8879-EO back from you, we will
electronically file the return from our office. The 990-T and CT-990T cannot be electronically filed. Please have Susan sign and
date each of these returns where indicated and mail in the enclosed envelopes by August 15, 2016.

Please note that one of the copies of the Forms 990 / 990-T is marked "Public Disclosure Copy", which can be duplicated and

made available to anyone who requests a copy. This Public Disclosure Copy omits the names and addresses of the donors listed
on Schedule B (as allowed by IRS regulations).

Any tax advice expressed in this communication by Crowe Horwath LLP should not be construed as a formal tax opinion unless
expressly stated. If you have any questions regarding the enclosed forms or the filing procedures, please call me at 860-470-2137.
Sincerely,

Kristin Anderson

Enclosures
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o $879-EQ IRS e-file Signature Authorization
for an Exempt Organization
For calendar year 2014, or fiscal year beginning 10/01 ,2014,and ending 09/30 ,20 15

OMB No. 1545-1878

Department of the Treasury » Do not send to the IRS. Keepfor your records. 2 @ 1 4
Internal Revenue Service » Information about Form 8879-EO and its instructions is at www.irs.gov/form8879eo.

Name of exempt organization Employer identification number

THE CHARLOTTE HUNGERFORD HOSPITAL 06-0646678

Name and title of officer

SUSAN M. SCHAPP, VP FINANCE/TREASURER

Type of Return and Return Information (Whole Dollars Only)

Check the box for the return for which you are using this Form 8879-EO and enter the applicable amount, if any, from the return. If you
check the box on line 1a, 2a, 3a, 4a, or 5a, below, and the amount on that line for the return being filed with this form was blank, then
leave line 1b, 2b, 3b, 4b, or 5b, whichever is applicable, blank (do not enter -0-). But, if you entered -0- on the return, then enter -0- on
the applicable line below. Do not complete more than 1 line in Part I.

1a Form 990 check here b b Total revenue, if any (Form 990, Part VIII, column (A), line 12) . . . 1b 124,207,662
2a Form 990-EZ check here» [] b Total revenue, if any (Form 990-EZ, line9). . . . . . . . . 2b
3a Form 1120-POL check here» [] b Total tax (Form 1120-POL, line22) . . . . . 3b
4a Form 990-PF check here» [] b Tax based on investment income (Form 990-PF, Part VI I|ne 5) .o 4b
5a Form 8868 check here » [ ] b Balance Due (Form 8868, Part |, line 3c or Part Il, line8c) . . . . . 5b

Declaration and Signature Authorization of Officer

Under penalties of perjury, | declare that | am an officer of the above organization and that | have examined a copy of the
organization’s 2014 electronic return and accompanying schedules and statements and to the best of my knowledge and belief, they
are true, correct, and complete. | further declare that the amount in Part | above is the amount shown on the copy of the
organization’s electronic return. | consent to allow my intermediate service provider, transmitter, or electronic return originator (ERO)
to send the organization’s return to the IRS and to receive from the IRS (a) an acknowledgement of receipt or reason for rejection of
the transmission, (b) the reason for any delay in processing the return or refund, and (c) the date of any refund. If applicable, |
authorize the U.S. Treasury and its designated Financial Agent to initiate an electronic funds withdrawal (direct debit) entry to the
financial institution account indicated in the tax preparation software for payment of the organization’s federal taxes owed on this
return, and the financial institution to debit the entry to this account. To revoke a payment, | must contact the U.S. Treasury Financial
Agent at 1-888-353-4537 no later than 2 business days prior to the payment (settlement) date. | also authorize the financial institutions
involved in the processing of the electronic payment of taxes to receive confidential information necessary to answer inquiries and
resolve issues related to the payment. | have selected a personal identification number (PIN) as my signature for the organization’s
electronic return and, if applicable, the organization’s consent to electronic funds withdrawal.

Officer’s PIN: check one box only

]l authorize CROWE HORWATH LLP toentermyPIN [4]6]6]7]8]| asmy signature

ERO firm name Enter five numbers, but
do not enter all zeros

on the organization’s tax year 2014 electronically filed return. If | have indicated within this return that a copy of the return is
being filed with a state agency(ies) regulating charities as part of the IRS Fed/State program, | also authorize the aforementioned
ERO to enter my PIN on the return’s disclosure consent screen.

[] As an officer of the organization, | will enter my PIN as my signature on the organization’s tax year 2014 electronically filed return.
If I have indicated within this return that a copy of the return is being filed with a state agency(ies) regulating charities as part of
the IRS Fed/State program, | will enter my PIN on the return’s disclosure consent screen.
Officer’s signature » Date »

Certification and Authentication

ERO’s EFIN/PIN. Enter your six-digit electronic filing identification

number (EFIN) followed by your five-digit self-selected PIN. 3[5)1)6(4]7]2|1|6]8]0
do not enter all zeros

| certify that the above numeric entry is my PIN, which is my signature on the 2014 electronically filed return for the organization
indicated above. | confirm that | am submitting this return in accordance with the requirements of Pub. 4163, Modernized e-File (MeF)
Information for Authorized IRS e-file Providers for Business Returns.

ERO’s signature » X‘/MW 201 6.082@# 07:52:06 '04|00'

ERO Must Retain This Form—See Instructions
Do Not Submit This Form To the IRS Unless Requested To Do So

For Paperwork Reduction Act Notice, see back of form. Cat. No. 37189W Form 8879-EO (2014)




Form 990

Department of the Treasury
Internal Revenue Service

Return of Organization Exempt From Income Tax

Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except private foundations)
» Do not enter social security numbers on this form as it may be made public.
» Information about Form 990 and its instructions is at www.irs.gov/form990.

OMB No. 1545-0047

2014

Open to Public
Inspection

A For the 2014 calendar year, or tax year beginning

10/01

, 2014, and ending

09/30

,20 15

Check if applicable:

C Name of organization THE CHARLOTTE HUNGERFORD HOSPITAL

Address change

Doing business as

D Employer identification number

06-0646678

Name change
Initial return

Number and street (or P.O. box if mail is not delivered to street address)
540 LITCHFIELD STREET P.O. BOX 988

Room/suite

E Telephone number

(860) 496-6728

Final return/terminated
Amended return

City or town, state or province, country, and ZIP or foreign postal code
TORRINGTON, CT 06790-0988

G Gross receipts $

128,622,190

ooooode

Application pending

F Name and address of principal officer: SUSAN M. SCHAPP

SAME AS C ABOVE

I Tax-exempt status:

501(c)(3) [1501(0) (

) < (insert no.) [] 4947(a)(1) or

[Js27

J Website: »

WWW.CHARLOTTEHUNGERFORD.ORG

H(a) Is this a group retumn for subordinates? D Yes No

H(b) Are all subordinates included? D Yes D No
If “No,” attach a list. (see instructions)

H(c) Group exemption number »

K Form of organization: |v'| Corporation |:| Trust

|:| Association |:| Other »

| L Year of formation:

1917 | M State of legal domicile:

CT

Summary
1  Briefly describe the organization’s mission or most significant activities: TO PROVIDE QUALITY, COMPASSIONATE AND
3 COST EFFECTIVE HEALTHCARE TO THE COMMUNITY OF NORTHWESTERN CONNECTICUT.
c
©
§ 2  Check this box » []if the organization discontinued its operations or disposed of more than 25% of its net assets.
& | 8 Number of voting members of the governing body (Part VI, line 1a) . . 3 16
ﬁ 4  Number of independent voting members of the governing body (Part VI, line 1b) 4 14
2| 5 Total number of individuals employed in calendar year 2014 (Part V, line 2a) 5 1,254
;E, 6  Total number of volunteers (estimate if necessary) o 6 159
< | 7a Total unrelated business revenue from Part VIll, column (C), line 12 7a 1,130,944
b Net unrelated business taxable income from Form 990-T, line 34 o 7b (158,020)
Prior Year Current Year
o | 8 Contributions and grants (Part VIII, line 1h) . 3,170,907 3,042,196
g 9 Program service revenue (Part VI, line 2g) . 118,627,892 117,560,638
2 | 10 Investment income (Part VIlI, column (A), lines 3, 4, and 7d) 3,182,192 3,147,645
111 Other revenue (Part VIII, column (A), lines 5, 6d, 8c, 9c, 10c, and 11e) . 479,250 457,183
12  Total revenue—add lines 8 through 11 (must equal Part VI, column (A), line 12) 125,460,241 124,207,662
13  Grants and similar amounts paid (Part IX, column (A), lines 1-3) . 12,000 12,000
14  Benefits paid to or for members (Part IX, column (A), line 4) .o 0
@ 15  Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10) 73,040,987 71,960,031
2 | 16a Professional fundraising fees (Part IX, column (A), line 11e) A 0
§ b Total fundraising expenses (Part IX, column (D), line 25) » 386,360
W 147  Other expenses (Part IX, column (A), lines 11a-11d, 11{-24e) . 49,026,972 50,378,090
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line 25) 122,079,959 122,350,121
19 Revenue less expenses. Subtract line 18 from line 12 3,380,282 1,857,541
5 § Beginning of Current Year End of Year
85120 Total assets (Part X, line 16) 137,043,425 133,432,509
%g 21 Total liabilities (Part X, line 26) . .o 52,361,370 62,057,302
22| 2 Net assets or fund balances. Subtract line 21 from I|ne 20 84,682,055 71,375,207

Signature Block

Under penalties of perjury, | declare that | have examined this return, including accompanying schedules and statements, and to the best of my knowledge and belief, it is
true, correct, and complete. Declaration of preparer (other than officer) is based on all information of which preparer has any knowledge.

Sign } Signature of officer Date
Here SUSAN M. SCHAPP, VP FINANCE/TREASURER
Type or print name and title
Paid Print/Type preparer’s name Prepare[ s signature Date Check I:’ it PTIN
If- loyed P01231300

Preparer KRISTIN ANDERSON (¥ 8/3/2016 | self-employe
Use Only Firm's name » CROWE HORWATH LLP Firm's EIN > 35.0921680

Firm's address » 175 POWDER FOREST DRIVE, SIMSBURY, CT 06089-7902 Phone no. (860) 678-9200

May the IRS discuss this return with the preparer shown above? (see instructions)

Yes [ ] No

For Paperwork Reduction Act Notice, see the separate instructions.

Cat. No. 11282Y

Form 990 (2014)
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Form 990 (2014) Page 2
m]] Statement of Program Service Accomplishments

Check if Schedule O contains a response or note to any line in this Partitt . . . . . . . . . . . . .

Briefly describe the organization’s mission:

THE CHARLOTTE HUNGERFORD HOSPITAL PROVIDES QUALITY MEDICAL HEALTHCARE REGARDLESS OF RACE, CREED,
SEX, NATIONAL ORIGIN, HANDICAP, AGE, OR ABILITY TO PAY. OUR MISSION IS TO SERVE THE COMMUNITY WITH
RESPECT TO WITH THE HOSPITAL'S COMMITMENT TO SERVE ALL MEMBERS OF THE COMMUNITY, FREE CARE AND/OR
(CONTINUED ON SCHEDULE O)

2 Did the organization undertake any significant program services during the year which were not listed on the
prior Form 990 or 990-EZ? e []Yes No
If “Yes,” describe these new services on Schedule O.

3 Did the organization cease conducting, or make significant changes in how it conducts, any program
services? . . . . . . . . . . . . . . . . . . . . . . . . .. . ... ... [1Yes [“INo
If “Yes,” describe these changes on Schedule O.

4  Describe the organization's program service accomplishments for each of its three largest program services, as measured by
expenses. Section 501(c)(3) and 501(c)(4) organizations are required to report the amount of grants and allocations to others,
the total expenses, and revenue, if any, for each program service reported.

4a (Code: ) (Expenses $ 107,785,563 including grants of $ 12,000 ) (Revenue $ 116,691,901 )
DURING FY 2015 THE HOSPITAL CONTRIBUTED OVER 14,000 HOURS TOWARD THE COMMON PURPOSE OF SERVICING THE
HEALTHCARE NEEDS OF THE COMMUNITY. THE VALUE OF THIS CONTRIBUTION IS APPROXIMATELY $115,000, WHICH
IS GIVEN BACK TO THE COMMUNITY THROUGH LOWER COSTS IN BOTH PATIENT SERVICES AND OTHER "WELLNESS"
PROGRAMS. IN ADDITION THE HOSPITAL GRANTED CHARITY CARE IN THE AMOUNT OF $695,328 DURING FISCAL YEAR
2015.

THE CHARLOTTE HUNGERFORD HOSPITAL RENDERED THE FOLLOWING SERVICES
DURING FY 2015:

INPATIENT SERVICES:

DISCHARGES 6,030

PATIENT DAYS 26,064

SPECIAL SERVICES:

(CONTINUED ON SCHEDULE 0)

4b (Code: ) Expenses$ including grants of $ ) (Revenue $ )

4c (Code: ) Expenses$ including grants of $ ) (Revenue $ )

4d Other program services (Describe in Schedule O.)

(Expenses $ including grants of $ ) (Revenue $ )

4e Total program service expenses b 107,785,563

Form 990 (2014)



Form 990 (2014)
gl Checklist of Required Schedules

1

10

11

12a

13
14a

15

16

17

18

19

20 g

Page 3

Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If “Yes,”
complete Schedule A .

Is the organization required to complete Schedule B, Schedule of Contributors (see mstructlons)

Did the organization engage in direct or indirect political campaign activities on behalf of or in opposmon to
candidates for public office? If “Yes,” complete Schedule C, Part | . .

Section 501(c)(3) organizations. Did the organization engage in lobbying activities, or have a section 501(h)
election in effect during the tax year? If “Yes,” complete Schedule C, Part Il . Lo
Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-197? If “Yes,” complete Schedule C,
Part Ill .
Did the organization maintain any donor advised funds or any similar funds or accounts for which donors
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? If
“Yes,” complete Schedule D, Part | .o e
Did the organization receive or hold a conservation easement, |nclud|ng easements to preserve open space,
the environment, historic land areas, or historic structures? If “Yes,” complete Schedule D, Part Il

Did the organization maintain collections of works of art, historical treasures, or other similar assets? If “Yes,”
complete Schedule D, Part Il . . .

Did the organization report an amount in Part X, line 21, for escrow or custodial account Ilablllty, serve as a
custodian for amounts not listed in Part X; or provide credit counseling, debt management, credit repair, or
debt negotiation services? If “Yes,” complete Schedule D, Part IV . .o e
Did the organization, directly or through a related organization, hold assets in temporarily restricted
endowments, permanent endowments, or quasi-endowments? If “Yes,” complete Schedule D, Part V

If the organization’s answer to any of the following questions is “Yes,” then complete Schedule D, Parts VI,
VII, VIII, IX, or X as applicable.

Did the organization report an amount for land, buildings, and equipment in Part X, line 10?7 If “Yes,”
complete Schedule D, Part VI . . .

Did the organization report an amount for investments— other securities in Part X, I|ne 12 that is 5% or more
of its total assets reported in Part X, line 16? If “Yes,” complete Schedule D, Part VIl .

Did the organization report an amount for investments—program related in Part X, line 13 that is 5% or more
of its total assets reported in Part X, line 167? If “Yes,” complete Schedule D, Part VIII . P
Did the organization report an amount for other assets in Part X, line 15 that is 5% or more of its total assets
reported in Part X, line 16? If “Yes,” complete Schedule D, Part IX

Did the organization report an amount for other liabilities in Part X, line 25? If “Yes,” complete Schedule D, Part X
Did the organization’s separate or consolidated financial statements for the tax year include a footnote that addresses
the organization’s liability for uncertain tax positions under FIN 48 (ASC 740)? If “Yes,” complete Schedule D, Part X

Did the organization obtain separate, independent audited financial statements for the tax year? If “Yes,” complete
Schedule D, Parts XI and Xl

Was the organization included in consolldated mdependent audlted flnanC|aI statements for the tax year” If “Yes ” and if
the organization answered "No" to line 12a, then completing Schedule D, Parts XI and XIl is optional .

Is the organization a school described in section 170(b)(1)(A)(ii))? If “Yes,” complete Schedule E

Did the organization maintain an office, employees, or agents outside of the United States?

Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaklng,
fundraising, business, investment, and program service activities outside the United States, or aggregate
foreign investments valued at $100,000 or more? If “Yes,” complete Schedule F, Parts | and IV.

Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or other assistance to or
for any foreign organization? If “Yes,” complete Schedule F, Parts Il and IV

Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or other
assistance to or for foreign individuals? If “Yes,” complete Schedule F, Parts Il and IV.

Did the organization report a total of more than $15,000 of expenses for professional fundraising services on
Part IX, column (A), lines 6 and 11e? If “Yes,” complete Schedule G, Part | (see instructions)

Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIII, lines 1c and 8a? If “Yes,” complete Schedule G, Part Il .

Did the organization report more than $15,000 of gross income from gaming activities on Part VIII I|ne 9a’?
If “Yes,” complete Schedule G, Part Ill

Did the organization operate one or more hospital faC|I|t|es’7 If “Yes complete Schedule H .
If “Yes” to line 20a, did the organization attach a copy of its audited financial statements to this return?

Yes | No
1|V

v
3 v
4 |V
5 v
6 v
7 v
8 v
9 v
10 |V
11a| v
11b v
11c v
11d v
11e| v
11f | vV
12a] ¥
12b Y
13 v
14a v
14b v
15 v
16 v
17 v
18 | vV
19 v
20a| v
20b| v

Form 990 (2014)



Form 990 (2014) Page 4
gl  Checklist of Required Schedules (continued)

Yes | No
21 Did the organization report more than $5,000 of grants or other assistance to any domestic organization or
domestic government on Part IX, column (A), line 1? If “Yes,” complete Schedule I, Parts land Il . . . . 21 v
22  Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on
Part IX, column (A), line 2? If “Yes,” complete Schedule I, Parts land lll . . . . . . . . . . . . 22 |/
23 Did the organization answer “Yes” to Part VII, Section A, line 3, 4, or 5 about compensation of the
organization’s current and former officers, directors, trustees, key employees, and highest compensated
employees? If “Yes,” complete Schedule J . . . . . . . . . . . . . . . . . . . . .. 23 | vV
24a Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than
$100,000 as of the last day of the year, that was issued after December 31, 2002? If “Yes,” answer lines 24b
through 24d and complete Schedule K. If “No,” go to line 25a . . . e e .o 24a v
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exceptlon’) .o 24b
¢ Did the organization maintain an escrow account other than a refunding escrow at any time durlng the year
to defease any tax-exempt bonds? . . . . . . . e .o . .o 24¢
d Did the organization act as an “on behalf of” issuer for bonds outstandrng at any time durrng the year'? .o 24d
25a Section 501(c)(3), 501(c)(4), and 501(c)(29) organizations. Did the organization engage in an excess benefit
transaction with a disqualified person during the year? If “Yes,” complete Schedule L, Part| . . . . . 253 v

b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior
year, and that the transaction has not been reported on any of the organization’s prior Forms 990 or 990-EZ?

If “Yes,” complete Schedule L, Part! . . . . . . . . . . . . . . . . . . . . . . .. 25b v

26 Did the organization report any amount on Part X, line 5, 6, or 22 for receivables from or payables to any
current or former officers, directors, trustees, key employees, highest compensated employees, or
disqualified persons? If "Yes," complete Schedule L, Part!l . . . . . . . . . . . . . . . . 26 v

27 Did the organization provide a grant or other assistance to an officer, director, trustee, key employee,
substantial contributor or employee thereof, a grant selection committee member, or to a 35% controlled
entity or family member of any of these persons? If “Yes,” complete Schedule L, Partlll . . . . 27 v

28 Was the organization a party to a business transaction with one of the following parties (see Schedule L,
Part IV instructions for applicable filing thresholds, conditions, and exceptions):

a A current or former officer, director, trustee, or key employee? If “Yes,” complete Schedule L, Part IV . . 28a
b A family member of a current or former officer, director, trustee, or key employee? If “Yes,” complete
Scheadule L, PartlvV . . . . . . . .o e e . 28b
¢ An entity of which a current or former offlcer dlrector trustee, or key employee (or a family member thereof)
was an officer, director, trustee, or direct or indirect owner? If “Yes,” complete Schedule L, PartIV . . . 28c| v
29 Did the organization receive more than $25,000 in non-cash contributions? If “Yes,” complete Schedule M 29 v
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? If “Yes,” complete Schedule M . . . . 30 v
31 Did the organization liquidate, terminate, or dissolve and cease operatlons? If “Yes complete Schedule N,
Part! . . . . . . 31 v
32 Did the organlzatlon seII exchange dlspose of or transfer more than 25% of its net assets’? If “Yes 7
complete Schedule N, Part!l . . . . . . . e e Lo 32 v
33 Did the organization own 100% of an entity dlsregarded as separate from the organization under Regulatlons
sections 301.7701-2 and 301.7701-3? If “Yes,” complete Schedule R, Part| . . . . 33 v
34 Was the organization related to any tax-exempt or taxable entity? If “Yes,” complete Schedule R Part 1, III
orlV,and Part V, line1 . . . . e Lo . . e 34| v
35a Did the organization have a controlled entlty within the meaning of section 512(b)(1 3) L. 35a v
b If "Yes" to line 35a, did the organization receive any payment from or engage in any transactlon W|th a
controlled entity within the meaning of section 512(b)(13)? If “Yes,” complete Schedule R, Part V, line 2 . . 35b
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable
related organization? If “Yes,” complete Schedule R, Part V, line2 . . . . . . . . . . . . . . 36 v
37 Did the organization conduct more than 5% of its activities through an entity that is not a related organization
and that is treated as a partnership for federal income tax purposes? If “Yes,” complete Schedule R,
PartVI . . . . . . . .. . . . |37 v
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and
19?7 Note. All Form 990 filers are required to complete Schedule O . . . . . . . . . . . . . . 38 | vV

Form 990 (2014)



Form 990 (2014) Page 5
Statements Regarding Other IRS Filings and Tax Compliance

Check if Schedule O contains a response or note to any line inthisPartVv. . . . . . . . . . . . . . []
Yes | No
1a Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable . . . . 1a 216
b Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable . . . . 1b 0
c¢ Did the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming (gambling) winnings to prize winners? . . . e ic | v
2a Enter the number of employees reported on Form W-3, Transmlttal of Wage and Tax
Statements, filed for the calendar year ending with or within the year covered by this return | 2a 1,254
b If at least one is reported on line 2a, did the organization file all required federal employment tax returns? . 2b |V
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-file (see instructions)
3a Did the organization have unrelated business gross income of $1,000 or more during the year? . . . . 3a |V
b If “Yes,” has it filed a Form 990-T for this year? If “No” to line 3b, provide an explanation in Schedule O . . 3b |V

4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority
over, a financial account in a foreign country (such as a bank account, securities account, or other financial
account)? . . . L L L. e s s 4a v

b If “Yes,” enter the name of the foreign country: »
See instructions for filing requirements for FINCEN Form 114, Report of Foreign Bank and Financial Accounts

(FBAR).
5a Was the organization a party to a prohibited tax shelter transaction at any time during the tax year? . . . 5a v
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? 5b v
Cc If “Yes” to line 5a or 5b, did the organization file Form 8886-T? . . . 5¢c
6a Does the organization have annual gross receipts that are normally greater than $1 OO OOO and d|d the
organization solicit any contributions that were not tax deductible as charitable contributions? . . . . 6a v
b If “Yes,” did the organization include with every solicitation an express statement that such contrlbutlons or
gifts were not tax deductible? . . . e 6b

7 Organizations that may receive deductlble contrlbutlons under sectlon 170(c)
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods

and services provided to the payor? . . . . . . . . . . . . L . L oo 7a v
b If “Yes,” did the organization notify the donor of the value of the goods or services provided? . . . . 7b
¢ Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was

required to file Form 82827 . . . . . . . . . . . . L ..o 7c v
d If “Yes,” indicate the number of Forms 8282 filed during theyear . . . . . . . . | 7d |
€ Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? | 7e 4
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? . 7f 4
g [f the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required? | 7g
h  If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C? 7h

8 Sponsoring organizations maintaining donor advised funds. Did a donor advised fund maintained by the

sponsoring organization have excess business holdings at any time during theyear? . . . . . . . . 8
9 Sponsoring organizations maintaining donor advised funds.
a Did the sponsoring organization make any taxable distributions under section 49667 . . . . . . . . 9a
b Did the sponsoring organization make a distribution to a donor, donor advisor, or related person? . . . 9b
10  Section 501(c)(7) organizations. Enter:
a |Initiation fees and capital contributions included on Part VIII, line 12 . . . . 10a
b Gross receipts, included on Form 990, Part VI, line 12, for public use of club faC|I|t|es . 10b
11 Section 501(c)(12) organizations. Enter:
a Gross income from members or shareholders . . . 11a
b Gross income from other sources (Do not net amounts due or pald to other sources
against amounts due or received from them.) . . . . . .o . 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the orgamzatnon f|||ng Form 990 in lieu of Form 10417 12a
b If “Yes,” enter the amount of tax-exempt interest received or accrued during the year . . | 12b |
13  Section 501(c)(29) qualified nonprofit health insurance issuers.
a Is the organization licensed to issue qualified health plans in more than one state? . . . o 13a

Note. See the instructions for additional information the organization must report on Schedule O
b Enter the amount of reserves the organization is required to maintain by the states in which

the organization is licensed to issue qualified health plans . . . . . . . . . . 13b
¢ Enter the amount of reservesonhand . . . . . . 13¢c
14a Did the organization receive any payments for indoor tannlng services durlng the tax year’7 o . 14a v
b If "Yes," has it filed a Form 720 to report these payments? If "No," provide an explanation in Schedule O . 14b

Form 990 (2014)



Form 990 (2014) Page 6
"l Governance, Management, and Disclosure For each “Yes” response to lines 2 through 7b below, and for a “No”

response to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes in Schedule O. See instructions.

1a

NOoO oA

a

a
b
9

10a
b

11a

12a

13
14
15

Check if Schedule O contains a response or note to any line in thisPartVl . . . . . . . . . . . . .
Section A. Governing Body and Management
Yes | No
Enter the number of voting members of the governing body at the end of the tax year. . 1a 16
If there are material differences in voting rights among members of the governing body, or
if the governing body delegated broad authority to an executive committee or similar
committee, explain in Schedule O.
Enter the number of voting members included in line 1a, above, who are independent . 1b 14
Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, or key employee? 2 v
Did the organization delegate control over management duties customanly performed by or under the d|reot
supervision of officers, directors, or trustees, or key employees to a management company or other person? 3 v
Did the organization make any significant changes to its governing documents since the prior Form 990 was filed? 4 v
Did the organization become aware during the year of a significant diversion of the organization’s assets? . 5 v
Did the organization have members or stockholders? . 6 v
Did the organization have members, stockholders, or other persons who had the power to elect or appomt
one or more members of the governing body? . . . . . . C e 7a v
Are any governance decisions of the organization reserved to (or subject to approval by) members,
stockholders, or persons other than the governing body? . . . . 7b v
Did the organization contemporaneously document the meetings held or written actions undertaken dunng
the year by the following:
The governing body? . . . . C e e 8a | vV
Each committee with authority to act on behalf of the governing body’7 o 8b | vV
Is there any officer, director, trustee, or key employee listed in Part VI, Section A, who cannot be reached at
the organization’s mailing address? If “Yes,” provide the names and addresses in Schedule O . . . . . 9 v
Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code.)
Yes | No
Did the organization have local chapters, branches, or affiliates? . . . 10a v
If “Yes,” did the organization have written policies and procedures governlng the actlvmes of such chapters
affiliates, and branches to ensure their operations are consistent with the organization's exempt purposes? 10b
Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the form?  |11a| v/
Describe in Schedule O the process, if any, used by the organization to review this Form 990.
Did the organization have a written conflict of interest policy? If “No,” go to line 13 . . . 12a| v
Were officers, directors, or trustees, and key employees required to disclose annually interests that could g|ve rise to confllcts7 12b| v
Did the organization regularly and consistently monitor and enforce compliance with the policy? If “Yes,”
describe in Schedule O how this was done . . . e 12¢| v
Did the organization have a written whistleblower pollcy’7 e e e e e 13 |V
Did the organization have a written document retention and destructlon pollcy? o 14 | v/
Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
The organization’s CEO, Executive Director, or top management official . . . . . . . . . . . . 15a | v
Other officers or key employees of the organization . . . e e e 15b| v

16a

If “Yes” to line 15a or 15b, describe the process in Schedule O (see |nstruct|ons)

Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement
with a taxable entity duringtheyear? . . . . . . . . . . . . . . . . o .. L. 16a| v
If “Yes,” did the organization follow a written policy or procedure requiring the organization to evaluate its
participation in joint venture arrangements under applicable federal tax law, and take steps to safeguard the
organization’s exempt status with respect to such arrangements? . . . . . . . . . . . . . . 16b | v

Section C. Disclosure

17
18

19

20

List the states with which a copy of this Form 990 is required to be filed »  CT

Section 6104 requires an organization to make its Forms 1023 (or 1024 if applicable), 990, and 990-T (Section 501(c)(3)s only)
available for public inspection. Indicate how you made these available. Check all that apply.

[] Own website [] Another’s website Upon request  [] Other (explain in Schedule O)

Describe in Schedule O whether (and if so, how) the organization made its governing documents, conflict of interest policy, and
financial statements available to the public during the tax year.

State the name, address, and telephone number of the person who possesses the organization's books and records: »>
SUSAN M. SCHAPP, 540 LITCHFIELD STREET, TORRINGTON, CT 06790, (860)496-6728

Form 990 (2014)



Form 990 (2014) Page 7
Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors
Check if Schedule O contains a response or note to any line inthisPartvit . . . . . . . . . . . . . []
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
1a Complete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the
organization’s tax year.

e List all of the organization’s current officers, directors, trustees (whether individuals or organizations), regardless of amount of
compensation. Enter -0- in columns (D), (E), and (F) if no compensation was paid.

e List all of the organization’s current key employees, if any. See instructions for definition of “key employee.”

e | ist the organization’s five current highest compensated employees (other than an officer, director, trustee, or key employee)
who received reportable compensation (Box 5 of Form W-2 and/or Box 7 of Form 1099-MISC) of more than $100,000 from the
organization and any related organizations.

e List all of the organization’s former officers, key employees, and highest compensated employees who received more than
$100,000 of reportable compensation from the organization and any related organizations.

e |ist all of the organization’s former directors or trustees that received, in the capacity as a former director or trustee of the
organization, more than $10,000 of reportable compensation from the organization and any related organizations.

List persons in the following order: individual trustees or directors; institutional trustees; officers; key employees; highest
compensated employees; and former such persons.

[] Check this box if neither the organization nor any related organization compensated any current officer, director, or trustee.

©)
A ®) (do not ch:(?ksxzr:e than one © ) ®
Name and Title Average box, unless person is both an Reportable Reportable Estimated
hours per | officer and a director/trustee) | Compensation compensation from amount of
week (list any os | slol = —— from relgtet_j other _
hours for ;9__ 2| 2|2 _g(g o] tr_1e . organizations compensation
related 3 g_- z (_‘E 2 oB (31) organization (W-2/1099-MISC) from the
organizations, % 5 §' .a ?B o | 7 |(W-2/1099-MISC) organization
below dotted| = = | ® S g and related
line) i E 2 S organizations
[0] (7] >
0] g é
(1) DAVID J. FRAUENHOFER 8.0
SECRETARY v v 0 0 0
(2) JOHN JANCO 8.0
CHAIRMAN v v 0 0 0
(3) EDWARD ARUM 8.0
GOVERNOR v 0 0 0
(4) RICHARD DUTTON MD 8.0
GOVERNOR v 0 0 0
(5) GLADYS CERRUTO 8.0
GOVERNOR v 0 0 0
(6) JAMIE GREG 8.0
GOVERNOR v 0 0 0
(7) KENDRICK HOM MD 40.0
GOVERNOR v 290,110 0 36,960
(8) JOHN LAVIERI 8.0
GOVERNOR v 0 0 0
(9) DIANE LIBBY CPA 8.0
VICE CHAIRMAN v 0 0 0
(10) JAMES O' LEARY 8.0
GOVERNOR v 0 0 0
(11) EDWIN G. BOOTH, JR. 8.0
GOVERNOR v 0 0 0
(12) FRANK BUONOCORE, JR. 8.0
GOVERNOR v 0 0 0
(13) STEPHANIE FOWLER MD 8.0
GOVERNOR v 0 0 0
(14) MICHAEL PATTERSON 8.0
GOVERNOR v 0 0 0

Form 990 (2014)
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Page 8

1A/ |W Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)

©)
A ® (do not ch:(?Iflr:Ig:e than one © ® ®
Name and title Average box, unless person is both an Reportable Reportable Estimated
hours per | officer and a director/trustee) | compensation |compensation from amount of
week (list any cs|slol=lez] = from relgteq other )
hours for ;9‘ 2= A ) écg <! tr.le ) organizations compensation
related 3 é F1 8| @ 32 CBD organization (W-2/1099-MISC) from the
organizations % 5 §" - -g ?B o | 7 |(W-2/1099-MISC) organization
below dotted| = & | ® ) g and related
line) i = 2 K] organizations
D (7] >
) ‘;‘f %
(15) CHARLES W. RORABACK 8.0
GOVERNOR v 0 0 0
(16) ANDREW SZCZEPENSKI MD 8.0
GOVERNOR v 3,591 0 363
(17) DANIEL J. MCINTYRE 60.0
CEO/PRESIDENT v 491,615 0 92,994
(18) SUSAN M. SCHAPP 60.0
VP FINANCE/ TREASURER v 311,491 0 56,463
(19) JOHN J. CAPOBIANCO 60.0
VP OPERATIONS v 273,477 0 50,725
(20) MARK PRETE MD 60.0
VP MEDICAL AFFAIRS v 324,503 0 63,352
(21) BRIAN MATTIELLO 60.0
VP ORGANIZATIONAL DEVELOPMENT / HR v 216,450 0 29,120
(22) MUSTAFA UGURLU 60.0
PHYSICIAN v 500,389 0 59,272
(23) TIMOTHY GOSTKOWSKI MD 60.0
PHYSICIAN v 576,785 0 68,107
(24) WILLIAM MCGEEHIN MD 60.0
PHYSICIAN v 556,387 0 66,483
(25) (SEE STATEMENT)
1b Sub-total . - | 2 3,544,798 0 523,839
c Total from contlnuatlon sheets to Part VII Sectlon A A 945,136 0 106,901
d Total (add lines 1b and 1c) . . . > 4,489,934 0 630,740
2  Total number of individuals (including but not limited to those listed above) who received more than $100,000 of
reportable compensation from the organization » 86
Yes| No
3 Did the organization list any former officer, director, or trustee, key employee, or highest compensated
employee on line 1a? If “Yes,” complete Schedule J for such individual 3 v
4  For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000? If “Yes,” complete Schedule J for such
individual . 4 | v
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule J for such person 5 v
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A) (B) (©)
Name and business address Description of services Compensation
QUEST DIAGNOSTICS INC., 12436 COLLECTIONS CENTER DRIVE, CHICAGO, IL 60693 |[LABORATORY SERVICES / TESTS 3,830,198
MORRISON HEALTH CARE INC., PO BOX 102289, ATLANTA, GA 30368 FOOD SERVICES 2,042,897
ADULT & PEDIATRIC UROLOGY OF NW CONNECTICUT, 538 LITCHFIELD STREET, TORRINGTON, CT 06790 [ UROLOGY SERVICES 1,624,749
BUILDING ONE FACILITY SERVICES, 57 OZICK DRIVE SUITE A, DURHAM, CT 06422 | CLEANING SERVICES 1,293,292
NWCT EMERGENCY SERVICES, 80 SOUTH MAIN STREET, WEST HARTFORD, CT 06107 | MEDICAL 642,837

2 Total number of independent contractors (including but not limited to those listed above) who

received more than $100,000 of compensation from the organization »

29

Form 990 (2014)
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Page 9

ETgA"/II Statement of Revenue

Check if Schedule O contains a response or note to any line in this Part VIII . . ]
(A (B) (©) (D)

Total revenue Related or Unrelated Revenue
exempt business excluded from tax
function revenue under sections
revenue 512-514

22 1a Federated campaigns . . . | 1a
g 3| b Membershipdues . . . . |1b 2,410
‘,,-5 ¢ Fundraisingevents . . . . | 1c
% E d Related organizations . . . | 1d
) £ e Government grants (contributions) | 1e 1,861,466
2 g f Al other contributions, gifts, grants,
3s and similar amounts not included above | 1f 1,178,320
£ 3 g Noncash contributions included in lines 1a-1:$ |
8 &| h Total Add lines 1a-1f . > 3,042,196
2 Business Code
§ 2a NET PATIENT REVENUE 900099 104,548,663 104,548,663
&’ b LABORATORY SERVICES 621500 9,187,067 8,036,840 1,150,227
.g ¢ OTHER HOSPITAL SERVICES 900099 3,824,908 3,824,908
2 d
£ e
‘g> f All other program service revenue . 0 0 0 0
a g Total. Add lines 2a-2f . R 117,560,638
3 Investment income (including dividends, interest,
and other similar amounts) | 2 1,683,390 1,683,390
4 Income from investment of tax-exempt bond proceeds >
5 Royalties . N
(i) Real (ii) Personal
6a Gross rents 612,356
b Less: rental expenses 330,866
¢ Rental income or (loss) 281,490 0
d Net rental income or (loss) ... 281,490 281,490
7a  Gross amount from sales of (i) Securities (ii) Other
assets other than inventory 5,347,812 42,298
b Less: cost or other basis
and sales expenses . 3,887,757 38,098
¢ Gain or (loss) . 1,460,055 4,200
d Net gain or (loss) > 1,464,255 1,464,255
§ 8a Gross income from fundraising
0 events (not including $
&’ of contributions reportéc_j"dhnli-r_fe"f E:_)-.
S SeePartlV,line18 . . . . . 2 125,805
g b Less:directexpenses . . . . b 47,625
¢ Netincome or (loss) from fundraising events . » 78,180 78,180
9a Gross income from gaming activities.
SeePartIV,line19 . . . . . 2
b Less:directexpenses . . . . b
¢ Netincome or (loss) from gaming activities . . »
10a Gross sales of inventory, less
returns and allowances . . . g 195,865
b Less:costofgoodssold . . . b 110,182
¢ Netincome or (loss) from sales of inventory . . » 85,683 85,683
Miscellaneous Revenue Business Code
i11a INCOME FROM JOINT VENTURES 900001 31,113 31,113
b MEDCONN 561499 (19,283) (19,283)
c
d All other revenue . 0 0 0 0
e Total. Add lines 11a-11d . | 2 11,830
12  Total revenue. See instructions. > 124,207,662 116,691,901 1,130,944 3,342,621

Form 990 (2014)
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1 d)V @ Statement of Functional Expenses

Page 10

Section 501(c)(3) and 501(c)(4) organizations must complete all columns. All other organizations must complete column (A).

Check if Schedule O contains a response or note to any line in this Part IX . .o ]
Do not include amounts reported on lines 6b, 7b, (A) B) (C) (D)
8b, 9b, and 10b of Part VIl. fotal expenses T Gpanses | gonera: oxpbnes expenses.
1  Grants and other assistance to domestic organizations
and domestic governments. See Part IV, line 21
2 Grants and other assistance to domestic
individuals. See Part IV, line 22 12,000 12,000
3 Grants and other assistance to foreign
organizations, foreign governments, and foreign
individuals. See Part IV, lines 15 and 16 .
4  Benefits paid to or for members
5 Compensation of current officers, d|rectors
trustees, and key employees . 2,203,345 1,652,509 550,836
6  Compensation not included above, to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(c)(3)(B)
7  Other salaries and wages . 55,752,044 49,710,128 5,850,409 191,507
8 Pension plan accruals and contributions (mclude
section 401(k) and 403(b) employer contributions) 3,316,027 2,938,811 366,259 10,957
9  Other employee benefits . 6,898,071 6,113,377 761,900 22,794
10 Payroll taxes . . 3,790,544 3,359,349 418,670 12,525
11 Fees for services (non- employees)
a Management 9,056,832 8,026,567 1,000,338 29,927
b Legal 238,878 211,705 26,384 789
¢ Accounting 122,246 108,340 13,502 404
d Lobbying . .
e Professional fundraising services. See Part IV Ime 17
f Investment management fees
g Other. (If line 11g amount exceeds 10% of line 25, column
(A) amount, list line 11g expenses on Schedule O.) 5,972,213 5,292,841 659,638 19,734
12  Advertising and promotion 417,593 370,089 46,124 1,380
13  Office expenses 353,218 313,038 39,013 1,167
14  Information technology 1,642,115 1,455,315 181,374 5,426
15 Royalties .
16  Occupancy 3,466,839 3,072,466 382,917 11,456
17  Travel . 29,281 25,950 3,234 97
18  Payments of travel or entertalnment expenses
for any federal, state, or local public officials
19  Conferences, conventions, and meetings
20 Interest . .
21  Payments to afflllates .
22  Depreciation, depletion, and amortlzat|on 5,917,387 5,244,251 653,583 19,553
23 Insurance . e e e 2,407,852 2,133,946 265,950 7,956
24  Other expenses. ltemize expenses not covered
above (List miscellaneous expenses in line 24e. If
line 24e amount exceeds 10% of line 25, column
(A) amount, list line 24e expenses on Schedule O.)
a SUPPLIES 15,339,604 13,594,638 1,694,278 50,688
b PHYSICIAN FEES 5,055,157 3,791,368 1,263,789
¢ HOSPITAL AUXILIARY EXPENSE 69,005 69,005
d
e All other expenses 289,870 289,870 0 0
25  Total functional expenses. Add lines 1 through 24e 122,350,121 107,785,563 14,178,198 386,360
26 Joint costs. Complete this line only if the

organization reported in column (B) joint costs
from a combined educational campaign and
fundraising solicitation. Check here » [] if
following SOP 98-2 (ASC 958-720) .o

Form 990 (2014)
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Balance Sheet

Page 11

Check if Schedule O contains a response or note to any line in this Part X .o ]
(A) (8)
Beginning of year End of year
1 Cash—non-interest-bearing o 110,649| 1 124,676
2  Savings and temporary cash investments . 7,236,836 2 5,611,256
3 Pledges and grants receivable, net 14,891 3 0
4  Accounts receivable, net . 13,152,579| 4 13,732,468
5 Loans and other receivables from current and former offrcers drrectors
trustees, key employees, and highest compensated employees.
Complete Part Il of Schedule L ol 5 0
6 Loans and other receivables from other disqualified persons (as defined under section
4958(f)(1)), persons described in section 4958(c)(3)(B), and contributing employers and
sponsoring organizations of section 501(c)(9) voluntary employees' beneficiary
o organizations (see instructions). Complete Part Il of Schedule L . ol 6 0
% 7 Notes and loans receivable, net 7
< | 8 |Inventories for sale or use . 1,999,800 8 2,017,265
9  Prepaid expenses and deferred charges 1,264,076 9 1,057,686
10a Land, buildings, and equipment: cost or
other basis. Complete Part VI of Schedule D 10a 160,783,226
Less: accumulated depreciation . . . . 10b 120,950,456 39,240,101 10¢c 39,832,770
11 Investments—publicly traded securities 69,582,179| 11 69,400,703
12  Investments—other securities. See Part 1V, line 11 0| 12 0
13 Investments—program-related. See Part IV, line 11 . 0| 13 0
14 Intangible assets . 14
15  Other assets. See Part IV, Ilne 11 . 4,442,314| 15 1,655,685
16 Total assets. Add lines 1 through 15 (must equal I|ne 34) 137,043,425| 16 133,432,509
17  Accounts payable and accrued expenses . 11,740,332| 17 12,545,979
18 Grants payable . 18
19  Deferred revenue . 516,546| 19 126,909
20 Tax-exempt bond liabilities . 20
21  Escrow or custodial account liability. Complete Part IV of Schedule D 21
8122 Loans and other payables to current and former officers, directors,
= trustees, key employees, highest compensated employees, and
% disqualified persons. Complete Part Il of Schedule L ol 22
= |23  Secured mortgages and notes payable to unrelated third parties 23
24  Unsecured notes and loans payable to unrelated third parties 24
25  Other liabilities (including federal income tax, payables to related third
parties, and other liabilities not included on lines 17-24). Complete Part X 40,104,492 49,384,414
of Schedule D . 25
26 Total liabilities. Add lines 17 through 25 52,361,370| 26 62,057,302
Organizations that follow SFAS 117 (ASC 958), check here > - and
§ complete lines 27 through 29, and lines 33 and 34.
S 127 Unrestricted net assets . 59,513,314| 27 44,714,983
;? 28 Temporarily restricted net assets . 3,526,938| 28 3,263,337
T 29  Permanently restricted net assets . . 21,641,803| 29 23,396,887
z Organizations that do not follow SFAS 117 (ASC 958), check here > [l and
= complete lines 30 through 34.
£ 130 Capital stock or trust principal, or current funds . 30
§ 31 Paid-in or capital surplus, or land, building, or equipment fund 31
5 32 Retained earnings, endowment, accumulated income, or other funds . 32
é’ 33 Total net assets or fund balances . . 84,682,055| 33 71,375,207
34  Total liabilities and net assets/fund balances . 137,043,425| 34 133,432,509

Form 990 (2014)
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Check if Schedule O contains a response or note to any line in this Part XI .o
1  Total revenue (must equal Part VIII, column (A), line 12) . 1 124,207,662
2 Total expenses (must equal Part IX, column (A), line 25) 2 122,350,121
3 Revenue less expenses. Subtract line 2 from line 1 .o - 3 1,857,541
4  Net assets or fund balances at beginning of year (must equal Part X I|ne 33 column A) . 4 84,682,055
5 Net unrealized gains (losses) on investments 5 (1,063,899)
6 Donated services and use of facilities 6
7 Investment expenses . 7
8  Prior period adjustments . . . 8
9  Other changes in net assets or fund balances (explaln in Schedule O) . . 9 (14,100,490)
10  Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X I|ne
33, column (B)) . 10 71,375,207
Financial Statements and Reportlng
Check if Schedule O contains a response or note to any line in this Part XII .
Yes | No
1 Accounting method used to prepare the Form 990: [ ] Cash Accrual [ Other
If the organization changed its method of accounting from a prior year or checked “Other,” explain in
Schedule O.
2a Were the organization’s financial statements compiled or reviewed by an independent accountant? . 2a v
If “Yes,” check a box below to indicate whether the financial statements for the year were compiled or
reviewed on a separate basis, consolidated basis, or both:
[]Separate basis [ ] Consolidated basis [ ] Both consolidated and separate basis
b Were the organization’s financial statements audited by an independent accountant? 2b | vV
If “Yes,” check a box below to indicate whether the financial statements for the year were audlted on a
separate basis, consolidated basis, or both:
Separate basis  [] Consolidated basis [] Both consolidated and separate basis
c If “Yes” to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight
of the audit, review, or compilation of its financial statements and selection of an independent accountant? 2 | v
If the organization changed either its oversight process or selection process during the tax year, explain in
Schedule O.
3a As aresult of a federal award, was the organization required to undergo an audit or audits as set forth in
the Single Audit Act and OMB Circular A-1337. 3a | v
b If “Yes,” did the organization undergo the required audit or audlts’? If the organlzatlon d|d not undergo the
required audit or audits, explain why in Schedule O and describe any steps taken to undergo such audits. 3b | v

Form 990 (2014)



Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)

(A) Name and Title

(B) Average hours

(C) Position

(D) Reportable

(E) Reportable

(F) Estimated

PHYSICIAN

~ per week (Check all that apply) compensation compensation amount of other
(llsl;rz%igg%snfsog g?clﬁed Z| Z| g 5 z < from the from related compensation
dotted line) s| £l 8| o 7| 2 organization organizations from the
< 5 = g % = (W-2/1099-MISC) (W-2/1099-MISC) organization and
=| = el g related
G| = 3| 3 organizations
3| 2 2
e 1
= 8
g g
S =
2
@
(25) DAVID FRECCERO MD 60.0
v 589,870 63,358
PHYSICIAN
(26) ROBERT KAHAN, MD 60.0
v 355,266 43,543




SCHEDULE A Public Charity Status and Public Support
(Form 990 or 990-EZ)

OMB No. 1545-0047

Complete if the organization is a section 501(c)(3) organization or a section 2 @ 1 4
4947(a)(1) nonexempt charitable trust.

Department of the Treasury » Attach to Form 990 or Form 990-EZ. Open to Public
Internal Revenue Service » Information about Schedule A (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Inspection

Name of the organization Employer identification number
THE CHARLOTTE HUNGERFORD HOSPITAL 06-0646678
Reason for Public Charity Status (All organizations must complete this part.) See instructions.
The organization is not a private foundation because it is: (For lines 1 through 11, check only one box.)

1

2
3
4

~N O

10
11

[] A church, convention of churches, or association of churches described in section 170(b)(1)(A)(i).

[] A school described in section 170(b)(1)(A)(ii). (Attach Schedule E.)

A hospital or a cooperative hospital service organization described in section 170(b)(1)(A)(iii).

[] A medical research organization operated in conjunction with a hospital described in section 170(b)(1)(A)(iii). Enter the
hospital’s name, city, and state:

[] An organization operated for the benefit of a college or university owned or operated by a governmental unit described in
section 170(b)(1)(A)(iv). (Complete Part I1.)

[] A federal, state, or local government or governmental unit described in section 170(b)(1)(A)(v).

[[] An organization that normally receives a substantial part of its support from a governmental unit or from the general public
described in section 170(b)(1)(A)(vi). (Complete Part Il.)

[ A community trust described in section 170(b)(1)(A)(vi). (Complete Part I1.)

L] An organization that normally receives: (1) more than 33'/3% of its support from contributions, membership fees, and gross
receipts from activities related to its exempt functions—subject to certain exceptions, and (2) no more than 33'/3% of its
support from gross investment income and unrelated business taxable income (less section 511 tax) from businesses
acquired by the organization after June 30, 1975. See section 509(a)(2). (Complete Part Il1.)

[] An organization organized and operated exclusively to test for public safety. See section 509(a)(4).
] An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the purposes of

one or more publicly supported organizations described in section 509(a)(1) or section 509(a)(2). See section 509(a)(3). Check
the box in lines 11a through 11d that describes the type of supporting organization and complete lines 11e, 11f, and 11g.

[ Type I. A supporting organization operated, supervised, or controlled by its supported organization(s), typically by giving
the supported organization(s) the power to regularly appoint or elect a majority of the directors or trustees of the supporting
organization. You must complete Part IV, Sections A and B.

[ Type Il. A supporting organization supervised or controlled in connection with its supported organization(s), by having
control or management of the supporting organization vested in the same persons that control or manage the supported
organization(s). You must complete Part IV, Sections A and C.

¢ [ Type lll functionally integrated. A supporting organization operated in connection with, and functionally integrated with,
its supported organization(s) (see instructions). You must complete Part IV, Sections A, D, and E.

d [ Type lll non-functionally integrated. A supporting organization operated in connection with its supported organization(s)
that is not functionally integrated. The organization generally must satisfy a distribution requirement and an attentiveness
requirement (see instructions). You must complete Part IV, Sections A and D, and Part V.

e [ Check this box if the organization received a written determination from the IRS that it is a Type I, Type II, Type Il
functionally integrated, or Type lll non-functionally integrated supporting organization.

f  Enter the number of supported organizations . . . e |:|

g Provide the following information about the supported organlzatlon( ).

(i) Name of supported organization (i) EIN (iii) Type of organization | (iv) Is the organization | (v) Amount of monetary (vi) Amount of
(described on lines 1-9 |listed in your governing support (see other support (see
above or IRC section document? instructions) instructions)
(see instructions))
Yes No

(A)

(B)

(©)

(D)

(E)

Total

For Paperwork Reduction Act Notice, see the Instructions for Cat. No. 11285F Schedule A (Form 990 or 990-EZ) 2014
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Page 2

Support Schedule for Organizations Described in Sections 170(b)(1)(A)(iv) and 170(b)(1)(A)(vi)

(Complete only if you checked the box on line 5, 7, or 8 of Part | or if the organization failed to qualify under

Part lll. If the organization fails to qualify under the tests listed below, please complete Part Ill.)

Section A. Public Support

Calendar year (or fiscal year beginning in) » (a) 2010 (b) 2011 (c) 2012 (d) 2013 (e) 2014 (f) Total

1

6

Gifts, grants, contributions, and
membership fees received. (Do not
include any "unusual grants.")

Tax revenues levied for the
organization’s benefit and either paid
to or expended on its behalf

The value of services or facilities
furnished by a governmental unit to the
organization without charge .

Total. Add lines 1 through 3.

The portion of total contributions by
each person (other  than a
governmental unit or publicly
supported organization) included on
line 1 that exceeds 2% of the amount
shown on line 11, column (f) .

Public support. Subtract line 5 from line 4.

Section B. Total Support

Calendar year (or fiscal year beginning in) » (a) 2010 (b) 2011 (c) 2012 (d) 2013 (e) 2014 (f) Total

7
8

10

11
12

13

Amounts from line 4

Gross income from interest, dividends,
payments received on securities loans,
rents, royalties and income from similar
sources

Net income from unrelated business
activities, whether or not the business
is regularly carried on

Other income. Do not include gain or
loss from the sale of capital assets
(Explain in Part VL.) .

Total support. Add lines 7 through 10

Gross receipts from related activities, etc. (see instructions) . . . . . 12 |

First five years. If the Form 990 is for the organization’s first, second, thlrd fourth or flfth tax year as a section 501(c)(3)

organization, check this box and stop here . . e @

Section C. Computation of Public Support Percentage

14
15
16a

b

17a

18

Public support percentage for 2014 (line 6, column (f) divided by line 11, column (f)) . . . . 14

%

Public support percentage from 2013 Schedule A, Part Il, line 14 . . . . 15

%

331/3% support test—2014. If the organization did not check the box on line 13 and I|ne 14 is 331/3% or more, check this
box and stop here. The organization qualifies as a publicly supported organization . . . . A &
3313% support test—2013. If the organization did not check a box on line 13 or 16a, and I|ne 15 is 331/3% or more,
check this box and stop here. The organization qualifies as a publicly supported organization .

10%-facts-and-circumstances test—2014. If the organization did not check a box on line 13, 16a, or 16b, and line 14 is
10% or more, and if the organization meets the “facts-and-circumstances” test, check this box and stop here. Explain in
Part VI how the organization meets the “facts-and-circumstances” test. The organization qualifies as a publicly supported
organization . . . . . . . . . . . L. L L L s s s s s s s s

10%-facts-and-circumstances test—2013. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line
15 is 10% or more, and if the organization meets the “facts-and-circumstances” test, check this box and stop here.
Explain in Part VI how the organization meets the “facts-and-circumstances” test. The organization qualifies as a publicly
supported organization . . . A &
Private foundation. If the organlzatlon d|d not check a box on I|ne 13 16a 16b 17a or 17b check thls box and see

instructions . . . . . . . . . . L L L L L L s s s s s s e s

O
O

O
0

Schedule A (Form 990 or 990-EZ) 2014
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Xl Support Schedule for Organizations Described in Section 509(a)(2)

Page 3

(Complete only if you checked the box on line 9 of Part | or if the organization failed to qualify under Part Il.

If the organization fails to qualify under the tests listed below, please complete Part I1.)

Section A. Public Support

Calendar year (or fiscal year beginning in) »

1

2

7a

c
8

Gifts, grants, contributions, and membership fees
received. (Do not include any "unusual grants.")

Gross receipts from admissions, merchandise
sold or services performed, or facilities
furnished in any activity that is related to the
organization’s tax-exempt purpose .

Gross receipts from activities that are not an
unrelated trade or business under section 513

Tax revenues levied for the
organization’s benefit and either paid
to or expended on its behalf

The value of services or facilities
furnished by a governmental unit to the
organization without charge .

Total. Add lines 1 through 5 .
Amounts included on lines 1, 2, and 3
received from disqualified persons

Amounts included on lines 2 and 3
received  from other than disqualified
persons that exceed the greater of $5,000
or 1% of the amount on line 13 for the year

Add lines 7a and 7b

Public support (Subtract line 7c from
line 6.) .

(a) 2010

(b) 2011

(c) 2012

(d) 2013

(e) 2014

(f) Total

Section B. Total Support

Calendar year (or fiscal year beginning in) »

(a) 2010

(b) 2011

(c) 2012

(d) 2013

(e) 2014

(f) Total

9  Amounts from line 6 e
10a Gross income from interest, dividends,
payments received on securities loans, rents,
royalties and income from similar sources .
b Unrelated business taxable income (less
section 511 taxes) from businesses
acquired after June 30, 1975 .
¢ Add lines 10a and 10b .
11 Net income from unrelated busmess
activities not included in line 10b, whether
or not the business is regularly carried on
12  Other income. Do not include gain or
loss from the sale of capital assets
(Explain in Part VL.) . .o
13 Total support. (Add lines 9, 10c, 11
and 12.)
14  First five years. If the Form 990 is for the organization’s first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check this box and stop here > ]
Section C. Computation of Public Support Percentage
15  Public support percentage for 2014 (line 8, column (f) divided by line 13, column (f)) 15 %
16  Public support percentage from 2013 Schedule A, Part lll, line 15 16 %
Section D. Computation of Investment Income Percentage
17  Investment income percentage for 2014 (line 10c, column (f) divided by line 13, column (f)) . 17 %
18 Investment income percentage from 2013 Schedule A, Part Ill, line 17 . 18 %
19a 33'3% support tests—2014. If the organization did not check the box on line 14, and I|ne 15 is more than 33'3%, and line
17 is not more than 33'/3%, check this box and stop here. The organization qualifies as a publicly supported organization > ]
b 33"3% support tests—2013. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 33'3%, and
line 18 is not more than 331'3%, check this box and stop here. The organization qualifies as a publicly supported organization » []
20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions » []

Schedule A (Form 990 or 990-EZ) 2014
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Supporting Organizations
(Complete only if you checked a box on line 11 of Part I. If you checked 11a of Part |, complete Sections A
and B. If you checked 11b of Part |, complete Sections A and C. If you checked 11c of Part |, complete
Sections A, D, and E. If you checked 11d of Part |, complete Sections A and D, and complete Part V.)
Section A. All Supporting Organizations

Yes | No

1 Are all of the organization’s supported organizations listed by name in the organization’s governing
documents? If "No," describe in Part VI how the supported organizations are designated. If designated by
class or purpose, describe the designation. If historic and continuing relationship, explain. 1

2  Did the organization have any supported organization that does not have an IRS determination of status
under section 509(a)(1) or (2)? If "Yes," explain in Part VI how the organization determined that the supported
organization was described in section 509(a)(1) or (2). 2

3a Did the organization have a supported organization described in section 501(c)(4), (5), or (6)? If "Yes," answer
(b) and (c) below. 3a

b Did the organization confirm that each supported organization qualified under section 501(c)(4), (5), or (6) and
satisfied the public support tests under section 509(a)(2)? If "Yes," describe in Part VI when and how the

organization made the determination. 3b

¢ Did the organization ensure that all support to such organizations was used exclusively for section 170(c)(2)
(B) purposes? If "Yes, " explain in Part VI what controls the organization put in place to ensure such use. 3c

4a Was any supported organization not organized in the United States ("foreign supported organization")? If
"Yes" and if you checked 11a or 11b in Part I, answer (b) and (c) below. 4a

b Did the organization have ultimate control and discretion in deciding whether to make grants to the foreign
supported organization? If "Yes," describe in Part VI how the organization had such control and discretion
despite being controlled or supervised by or in connection with its supported organizations. 4b

C Did the organization support any foreign supported organization that does not have an IRS determination
under sections 501(c)(3) and 509(a)(1) or (2)? If "Yes," explain in Part VI what controls the organization used
to ensure that all support to the foreign supported organization was used exclusively for section 170(c)(2)(B)
purposes. 4c

5a Did the organization add, substitute, or remove any supported organizations during the tax year? If "Yes,"
answer (b) and (c) below (if applicable). Also, provide detail in Part VI, including (i) the names and EIN
numbers of the supported organizations added, substituted, or removed, (i) the reasons for each such action,
(iii) the authority under the organization's organizing document authorizing such action, and (iv) how the action

was accomplished (such as by amendment to the organizing document). 5a
b Type I or Type Il only. Was any added or substituted supported organization part of a class already

designated in the organization's organizing document? 5b
c Substitutions only. Was the substitution the result of an event beyond the organization's control? 5¢

6  Did the organization provide support (whether in the form of grants or the provision of services or facilities) to
anyone other than (a) its supported organizations; (b) individuals that are part of the charitable class
benefited by one or more of its supported organizations; or (c) other supporting organizations that also
support or benefit one or more of the filing organization’s supported organizations? If "Yes," provide detail in
Part VI. 6

7 Did the organization provide a grant, loan, compensation, or other similar payment to a substantial
contributor (defined in IRC 4958(c)(3)(C)), a family member of a substantial contributor, or a 35-percent
controlled entity with regard to a substantial contributor? If "Yes," complete Part | of Schedule L (Form 990). 7

8 Did the organization make a loan to a disqualified person (as defined in section 4958) not described in line 7?
If "Yes," complete Part | of Schedule L (Form 990). 8

9a Was the organization controlled directly or indirectly at any time during the tax year by one or more
disqualified persons as defined in section 4946 (other than foundation managers and organizations described

in section 509(a)(1) or (2))? If "Yes," provide detail in Part VI. 9a
b Did one or more disqualified persons (as defined in line 9(a)) hold a controlling interest in any entity in which

the supporting organization had an interest? If "Yes," provide detail in Part VI. 9b
¢ Did a disqualified person (as defined in line 9(a)) have an ownership interest in, or derive any personal benefit

from, assets in which the supporting organization also had an interest? If "Yes, " provide detail in Part VI. 9¢c

10a Was the organization subject to the excess business holdings rules of IRC 4943 because of IRC 4943(f)
(regarding certain Type |l supporting organizations, and all Type Ill non-functionally integrated supporting
organizations)? If "Yes, " answer (b) below. 10a

b Did the organization have any excess business holdings in the tax year? (Use Schedule C, Form 4720, to
determine whether the organization had excess business holdings.) 10b

Schedule A (Form 990 or 990-EZ) 2014




Schedule A (Form 990 or 990-EZ) 2014 Page 5
g\l Supporting Organizations (continued)

Yes | No

11 Has the organization accepted a gift or contribution from any of the following persons?
a A person who directly or indirectly controls, either alone or together with persons described in (b) and (c)
below, the governing body of a supported organization? 11a
b A family member of a person described in (a) above? 11b
¢ A 35% controlled entity of a person described in (a) or (b) above? If “Yes” to a, b, or ¢, provide detail in Part VI. 11c
Section B. Type | Supporting Organizations

Yes | No

1 Did the directors, trustees, or membership of one or more supported organizations have the power to
regularly appoint or elect at least a majority of the organization’s directors or trustees at all times during the
tax year? If "No," describe in Part VI how the supported organization(s) effectively operated, supervised, or
controlled the organization’s activities. If the organization had more than one supported organization,
describe how the powers to appoint and/or remove directors or trustees were allocated among the supported
organizations and what conditions or restrictions, if any, applied to such powers during the tax year.

2  Did the organization operate for the benefit of any supported organization other than the supported
organization(s) that operated, supervised, or controlled the supporting organization? If "Yes," explain in Part
VI how providing such benefit carried out the purposes of the supported organization(s) that operated,
supervised, or controlled the supporting organization. 2

Section C. Type Il Supporting Organizations

Yes | No

1 Were a majority of the organization’s directors or trustees during the tax year also a majority of the directors
or trustees of each of the organization’s supported organization(s)? If "No," describe in Part VI how control
or management of the supporting organization was vested in the same persons that controlled or managed
the supported organization(s). 1

Section D. All Type lll Supporting Organizations

Yes | No

1 Did the organization provide to each of its supported organizations, by the last day of the fifth month of the
organization’s tax year, (1) a written notice describing the type and amount of support provided during the prior tax
year, (2) a copy of the Form 990 that was most recently filed as of the date of notification, and (3) copies of the
organization’s governing documents in effect on the date of notification, to the extent not previously provided? 1

2 Were any of the organization’s officers, directors, or trustees either (i) appointed or elected by the supported
organization(s) or (i) serving on the governing body of a supported organization? If "No," explain in Part VI how
the organization maintained a close and continuous working relationship with the supported organization(s). 2

3 By reason of the relationship described in (2), did the organization’s supported organizations have a
significant voice in the organization’s investment policies and in directing the use of the organization’s
income or assets at all times during the tax year? If "Yes," describe in Part VI the role the organization’s
supported organizations played in this regard. 3

Section E. Type Ill Functionally-Integrated Supporting Organizations
1 Check the box next to the method that the organization used to satisfy the Integral Part Test during the year (see instructions):

a [The organization satisfied the Activities Test. Complete line 2 below.
b [ The organization is the parent of each of its supported organizations. Complete line 3 below.
¢ [] The organization supported a governmental entity. Describe in Part VI how you supported a government entity (see instructions).

2  Activities Test. Answer (a) and (b) below. Yes | No

a Did substantially all of the organization’s activities during the tax year directly further the exempt purposes of
the supported organization(s) to which the organization was responsive? If "Yes," then in Part VI identify
those supported organizations and explain how these activities directly furthered their exempt purposes,
how the organization was responsive to those supported organizations, and how the organization determined
that these activities constituted substantially all of its activities. 2a

b Did the activities described in (a) constitute activities that, but for the organization’s involvement, one or more
of the organization’s supported organization(s) would have been engaged in? If "Yes," explain in Part VI the
reasons for the organization’s position that its supported organization(s) would have engaged in these
activities but for the organization’s involvement. 2b

3  Parent of Supported Organizations. Answer (a) and (b) below.
a Did the organization have the power to regularly appoint or elect a majority of the officers, directors, or

trustees of each of the supported organizations? Provide details in Part VI. 3a
b Did the organization exercise a substantial degree of direction over the policies, programs, and activities of each
of its supported organizations? If "Yes," describe in Part VI the role played by the organization in this regard. 3b

Schedule A (Form 990 or 990-EZ) 2014
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Type Il Non-Functionally Integrated 509(a)(3) Supporting Organizations

1 [ Check here if the organization satisfied the Integral Part Test as a qualifying trust on Nov. 20, 1970. See instructions. All
other Type lll non-functionally integrated supporting organizations must complete Sections A through E.

(B) Current Year

Section A - Adjusted Net Income (A) Prior Year .
(optional)

1 Net short-term capital gain

2 Recoveries of prior-year distributions
3 Other gross income (see instructions)
4 Add lines 1 through 3

5 Depreciation and depletion

Q| |OIN|=

6 Portion of operating expenses paid or incurred for production or
collection of gross income or for management, conservation, or

maintenance of property held for production of income (see instructions) 6
7 Other expenses (see instructions)
8 Adjusted Net Income (subtract lines 5, 6 and 7 from line 4) 8

~

(B) Current Year

Section B - Minimum Asset Amount (A) Prior Year :
(optional)

1 Aggregate fair market value of all non-exempt-use assets (see

instructions for short tax year or assets held for part of year):
a Average monthly value of securities 1a
b Average monthly cash balances 1b
¢ Fair market value of other non-exempt-use assets 1c
d Total (add lines 1a, 1b, and 1¢) 1d
e Discount claimed for blockage or other
factors (explain in detail in Part VI):

2 Acquisition indebtedness applicable to non-exempt-use assets

3 Subtract line 2 from line 1d

4 Cash deemed held for exempt use. Enter 1-1/2% of line 3 (for greater amount,

see instructions).

5 Net value of non-exempt-use assets (subtract line 4 from line 3)

6 Multiply line 5 by .035

7 Recoveries of prior-year distributions

8 Minimum Asset Amount (add line 7 to line 6)

N

w

®O|N|O (0>

Section C - Distributable Amount Current Year

1 Adjusted net income for prior year (from Section A, line 8, Column A)

2 Enter 85% of line 1

3 Minimum asset amount for prior year (from Section B, line 8, Column A)

4 Enter greater of line 2 or line 3

5 Income tax imposed in prior year

6 Distributable Amount. Subtract line 5 from line 4, unless subject to

emergency temporary reduction (see instructions) 6

7 [ Check here if the current year is the organization's first as a non-functionally-integrated Type Il supporting organization (see
instructions).

G(H|WOIN|=
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Type Il Non-Functionally Integrated 509(a)(3) Supporting Organizations (continued)
Section D - Distributions

Page 7

Current Year

1

Amounts paid to supported organizations to accomplish exempt purposes

2

Amounts paid to perform activity that directly furthers exempt purposes of supported
organizations, in excess of income from activity

Administrative expenses paid to accomplish exempt purposes of supported organizations

Amounts paid to acquire exempt-use assets

Qualified set-aside amounts (prior IRS approval required)

Other distributions (describe in Part VI). See instructions.

Total annual distributions. Add lines 1 through 6.

® (N0 W

Distributions to attentive supported organizations to which the organization is responsive
(provide details in Part VI). See instructions.

©

Distributable amount for 2014 from Section C, line 6

Line 8 amount divided by Line 9 amount

Section E - Distribution Allocations (see instructions)

() (i)
Underdistributions

Excess Distributions Pre-2014

(iii)
Distributable
Amount for 2014

Distributable amount for 2014 from Section C, line 6

Underdistributions, if any, for years prior to 2014
(reasonable cause required-see instructions)

(]

Excess distributions carryover, if any, to 2014:

From 2013

Total of lines 3a through e

Applied to underdistributions of prior years

Applied to 2014 distributable amount

Carryover from 2009 not applied (see instructions)

— = (T Q|- a0 |oc|o

Remainder. Subtract lines 3g, 3h, and 3i from 3f.

D

Distributions for 2014 from Section
D, line 7: $

Q

Applied to underdistributions of prior years

=3

Applied to 2014 distributable amount

Remainder. Subtract lines 4a and 4b from 4.

Remaining underdistributions for years prior to 2014, if
any. Subtract lines 3g and 4a from line 2 (if amount
greater than zero, see instructions).

Remaining underdistributions for 2014. Subtract lines 3h
and 4b from line 1 (if amount greater than zero, see
instructions).

Excess distributions carryover to 2015. Add lines 3j
and 4c.

Breakdown of line 7:

Excess from 2013 .

O Q|0 (T |®

Excess from 2014 .

Schedule A (Form 990 or 990-EZ) 2014
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(Form 990, 990-EZ,

OMB No. 1545-0047

Schedule of Contributors

or gft‘r’n":]f)“h - > Attach to Form 990, Form 990-EZ, or Form 990-PF. 2014
|nfgﬁ1a| F?eveonueeSerSi?:Seury » Information about Schedule B (Form 990, 990-EZ, or 990-PF) and its instructions is at www.irs.gov/form990.

Name of the organization Employer identification number
THE CHARLOTTE HUNGERFORD HOSPITAL 06-0646678

Organization type (check one):

Filers of: Section:
Form 990 or 990-EZ 501(c)( 3 ) (enter number) organization

[] 4947(a)(1) nonexempt charitable trust not treated as a private foundation
[] 527 political organization

Form 990-PF [] 501(c)(3) exempt private foundation

[] 4947(a)(1) nonexempt charitable trust treated as a private foundation
U

501(c)(3) taxable private foundation

Check if your organization is covered by the General Rule or a Special Rule.

Note. Only a section 501(c)(7), (8), or (10) organization can check boxes for both the General Rule and a Special Rule. See
instructions.

General Rule

For an organization filing Form 990, 990-EZ, or 990-PF that received, during the year, contributions totaling $5,000
or more (in money or property) from any one contributor. Complete Parts | and Il. See instructions for determining a
contributor's total contributions.

Special Rules

] Foran organization described in section 501(c)(3) filing Form 990 or 990-EZ that met the 33/3 % support test of the
regulations under sections 509(a)(1) and 170(b)(1)(A)(vi), that checked Schedule A (Form 990 or 990-EZ), Part Il, line
13, 16a, or 16b, and that received from any one contributor, during the year, total contributions of the greater of (1)
$5,000 or (2) 2% of the amount on (i) Form 990, Part VIlI, line 1h, or (i) Form 990-EZ, line 1. Complete Parts | and II.

[] For an organization described in section 501(c)(7), (8), or (10) filing Form 990 or 990-EZ that received from any one
contributor, during the year, total contributions of more than $1,000 exclusively for religious, charitable, scientific,
literary, or educational purposes, or for the prevention of cruelty to children or animals. Complete Parts I, II, and Il

[ For an organization described in section 501(c)(7), (8), or (10) filing Form 990 or 990-EZ that received from any one
contributor, during the year, contributions exclusively for religious, charitable, etc., purposes, but no such
contributions totaled more than $1,000. If this box is checked, enter here the total contributions that were received
during the year for an exclusively religious, charitable, etc., purpose. Do not complete any of the parts unless the
General Rule applies to this organization because it received nonexclusively religious, charitable, etc., contributions
totaling $5,000 or more during theyear . . . . . . . . . . . . . . . . . . P ¢

Caution. An organization that is not covered by the General Rule and/or the Special Rules does not file Schedule B (Form 990,
990-EZ, or 990-PF), but it must answer “No” on Part IV, line 2, of its Form 990; or check the box on line H of its Form 990-EZ or on its
Form 990-PF, Part |, line 2, to certify that it does not meet the filing requirements of Schedule B (Form 990, 990-EZ, or 990-PF).

For Paperwork Reduction Act Notice, see the Instructions for Form 990, 990-EZ, or 990-PF. Cat. No. 30613X Schedule B (Form 990, 990-EZ, or 990-PF) (2014)
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Page 2

Name of organization
THE CHARLOTTE HUNGERFORD HOSPITAL

Employer identification number

06-0646678

Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
1 STATE OF CONNECTICUT DEPARTMENT OF MENTAL HEALTH AND ADDICTION Person
Payroll O

410 CAPITAL AVENUE, PO BOX 341431

1,190,111

HARTFORD, CT 06134

Noncash O

(Complete Part Il for
noncash contributions.)

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 STATE OF CONNECTICUT DEPARTMENT OF CHILDREN & FAMILIES Person
Payroll O

505 HUDSON STREET

653,355

HARTFORD, CT 06106

Noncash O

(Complete Part Il for
noncash contributions.)

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
3 STATE OF CONNECTICUT DEPARTMENT OF PUBLIC HEALTH Person
Payroll O

410 CAPITAL AVENUE, PO BOX 340308

524,769

HARTFORD, CT 06134

Noncash O

(Complete Part Il for
noncash contributions.)

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
4 STATE OF CONNECTICUT JUDICIAL BRANCH Person
Payroll O

90 WASHINGTON STREET

104,584

HARTFORD, CT 06106

Noncash O

(Complete Part Il for
noncash contributions.)

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
5 ANN J. SERBEK, REVOCABLE LIVING TRUST Person
Payroll O

C/O BASCETTA PAGANI KEARNS & SMALL, 1331 SILAS DEANE HWY

180,750

WETHERSFIELD, CT 06109

Noncash O

(Complete Part Il for
noncash contributions.)

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
6 ESTATE OF HARRIET KLEM Person
Payroll O

365 PROSPECT STREET, C/O DARRIN NEWBERRY EXECUTOR

72,584

TORRINGTON, CT 06790

Noncash O

(Complete Part Il for
noncash contributions.)

Schedule B (Form 990, 990-EZ, or 990-PF) (2014)



Schedule B (Form 990, 990-EZ, or 990-PF) (2014)

Page 2

Name of organization
THE CHARLOTTE HUNGERFORD HOSPITAL

Employer identification number

06-0646678

Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
7 THE FOUNDATION FOR COMMUNITY HEALTH, INC. Person
Payroll O
478 CORNWALL BRIDGE ROAD 50,000 Noncash ]
(Complete Part Il for
SHARON, CT 06069 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
8 CHARLOTTE HUNGERFORD HOSPITAL AUXILIARY Person
Payroll O
540 LITCHFIELD STREET 11,799 Noncash ]
(Complete Part Il for
TORRINGTON, CT 06790 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
Person ]
Payroll O
Noncash ]
(Complete Part Il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
Person ]
Payroll O
Noncash ]
(Complete Part Il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
Person ]
Payroll O
Noncash ]
(Complete Part Il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
Person ]
Payroll O

Noncash O

(Complete Part Il for
noncash contributions.)

Schedule B (Form 990, 990-EZ, or 990-PF) (2014)



Schedule B (Form 990, 990-EZ, or 990-PF) (2014)

Page 3

Name of organization
THE CHARLOTTE HUNGERFORD HOSPITAL

Employer identification number

06-0646678

m Noncash Property (see instructions). Use duplicate copies of Part |l if additional space is needed.

(efl) No. (b) My (c) (d)
rom - . or estimate .
Part | Description of noncash property given (see(instructions) ) Date received
(ef\) No. (b) MV ( (c) ) (d)

rom - . or estimate .
Part | Description of noncash property given (see instructions) Date received
(efl) No. (b) My (c) (d)

rom - . or estimate .
Part | Description of noncash property given (see(instructions) ) Date received
(a) No. (c)

from - (b) . FMV (or estimate) () .
Part | Description of noncash property given (see instructions) Date received
(a) No. (c)

from - (b) . FMV (or estimate) (d) .
Part | Description of noncash property given (see instructions) Date received
(a) No. (c)

from - (b) . FMV (or estimate) () .
Part | Description of noncash property given (see instructions) Date received

Schedule B (Form 990, 990-EZ, or 990-PF) (2014)



Schedule B (Form 990, 990-EZ, or 990-PF) (2014)

Page 4

Name of organization
THE CHARLOTTE HUNGERFORD HOSPITAL

Employer identification number
06-0646678

Exclusively religious, charitable, etc., contributions to organizations described in section 501(c)(7), (8), or

(10) that total more than $1,000 for the year from any one contributor. Complete columns (a) through (e) and
the following line entry. For organizations completing Part lll, enter the total of exclusively religious, charitable, etc.,
contributions of $1,000 or less for the year. (Enter this information once. See instructions.) » $

Use duplicate copies of Part |l if additional space is needed.

(a) No.
from (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part |
(e) Transfer of gift
Transferee’s name, address, and ZIP + 4 Relationship of transferor to transferee
(a) No. . . . e
from (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part |
(e) Transfer of gift
Transferee’s name, address, and ZIP + 4 Relationship of transferor to transferee
(a) No. . . L s
from (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part |
(e) Transfer of gift
Transferee’s name, address, and ZIP + 4 Relationship of transferor to transferee
(a) No. . . L s
from (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part |
(e) Transfer of gift
Transferee’s name, address, and ZIP + 4 Relationship of transferor to transferee

Schedule B (Form 990, 990-EZ, or 990-PF) (2014)



SCHEDULE C Political Campaign and Lobbying Activities OMB No. 1545-0047

(Form 990 or 990-EZ)
For Organizations Exempt From Income Tax Under section 501(c) and section 527 2© 1 4

Department of the Treasury > Complete if the organization is described below. > I_-\ttach to Form 990 or.Form 990-EZ.
Internal Revenue Service ~ | Information about Schedule C (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Inspection
If the organization answered “Yes,” to Form 990, Part IV, line 3, or Form 990-EZ, Part V, line 46 (Political Campaign Activities), then

e Section 501(c)(3) organizations: Complete Parts I-A and B. Do not complete Part I-C.

e Section 501(c) (other than section 501(c)(3)) organizations: Complete Parts I-A and C below. Do not complete Part I-B.

e Section 527 organizations: Complete Part I-A only.
If the organization answered “Yes,” to Form 990, Part IV, line 4, or Form 990-EZ, Part VI, line 47 (Lobbying Activities), then

e Section 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)): Complete Part II-A. Do not complete Part II-B.

e Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)): Complete Part II-B. Do not complete Part II-A.

If the organization answered “Yes,” to Form 990, Part IV, line 5 (Proxy Tax) (see separate instructions) or Form 990-EZ, Part V, line 35¢ (Proxy
Tax) (see separate instructions), then

e Section 501(c)(4), (5), or (6) organizations: Complete Part IlI.
Name of organization Employer identification number

THE CHARLOTTE HUNGERFORD HOSPITAL 06-0646678
Complete if the organization is exempt under section 501(c) or is a section 527 organization.
1 Provide a description of the organization’s direct and indirect political campaign activities in Part IV.
2 Politicalexpenditures . . . . . . . . . . . . . . . . . . . . ... ..» %
3  Volunteer hours .

Part I-B Complete if the organization is exempt under section 501(c)(3).

1 Enter the amount of any excise tax incurred by the organization under section 4955 . . . . » $
2  Enter the amount of any excise tax incurred by organization managers under section 4955 . > $
3 If the organization incurred a section 4955 tax, did it file Form 4720 for thisyear? . . . . . . . . . |:| Yes |:| No
4a Wasacorrectonmade? . . . . . . . . . . . . . . o . . o . . ... ... .0LlYes [INo

If “Yes,” describe in Part IV.
Part I-C Complete if the organization is exempt under section 501(c), except section 501(c)(3).
Enter the amount directly expended by the filing organization for section 527 exempt function

activities . . . A
2  Enter the amount of the f|||ng organlzatlon s funds contrlbuted to other organlzatlons for section
527 exempt function activities . . . . . . B A
3 Total exempt function expendltures Add I|nes 1 and 2 Enter here and on Form 1120-POL,
line17b . . . . e )
4  Did the filing organlzatlon file Form 1120-POL for this year'? .o e [ JYes [ |No

5  Enter the names, addresses and employer identification number (EIN) of all section 527 pol|t|cal orgamzahons to which the filing
organization made payments. For each organization listed, enter the amount paid from the filing organization’s funds. Also enter
the amount of political contributions received that were promptly and directly delivered to a separate political organization, such
as a separate segregated fund or a political action committee (PAC). If additional space is needed, provide information in Part IV.

(a) Name (b) Address (c) EIN (d) Amount paid from (e) Amount of political
filing organization’s contributions received and
funds. If none, enter -0-. promptly and directly
delivered to a separate
political organization. If
none, enter -0-.
(1)
(2
)
4
)
(6)

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Cat. No. 50084S Schedule C (Form 990 or 990-EZ) 2014



Schedule C (Form 990 or 990-EZ) 2014 Page 2
Part lI-A Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election under

section 501(h)).

A Check » []if the filing organization belongs to an affiliated group (and list in Part IV each affiliated group member's

name, address, EIN, expenses, and share of excess lobbying expenditures).

B Check » []if the filing organization checked box A and “limited control” provisions apply.

Limits on Lobbying Expenditures (a) Filing (b) Affiliated
(The term “expenditures” means amounts paid or incurred.) organization’s totals group totals
1a Total lobbying expenditures to influence public opinion (grass roots lobbying)

b Total lobbying expenditures to influence a legislative body (direct lobbying)
¢ Total lobbying expenditures (add lines 1a and 1b)
d Other exempt purpose expenditures . .
e Total exempt purpose expenditures (add lines 1c and 1d) . .
f Lobbying nontaxable amount. Enter the amount from the foIIowmg table in both

columns.

If the amount on line 1e, column (a) or (b) is: | The lobbying nontaxable amount is:

Not over $500,000 20% of the amount on line 1e.

Over $500,000 but not over $1,000,000 $100,000 plus 15% of the excess over $500,000.

Over $1,000,000 but not over $1,500,000 $175,000 plus 10% of the excess over $1,000,000.

Over $1,500,000 but not over $17,000,000 $225,000 plus 5% of the excess over $1,500,000.

Over $17,000,000 $1,000,000.
g Grassroots nontaxable amount (enter 25% of line 1f)
h Subtract line 1g from line 1a. If zero or less, enter -0-
i  Subtract line 1f from line 1c. If zero or less, enter -0- .o
j If there is an amount other than zero on either line 1h or I|ne 1| d|d the organlzatlon file Form 4720

reporting section 4911 tax for thisyear? . . . .. . . . .. [Yes []No

4-Year Averagmg Period Under section 501 (h)
(Some organizations that made a section 501(h) election do not have to complete all of the five columns below.
See the separate instructions for lines 2a through 2f.)
Lobbying Expenditures During 4-Year Averaging Period
Calendar year (or fiscal year (a) 2011 (b) 2012 (c) 2013 (d) 2014 (e) Total
beginning in)
2a Lobbying nontaxable amount

b Lobbying ceiling amount

(150% of line 2a, column (g))
¢ Total lobbying expenditures
d Grassroots nontaxable amount
e Grassroots ceiling amount

(150% of line 2d, column (e))
f Grassroots lobbying expenditures

Schedule C (Form 990 or 990-EZ) 2014



Schedule C (Form 990 or 990-EZ) 2014 Page 3

Part II-B Complete if the organization is exempt under section 501(c)(3) and has NOT filed Form 5768
(election under section 501(h)).

For each “Yes,” response to lines 1a through 1i below, provide in Part |V a detailed (a) (b)
description of the lobbying activity. Yes | No Amount
1 During the year, did the filing organization attempt to influence foreign, national, state or local
legislation, including any attempt to influence public opinion on a legislative matter or
referendum, through the use of:
a Volunteers? . v
b Paid staff or management (mclude compensatlon in expenses reported on Irnes 1o through 1|) v
¢ Media advertisements? v
d Mailings to members, legislators, or the publro'7 v
e Publications, or published or broadcast statements? v
f Grants to other organizations for lobbying purposes? . v
g Direct contact with legislators, their staffs, government officials, or a Iegrslatlve body” v
h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means? .
i Other activities? . . e e e e v 20,876
j Total. Add I|nes1cthrough 1| o e 20,876
2a Did the activities in line 1 cause the organlzatron to be not desorrbed in sectlon 501( )3)? .. v
b If “Yes,” enter the amount of any tax incurred under section 4912 .
c If “Yes,” enter the amount of any tax incurred by organization managers under sectron 4912
d If the filing organization incurred a section 4912 tax, did it file Form 4720 for this year?

Gy Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section

501(c)(6).
Yes | No
1 Were substantially all (90% or more) dues received nondeductible by members? 1
2 Did the organization make only in-house lobbying expenditures of $2,000 or less? . . . o 2
Did the organization agree to carry over lobbying and political expenditures from the prior year'? L. 3

Part IIE:] Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or sectlon
501(c)(6) and if either (a) BOTH Part llI-A, lines 1 and 2, are answered “No,” OR (b) Part llI-A, line 3, is
answered “Yes.”

1  Dues, assessments and similar amounts from members . . . 1
2 Section 162(e) nondeductible lobbying and political expendltures (do not mclude amounts of
political expenses for which the section 527(f) tax was paid).
a Currentyear . . . e e e e e e e e e 2a
b Carryover fromlastyear . . . . . . . . . . . . . . L L ... 2b
c Total . . . . e e e e e 2c
3  Aggregate amount reported in sectron 6033( )(1)(A) notices of nondeductible section 162(e) dues . . 3
4  If notices were sent and the amount on line 2c exceeds the amount on line 3, what portion of the
excess does the organization agree to carryover to the reasonable estimate of nondeductible lobbying
and political expenditure next year? e 4
5 Taxable amount of lobbying and political expendrtures (see |nstruct|ons) e e 5

Part IV Supplemental Information
Provide the descriptions required for Part I-A, line 1; Part I-B, line 4; Part I-C, line 5; Part II-A (affiliated group list); Part lI-A, lines 1 and
2 (see instructions); and Part II-B, line 1. Also, complete this part for any additional information.

SEE NEXT PAGE

Schedule C (Form 990 or 990-EZ) 2014



Supplemental Information. Provide the descriptions required for Part I-A, line 1; Part I-B, line 4; Part
I-C, line 5; Part II-A (affiliated group list); Part II-A, lines 1 and 2 (see instructions); and Part 1I-B, line 1.

Also, complete this part for any additional information.

Return Reference

Identifier

Explanation

SCHEDULE C, PART II-B,
LINE 1

DETAILED DESCRIPTION
OF THE LOBBYING
ACTIVITY

THE HOSPITAL PAID DUES TO THE CONNECTICUT HOSPITAL ASSOCIATION.
$20,876 REPRESENTS THE PORTION OF THESE DUES USED FOR LOBBYING
EXPENSES ON BEHALF OF ITS' MEMBERS.




SCHEDULE D | omB No. 1545-0047

(Form 990) Supplemental Financial Statements

» Complete if the organization answered “Yes” to Form 990, 2 @ 1 4
Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11c, 11d, 11e, 11f, 12a, or 12b.

Department of the Treasury » Attach to Form 990. Open to Public
Internal Revenue Service » Information about Schedule D (Form 990) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number

THE CHARLOTTE HUNGERFORD HOSPITAL 06-0646678

Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts.

Complete if the organization answered “Yes” to Form 990, Part IV, line 6.

AL ON =

(a) Donor advised funds (b) Funds and other accounts

Total number at end of year . e
Aggregate value of contributions to (during year)
Aggregate value of grants from (during year)
Aggregate value at end of year .

Did the organization inform all donors and donor advisors in writing that the assets held in donor advised

funds are the organization’s property, subject to the organization’s exclusive legal control? . . . . . . [] Yes [ ] No

Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be used
only for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose
conferring impermissible private benefit? . . . . . . . . . . . . . . . L L 0L L. [] Yes [ ] No

Part Il Conservation Easements.

Complete if the organization answered “Yes” to Form 990, Part IV, line 7.

1

0 T o

Purpose(s) of conservation easements held by the organization (check all that apply).

[] Preservation of land for public use (e.g., recreation or education) [] Preservation of a historically important land area
[] Protection of natural habitat [] Preservation of a certified historic structure

[] Preservation of open space

Complete lines 2a through 2d if the organization held a qualified conservation contribution in the form of a conservation

easement on the last day of the tax year. Held at the End of the Tax Year
Total number of conservation easements . . . . . . . . . . . . . . . . . 2a

Total acreage restricted by conservation easements . . . . e 2b

Number of conservation easements on a certified historic structure mcluded in@@ . . . . 2c

Number of conservation easements included in (c) acquired after 8/17/06, and not on a

historic structure listed in the National Register . . . 2d

Number of conservation easements modified, transferred, reIeased extlngwshed or termlnated by the organization during the
tax year

Number of states where property subject to conservation easement is located »

Does the organization have a written policy regarding the periodic monitoring, inspection, handling of

violations, and enforcement of the conservation easements it holds? . . . . . . . . . . . . . [] Yes [ ] No
Staff and volunteer hours devoted to monitoring, inspecting, and enforcing conservation easements during the year

|

Amount of expenses incurred in monitoring, inspecting, and enforcing conservation easements during the year

> S

Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B)(i)

and section 170(h)@)®B)([1? . . . . . . . . . . . . . . . . . . . . . . . . . . . [1Yes[] No

In Part Xlll, describe how the organization reports conservation easements in its revenue and expense statement, and
balance sheet, and include, if applicable, the text of the footnote to the organization’s financial statements that describes the
organization’s accounting for conservation easements.

Part lll Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.

Complete if the organization answered “Yes” to Form 990, Part IV, line 8.

1a

If the organization elected, as permitted under SFAS 116 (ASC 958), not to report in its revenue statement and balance sheet
works of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide, in Part XIll, the text of the footnote to its financial statements that describes these items.

b If the organization elected, as permitted under SFAS 116 (ASC 958), to report in its revenue statement and balance sheet
works of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide the following amounts relating to these items:

() Revenue included in Form 990, Part VIll, linet1 . . . . . . . . . . . . . . . . » §
(i) Assets included in Form 990, Part X . . . . N

2 If the organization received or held works of art, hrstorlcal treasures or other S|m|Iar assets for financial gain, provide the
following amounts required to be reported under SFAS 116 (ASC 958) relating to these items:

a Revenue included in Form 990, Part VIIl, linet1 . . . . . . . . . . . . . . . . .» %

b Assetsincluded in Form 990, Part X . . . . . . . T

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat. No. 52283D Schedule D (Form 990) 2014
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Page 2

m Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)

a
b
c

4

5

Using the organization’s acquisition, accession, and other records, check any of the following that are a significant use of its
collection items (check all that apply):
[J Public exhibition

[] Scholarly research

[] Preservation for future generations
Provide a description of the organization’s collections and explain how they further the organization’s exempt purpose in Part
Xill.

During the year, did the organization solicit or receive donations of art, historical treasures, or other similar
assets to be sold to raise funds rather than to be maintained as part of the organization’s collection?

d [ Loan or exchange programs
e [ Other

[] Yes [] No

V'  Escrow and Custodial Arrangements.

Complete if the organization answered “Yes” to Form 990, Part IV, line 9, or reported an amount on Form
990, Part X, line 21.

1a

=3

- 0 Q0

2a

Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not

included on Form 990, Part X? . e . e ] Yes [] No
If “Yes,” explain the arrangement in Part XlIl and complete the foIIowmg table:
Amount
Beginning balance . . . . . . . . . . . . . . L L. 1c
Additions duringtheyear . . . . . . . . . . . . . . . . . L. 1d
Distributions during theyear . . . . . . . . . . . . . . . . . . 1e
Ending balance . . . 1f
Did the organization |nclude an amount on Form 990 Part X I|ne 21 for escrow or custodlal account liability? [] Yes [] No
If “Yes,” explain the arrangement in Part XlIl. Check here if the explanation has been provided in Part XIll . . . . (]

Endowment Funds.
Complete if the organization answered “Yes” to Form 990, Part IV, line 10.

b
4

(a) Current year (b) Prior year (c) Two years back | (d) Three years back | (e) Four years back
Beginning of year balance 21,641,803 20,101,688 17,620,532 16,113,030 16,372,250
Contributions . . . 0 0 0 0 0
Net investment earnings, galns and
losses . Ce e 2,554,961 3,608,194 2,762,341 1,802,455 (259,220)
Grants or scholarships . . . 0 0 0 0 0
Other expenditures for facilities and
programs . P 799,877 2,068,079 281,185 294,953 0
Administrative expenses . . . . 0 0 0 0 0
End of year balance . 23,396,887 21,641,803 20,101,688 17,620,532 16,113,030
Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as:
Board designated or quasi-endowment » 59.80 %
Permanent endowment » 34.60 %
Temporarily restricted endowment » 5.60 %
The percentages in lines 2a, 2b, and 2c should equal 100%.
Are there endowment funds not in the possession of the organization that are held and administered for the
organization by: Yes| No
(i) unrelated organizations . 3a(i) v
(i) related organizations . o 3al(ii) v
If “Yes” to 3a(ii), are the related orgamzat|ons I|sted as requrred on Schedule R’7 e e 3b

Describe in Part Xlll the intended uses of the organization’s endowment funds.

Land, Buildings, and Equipment.

Complete if the organization answered “Yes” to Form 990, Part IV, line 11a. See Form 990, Part X, line 10.

Description of property

(a) Cost or other basis

(b) Cost or other basis

(c) Accumulated

(d) Book value

(investment) (other) depreciation
1a Land 155,467 155,467
b Buildings . . . 85,337,412 60,284,949 25,052,463
¢ Leasehold |mprovements
d Equipment 68,487,363 56,302,784 12,184,579
e Other 6,802,984 4,362,723 2,440,261
Total. Add lines 1athrough 1e. (Co/umn (d) must equal Form 990, Part X, column (B), line 10c.) . . > 39,832,770

Schedule D (Form 990) 2014



Schedule D (Form 990) 2014 Page 3
g A'[l  Investments—Other Securities.
Complete if the organization answered “Yes” to Form 990, Part IV, line 11b. See Form 990, Part X, line 12.

(a) Description of security or category (b) Book value (c) Method of valuation:
(including name of security) Cost or end-of-year market value

(1) Financial derivatives .
(2) Closely-held equity interests .

(H)
Total. (Column (b) must equal Form 990, Part X, col. (B) line 12.) »
AR Investments —Program Related.
Complete if the organization answered “Yes” to Form 990, Part IV, line 11c. See Form 990, Part X, line 13.

(a) Description of investment (b) Book value (c) Method of valuation:
Cost or end-of-year market value

—

N

=

—~ = = = [~
w

)}

&)

N
= = == ==

(8
©
Total. (Column (b) must equal Form 990, Part X, col. (B) line 13.) B
Other Assets.
Complete if the organization answered “Yes” to Form 990, Part IV, line 11d. See Form 990, Part X, line 15.

(a) Description (b) Book value

—

QW=

.
G B
CRCASICECRON GRS

()

(o9

— = = = =
S

©

Total. (Column (b) must equal Form 990, Part X, col. B) line 15.) . . . . . . . . . . . . . .»

Other Liabilities.
Complete if the organization answered “Yes” to Form 990, Part IV, line 11e or 11f. See Form 990, Part X,

line 25.

1. (a) Description of liability (b) Book value
(1) Federal income taxes
(2) ESTIMATED AMOUNTS DUE TO THIRD PARTY REIMBURSEMENT AGENCIES 2,797,659
(3) MISCELLANEOUS CURRENT LIABILITIES 404,095
(4) ESTIMATED SELF-INSURANCE LIABILITIES 3,763,019
(5) ACCRUED PENSION LIABILITY 42,419,641
©6)
™)
@)
©)

Total. (Column (b) must equal Form 990, Part X, col. (B) line 25.) » 49,384,414

2. Liability for uncertain tax positions. In Part Xlll, provide the text of the footnote to the organization’s financial statements that reports the
organization’s liability for uncertain tax positions under FIN 48 (ASC 740). Check here if the text of the footnote has been provided in Part XIlI

Schedule D (Form 990) 2014
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Part XI Reconciliation of Revenue per Audited Financial Statements With Revenue per Return.
Complete if the organization answered “Yes” to Form 990, Part IV, line 12a.

Page 4

1  Total revenue, gains, and other support per audited financial statements . 1 124,117,553
2  Amounts included on line 1 but not on Form 990, Part VIII, line 12:

a Net unrealized gains (losses) on investments 2a

b Donated services and use of facilities 2b

¢ Recoveries of prior year grants . 2c

d Other (Describe in Part XIll.) . 2d 0

e Add lines 2a through 2d . 2e 0
3  Subtract line 2e from line 1 . 3 124,117,553
4  Amounts included on Form 990, Part VIII I|ne 12 but not on Ilne 1

a Investment expenses not included on Form 990, Part VIII, line 7b 4a

b Other (Describe in Part XIII.) . 4b 90,109

¢ Add lines 4a and 4b 4c 90,109
5 Total revenue. Add lines 3 and 4c (T h/s must equal Form 990 Partl l/ne 12 ) 5 124,207,662

Reconciliation of Expenses per Audited Financial Statements With Expenses per Return.
Complete if the organization answered “Yes” to Form 990, Part IV, line 12a.

1  Total expenses and losses per audited financial statements 1 122,269,116
2  Amounts included on line 1 but not on Form 990, Part IX, line 25:

a Donated services and use of facilities 2a

b Prior year adjustments 2b

¢ Otherlosses . 2c

d Other (Describe in Part XIII ) 2d 0

e Add lines 2a through 2d . 2e 0
3  Subtract line 2e from line 1 . 3 122,269,116
4  Amounts included on Form 990, Part IX, I|ne 25 but not on Ilne 1

a Investment expenses not included on Form 990, Part VIII, line 7b 4a

b Other (Describe in Part XIII.) . 4b 81,005

¢ Add lines 4a and 4b 4c 81,005
5 Total expenses. Add lines 3 and 4c (T h/s must equal Form 990 Partl l/ne 1 8 ) 5 122,350,121

Il Supplemental Information.
Provide the descriptions required for Part Il, lines 3, 5, and 9; Part lll, lines 1a and 4; Part IV, lines 1b and 2b; Part V, line 4; Part X, line

2; Part XI, lines 2d and 4b; and Part XIl, lines 2d and 4b. Also complete this part to provide any additional information.

SEE NEXT PAGE

Schedule D (Form 990) 2014



Part XIlII

Provide the descriptions required for Part Il, lines 3, 5, and 9; Part Ill, lines 1a and 4; Part IV, lines 1b
and 2b; Part V, line 4; Part X, line 2; Part X, lines 2d and 4b; and Part XII, lines 2d and 4b. Also
complete this part to provide any additional information.

Return Reference

Identifier

Explanation

SCHEDULE D, PART
X1, LINE 4(B)

OTHER REVENUE

(a) Description

(b) Amount

AUXILIARY REVENUE

90,109




Part XIlII

Provide the descriptions required for Part Il, lines 3, 5, and 9; Part Ill, lines 1a and 4; Part IV, lines 1b
and 2b; Part V, line 4; Part X, line 2; Part X, lines 2d and 4b; and Part XII, lines 2d and 4b. Also
complete this part to provide any additional information.

Return Reference

Identifier

Explanation

SCHEDULE D, PART
XI, LINE 4(B)

OTHER EXPENSES

(a) Description

(b) Amount

AUXILIARY EXPENSES

81,005




Part XIlII

Supplemental Information. Provide the descriptions required for Part Il, lines 3, 5, and 9; Part Ill,

lines 1a and 4; Part IV, lines 1b and 2b; Part V, line 4; Part X, line 2; Part XI, lines 2d and 4b; and Part
XIl, lines 2d and 4b. Also complete this part to provide any additional information.

Return Reference

Identifier

Explanation

SCHEDULE D, PART V,
LINE 4

INTENDED USES OF
ENDOWMENT FUNDS

THE ENDOWMENT FUNDS ARE USED PRIMARILY FOR CAPITAL PURCHASES,
INDIGENT CARE AND OTHER USES AS APPROVED BY THE BOARD IN
ACCORDANCE WITH DONOR RESTRICTIONS.

SCHEDULE D, PART X,
LINE 2

FIN 48 (ASC 740)
FOOTNOTE

THE HOSPITAL ACCOUNTS FOR UNCERTAIN TAX POSITIONS WITH PROVISIONS
OF FASB ASC 740, "INCOME TAXES" WHICH PROVIDES A FRAMEWORK FOR HOW
COMPANIES SHOULD RECOGNIZE, MEASURE, PRESENT AND DISCLOSE
UNCERTAIN TAX POSITIONS IN THEIR FINANCIAL STATEMENTS. THE HOSPITAL
MAY RECOGNIZE THE TAX BENEFIT FROM AN UNCERTAIN TAX POSITION ONLY IF
IT IS MORE LIKELY THAN NOT THAT THE TAX POSITION WILL BE SUSTAINED ON
EXAMINATION BY THE TAXING AUTHORITIES, BASED ON THE TECHNICAL MERITS
OF THE POSITION. THE HOSPITAL DOES NOT HAVE ANY UNCERTAIN TAX
POSITIONS AS OF SEPTEMBER 30, 2015 AND 2014. AS OF SEPTEMBER 30, 2015
AND 2014, THE HOSPITAL DID NOT RECORD ANY PENALTIES OR INTEREST
ASSOCIATED WITH UNCERTAIN TAX POSITIONS. THE HOSPITAL WOULD
RECOGNIZE INTEREST AND/OR PENALTIES RELATED TO INCOME TAX MATTERS
IN INCOME TAX EXPENSE. THE HOSPITAL'S PRIOR THREE TAX YEARS ARE OPEN
AND SUBJECT TO EXAMINATION.




SCHEDULE G Supplemental Information Regarding Fundraising or Gaming Activities OMB No. 1545-0047
Complete if the organization answered "Yes" to Form 990, Part IV, lines 17, 18, or 19, or if the

(Form 990 or 990-EZ) organization entered more than $15,000 on Form 990-EZ, line 6a. 2 @ 1 4

Department of the Treasury » Attach to Form 990 or Form 990-EZ. Open to Public

Internal Revenue Service » Information about Schedule G (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Inspection

Name of the organization Employer identification number

THE CHARLOTTE HUNGERFORD HOSPITAL 06-0646678

Fundraising Activities. Complete if the organization answered “Yes” to Form 990, Part IV, line 17.

Form 990-EZ filers are not required to complete this part.

1 Indicate whether the organization raised funds through any of the following activities. Check all that apply.
a [ Mail solicitations e [ Solicitation of non-government grants
b [ Internet and email solicitations f [ Solicitation of government grants
¢ [ Phone solicitations g [ Special fundraising events
d [ In-person solicitations
2a Did the organization have a written or oral agreement with any individual (including officers, directors, trustees
or key employees listed in Form 990, Part VII) or entity in connection with professional fundraising services? [ ] Yes [ ] No
b If “Yes,” list the ten highest paid individuals or entities (fundraisers) pursuant to agreements under which the fundraiser is to be
compensated at least $5,000 by the organization.
(i) Name and address of individual . » (iii) Did fundraiser have (iv) Gross receipts (Vzo/;}rpe?gi?]tegag;)to (vi) Amoqnt paid to
or entity (fundraiser) (ii) Activity cuségﬁ}[/r%ru%g?]tsrg | of from activity fundraci;el-r (Iii)sted in (o(;r:;esﬁ;rz‘:go%w
Yes No
1
2
3
4
5
6
7
8
9
10
Total e e e e e e e e e e e e D
3 List all states in which the organization is registered or licensed to solicit contributions or has been notified it is exempt from

registration or licensing.

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Cat. No. 50083H Schedule G (Form 990 or 990-EZ) 2014



Schedule G (Form 990 or 990-EZ) 2014

Page 2

Fundraising Events. Complete if the organization answered “Yes” to Form 990, Part IV, line 18, or reported more

than $15,000 of fundraising event contributions and gross income on Form 990-EZ, lines 1 and 6b. List events with

gross receipts greater than $5,000.

(a) Event #1 (b) Event #2 (c) Other events (d) Total events
GOLF TOURNAMENT DINNER THEATER 4 (add col. (a) through
(event type) (event type) (total number) col. (c))
()
2
“>’ 1 Grossreceipts . . . . 96,940 19,299 9,566 125,805
[0)
o
2 Less: Contributions 0
3 Gross income (line 1 minus
line2) . . . . . . . 96,940 19,299 9,566 125,805
4  Cash prizes . 0
5 Noncash prizes . . . 6,200 6,200
w ITH
3| 6 Rent/facility costs . . . 25,259 25,259
o
o
S| 7 Foodand beverages . 0
I3
5 8  Entertainment 0
9  Other direct expenses . 10,111 6,055 16,166
10 Direct expense summary. Add lines 4 through 9 in column (d) | 2 47,625
11 Net income summary. Subtract line 10 from line 3, column (d) > 78,180

than $15,000 on Form 990-EZ, line 6a.

Gaming. Complete if the organization answered “Yes” to Form 990 Part IV line 19 or reported more

) . (b) Pull tabs/instant . (d) Total gaming (add
g (@) Bingo bingo/progressive bingo (c) Gther gaming col. (a) through col. (c))
2
i
1 Grossrevenue .
8| 2 Cash prizes .
2| 3 Noncash prizes
[
8| 4 Rent/facility costs .
=
5  Other direct expenses
(] Yes %|[] Yes %|[] Yes %
6 Volunteerlabor . . . . |[] No [] No [] No
7  Direct expense summary. Add lines 2 through 5 in column (d) | 2
8 Net gaming income summary. Subtract line 7 from line 1, column (d) >
9 Enter the state(s) in which the organization conducts gaming activities:
a s the organization licensed to conduct gaming activities in each of these states? [J Yes [] No
b If “No,” explain:
10a Were any of the organization’s gaming licenses revoked, suspended or terminated during the tax year? [] Yes [] No

b If “Yes,” explain:

Schedule G (Form 990 or 990-EZ) 2014



Schedule G (Form 990 or 990-EZ) 2014 Page 3

11 Does the organization conduct gaming activities with nonmembers? . . . e [J Yes [] No
12 Is the organization a grantor, beneficiary or trustee of a trust or a member of a partnershrp or other entity
formed to administer charitable gaming? . . . C e ] Yes [ ] No
13 Indicate the percentage of gaming activity conducted in:
a Theorganization’s facility . . . . . . . . . . . . . . . . ... L. 13a %
b Anoutside facility . . . 13b %
14  Enter the name and address of the person who prepares the organlzatlon s gamlng/spe0|al events books and
records:
Name »
Address »

15a Does the organization have a contract with a third party from whom the organization receives gaming
revenue? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. 1[Yes[]No
b If “Yes,” enter the amount of gaming revenue received by the organization®» ¢ and the
amount of gaming revenue retained by the third party» ¢
c If “Yes,” enter name and address of the third party:

Name »

Address »

16  Gaming manager information:

Name »

Gaming manager compensation » $

Description of services provided »

[1Director/officer [JEmployee []Independent contractor

17  Mandatory distributions:
a Is the organization required under state law to make charitable distributions from the gaming proceeds to
retain the state gaming license? . . . e [] Yes [ ] No
b Enter the amount of distributions required under state Iaw to be d|str|buted to other exempt organizations or
spent in the organization’s own exempt activities during the tax year »  §

GcUll4  Supplemental Information. Provide the explanations required by Part |, line 2b, columns (iii) and (v), and

Part Ill, lines 9, 9b, 10b, 15b, 15¢, 16, and 17b, as applicable. Also provide any additional information (see
instructions).

Schedule G (Form 990 or 990-EZ) 2014



(SF(C:)I;InIiIZLQJ(I).)E H Hospitals | omB No. 1545-0047

2014

» Complete if the organization answered “Yes” to Form 990, Part IV, question 20.

Department of the Treasury >l . > Attach to qum. 990. . . i Open tq Public
Internal Revenue Service nformation about Schedule H (Form 990) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
THE CHARLOTTE HUNGERFORD HOSPITAL 06 E 0646678
Financial Assistance and Certain Other Community Benefits at Cost
Yes | No
1a Did the organization have a financial assistance policy during the tax year? If “No,” skip to question 6a . . 1a | v
b If “Yes,” was it a written policy? . . . . ib | v

2  If the organization had multiple hospital faC|I|t|es |nd|cate WhICh of the foIIowmg best descrlbes appllcatlon of
the financial assistance policy to its various hospital facilities during the tax year.

[] Applied uniformly to all hospital facilities [J Applied uniformly to most hospital facilities
[] Generally tailored to individual hospital facilities

3  Answer the following based on the financial assistance eligibility criteria that applied to the largest number of
the organization’s patients during the tax year.

a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing
free care? If “Yes,” indicate which of the following was the FPG family income limit for eligibility for free care: 3a| v
(] 100% [ 150% 200% [ Other %

b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If “Yes,”
indicate which of the following was the family income limit for eligibility for discounted care: . . . . . 3b | v
(] 200% [ 250% [ 300% [ 350% 400% [ Other %

Cc If the organization used factors other than FPG in determining eligibility, describe in Part VI the criteria used
for determining eligibility for free or discounted care. Include in the description whether the organization used
an asset test or other threshold, regardless of income, as a factor in determining eligibility for free or
discounted care.

4  Did the organization’s financial assistance policy that applied to the largest number of its patients during the

tax year provide for free or discounted care to the “medically indigent”? . . . 4 |V
5a Did the organization budget amounts for free or discounted care provided under its financial aSS|stance pollcy durmg the tax year? 5a | vV
b If “Yes,” did the organization’s financial assistance expenses exceed the budgeted amount? . . . . . 5b v
c If “Yes” to line 5b, as a result of budget considerations, was the organization unable to provide free or
discounted care to a patient who was eligible for free or discounted care? . . . . . . . . . . . 5¢
6a Did the organization prepare a community benefit report during the taxyear? . . . . . . . . . . 6a | v
b If “Yes,” did the organization make it available to the public? . . . 6b | v

Complete the following table using the worksheets provided in the Schedule H mstructlons Do not submlt
these worksheets with the Schedule H.

7  Financial Assistance and Certain Other Community Benefits at Cost

Financial Assistance and (a) Number of (b) Persons (c) Total community | (d) Direct offsetting | (e) Net community (f) Percent
Means-Tested Government Programs progargtrir\]/;ti(%s;) ?i(r) ) ( osp?tri\éi?a ) benefit expense revenue benefit expense e?(f ptgrﬁie
a Financial Assistance at cost (from
Worksheet1) . . . . . . 1,399 679,802 0 679,802 0.56
b Medicaid (from Worksheet 3, column a) 50,025 26,635,454 16,668,946 9,966,508 8.15

C Costs of other means-tested
government programs (from
Worksheet 3, columnb) . . . . 520 147,265 91,919 55,346 0.05

d Total Financial Assistance and
Means-Tested Government Programs 0 51,944 27,462,521 16,760,865 10,701,656 8.75

Other Benefits

€ Community health improvement
services and community benefit

operations (from Worksheet 4) . . 8 2,660 120,576 0 120,576 0.10
f Health professions education

(from Worksheet5) . . . . 2 400 2,153 0 2,153 0.00
g Subsidized health services (from

Worksheet6) . . . . . . 6 82,974 31,087,251 27,543,411 3,543,840 2.90
h Research (from Worksheet 7) . 0 0 0 0.00

i  Cash and in-kind contributions
for community benefit (from

Worksheet8) . . . . . . 2 1,570 22,371 0 22,371 0.02
j Total. Other Benefits . . . . 18 87,604 31,232,351 27,543,411 3,688,940 3.02
k Total. Addlines7dand7j . . 18 139,548 58,694,872 44,304,276 14,390,596 11.76

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat. No. 50192T Schedule H (Form 990) 2014
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Community Building Activities Complete this table if the organization conducted any community building
activities during the tax year, and describe in Part VI how its community building activities promoted the
health of the communities it serves.

(a) Number of | (b) Persons | (c) Total community | (d) Direct offsetting (e) Net community (f) Percent of
activities or served building expense revenue building expense total expense
programs (optional)
(optional)
1 Physical improvements and housing 0 0.00
2 Economic development 0 0.00
3 Community support 0 0.00
4 Environmental improvements 0 0.00
5 Leadership development and training
for community members 0 0.00
6  Coalition building 0 0.00
7  Community health improvement advocacy 0 0.00
8 Workforce development 0 0.00
9  Other 0 0.00
10  Total 0 0 0 0 0 0.00
Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense Yes | No

1 Did the organization report bad debt expense in accordance with Healthcare Financial Management Association Statement No. 15? 1 v
2 Enter the amount of the organization’s bad debt expense. Explain in Part VI the
methodology used by the organization to estimate thisamount . . . . . . . . . |2 2,393,914

3  Enter the estimated amount of the organization’s bad debt expense attributable to
patients eligible under the organization’s financial assistance policy. Explain in Part VI the
methodology used by the organization to estimate this amount and the rationale, if any,
for including this portion of bad debt as community benefit. . . . . 3

4  Provide in Part VI the text of the footnote to the organization’s flnanC|aI statements that describes bad debt
expense or the page number on which this footnote is contained in the attached financial statements.

Section B. Medicare

5 Enter total revenue received from Medicare (including DSHandIME) . . . . . . . |5 42,121,368
6  Enter Medicare allowable costs of care relating to paymentsonline5 . . . . . . . |6 46,590,622
7  Subtract line 6 from line 5. This is the surplus (or shortfall) . . . . . . 7 (4,469,254)
8 Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community

benefit. Also describe in Part VI the costing methodology or source used to determine the amount reported
on line 6. Check the box that describes the method used:

[] Cost accounting system Cost to charge ratio [] Other
Section C. Collection Practices
9a Did the organization have a written debt collection policy during the tax year? . . . 9a | vV
b [f“Yes,” did the organization’s collection policy that applied to the largest number of its patients during the tax year contaln prowsmns
on the collection practices to be followed for patients who are known to qualify for financial assistance? Describe in Part VI . . . % | v
Management Companies and Joint Ventures (owned 10% or more by officers, directors, trustees, key employees, and physicians—see instructions)
(a) Name of entity (b) Description of primary (c) Organization’s |(d) Officers, directors, (e) Physicians’
activity of entity profit % or stock trustees, or key profit % or stock
ownership % employees’ profit % ownership %
or stock ownership %
1  ADVANCED MEDICAL IMAGING OF NORTHWEST cT LLC | IMAGING CENTER 50.00 50.00
2 UROLOGY CENTER OF NW CT [UROLOGY CENTER 62.50 37.50
3
4
5
6
7
8
9
10
11
12
13

Schedule H (Form 990) 2014
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Facility Information

Section A. Hospital Facilities
(list in order of size, from largest to smallest—see instructions)

How many hospital facilities did the organization operate during
the tax year? 1

Name, address, primary website address, and state license number
(and if a group return, the name and EIN of the subordinate hospital
organization that operates the hospital facility)

|eydsoy pasusor]

[e01Bins g [IpaLl [BJBUSE)

[eydsoy s,uaIpiyD

[endsoy Buiyoes |

[eNdsoy $S8098 [2oNL0

Ayijioey yoreasay

sinoy yg-43

Jayio-43

Facility
reporting

group
Other (describe)

1 CHARLOTTE HUNGERFORD HOSPITAL

540 LITCHFIELD STRRET, TORRINGTON 06790

WWW.CHARLOTTEHUNGERFORD.ORG STATE LICENSE

NO. : 0042

\

10
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Facility Information (continued)

Section B. Facility Policies and Practices

(Complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)

Page 4

Name of hospital facility or letter of facility reporting group CHARLOTTE HUNGERFORD HOSPITAL

Line number of hospital facility, or line numbers of hospital

1

facilities in a facility reporting group (from Part V, Section A):

Yes

No

Community Health Needs Assessment

1

2

IS

6a

Q0 T o

12a

Was the hospital facility first licensed, registered, or similarly recognized by a State as a hospital facility in the
current tax year or the immediately preceding tax year?. .o
Was the hospital facility acquired or placed into service as a tax- exempt hospltal in the current tax year or
the immediately preceding tax year? If “Yes,” provide details of the acquisition in Section C . .
During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community health needs assessment (CHNA)? If “No,” skip to line 12 .

If “Yes,” indicate what the CHNA report describes (check all that apply):

A definition of the community served by the hospital facility

Demographics of the community

Existing health care facilities and resources within the community that are available to respond to the
health needs of the community

<~

ORE

How data was obtained

The significant health needs of the community

Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups

The process for identifying and prioritizing community health needs and services to meet the
community health needs

NN

&

The process for consulting with persons representing the community's interests

Information gaps that limit the hospital facility's ability to assess the community's health needs

Other (describe in Section C)

Indicate the tax year the hospital facility last conducted a CHNA: 20 15

In conducting its most recent CHNA, did the hospital facility take into account input from persons who represent
the broad interests of the community served by the hospital facility, including those with special knowledge of or
expertise in public health? If “Yes,” describe in Section C how the hospital facility took into account input from
persons who represent the community, and identify the persons the hospital facility consulted

NN

Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in Section C e e e e .
Was the hospital facility's CHNA conducted with one or more organizations other than hospital faC|I|t|es’7 If “Yes,”
list the other organizations in Section C

Did the hospital facility make its CHNA report W|der avallable to the publlc'7

If “Yes,” indicate how the CHNA report was made widely available (check all that apply)

¥l Hospital facility's website (list url): WWW.CHARLOTTEHUNGERFORD.ORG

[] Other website (list url):
Made a paper copy available for public inspection without charge at the hospital facility

[] Other (describe in Section C)

Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If “No,” skip to line 11

Indicate the tax year the hospital facility last adopted an implementation strategy: 20 14

Is the hospital facility's most recently adopted implementation strategy posted on a website? .
If “Yes,” (list url):
If “No,” is the hospital facility's most recently adopted implementation strategy attached to this return? .
Describe in Section C how the hospital facility is addressing the significant needs identified in its most
recently conducted CHNA and any such needs that are not being addressed together with the reasons why
such needs are not being addressed.

Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a
CHNA as required by section 501(r)(3)?

If “Yes” to line 12a, did the organization file Form 4720 to report the sectlon 4959 excise tax’7 .

If “Yes” to line 12b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilities? $

6a

6b

10

10b

12a

12b

Schedule H (Form 990) 2014
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Facility Information (continued)

Financial Assistance Policy (FAP)

Name of hospital facility or letter of facility reporting group CHARLOTTE HUNGERFORD HOSPITAL

Yes | No
Did the hospital facility have in place during the tax year a written financial assistance policy that:
13  Explained eligibility criteria for financial assistance, and whether such assistance included free or discounted care? | 13 | v/
If “Yes,” indicate the eligibility criteria explained in the FAP:
a Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free careof 2 0 0 %
and FPG family income limit for eligibility for discounted careof 4 0 0 %
b [ Income level other than FPG (describe in Section C)
¢ [ Assetlevel
d [J Medical indigency
e [ Insurance status
f [ Underinsurance status
g [ Residency
h [ Other (describe in Section C)
14  Explained the basis for calculating amounts charged to patients? 14 | vV
15  Explained the method for applying for financial assistance? e e 15 | v
If “Yes,” indicate how the hospital facility's FAP or FAP appllcatlon form (|ncluding accompanying
instructions) explained the method for applying for financial assistance (check all that apply):
a Described the information the hospital facility may require an individual to provide as part of his or her
application
b Described the supporting documentation the hospital facility may require an individual to submit as part
of his or her application
¢ [] Provided the contact information of hospital facility staff who can provide an individual with information
about the FAP and FAP application process
d [] Provided the contact information of nonprofit organizations or government agencies that may be
sources of assistance with FAP applications
e Other (describe in Section C)
16 Included measures to publicize the policy within the community served by the hospital facility? 16 | v
If “Yes,” indicate how the hospital facility publicized the policy (check all that apply):
a The FAP was widely available on a website (list url): (SEE STATEMENT)
b The FAP application form was widely available on a website (list url): (SEE STATEMENT)
c A plain language summary of the FAP was widely available on a website (list url): (SEE STATEMENT)
d The FAP was available upon request and without charge (in public locations in the hospital facility and
by mail)
e The FAP application form was available upon request and without charge (in public locations in the
hospital facility and by mail)
f A plain language summary of the FAP was available upon request and without charge (in public
locations in the hospital facility and by mail)
g Notice of availability of the FAP was conspicuously displayed throughout the hospital facility
h [] Notified members of the community who are most likely to require financial assistance about availability
of the FAP
i [] Other (describe in Section C)
Billing and Collections
17  Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party
may take upon non-payment? . e e e .o e e 17 | vV
18 Check all of the following actions against an individual that were permltted under the hospital facility's
policies during the tax year before making reasonable efforts to determine the individual's eligibility under the
facility's FAP:
a [] Reporting to credit agency(ies)
b [ Selling an individual's debt to another party
¢ [ Actions that require a legal or judicial process
d [J Other similar actions (describe in Section C)
e [] None of these actions or other similar actions were permitted

Schedule H (Form 990) 2014
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Facility Information (continued)

Page 6

Name of hospital facility or letter of facility reporting group CHARLOTTE HUNGERFORD HOSPITAL

Yes | No
19 Did the hospital facility or other authorized party perform any of the following actions during the tax year
before making reasonable efforts to determine the individual's eligibility under the facility's FAP? . 19| v
If “Yes,” check all actions in which the hospital facility or a third party engaged:
a [] Reporting to credit agency(ies)
b [ Selling an individual's debt to another party
¢ [ Actions that require a legal or judicial process
d [ Other similar actions (describe in Section C)
20 Indicate which efforts the hospital facility or other authorized party made before initiating any of the actions listed (whether or
not checked) in line 19 (check all that apply):
a Notified individuals of the financial assistance policy on admission
b [ Notified individuals of the financial assistance policy prior to discharge
c Notified individuals of the financial assistance policy in communications with the individuals regarding the individuals' bills
d Documented its determination of whether individuals were eligible for financial assistance under the hospital facility's
financial assistance policy
e [ Other (describe in Section C)
f [ None of these efforts were made
Policy Relating to Emergency Medical Care
21  Did the hospital facility have in place during the tax year a written policy relating to emergency medical care
that required the hospital facility to provide, without discrimination, care for emergency medical conditions to
individuals regardless of their eligibility under the hospital facility's financial assistance policy? 21 | vV
If “No,” indicate why:
a [ The hospital facility did not provide care for any emergency medical conditions
b [ The hospital facility's policy was not in writing
¢ [ The hospital facility limited who was eligible to receive care for emergency medical conditions (describe
in Section C)
d [ Other (describe in Section C)
Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
22 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged
to FAP-eligible individuals for emergency or other medically necessary care.
a [ The hospital facility used its lowest negotiated commercial insurance rate when calculating the
maximum amounts that can be charged
b [ The hospital facility used the average of its three lowest negotiated commercial insurance rates when
calculating the maximum amounts that can be charged
¢ [ The hospital facility used the Medicare rates when calculating the maximum amounts that can be
charged
d Other (describe in Section C)
23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility
provided emergency or other medically necessary services more than the amounts generally billed to
individuals who had insurance covering such care? . 23 v
If “Yes,” explain in Section C.
24  During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross
charge for any service provided to that individual? . 24 v

If “Yes,” explain in Section C.

Schedule H (Form 990) 2014



Part V, Section C

Supplemental Information. Section C. Supplemental Information for Part V, Section B. Provide
descriptions required for Part V, Section B, lines 2, 3], 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16i, 18d, 19d,

20e, 21c, 21d, 22d, 23, and 24. If applicable, provide separate descriptions for each hospital facility in
a facility reporting group, designated by facility reporting group letter and hospital facility line number
from Part V, Section A (A, 1,"'A, 4,''B, 2,' 'B, 3, etc.) and name of hospital facility.

Return Reference

Identifier

Explanation

SCHEDULE H, PART V,
SECTION B, LINE 5

INPUT FROM PERSONS
WHO REPRESENT BROAD
INTERESTS OF
COMMUNITY SERVED

FACILITY NAME:
CHARLOTTE HUNGERFORD HOSPITAL:

DESCRIPTION:

THE STUDY WAS CONDUCTED BY THE CENTER FOR HEALTHY SCHOOLS AND
COMMUNITIES AT EDUCATION CONNECTION IN LITCHFIELD, CT. THE STEERING
COMMITTEE INCLUDED THE FOLLOWING INDIVIDUALS AND ORGANIZATIONS:
JOANNE BORDUAS, BSN, MSN, MBA, CHIEF EXECUTIVE OFFICER, COMMUNITY
HEALTH AND WELLNESS CENTER

HEATHER CAPPABIANCA, RN, MHA, DIRECTOR, CT OFFICE OF RURAL HEALTH,
COORDINATOR, NCCC, ALLIED HEALTH

STEPHANIE K. FOWLER, M.D., CHARLOTTE HUNGERFORD HOSPITAL, BOARD OF
GOVERNORS

RUTHANN HORVAY, DIRECTOR, WINSTED FAMILY RESOURCE CENTER,
WINCHESTER PUBLIC SCHOOLS

JOHN N. LAVIERI, PRESIDENT, STERLING ENGINEERING

TIM J. LEBOUTHILLIER, DIRECTOR OF PUBLIC RELATIONS, CHARLOTTE
HUNGERFORD HOSPITAL

BRIAN E. MATTIELLO, VP FOR ORGANIZATIONAL DEVELOPMENT, CHARLOTTE
HUNGERFORD HOSPITAL

THOMAS NARDUCCI, LCSW, ADMINISTRATIVE DIRECTOR, OUTPATIENT
BEHAVIORAL HEALTH, CHARLOTTE HUNGERFORD HOSPITAL

LESLIE POLITO, BSN, RN, PUBLIC HEALTH NURSE, TORRINGTON AREA HEALTH
DISTRICT

FRANK R. VANONI, M.D., COMMUNITY RESIDENT/FORMER MEMBER CHH STAFF,

SCHEDULE H, PART V,
SECTION B, LINE 16A

FAP AVAILABLE WEBSITE

WWW.CHARLOTTEHUNGERFORD.ORG

SCHEDULE H, PART V,
SECTION B, LINE 16B

FAP APPLICATION FORM
WEBSITE

WWW.CHARLOTTEHUNGERFORD.ORG

SCHEDULE H, PART V,
SECTION B, LINE 16C

PLAIN LANGUAGE FAP
SUMMARY WEBSITE

WWW.CHARLOTTEHUNGERFORD.ORG

SCHEDULE H, PART V,
SECTION B, LINE 22D

HOW AMOUNTS
CHARGED TO FAP-
ELIGIBLE PATIENTS WERE
DETERMINED

FACILITY NAME:
CHARLOTTE HUNGERFORD HOSPITAL:

DESCRIPTION:
CHARGES FOR FAP CLIENTS ARE COMPLETELY WRITTEN OFF UP TO THE COST
OF CHARGES, USING THE APPROPRIATE COST TO CHARGE RATIO.
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Facility Information (continued)

Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital Facility

(list in order of size, from largest to smallest)

How many non-hospital health care facilities did the organization operate during the tax year? 0

Name and address

Type of Facility (describe)

1 NORTHWEST CONNECTICUT MEDICAL WALK IN

1598 EAST MAIN STREET

TORRINGTON, CT 06790

WALK IN MEDICAL CLINIC

2 THE HUNGERFORD CENTER

780 LITCHFIELD STREET

TORRINGTON, CT 06790

CARDIAC AND PULMONARY REHAB SERVICES

3 THE CENTER FOR CANCER CARE

200 KENNEDY DRIVE

TORRINGTON, CT 06790

CANCER TREATMENT CENTER

4 HUNGERFORD DIAGNOSTIC CENTER

220 KENNEDY DRIVE

TORRINGTON, CT 06790

RADIOLOGY SERVICES

5 THE CENTER FOR YOUTH AND FAMILIES

50 LITCHFIELD STREET

TORRINGTON, CT 06790

PSYCH SERVICES FOR CHILDREN AND FAMILIES

6 WINSTED BEHAVIORAL HEALTH CENTER

294 MAIN STREET

WINSTED, CT 06098

PSYCH SERVICES

7 SURGICAL ASSOCIATES OF CHH

538 LITCHFIELD STREET

TORRINGTON, CT 06790

SURGICAL PHYSICIANS PRACTICE

8 NEUROLOGY PBC

780 LITCHFIELD STREET

TORRINGTON, CT 06790

NEUROLOGY PHYSICIANS PRACTICE

9 CHH PRIMARY CARE

780 LITCHFIELD STREET

TORRINGTON, CT 06790

PRIMARY CARE PHYSICIANS PRACTICE

10 CHH CARDIOVASCULAR MEDICINE SERVICE

1215 NEW LITCHFIELD STREET

TORRINGTON, CT 06790

CARDIOVASCULAR PHYSICIANS PRACTICE

Schedule H (Form 990) 2014
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Facility Information (continued)

Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital Facility

(list in order of size, from largest to smallest)

How many non-hospital health care facilities did the organization operate during the tax year? 0

Name and address

Type of Facility (describe)

1 CHH WOUND CARE AND HYPERBARIC MEDICINE

7 FELICITY LANE

TORRINGTON, CT 06790

WOUND CARE PHYSICIANS PRACTICE

2 CHH UROLOGY MEDICINE

538 LITCHFIELD STREET

TORRINGTON, CT 06790

ADULT AND PEDIATRIC UROLOGY PHYSICIANS
PRACTICE

3 HUNGERFORD EMERGENCY AND MEDICAL CARE

115 SPENCER STREET

WINSTED, CT 06098

EMERGENCY SERVICES

4

10
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Supplemental Information.

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part Ill, lines 2, 3, 4, 8 and 9b.

> Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to any needs
assessments reported in Part V, Section B.

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons who may be

3 billed for patient care about their eligibility for assistance under federal, state, or local government programs or under the organization’s
financial assistance policy.
4 Community information. Describe the community the organization serves, taking into account the geographic area and demographic

constituents it serves.
Promotion of community health. Provide any other information important to describing how the organization’s hospital facilities or other

5 health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community board, use of
surplus funds, etc.).

6 Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served.

7 State filing of community benefit report. If applicable, identify all states with which the organization, or a related organization, files a

community benefit report.

Return Reference

Identifier

Explanation

SCHEDULE H, PART I,
LINE 3C

CRITERIA USED TO
DETERMINE ELIGIBILITY
FOR FREE OR
DISCOUNTED CARE

CARE WILL BE PROVIDED FREE FOR THOSE WHO QUALIFY AS UNINSURED
AND VERIFICATION HAS DETERMINED THAT THEIR ANNUAL INCOME IS LESS
THAN 200% OF THE FEDERAL INCOME POVERTY LEVEL. CARE WILL BE
PROVIDED AT HOSPITAL COST, AS ESTABLISHED BY THE OFFICE OF HEALTH
CARE ACCESS (OCHA), FOR THOSE UNINSURED PATIENTS WHO REQUEST
ASSISTANCE AND VERIFICATION HAS DETERMINED

THAT THEIR ANNUAL INCOME IS BETWEEN 200% AND 250% OF THE FPL. CARE
WILL BE

DISCOUNTED BY 30% FOR THOSE UNISURED PATIENTS WHO REQUEST
ASSISTANCE AND

VERIFICATION HAS DETERMINED THAT THEIR ANNUAL INCOME IS BETWEEN
250% AND

400% OF THE FPL. THE HOSPITAL WILL ALSO CONSIDER THE TOTAL MEDICAL
EXPENSES FACED BY THE FAMILY AND THE FAMILY'S ABILITY TO PAY FOR
THOSE

EXPENSES, AND WILL CONSIDER OFFERING GREATER ASSISTANCE WHEN
POSSIBLE TO

THOSE FAMILIES FACING CATASTROPHIC MEDICAL EXPENSES.

SCHEDULE H, PART |,
LINE 7

EXPLANATION OF
COSTING METHODOLOGY
USED FOR CALCULATING
LINE 7 TABLE

A COST TO CHARGE RATIO BASED ON CHARITY CARE CHARGES AND
EXPENSES.

SCHEDULE H, PART lII,
LINE 2

METHODOLOGY USED TO
ESTIMATE BAD DEBT

COSTING METHODOLOGY USED - THE HOSPITAL USES A MODEL CONSISTING OF
OUR ACCOUNTS RECEIVABLE BALANCE DIVIDED INTO EIGHT AGING
CATEGORIES AS FOLLOWS: 0-30 DAYS, 31-60 DAYS, 61-90 DAYS, 91-120 DAYS,
121-210 DAYS, 211-365 DAYS, AND GREATER THAN 365 DAYS. A PERCENTAGE IS
THEN ASSIGNED TO EACH AGING BUCKET BASED ON AGE, WITH A HIGHER
PERCENTAGE ASSIGNED AS THE DAYS OUTSTANDING INCREASES. THE
RESULTING CALCULATION IS USED TO COMPARE WITH THE RESERVE AND A
MONTHLY ADJUSTMENT IS MADE TO DETERMINE THE EXPENSE. ANNUALLY,
THIS CALCULATION IS COMPARED TO AN AUDIT OF THE BAD DEBT RESERVES
TO DETERMINE IF ANY ADJUSTMENTS ARE REQUIRED.

SCHEDULE H, PART lII,
LINE 4

FOOTNOTE IN
ORGANIZATION'S
FINANCIAL STATEMENTS
DESCRIBING BAD DEBT

THE FOOTNOTE TO THE ORGANIZATION'S FINANCIAL STATEMENTS THAT
DESCRIBES BAD DEBT EXPENSE IS NOTE 3 ON PAGES 11 AND 12 OF THE
ATTACHED FINANCIAL STATEMENTS.

SCHEDULE H, PART lII,
LINE 8

DESCRIBE EXTENT ANY
SHORTFALL FROM LINE 7
TREATED AS COMMUNITY
BENEFIT AND COSTING
METHOD USED

EXPLANATION: THE MEDICARE SHORTFALL IS NOT TREATED AS COMMUNITY
BENEFIT. THE MEDICARE ALLLOWABLE COSTS OF CARE ARE DERIVED DIRECTLY
FROM THE MEDICARE COST REPORT.

SCHEDULE H, PART I,
LINE 9B

DID COLLECTION POLICY
CONTAIN PROVISIONS ON
COLLECTION PRACTICES
FOR PATIENTS WHO ARE
KNOWN TO QUALIFY FOR

THE HOSPITAL ATTEMPTS TO HAVE INDIVIDUALS FILL OUT ALL PAPER WORK
REQUIRED FOR CHARITY CARE. IF THE PERSON IS NOT CAPABLE OF DOING THIS
OR IS KNOWN TO BE UNABLE TO DO THIS (SUCH AS A KNOWN HOMELESS
PERSON), THEN THE FINANCIAL ASSISTANCE COMMITTEE WILL ADJUST THE
ACCOUNT TO CHARITY CARE AND IT WILL NOT BE REPORTED AS BAD DEBT. IF

LINE 2

ASSISTANCE THE ACCOUNT HAS BEEN REPORTED AS BAD DEBT AND INFORMATION COMES
FORTH INDICATING AN INABILITY TO PAY, THEN THE ACCOUNT WOULD BE
REMOVED FROM BAD DEBT AND MOVED TO CHARITY CARE.
SCHEDULE H, PART VI, NEEDS ASSESSMENT THE HOSPITAL OFFERS FREE HEALTH SCREENINGS, FREE HEALTH EDUCATION

AND LECTURES AT VARIOUS COMMUNITY EVENTS INCLUDING FAIRS, EXPOS,
PRIVATE COMPANIES, PUBLIC MUNICIPALITIES, AND PUBLIC GATHERINGS.
THESE EVENTS PROVIDE A FORUM FOR RECEIVING INFORMATION AND INPUT
FROM THE COMMUNITY.

SCHEDULE H, PART VI,
LINE 3

PATIENT EDUCATION

THE HOSPITAL COUNSELS ALL SELF PAY PATIENTS BY PROVIDING A MEETING
WITH A FINANCIAL COUNSELOR OR SOCIAL WORKER. ALL STATEMENTS
DISTRIBUTED TO PATIENTS INCLUDE FINANCIAL COUNSELING INFORMATION.
SIGNS ARE POSTED THROUGHOUT THE HOSPITAL, INCLUDING THE EMERGENCY
ROOM, WHICH STATE CHARITY CARE POLICIES AND FINANCIAL ASSISTANCE
INFORMATION.




Return Reference Identifier Explanation
SCHEDULE H, PART VI, COMMUNITY THE CHARLOTTE HUNGERFORD HOSPITAL (CHH) IS LOCATED IN THE
LINE 4 INFORMATION NORTHWEST PART OF CONNECTICUT (LITCHFIELD COUNTY) IN THE TOWN OF

TORRINGTON. THE SERVICE AREA OF THE HOSPITAL IS COMPRISED OF
THIRTEEN TOWNS WITH A TOTAL POPULATION OF APPROXIMATELY 95,000
PEOPLE. IN RECENT YEARS, THE AREA IS BECOMING MORE RACIALLY AND
ETHNICALLY DIVERSE. IN THE PAST DECADE, THE NUMBER OF WHITE
RESIDENTS INCREASED AT A SLOWER RATE COMPARED TO AFRICAN
AMERICAN, ASIAN, AND HISPANIC RESIDENTS. THE LOCAL POPULATION IS ALSO
AGING, AND HAS A LOWER PERCENTAGE OF PERSONS UNDER AGE 18 AND A
HIGHER PERCENTAGE OF PERSONS AGE 65 AND OLDER THAN IN THE STATE.
THIS IS EVIDENT IN THE HIGH PERCENTAGE OF MEDICARE AND MEDICAID
REVENUE (APPROXIMATELY 70%) THE HOSPITAL RECEIVES AS PART OF ITS
OPERATIONS. OF THE 13 SERVICE AREA TOWNS SERVED BY CHH, THE TOWNS
OF TORRINGTON (11%) AND CORNWALL (12%) HAD THE HIGHEST POVERTY
LEVELS. BOTH TOWNS WERE ABOVE THE STATE AVERAGE OF 10%. IN TERMS OF
EDUCATIONAL ACHIEVEMENT, THE OVERALL COUNTY AVERAGE FOR HIGH
SCHOOL COMPLETION OF 96% EXCEEDED THE STATE AVERAGE OF 89%. LOWER
LEVELS OF ACHIEVEMENT ARE FOUND IN THE TOWNS OF TORRINGTON AND
WINCHESTER. BOTH OF THESE TOWNS ALSO HAVE HIGHER POVERTY RATES
AND LOWER MEDIAN HOUSEHOLD INCOMES THAN OTHER TOWNS SERVED BY
THE HOSPITAL. THE SCHOOL DISTRICTS IN THESE TWO TOWNS HAD THE
HIGHEST PERCENTAGE OF STUDENTS ELIGIBLE FOR FREE OR REDUCED MEALS
WITH TORRINGTON AT 47% AND WINCHESTER AT 61%.THE VAST MAJORITY OF
COUNTY RESIDENTS SPEAK ENGLISH (91%) WITH 9% HAVING A PRIMARY
LANGUAGE OTHER THAN ENGLISH AND 3% SPEAKING ENGLISH LESS THAN
“WVERY WELL". IN TERMS OF SERVICES PROVIDED TO COMMUNITIES,
TORRINGTON GENERATES 50% OF HOSPITAL CHARGES WITH 14% GENERATED
FROM WINSTED.

SCHEDULE H, PART VI,
LINE 5

PROMOTION OF
COMMUNITY HEALTH

ALL BOARD OF DIRECTORS MEMBERS RESIDE IN THE COMMUNITY SERVED BY
THE CHARLOTTE HUNGERFORD HOSPITAL. THE HOSPITAL EXTENDS MEDICAL
STAFF PRIVILEGES TO ALL PROVIDERS WHO MEET THE QUALIFICATION
STANDARDS AND REQUIREMENTS SET FORTH IN THE CHARLOTTE
HUNGERFORD HOSPITAL MEDICAL STAFF BY-LAWS.

SCHEDULE H, PART VI,
LINE 7

STATE FILING OF
COMMUNITY BENEFIT
REPORT

CT




SCHEDULE | Grants and Other Assistance to Organizations, | omB No. 1545-0047

(Form 990) Governments, and Individuals in the United States 2014
Complete if the organization answered “Yes” to Form 990, Part IV, line 21 or 22.
b » Attach to Form 990. Open to Public
epartment of the Treasury . . . . . H
Internal Revenue Service » Information about Schedule | (Form 990) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number

THE CHARLOTTE HUNGERFORD HOSPITAL 06-0646678

General Information on Grants and Assistance
1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees’ eligibility for the grants or assistance, and
the selection criteria used to award the grants or assistance? . . C e Yes [INo
2 Describe in Part IV the organization’s procedures for monitoring the use of grant funds in the Unlted States
IZHIl Grants and Other Assistance to Domestic Organizations and Domestic Governments. Complete if the organization answered “Yes” to Form 990,
Part IV, line 21, for any recipient that received more than $5,000. Part Il can be duplicated if additional space is needed.
1 (a) Name and address of organization (b) EIN (c) IRC section (d) Amount of cash | (e) Amount of non- |(f) Method of valuation (9) Description of (h) Purpose of grant

or government if applicable grant cash assistance |(P00K, FI(\)/![\é,e?)ppraisal, non-cash assistance or assistance

Q)]

2

3)

4

(6)

(6)

()

@)

©)

(10)

(11)

(12)

2  Enter total number of section 501(c)(3) and government organizations listed in the line1table . . . . . . . . . . . . . . . . . .p»
3  Enter total number of other organizations listed in the line 1 table >

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat. No. 50055P Schedule | (Form 990) (2014)




Schedule | (Form 990) (2014)

Page 2

m Grants and Other Assistance to Domestic Individuals. Complete if the organization answered “Yes” to Form 990, Part IV, line 22.

Part lll can be duplicated if additional space is needed.

(a) Type of grant or assistance

(b) Number of
recipients

(c) Amount of
cash grant

(d) Amount of
non-cash assistance

(e) Method of valuation (book,
FMV, appraisal, other)

(f) Description of non-cash assistance

1 HEALTHCARE SCHOLARSHIPS

12

12,000

6

7

2T\ Supplemental Information. Provide the information required in Part |, line 2, Part lll, column (b), and any other additional information.

SEE NEXT PAGE

Schedule | (Form 990) (2014)



Supplemental Information. Provide the information required in Part |, line 2, Part Ill, column (b), and

any other additional information.

Return Reference

Identifier

Explanation

SCHEDULE |, PART I, LINE
2

PROCEDURES FOR
MONITORING USE OF
GRANT FUNDS.

THE CHARLOTTE HUNGERFORD HOSPITAL AUXILIARY AWARDS SCHOLARSHIPS
IN THE AMOUNT OF $1,000 EACH TO STUDENTS PURSUING HEALTHCARE
EDUCATION. THE STUDENTS MUST LIVE IN THE AREA SERVED BY THE
HOSPITAL. THEY MUST ALSO PROVIDE EVIDENCE OF ACCEPTANCE INTO A
COLLEGE PROGRAM OR THEIR CURRENT GRADES IN COLLEGE. APPLICANTS
MUST SUBMIT LETTERS OF RECOMMENDATION FROM THEIR TEACHERS AND
ALSO FROM NON-FAMILY PERSONS.




SCHEDULE J
(Form 990) For certain Officers, Directors, Trustees, Key Employees, and Highest

Department of the Treasury » Attach to Form 990.

Compensation Information

OMB No. 1545-0047

Compensated Employees
» Complete if the organization answered “Yes” on Form 990, Part IV, line 23.

2014

Open to Public

Internal Revenue Service » Information about Schedule J (Form 990) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
THE CHARLOTTE HUNGERFORD HOSPITAL 06-0646678
Questions Regarding Compensation
Yes | No
1a Check the appropriate box(es) if the organization provided any of the following to or for a person listed in Form
990, Part VII, Section A, line 1a. Complete Part Ill to provide any relevant information regarding these items.
[] First-class or charter travel [] Housing allowance or residence for personal use
[] Travel for companions [] Payments for business use of personal residence
Tax indemnification and gross-up payments [] Health or social club dues or initiation fees
[] Discretionary spending account [] Personal services (e.g., maid, chauffeur, chef)
b If any of the boxes on line 1a are checked, did the organization follow a written policy regarding payment
or reimbursement or provision of all of the expenses described above? If “No,” complete Part Il to
explain . 1b v
2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all
directors, trustees, and officers, including the CEO/Executive Director, regarding the items checked in line
1a? . 2 |V
3 Indicate which, if any, of the following the filing organization used to establish the compensation of the
organization’s CEO/Executive Director. Check all that apply. Do not check any boxes for methods used by a
related organization to establish compensation of the CEO/Executive Director, but explain in Part IIl.
Compensation committee Written employment contract
[] Independent compensation consultant Compensation survey or study
[] Form 990 of other organizations Approval by the board or compensation committee
4  During the year, did any person listed in Form 990, Part VIl, Section A, line 1a, with respect to the filing
organization or a related organization:
a Receive a severance payment or change-of-control payment? 4a 4
b Participate in, or receive payment from, a supplemental nonqualified retlrement pIan’? 4b v
¢ Participate in, or receive payment from, an equity-based compensation arrangement? 4c v
If “Yes” to any of lines 4a—c, list the persons and provide the applicable amounts for each item in Part III
Only section 501(c)(3), 501(c)(4), and 501(c)(29) organizations must complete lines 5-9.
5  For persons listed in Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of:
a The organization? 5a v
b Any related organization? 5b v
If “Yes” to line 5a or 5b, describe in Part III
6 For persons listed in Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of:
a The organization? . 6a v
b Any related organization? 6b v
If “Yes” to line 6a or 6b, describe in Part III
7  For persons listed in Form 990, Part VII, Section A, line 1a, did the organization provide any non-fixed
payments not described in lines 5 and 67 If “Yes,” describe in Part IlI .o e 7 v
8  Were any amounts reported in Form 990, Part VI, paid or accrued pursuant to a contract that was subject
to the initial contract exception described in Regulations section 53.4958-4(a)(3)? If “Yes,” describe
in Part Il 8 v
9 If “Yes” to line 8, did the organization also follow the rebuttable presumption procedure described in
Regulations section 53.4958-6(c)? 9

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat. No. 50053T Schedule J (Form 990) 2014



Schedule J (Form 990) 2014 Page 2
m Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees. Use duplicate copies if additional space is needed.

For each individual whose compensation must be reported in Schedule J, report compensation from the organization on row (i) and from related organizations, described in the
instructions, on row (ji). Do not list any individuals that are not listed on Form 990, Part VII.
Note. The sum of columns (B)(i)-(iii) for each listed individual must equal the total amount of Form 990, Part VI, Section A, line 1a, applicable column (D) and (E) amounts for that individual.

(B) Breakdown of W-2 and/or 1099-MISC compensation ) )
(C) Retirement and (D) Nontaxable (E) Total of columns | (F) Compensation
(A) Name and Title (i) Base (i) Bonus & incentive (iii) Other other deferred benefits (B)()-D) in column (B) reported
compensation compensation reportable compensation as deferred in prior
compensation Form 990
KENDRICK HOM MD (i) 290,110 0 0 0 36,960 327,070 0
1 GOVERNOR (ii) 0 0 0 0 0 0 0
DANIEL J. MCINTYRE (i) 491,615 0 0 43,325 49,669 584,609 0
o CEO/PRESIDENT (ii) 0 0 0 0 0 0 0
SUSAN M. SCHAPP (i) 311,491 0 0 24,992 31,471 367,954 0
3 VP FINANCE/ TREASURER (ii) 0 0 0 0 0 0 0
JOHN J. CAPOBIANCO (i) 273,477 0 0 23,095 27,630 324,202 0
4 VP OPERATIONS (ii) 0 0 0 0 0 0 0
MARK PRETE MD (i) 324,503 0 0 30,567 32,785 387,855 0
5 VP MEDICAL AFFAIRS (ii) 0 0 0 0 0 0 0
BRIAN MATTIELLO 0] 216,450 0 0 7,252 21,868 245,570 0
6 VP ORGANIZATIONAL DEVELOPMENT / HR (ii) 0 0 0 0 0 0 0
MUSTAFA UGURLU (i) 500,389 0 0 8,717 50,555 559,661 0
7 PHYSICIAN (ii) 0 0 0 0 0 0 0
TIMOTHY GOSTKOWSKI MD [0) 576,785 0 0 9,833 58,274 644,892 0
g PHYSICIAN (i) 0 0 0 0 0 0 0
WILLIAM MCGEEHIN MD (i) 556,387 0 0 10,270 56,213 622,870 0
9 PHYSICIAN (ii) 0 0 0 0 0 0 0
DAVID FRECCERO MD (i) 589,870 0 0 3,762 59,596 653,228 0
10 PHYSICIAN (ii) 0 0 0 0 0 0 0
ROBERT KAHAN, MD (i) 355,266 0 0 7,650 35,893 398,809 0
14 PHYSICIAN (ii) 0 0 0 0 0 0 0
(i)
12 (ii)
(i)
13 (ii)
(i)
14 (ii)
(i)
15 (ii)
(i)
16 (ii)

Schedule J (Form 990) 2014



Part Il

Supplemental Information. Provide the information, explanation, or descriptions required for Part I,

lines 1a, 1b, 3, 4a, 4b, 4c, 5a, 5b, 6a, 6b, 7, and 8, and for Part Il.Also complete this part for any
additional information.

Return Reference

Identifier

Explanation

SCHEDULE J, PART I, LINE
1A

TAX INDEMNIFICATION
AND GROSS-UP
PAYMENTS

AS PART OF THEIR CONTRACTS, EACH VICE PRESIDENT RECEIVES A PAYMENT
EQUAL TO 2.5% OF THEIR GROSS PAY. THE PRESIDENT RECEIVES A PAYMENT
EQUAL TO 5% OF HIS GROSS PAY. THESE PAYMENTS ARE GROSSED UP SO
THAT THE HOSPITAL PAYS THE FEDERAL AND STATE TAXES.

SCHEDULE J, PART I, LINE
1B

WRITTEN POLICY
REGARDING PAYMENT OR
REIMBURSEMENT OF
EXPENSES

THESE BENEFITS ARE WRITTEN INTO THEIR EMPLOYMENT CONTRACTS.




SCHEDULE L Transactions With Interested Persons |__OMB No. 1545-0047

(Form 990 or 990-EZ)| » Complete if the organization answered “Yes” on Form 990, Part IV, line 25a, 25b, 26, 27, 28a, 2 @ 1 4
28b, or 28c, or Form 990-EZ, Part V, line 38a or 40b.
Department of the Treasury » Attach to Form 990 or Form 990-EZ. Open To Public

Internal Revenue Service | B> Information about Schedule L (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number

THE CHARLOTTE HUNGERFORD HOSPITAL 06-0646678

Excess Benefit Transactions (section 501(c)(3), section 501(c)(4), and 501(c)(29) organizations only).
Complete if the organization answered “Yes” on Form 990, Part IV, line 25a or 25b, or Form 990-EZ, Part V, line 40b.

. K . . (d) Corrected?
(b) Relationship be;\:g;i?zglﬁsg:ahfled person and (c) Description of transaction
Yes | No

1 (a) Name of disqualified person

(1)
@)
(©)
4
®)
(6)
2 Enter the amount of tax incurred by the organization managers or disqualified persons during the year
undersection4958. . . . . . . . . . . . . . . . . . . .. ... ...y

3  Enter the amount of tax, if any, on line 2, above, reimbursed by the organizaton . . . . . . . . » §

m Loans to and/or From Interested Persons.
Complete if the organization answered “Yes” on Form 990-EZ, Part V, line 38a or Form 990, Part IV, line 26; or if the
organization reported an amount on Form 990, Part X, line 5, 6, or 22.

(a) Name of interested person | (b) Relationship | (c) Purpose of (d) Loan to or (e) Original (f) Balance due |(g) In default?| (h) Approved | (i) Written
with organization loan from the principal amount by board or | agreement?
organization? committee?

To From Yes | No | Yes | No | Yes | No

(1)
2
(3)
4)
(5)
(6)
()
(8)
9)
(10)
Total . . . . . . . . . . ..., » 8
Grants or Assistance Benefiting Interested Persons.
Complete if the organization answered “Yes” on Form 990, Part IV, line 27.

(a) Name of interested person (b) Relationship between interested |(c) Amount of assistance (d) Type of assistance (e) Purpose of assistance
person and the organization

(1)
2
(3)
4)
(5)
(6)
()
(8)
9)
(10)
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Cat. No. 50056A Schedule L (Form 990 or 990-EZ) 2014




Schedule L (Form 990 or 990-EZ) 2014

Page 2

(-1g8\"4 Business Transactions Involving Interested Persons.

Complete if the organization answered “Yes” on Form 990, Part IV, line 28a, 28b, or 28c.

(a) Name of interested person

(b) Relationship between
interested person and the
organization

(c) Amount of
transaction

(d) Description of transaction

(e) Sharing of
organization’s
revenues?

Yes

No

(1) (SEE STATEMENT)

(2)

3)

4)

(5)

(6)

@)

(8)

)

10
w Supplemental Information

Provide additional information for responses to questions on Schedule L (see instructions).

Schedule L (Form 990 or 990-EZ) 2014



Part IV Business Transactions Involving Interested Persons (continued)

(&) Name of interested person

(b) Relationship between interested

(c) Amount of

(d) Description of transaction

(e) Sharing of

person and the organization transaction organization's
revenues?
Yes No
PARTNER IN NWCT EMERGENCY
MEDICINE P.C. WHICH PROVIDES
(1) MARK PRETE MD KEY EMPLOYEE $696,669 EMERGENCY ROOM SERVICES TO \I"’
THE HOSPITAL.




Schedule O
Form 990)

epartment of Treasury
Internal Revenue Service

Supplemental Information to Form 990 or 990-EZ

Complete to provide information for responses to specific questions on
Form 990 or 990-EZ or to provide any additional information.

I OMB No. 1545-0047

2014

Open to Public

Inspection

Name of the Organization

THE CHARLOTTE HUNGERFORD HOSPITAL

Employer Identification Number

06-0646678

Return Reference

Identifier

Explanation

FORM 990, PART III,
LINE1

ORGANIZATION'S
MISSION

SUBSIDIZED CARE, CARE PROVIDED TO PERSONS COVERED BY GOVERNMENTAL
PROGRAMS AT BELOW COST, HEALTH ACTIVITIES AND PROGRAMS TO SUPPORT
THE COMMUNITY WILL BE CONSIDERED WHERE THE NEED AND/OR AN INDIVIDUAL'S
INABILITY TO PAY COEXIST. THESE ACTIVITIES INCLUDE WELLNESS PROGRAMS,
COMMUNITY EDUCATION PROGRAMS, SPECIAL PROGAMS FOR THE ELDERLY,
HANDICAPPED, THE MEDICALLY UNDERSERVED AND A VARIETY OF BROAD
COMMUNITY SUPPORT ACTIVITIES.

FORM 990, PART IlI,
LINE 4A

PROGRAM SERVICE
DESCRIPTION

OPERATING ROOM CASES 3,741
AMBULATORY SURGERY CASES 3,031
ENDOSCOPY CASES 964

AMBULATORY MEDICAL CASES 2,494

WOUND CARE CASES 6,445

POST ANESTHESIA CARE UNIT CASES 2,180
DELIVERY ROOM DELIVERIES 447
RESPIRATORY THERAPY TREATMENTS 36,758
PULMONARY REHAB TESTS 5,114
PULMONARY FUNCTION LAB TESTS 1,710
CARDIO DIAGNOSTIC EXAMS 12,660

EEG EXAMS 232

PHYSICAL THERAPY TREATMENTS 37,027
CARDIAC REHAB TREATMENTS 3,570

SPEECH THERAPY TREATMENTS 759
OCCUPATIONAL THERAPY TREATMENTS 3,803
SLEEP STUDY TESTS 548

DIAGNOSTIC RADIOLOGY EXAMS 25,830
MAMMOGRAPHY EXAMS 9,185

NUCLEAR MEDICINE EXAMS 762
ULTRASOUND EXAMS 9,325

C.A.T. SCAN EXAMS 14,035

P.E.T. SCAN EXAMS 211

M.R.l. EXAMS 1,279

SPECIAL PROCEDURES (RADIOLOGY) EXAMS 1,232
RADIATION THERAPY TREATMENTS 6,766
LABORATORY TESTS 545,137

PSYCHIATRIC CLINIC VISITS 37,118
PHP-ADULT/ADOLESCENT VISITS 4,833

RENAL DIALYSIS VISITS 274

EMERGENCY DEPARTMENT VISITS 35,607
OUTPATIENT DIABETES PROGRAM VISITS 6,699
WALK IN CENTER VISITS 13,558
PROFESSIONAL SERVICE CONSULTS 122,425

HUNGERFORD EMERGENCY MEDICAL CENTER:
CARDIAC REHAB TREATMENTS 1,513
DIAGNOSTIC RADIOLOGY EXAMS 3,669
LABORATORY TESTS 16,827

EMERGENCY DEPARTMENT VISITS 6,823
PULMONARY REHAB TESTS 1,728

FORM 990, PART VI,
LINE 11B

REVIEW OF FORM 990
BY GOVERNING BODY

A COPY OF FORM 990 IS DISTRIBUTED TO THE BOARD OF DIRECTORS BEFORE IT IS
FILED WITH THE IRS. THIS ENABLES THE BOARD TO ASK QUESTIONS, AND TO
APPROVE THE DISCLOSURES MADE IN THE RETURN.

FORM 990, PART VI,
LINE 12C

CONFLICT OF
INTEREST POLICY

THE HOSPITAL DISTRIBUTES A CONFLICT OF INTEREST QUESTIONNAIRE ANNUALLY
TO ITS BOARD OF DIRECTORS, ALL MANAGEMENT PERSONNEL, AND PURCHASING
AGENTS.

FORM 990, PART VI,
LINE 15A

PROCESS TO
ESTABLISH
COMPENSATION OF
TOP MANAGEMENT
OFFICIAL

COMPENSATION FOR SENIOR STAFF IS DETERMINED USING THE FOLLOWING STEPS:
- A MARKET SURVEY BASED ON CT HOSPITAL ASSOCIATION IS USED AS A STARTING
POINT.

- ADJUSTMENTS ARE THEN MADE BASED ON THE CANDIDATE’'S CURRENT SALARY
AND PRIOR EXPERIENCE.

- THE COMPENSATION FIGURE IS THEN PRESENTED TO THE BOARD OF DIRECTORS
FOR APPROVAL.

THE LAST COMPENSATION REVIEW OCCURRED IN AUGUST 2015.

FORM 990, PART VI,
LINE 15B

PROCESS TO
ESTABLISH
COMPENSATION OF
OTHER EMPLOYEES

COMPENSATION FOR SENIOR STAFF IS DETERMINED USING THE FOLLOWING STEPS:
- A MARKET SURVEY BASED ON CT HOSPITAL ASSOCIATION IS USED AS A STARTING
POINT.

- ADJUSTMENTS ARE THEN MADE BASED ON THE CANDIDATE’'S CURRENT SALARY
AND PRIOR EXPERIENCE.

- THE COMPENSATION FIGURE IS THEN PRESENTED TO THE BOARD OF DIRECTORS
FOR APPROVAL.




Return Reference Identifier Explanation
THE LAST COMPENSATION REVIEW OCCURRED IN AUGUST 2015.
FORM 990, PART VI, REQUIRED THE HOSPITAL MAKES ITS GOVERNING DOCUMENTS, CONFLICT OF INTEREST
LINE 19 DOCUMENTS

AVAILABLE TO THE
PUBLIC

POLICY, AND ANNUAL REPORT AVAILABLE TO THE PUBLIC UPON REQUEST.

FORM 990, PART XI,
LINE 9

OTHER CHANGES IN
NET ASSETS OR FUND
BALANCES

(a) Description (b) Amount
PENSION RELATED CHANGES OTHER THAN NET PERIODIC - 13,805,331
PENSION COSTS.
NET ASSETS RELEASED FROM RESTRICTIONS. - 295,159

FORM 990, PART XII,
LINE 2C

CHANGE OF
OVERSIGHT PROCESS
OR SELECTION
PROCESS

THE HOSPITAL'S AUDIT COMMITTEE ASSUMES RESPONSIBILITY FOR OVERSIGHT OF
THE AUDIT OF ITS FINANCIAL STATEMENTS AND THE SELECTION OF AN
INDEPENDENT ACCOUNTANT. THESE FUNCTIONS AND PROCESSES HAVE NOT
CHANGED FROM THE PRIOR YEAR.




SCHEDULE R | owmB No. 1545-0047

(Form 990) Related Organizations and Unrelated Partnerships 2014
» Complete if the organization answered "Yes" on Form 990, Part IV, line 33, 34, 35b, 36, or 37.
» Attach to Form 990. Open to Public
Department of the Treasury ) . ) i 3 q
Internal Revenue Service P Information about Schedule R (Form 990) and its instructions is at www.irs.gov/form990. Inspectlon
Name of the organization Employer identification number
THE CHARLOTTE HUNGERFORD HOSPITAL 06-0646678

Identification of Disregarded Entities Complete if the organization answered “Yes” on Form 990, Part IV, line 33.

(a) (b) (c) (d) (e)
Name, address, and EIN (if applicable) of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling
or foreign country) entity

(1)

()

()

(4)

()

(6)

m Identification of Related Tax-Exempt Organizations Complete if the organization answered “Yes” on Form 990, Part IV, line 34 because it had
one or more related tax-exempt organizations during the tax year.

(a) (b) (c) (d) (e) (9)
Name, address, and EIN of related organization Primary activity Legal domicile (state | Exempt Code section| Public charity status Direct controlling | Section 512(b)(13)
or foreign country) (if section 501(c)(3)) entity controlled
entity?
Yes | No
(1)
2
3)
4)
(5)
(6)
7

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat. No. 50135Y Schedule R (Form 990) 2014



Schedule R (Form 990) 2014

Page 2

Identification of Related Organizations Taxable as a Partnership Complete if the organization answered “Yes” on Form 990, Part IV, line 34
because it had one or more related organizations treated as a partnership during the tax year.

(a)
Name, address, and EIN of
related organization

(b)

Primary activity

(c)
Legal
domicile
(state or
foreign
country)

Direct controlling

(d)

entity

Predominant
income (related,
unrelated,
excluded from
tax under
sections 512-514)

(e)

Share of total
income

(@)
Share of end-of-
year assets

(h)

Disproportionate
allocations?

(i)

Code V—UBI
amount in box 20
of Schedule K-1
(Form 1065)

Yes

No

@) (k)
General or | Percentage
managing | ownership

partner?
Yes| No

(1) SEE STATEMENT

()

(3)

(4)

()

(6)

(@)

Identification of Related Organizations Taxable as a Corporation or Trust Complete if the organization answered “Yes” on Form 990, Part IV,
line 34 because it had one or more related organizations treated as a corporation or trust during the tax year.

(a) (b) () (d) (e (U] (9) (h) @i
Name, address, and EIN of related organization Primary activity Legal domicile Direct controlling Type of entity Share of total Share of Percentage | Section 512(b)(13)
(state or foreign country) entity (C corp, S corp, or trust) income end-of-year assets | ownership C%T{i?y";}d
Yes | No
(1) LITCHFIELD COUNTY HEALTHCARE SERVICE CORPORATION (06-1227655) | MANAGEMENT Lﬂﬁggégégg“f
540 LITCHFIELD STREET, TORRINGTON, CT 06790 |SERVICES CT HOSPITAL C CORPORATION 0 505 100.00 v
(2
(3)
4)
(5)
(6)
(7)

Schedule R (Form 990) 2014



Schedule R (Form 990) 2014 Page 3

Transactions With Related Organizations Complete if the organization answered “Yes” on Form 990, Part IV, line 34, 35b, or 36.

Note. Complete line 1 if any entity is listed in Parts Il, lll, or IV of this schedule. Yes | No
1 During the tax year, did the organization engage in any of the following transactions with one or more related organizations listed in Parts [I-I1V?

a Receipt of (i) interest, (ii) annuities, (iii) royalties, or (iv) rent from a controlled entity . . . . . . . . . . . . . . . . . . . . . .. 1a v
b Gift, grant, or capital contribution to related organization(s) . . . . . . . . . . L . L L L Lo 1b v
c Gift, grant, or capital contribution from related organization(s) . . . . . . . . . . . . L L oL Lo ic v
d Loans or loan guarantees to or for related organization(s) . . . . . . . . . . L L L L L Lo 1d v
e Loans orloan guarantees by related organization(s) . . . . . . . . L L L L Lo 1e v
f Dividends from related organization(s) . . . . . . . . L L L oL Lo 1f v
g Sale of assets to related organization(s) . . . . . . . . . L L L L Lo 19 v
h Purchase of assets from related organization(s) . . . . . . . . . . . L L L L oL 1h v
i Exchange of assets with related organization(s) . . . . . e e e s e e e 1i v
j Lease of facilities, equipment, or other assets to related orgamzatlon( ) e e e e 1j v
k Lease of facilities, equipment, or other assets from related organization(s) . . . . . C e e e 1k v
| Performance of services or membership or fundraising solicitations for related orgamza’uon(s) C e e e e 1l v
m Performance of services or membership or fundraising solicitations by related organization(s) . . . . . . . . . . . . . . . . . . . . im v
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(s) . . . . . . . . . . . . . . . . . . . . .. in v
o Sharing of paid employees with related organization(s) . . . . . . . . . . L .. L L0 0L L e 10 v
p Reimbursement paid to related organization(s) for expenses . . . . . . . . . . L L L oL Lo 1p v
q Reimbursement paid by related organization(s) for expenses . . . . . . . . . . L L0000 1q v
r Other transfer of cash or property to related organization(s) . . . . . . . . . . . . . L L Lo 1r v
s Other transfer of cash or property from related organization(s) . . . . . 1s | v

2 If the answer to any of the above is “Yes,” see the instructions for information on who must complete thls I|ne |ncIud|ng covered relatlonshlps and transaction thresholds.

(@ (b) () (d)
Name of related organization Transaction Amount involved Method of determining amount involved
type (a-s)

(1)

(2)

(3

(4

()

(6)

Schedule R (Form 990) 2014



Schedule R (Form 990) 2014 Page 4

=1al"l  Unrelated Organizations Taxable as a Partnership Complete if the organization answered “Yes” on Form 990, Part IV, line 37.

Provide the following information for each entity taxed as a partnership through which the organization conducted more than five percent of its activities (measured by total assets
or gross revenue) that was not a related organization. See instructions regarding exclusion for certain investment partnerships.
(a) (b) (c) (d) (e) ® (9 (h) 0] (0] (k)
Name, address, and EIN of entity Primary activity | Legal domicile Predominant Are all partners Share of Share of Disproportionate] ~ Code V—UBI General or | Percentage
(state or foreign | income (related, section total income end-of-year allocations? | amount in box 20 | managing | ownership
country) unrelated, excluded| 501(c)3) assets of Schedule K-1 partner?
from tax under | organizations? (Form 1065)

sections 512-514)
Yes | No Yes | No Yes | No

(1)

()

(3

(4)

()

(6)

(@)

@®)

(©)

(10)

(11)

(12)

(13)

(14)

(15)

(16)

Schedule R (Form 990) 2014



Part Il

Identification of Related Organizations Taxable as a Partnership (continued)

06790

(a) Name, address and EIN of related organization | (b) Primary Activity| (c) Legal (d) Direct (e) Predominant | (f) Share of [(g) Share of (h) (i) CodeV - ) (k)
domicile controlling income total income | end-of-year | Dispropor| UBI amount | General | Percentage
(state Ofthfe'g“ entity rlelgt%df, unratelated,d assets tionate | in box 20 of or ownership
country) e St allocation | Schedule K- |managing
s? 1 (Form partner?
Yes | No 1065) Yes | No
(77 ADVANCED MEDICAL IMAGING OF NW CT MAGNETIC 50.000
LLC (06-1594854) 4 v
57 COMMERCIAL BLVD. TORRINGTON. CT RESONANCE CT N/A RELATED 393,962 277,168 N/A
06790 ' ’ IMAGING
(8) UROLOGY CENTER OF NW CT LLC - (58- 62.500
2674029) EQUIPMENT
538 LITCHFIELD STREET, TORRINGTON, CT  |RENTAL cr NA RELATED 34,672 37,969 v A v




TAX RETURN FILING INSTRUCTIONS

FORM 990-T

FOR THE YEAR ENDING
SEPTEMBER 30, 2015

Prepared for

THE CHARLOTTE HUNGERFORD HOSPITAL
540 LITCHFIELD STREET P.O. BOX 988
TORRINGTON, CT 06790-0988

Prepared by

CROWE HORWATH, LLP
175 POWDER FOREST DRIVE
SIMSBURY, CT 06089

Amount due
or refund

NO AMOUNT IS DUE.

Make check
payable to

NO AMOUNT IS DUE.

Mail tax return
and check (if
applicable) to

DEPARTMENT OF THE TREASURY
INTERNAL REVENUE SERVICE CENTER
OGDEN, UT 84201-0027

Return must be
mailed on
or before

AUGUST 15, 2016

Special
Instructions

THE RETURN SHOULD BE SIGNED AND DATED.

300941
05-01-13



Form 990-T

Department of the Treasury
Internal Revenue Service

For calendar year 2014 or other tax year beginning ~ 10/01

, 2014, and ending  09/30

Exempt Organization Business Income Tax Return
(and proxy tax under section 6033(e))

,20 15

» Information about Form 990-T and its instructions is available at www.irs.gov/form990t.
» Do not enter SSN numbers on this form as it may be made public if your organization is a 501(c)(3).

OMB No. 1545-0687

2014

Open to Public Inspection for
501(c)(3) Organizations Only

D Employer identification number
(Employees’ trust, see instructions.)

06-0646678

all gggfeksg?:)t(t:iafnged Name of organization ( O Check box if name changed and see instructions.)
B Exempt under section Print THE CHARLOTTE HUNGERFORD HOSPITAL

501( C )( 3) or Number, street, and room or suite no. If a P.O. box, see instructions.

[laose)  [2206) | Type |540 LITCHFIELD STREET P.O. BOX 988

|:| 408A |:| 530(a) City or town, state or province, country, and ZIP or foreign postal code

[ 529(a) TORRINGTON, CT 06790-0988

621500

E Unrelated business activity codes
(See instructions.)

| 561499

C Book value of all assets
at end of year

F Group exemption number (See instructions.) »

133,432,509

G Check organization type » 501(c) corporation

[] 501(c) trust

[] 401(a) trust

[] Other trust

H Describe the organization’s primary unrelated business activity. » LABORATORY AND COLLECTION SERVICES

I During the tax year, was the corporation a subsidiary in an affiliated group or a parent-subsidiary controlled group? .

If “Yes,” enter the name and identifying number of the parent corporation. »

.» [JYes [¥INo

J The books are in care of » SUSAN M. SCHAPP

1a
b

N

0N O

9
10
11
12

Telephone number »

(860) 496-6728

Unrelated Trade or Business Income (A) Income (B) Expenses (C) Net

Gross receipts or sales 1,150,227

Less returns and allowances 0 c Balance® | 1c 1,150,227

Cost of goods sold (Schedule A, line 7) 2 0

Gross profit. Subtract line 2 from line 1c . 3 1,150,227 1,150,227
Capital gain net income (attach Schedule D) .o 4a 0 0
Net gain (loss) (Form 4797, Part Il, line 17) (attach Form 4797) 4b 0 0
Capital loss deduction for trusts 4c 0 0
Income (loss) from partnerships and S corporatlons (attach statement) 5 (19,283) (19,283)
Rent income (Schedule C) . . 6 0 0 0
Unrelated debt-financed income (Schedule E) 7 0 0 0
Interest, annuities, royalties, and rents from controlled organizations (Schedule F) | 8 0 0 0
Investment income of a section 501(c)(7), (9), or (17) organization (Schedule G) | 9 0 0 0
Exploited exempt activity income (Schedule I) . 10 0 0 0
Advertising income (Schedule J) 11 0 0 0
Other income (See instructions; attach schedule) . 12 0 0
Total. Combine lines 3 through 12 13 1,130,944 0 1,130,944

13

Il Deductions Not Taken Elsewhere (See mstructlons for limitations on deductions.) (Except for contributions,

deductions must be directly connected with the unrelated business income.)

14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34

Compensation of officers, directors, and trustees (Schedule K)
Salaries and wages

Repairs and maintenance

Bad debts

Interest (attach schedule)

Taxes and licenses . . .
Charitable contributions (See mstructlons for I|m|tat|on rules) .
Depreciation (attach Form 4562)

Less depreciation claimed on Schedule A and elsewhere on return .

Depletion . .
Contributions to deferred compensatlon plans
Employee benefit programs .

Excess exempt expenses (Schedule I)

Excess readership costs (Schedule J)

Other deductions (attach schedule)

Total deductions. Add lines 14 through 28

Unrelated business taxable income before net operating Ioss deductlon Subtract I|ne 29 from Irne 13

Net operating loss deduction (limited to the amount on line 30)

Unrelated business taxable income before specific deduction. Subtract line 31 from Irne 30

Specific deduction (Generally $1,000, but see line 33 instructions for exceptions)

Unrelated business taxable income. Subtract line 33 from line 32. If line 33 is greater than Irne 32

enter the smaller of zero or line 32 .

14 0
15 29,843
16 0
17 0
18 0
19 0
A .. 20 0
21 0
22a 0 22b 0
23 0
24 0
25 7,606
26 0
27 0
28 1,251,515
29 1,288,964
30 (158,020)
31 0
32 (158,020)
33 0
34 (158,020)

For Paperwork Reduction Act Notice, see instructions.

Cat. No. 11291J

Form 990-T (2014)



Form 990-T (2014)

Page 2

m Tax Computation

Organizations Taxable as Corporations. See instructions for tax computation. Controlled group
members (sections 1561 and 1563) check here » [ ] See instructions and:
a Enter your share of the $50,000, $25,000, and $9,925,000 taxable income brackets (in that order):
() [$ | | @ls | | @l ||
b Enter organization’s share of: (1) Additional 5% tax (not more than $11,750) |$
(2) Additional 3% tax (not more than $100,000) $
¢ Income tax on the amount on line 34 . . e . . . . . . . . . . . . .. P |3C 0
36 Trusts Taxable at Trust Rates. See instructions for tax computation. Income tax on
the amount on line 34 from: [] Tax rate schedule or [] Schedule D (Form 1041) . > | 36
37 Proxy tax. See instructions . » | 37
38 Alternative minimum tax . 38 0
Total. Add lines 37 and 38 to line 350 or 36 whlchever applles 39 0
Tax and Payments
Foreign tax credit (corporations attach Form 1118; trusts attach Form 1116) . 40a
b Other credits (see instructions) . . . . . . e 40b
¢ General business credit. Attach Form 3800 (see |nstruct|ons) e 40c
d Credit for prior year minimum tax (attach Form 8801 or 8827) . . . . . 40d
e Total credits. Add lines 40a through 40d 40e 0
41  Subtract line 40e from line 39 .o . 41 0
42  Other taxes. Check if from: [] Form 4255 [] Form 8611 |:| Form 8697 |:| Form 8866 |:| Other (attach schedule) . 42 0
43 Total tax. Add lines 41 and 42 . e e e e e .o 43 0
44a Payments: A 2013 overpayment credited to 201 4 .. . . . . . . . |4k 0
b 2014 estimated tax payments . . . . . . . . . . . . . . . . |44b 0
¢ Tax deposited with Form 8868 . . . . . 44c 0
d Foreign organizations: Tax paid or withheld at source (see |nstruct|ons) . 44d 0
e Backup withholding (see instructions) . . . . . . 44e 0
f Credit for small employer health insurance premiums (Attach Form 8941) 44f 0
g Other credits and payments: [] Form 2439 0
[] Form 4136 0 [ Other 0 Total » |44g 0
45 Total payments. Add lines 44a through 44g . .o 45 0
46  Estimated tax penalty (see instructions). Check if Form 2220 is attached .>[1] 46 0
47 Tax due. If line 45 is less than the total of lines 43 and 46, enter amount owed . » | 47 0
48 Overpayment. If line 45 is larger than the total of lines 43 and 46, enter amount overpaid > | 48 0
Enter the amount of line 48 you want:  Credited to 2015 estimated tax » O| Refunded » | 49 0

Statements Regarding Certain Activities and Other Information (see instructions)

At any time during the 2014 calendar year, did the organization have an interest in or a signature or other authority Yes | No
over a financial account (bank, securities, or other) in a foreign country? If YES, the organization may have to file
FinCEN Form 114, Report of Foreign Bank and Financial Accounts. If YES, enter the name of the foreign country
here » v
2 During the tax year, did the organization receive a distribution from, or was it the grantor of, or transferor to, a foreign trust? . v
If YES, see instructions for other forms the organization may have to file.
3  Enter the amount of tax-exempt interest received or accrued during the tax year » $
Schedule A—Cost of Goods Sold. Enter method of inventory valuation »
1 Inventory at beginning of year 1 0 6 Inventory at end of year . 6 0
2 Purchases . . . . . . 2 0 7 Cost of goods sold. Subtract
3 Costoflabor. . . 3 0 line 6 from line 5. Enter here and
4a Additional section 263A costs in Part |, line 2 .o 7 0
(attach schedule) . . . . 4a 0 8 Do the rules of section 263A (with respect to | Yes | No
b Other costs (attach schedule) 4b 0 property produced or acquired for resale) apply
5 Total. Add lines 1 through 4b 5 0 to the organization? I v
Under penalties of perjury, | declare that | have examined this return, including accompanying schedules and statements, and to the best of my knowledge and belief, it is
Si gn true, correct, and complete. Declaration of preparer (other than taxpayer) is based on all information of which preparer has any knowledge. Y——— -
y e ISCUSS IS return
Here } | } VP FINANCE/TREASURER ggz i:;fmp;ggsg)e; 322 ET:VOV
Signature of officer Date Title _
Pald Print/Type preparer’'s name Prepgrgr’s signature Date Check D if PTIN
Preparer |<RISTIN ANDERSON Z%z /4 (nasr— 8/3/2016 | self-employed | P01231300
Use Only Firm’s name » CROWE HORWATH LLP Firm's EIN » 35-0921680
Firm’s address » 175 POWDER FOREST DRIVE, SIMSBURY, CT 06089-7902 Phone no. (860) 678-9200

Form 990-T (2014)
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Form 990-T (2014)

Page 3

Schedule C—Rent Income (From Real Property and Personal Property Leased With Real Property)

(see instructions)

1. Description of property

1

—

=

@

)
)
)
)

=

2. Rent received

or accrued

(a) From personal property (if the percentage of rent
for personal property is more than 10% but not
more than 50%)

(b) From real and personal property (if the
percentage of rent for personal property exceeds
50% or if the rent is based on profit or income)

3(a) Deductions directly col

nnected with the income

in columns 2(a) and 2(b) (attach schedule)

1

—

=

)
)
3)

—

@

Total 0

Total

(c) Total income. Add totals of columns 2(a) and 2(b). Enter

here and on page 1, Part |, line 6, column (A)

>

o

(b) Total deductions.
Enter here and on page 1,
Part |, line 6, column (B) P

Schedule E—Unrelated Debt-Financed Income (see instructions)

. 3. Deductions directly connected with or allocable to
o ) 2. Gross income from or debt-financed property
1. Description of debt-financed property allocable to debt-financed - - — -
property (a) Straight line depreciation (b) Other deductions
(attach schedule) (attach schedule)
Q)
@
(©)]
@)
4. Amqgnt of average 5. Average adjusted basis 6. Column . 8. Allocable deductions
acquisition debt on or of or allocable to 4 divided 7. Gross income reportable (column 6 x total of columns
allocable to debt-financed debt-financed property by column 5 (column 2 x column 6) 3(a) and 3(b))
property (attach schedule) (attach schedule) Y
Q) %
@ %
(©)] %
@ %
Enter here and on page 1, | Enter here and on page 1,
Part |, line 7, column (A). | Part |, line 7, column (B).
Totals . > 0 0
Total dividends-received deductions included incolumn8 . . . . . . . . . . . . . . . . . p»
Schedule F—Interest, Annuities, Royalties, and Rents From Controlled Organizations (see instructions)
Exempt Controlled Organizations
1. Name of cct)‘ntrolled . t2f ETWOYQ" ber |3 Net unrelated income | 4. Total of specified 5. Part of column 4 that is 6. Deductions directly
organization identification number |- . i i i ithi
9 (loss) (see instructions) payments made |nc|uQed_ |n’the controllmg conne_cted with income
organization’s gross income in column 5
Q)
@
(©)]
@)
Nonexempt Controlled Organizations
7. Taxable Income 8. Net unrelated income 9. Total of specified 1ir?;;lzzgd0{nc$:r22ngtr?|ﬁ;c‘;s c;:heDzzetce!szﬁﬂsir:;;eégﬁn
) (loss) (see instructions) payments made T .
organization’s gross income column 10
Q)
@
(©)]
@
Add columns 5 and 10. Add columns 6 and 11.
Enter here and on page 1, Enter here and on page 1,
Part 1, line 8, column (A). Part |, line 8, column (B).
Totals | 2 0 0

Form 990-T (2014)



Form 990-T (2014)

Page 4

Schedule G—Investment Income of a Section 501(c

(7), (9), or (17) Organization (see instructions)

1. Description of income

2. Amount of income

3. Deductions

directly connected
(attach schedule)

4, Set-asides
(attach schedule)

5. Total deductions
and set-asides (col. 3

plus col. 4)

—
=

)
@
(©)]
@
Enter here and on page 1, Enter here and on page 1,
Part |, line 9, column (A). Part I, line 9, column (B).
Totals A 0 0
Schedule |—Exploited Exempt Activity Income, Other Than Advertising Income (see instructions)
2.G 3. Expenses 4. Net income (loss) 7. Excess exempt
. Gross : .
directly from unrelated trade | 5. Gross income expenses
unrelated . ) L 6. Expenses .
1. Description of exploited activity business income connected with | or business (column | - from activity that attributable to (column 6 minus
' production of 2 minus column 3). is not unrelated column 5, but not
from trade or ) . ] column 5
busi unrelated If a gain, compute | business income more than
usiness h .
business income | cols. 5 through 7. column 4).

—
=

)
)
[©)
4)
Enter here and on | Enter here and on Enter here and
page 1, Part |, page 1, Part |, on page 1,
line 10, col. (A). line 10, col. (B). Part I, line 26.
Totals > 0 0 0

Schedule J—Advertising Income (see instructions)

Income From Periodicals Reported on a Consolidated Basis

4. Advertising

7. Excess readership

2. Gross ) gain or (loss) (col. . . ) costs (column 6
1. Name of periodical ac_ivertising adve:?"tiglrzgcéosts 2 mirjus col. 3). If 5. iCr:rcc;u::élon 6. Riz(itefh'p minus column 5, but
income a gain, compute not more than
cols. 5 through 7. column 4).
Q)
@
(©)]
@
Totals (carry to Part Il, line (5)) | 0 0 0 0 0 0
Part Il Income From Periodicals Reported on a Separate Basis (For each periodical listed in Part I, fill in columns

2 through 7 on a line-by-line basis.)

1. Name of periodical

2. Gross
advertising
income

3. Direct

advertising costs

4. Advertising
gain or (loss) (col.
2 minus col. 3). If
a gain, compute
cols. 5 through 7.

5. Circulation
income

6. Readership
costs

7. Excess readership
costs (column 6
minus column 5, but
not more than
column 4).

—

1)

@)
[©)
4)
Totals from Part | > 0 0 0
Enter here and on | Enter here and on Enter here and
page 1, Part |, page 1, Part |, on page 1,
line 11, col. (A). line 11, col. (B). Part I, line 27.
Totals, Part Il (lines 1-5) > 0 0 0

Schedule K—Compensation of Officers, Directors, and Trustees (see instructions)

2.Tie img davctd o | Compersaton attutable o
M %
@ %
®) %
@ %
Total. Enter here and on page 1, Part I, line 14 | 4

Form 990-T (2014)



Form 990T Part I, Line 5 Income (loss) from partnerships and S corporations

Name of Partnership

EIN

Amount

LABORATORY AND COLLECTION SERVICES

(1) MEDCON COLLECTION AGENCY

-19,283

Total for Part I, Line 5

-19,283




Form 990T Part Il, Line 28 Other Deductions

Description

Amount

LABORATORY AND COLLECTION SERVICES

(1) NON-SALARY EXPENSES 780,746
(2) INDIRECT EXPENSES ALLOCATED FROM OTHER HOSPITAL DEPARTMENTS 470,769
Total 1,251,515

Total for Part Il, Line 28 1,251,515




Form 990T Part I, Line 31

Net Operating Loss Deduction Carryforward Schedule

Year Generated Amount Generated Amount\}Jsed in Prior Amount U\s(ed in Current Amount Remaining NOL Expires
ears ear
1999 21,897 21,897 0 2009
2000 73,066 21,595 51,471 2010
2003 107,459 107,459 2013
2004 220,100 220,100 2014
2005 477,688 477,688 2015
2007 21,410 21,410 2017
2010 73,576 73,576 2020
2012 191,695 191,695 2022
2014 158,020 158,020 2024
Totals|1,344,911 43,492 1,301,419




Form 990T Part lll, Line 38

Alternative Minimum Tax

Year Generated Amount Generated Amount Used in Prior Amount Used in Current Amount Remaining NOL Expires
Years Year
2012 191,695 38,243 153,452 2032
Totals|[191,695 38,243 153,452




TAX RETURN FILING INSTRUCTIONS
CONNECTICUT FORM CT-990T

FOR THE YEAR ENDING
SEPTEMBER 30, 2015

Prepared for

THE CHARLOTTE HUNGERFORD HOSPITAL
540 LITCHFIELD STREET P.O. BOX 988
TORRINGTON, CT 06790-0988

Prepared by

CROWE HORWATH LLP
175 POWDER FOREST DRIVE
SIMSBURY, CT 06089

Amount due NO PAYMENT REQUIRED
or refund

Make check NOT APPLICABLE
payable to

Mail tax return | DEPARTMENT OF REVENUE SERVICES
and check (if STATE OF CONNECTICUT

applicable) to PO BOX 5014

HARTFORD, CT 06102-5014

Return must be
mailed on
or before

AUGUST 15, 2016

Special THE RETURN SHOULD BE SIGNED AND DATED BY AN AUTHORIZED
Instructions INDIVIDUAIL.

300941
05-01-13



D f R Servi
State of Conmeatiout C e Form CT-990T 2014

P o O s 1095014 Connecticut Unrelated Business Income Tax Return
(Rev. 12/14) Complete this return in blue or black ink only.
Enter Income Year Beginning » 10/01 , 2014, and Ending » 09/30/2015
Organization name (please type or print) CT Tax Registration Number
Taxpayer | The Charlotte Hungerford Hospital > 66094080-000
Address Number and street PO Box DRS use only
(Please type | 540 LITCHFIELD STREET P.O. BOX 988 > - - 20
or print) City or town State ZIP code Federal Employer ID Number (FEIN)
TORRINGTON CT 06790-0988 > 06-0646678
Check and Complete All Applicable Boxes If the organization is annualizing its income check here » (]
Change of: (J Mailing address [J Closing month (Attach explanation.) Return status: (J Amended return (J Initial return (J Final return
If final return: (J Dissolved (J Withdrawn (] Merged/reorganized: Enter survivor's CT Tax Reg. Number. 66094080-000
Type of organization: »[7] Corporation B[] Domestic trust B[] Foreign trust B[] Other: Explain
1. Date unrelated trade or business began in Connecticut:
2. Nature of unrelated trade or business income activity: LABORATORY AND COLLECTION SERVICES
3. Corporation only: Enter state of incorporation: ___Connecticut Date of organization: 01/01/1917
Date qualified in Connecticut if not incorporated in Connecticut:
— Attach a Complete Copy of Form 990-T Including all Schedules as Filed With the Internal Revenue Service —
Computation of Income
1. Federal unrelated business taxable income from 2014 federal Form 990-T, Part Il, Line 34 .... 1 (158,020) | 00
2. Federal net operating loss deduction from 2014 federal Form 990-T, Part Il, Line 31 ......ccccovvriiieniiiininnens 2 0| 00
3. Federal deduction for Connecticut tax on unrelated business taxable iNCOME ...........cccccoveeiiieiiiiieiie e 3 0| 00
S Ko =Y Yo [o Y=Y T2 T o 1 JR TR »| 4 (158,020) | 00
5. Refund or credit for overpayment of Connecticut tax included in federal unrelated business taxable income p-| 5 00
6. Unrelated business taxable income: Subtract Line 5 from Line 4. ...........cccovviiiiiiiiiiiiicic > 6 (158,020) | 00
Computation of Tax
1. Unrelated business taxable income from Line 6 above. If 100% Connecticut, enter also on Line 3. ........ > 1 (158,020) | 00
2. Apportionment fraction from Schedule A, Line 5 on back page. Carry to six places. ........c.cccevveveenenns 2 0.000000
3. Connecticut unrelated business taxable income: Line 1 or Line 1 multiplied by Line 2. .......cccccevevevviveiiens > 3 o| 00
4. Operating loss carryover from Schedule B, Line 15 0n back page ........ccccvveveeiiiiiiie s »| 4 1,100,042 | 00
5. Income subject to tax: Subtract Ling 4 from LINE 3. ....ceciiiieiiecce s »| 5 (1,100,042) | 00
6. Tax: MUltiply LIN€ 5 DY 7.5%0 (L075). .eueeieeieiieiieetee st et eie s ste e rea s e teesta e e esaeaneeaneenseesnanseeneeaneenneenee »| 6 ol 00
Computation of Amount Payable
1. Tax: Include surtax if applicable. SEE INSIIUCHIONS. ......c.vvieiieeiiereee e ee e e e nes > 1 0| 00
2. RESEIVEM fOF TULUIE USE ....uietiiit ittt bbbttt ettt bbbt bbb > 2
3. Total Tax: Enter the amount from LiNe 1. ......ccceeveiiviviiiiceeeeee s > 3 o| 00
4. Tax credits from Form CT-1120K, Part Ill, Line 9. Do not exceed amount on Line 1. ......cccocouveevieiennnns > 4 00
5. Balance of tax payable: Subtract Line 4 from Line 3. If zero or less, enter “0.” ......cccocevieeieiieiiesieniceneeee »| 5 o| 00
6a. Paid with application for extension from FOrm CT-990T EXT .....cccovviriiiereeieniineniesieesissseessssssesese e » | 6a o| 00
6b. Paid with estimates from Forms CT-990T ESA, ESB, ESC, & ESD .....cocoiiiieeeeeeeeeeeeeeeeeeee v »| 6b ol 00
6C.  OVEIPAYMENE fTOM PrIOT YA ...o.ivuiiiiiiiseisciseiciscieei ettt > | 6C o| 00
6. Tax Payments: Enter the total of Lines 6@, 65, aNd BC. ..........cceeiririeieiiiiceiis e > 6 o| 00
7. Balance of tax due (overpaid): Subtract Line 6 from LiNE 5. ......ccceiveiiiiiieiiiiie e se e »| 7 0| 00
8. Add Penalty »(8a) 0.00 Interest »(8b) 0.00 CT-1120I Interest »(8c) .00 8 0| 00
9. Amount to be credited to 2015 estimated tax »(9a) 0.00 Refunded »(9b) 0.00 9 o| 00
For faster refund, use Direct Deposit by completing Lines 9c, 9d, and 9e. 9c. Checking » (J Savings » (]
9d. Routing number » 9e. Account number »
9f. Will this refund go to a bank account outside the U.S.? » [J Yes 9¢g. Bank name »
10. Balance due with this return: Add Line 7 and Line 8. »/10]0 [ 00
Visit the DRS website at Z=e~ | Mail to: Dept. of Revenue Services, State of Connecticut, | Make check payable to:
www.ct.gov/TSC to pay electronically. =, | PO Box 5014, Hartford CT 06102-5014 Commissioner of Revenue Services

Declaration: | declare under penalty of law that | have examined this return (including any accompanying schedules and statements) and, to the best of my knowledge and belief, itis
true, complete, and correct. | understand the penalty for willfully delivering a false return or document to the Department of Revenue Services (DRS) is a fine of not more than $5,000,
imprisonment for not more than five years, or both. The declaration of a paid preparer o her than the taxpayer is based on all information of which the preparer has any knowledge.

Name of officer or fiduciary (print) Signature of officer or fiduciary Date
Sign Here [SUSAN M. SCHAPP
Officer's email address (print) May DRS contact the preparer shown below
Keep a copy|_ | - . about this return?  See instructions.
Of thIS Title Telephone number
VP FINANCE/TREASURER (860) 496-6728 O Yes O No
return for . —— -
Pal parer’s signature Date Preparer’s SSN or PTIN
your 8/3/2016 P01231300
records.  [Firmy's name and address FEIN Telephone number
CROWE HORWATH LLP 175 Powder Forest Drive Simsbury, Connecticut 06089-7902 35-0921680 (860) 678-9200



cappiellocb
Anderson


Schedule A — Unrelated Business Income Apportionment: See instructions.

Complete this schedule if the taxpayer’s unrelated trade or business is conducted at a regular place of business outside Connecticut.

Column A Column B Column C
Factor Item Connecticut Everywhere Divide Column A by Column B.
Carry to six places
1. (a) Inventories o| 00 ol 00
(b) Tangible property o 00 ol 00
Property
(Average value) (c) Real property ol 00 ol 00
(d) Capitalized rent o| 00 ol 00
1. Total o| 00 o 00 0.000000
2. (a) Sales of tangibles o/ 00 ol 00
(b) Services ol 00 o/ 00
Receipts (c) Rentals o 00 o 00
(d) Other ol 00 o 00
2. Total o| 00 o| 00 0.000000
Wages, salaries,
and other
compensation | 3. Total 0| 00 0| 00 0.000000
4. Total: Add Lines 1, 2, and 3 in Column C. 0.000000
5. Apportionment fraction: Divide Line 4 by number of factors used. Enter here;
on Schedule C, Line 4; and also on front page, Computation of Tax, Line 2. ............... 0.000000
Schedule B — Connecticut Apportioned Operating Loss Carryover Applied to 2014
1. 2000 Connecticut net operating loss available for use in 2014 ..........cccocveeiveieeiesie s 1. 9,114 |00
2. 2001 Connecticut net operating loss available for use in 2014 ...........cccooevieiienieeie s 2. 00
3. 2002 Connecticut net operating loss available for use in 2014 ...........cccoveveiienenieie e 3. 00
4. 2003 Connecticut net operating loss available for use in 2014 .............ccccocvririincnnsnsiincsen, 4. 107,459 | 00
5. 2004 Connecticut net operating loss available for use in 2014 .............cccocvvieeiiniiciniisicci, 5. 220,100 |00
6. 2005 Connecticut net operating loss available for use in 2014 ............ccccocoiiiiiiiiiiiiicee 6. 477,688 |00
7. 2006 Connecticut net operating loss available for use in 2014 ...........cccoveviieiieneeie e 7. 00
8. 2007 Connecticut net operating loss available for use in 2014 ... 8. 21,410 |00
9. 2008 Connecticut net operating loss available for use in 2014 ...........cccooveieiienienieie e 9. 00
10. 2009 Connecticut net operating loss available for Use in 2014 ...........cccooveiieeeeneenneenens 10. 00
11. 2010 Connecticut net operating loss available for Use in 2014 ............ccccoviieecennenneenees 11. 73,576 |00
12. 2011 Connecticut net operating loss available for use in 2014 ...........cccoevveiieeivene e 12. 00
13. 2012 Connecticut net operating loss available for use in 2014 ...........ccccooevieiierieeie e 13 190,695 |00
14. 2013 Connecticut net operating loss available for use in 2014 ...........ccccooeieiieieeie i 14 00
15. Total: Add Lines 1 through 14. Enter here and on Computation of Tax, Line 4. ..........ccccccevvnne. 15. 1,100,042 |00
Schedule C — Computation of Net Operating Loss Carryforward
1. Enter amount from Computation of Income, Line 6, if less than zero. ...........ccccccoecviiiiiienen. 1. (158,020) 00
2. Add back specific deduction from 2014 federal Form 990-T, Part I, Line 33......ccccccoevvvivereernnne 2. o |00
3. Subtotal: Add Line 1 and LINE 2. ....c..cviiiriiiiiiiiiisieinieneie e 3. (158,020) | 00
4. Apportionment fraction from Schedule A, LINE 5......coiiiioiiieee e 4,
5. 2014 Connecticut net operating loss available for carryforward:
Line 3 or Line 3 multiplied DY LINE 4. ........ccoiiiiiiiiiiicieieeseeee et 5. (158,020) |00

Form CT-990T Back (Rev. 12/14)




PUBLIC DISCLOSURE COPY

Form 990

Department of the Treasury
Internal Revenue Service

Return of Organization Exempt From Income Tax

Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except private foundations)
» Do not enter social security numbers on this form as it may be made public.
» Information about Form 990 and its instructions is at www.irs.gov/form990.

OMB No. 1545-0047

2014

Open to Public
Inspection

A For the 2014 calendar year, or tax year beginning

10/01 . 2014, and ending

09/30

,20 15

Check if applicable:

C Name of organization THE CHARLOTTE HUNGERFORD HOSPITAL

Address change Doing business as

D Employer identification number

06-0646678

Number and street (or P.O. box if mail is not delivered to street address)
540 LITCHFIELD STREET P.O. BOX 988

Name change
Initial return

Room/suite

E Telephone number

(860) 496-6728

City or town, state or province, country, and ZIP or foreign postal code
TORRINGTON, CT 06790-0988

Final return/terminated
Amended return

G Gross receipts $

128,622,190

ooooode

F Name and address of principal officer: SUSAN M. SCHAPP

SAME AS C ABOVE

Application pending

501(c)(3) [1501(0) (

I Tax-exempt status:

) < (insert no.) [] 4947(a)(1) or

[Js07

H(a) Is this a group retum for subordinates? D Yes No

H(b) Are all subordinates included? D Yes D No
If “No,” attach a list. (see instructions)

J Website: » WWW.CHARLOTTEHUNGERFORD.ORG H(c) Group exemption number »
K Form of organization: Corporation [_] Trust [_] Association [_] Other » | L Year of formation: 1917 | M State of legal domicile: CT
Summary
1 Briefly describe the organization’s mission or most significant activities: TO PROVIDE QUALITY, COMPASSIONATE AND
3 COST EFFECTIVE HEALTHCARE TO THE COMMUNITY OF NORTHWESTERN CONNECTICUT.
c
©
g 2  Check this box » []if the organization discontinued its operations or disposed of more than 25% of its net assets.
& | 8 Number of voting members of the governing body (Part VI, line 1a) . . 3 16
ﬁ 4  Number of independent voting members of the governing body (Part VI, line 1b) 4 14
2| 5 Total number of individuals employed in calendar year 2014 (Part V, line 2a) 5 1,254
Ié 6  Total number of volunteers (estimate if necessary) o 6 159
< | 7a Total unrelated business revenue from Part VIll, column (C), line 12 7a 1,130,944
b Net unrelated business taxable income from Form 990-T, line 34 Lo 7b (158,020)
Prior Year Current Year
o | 8 Contributions and grants (Part VIII, line 1h) . 3,170,907 3,042,196
g 9 Program service revenue (Part VI, line 2g) . 118,627,892 117,560,638
2 | 10 Investment income (Part VIlI, column (A), lines 3, 4, and 7d) 3,182,192 3,147,645
111 Other revenue (Part VIII, column (A), lines 5, 6d, 8c, 9c, 10c, and 11e) . 479,250 457,183
12  Total revenue—add lines 8 through 11 (must equal Part VI, column (A), line 12) 125,460,241 124,207,662
13  Grants and similar amounts paid (Part IX, column (A), lines 1-3) . 12,000 12,000
14  Benefits paid to or for members (Part IX, column (A), line 4) .o 0
@ 15  Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10) 73,040,987 71,960,031
2 | 16a Professional fundraising fees (Part IX, column (A), line 11e) A 0
§ b Total fundraising expenses (Part IX, column (D), line 25) » 386,360
W 147  Other expenses (Part IX, column (A), lines 11a-11d, 11{-24e) . 49,026,972 50,378,090
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line 25) 122,079,959 122,350,121
19 Revenue less expenses. Subtract line 18 from line 12 3,380,282 1,857,541
5 § Beginning of Current Year End of Year
85120 Total assets (Part X, line 16) 137,043,425 133,432,509
%g 21 Total liabilities (Part X, line 26) . .o 52,361,370 62,057,302
HE Net assets or fund balances. Subtract line 21 from I|ne 20 84,682,055 71,375,207

Signature Block

Under penalties of perjury, | declare that | have examined this return, including accompanying schedules and statements, and to the best of my knowledge and belief, it is
true, correct, and complete. Declaration of preparer (other than officer) is based on all information of which preparer has any knowledge.

Sign } Signature of officer Date
Here SUSAN M. SCHAPP, VP FINANCE/TREASURER
Type or print name and title
Paid Print/Type preparer’s name Preparer's signature Date Check I:’ it PTIN
Preparer KRISTIN ANDERSON %. W 8/3/2016 | self-employed P01231300
Use Only Firm's name » CROWE HORWATH LLP Firm's EIN > 35.0921680
Firm's address » 175 POWDER FOREST DRIVE, SIMSBURY, CT 06089-7902 Phone no. (860) 678-9200

May the IRS discuss this return with the preparer shown above? (see instructions)

Yes [ ] No

For Paperwork Reduction Act Notice, see the separate instructions.

Cat. No. 11282Y

Form 990 (2014)
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Form 990 (2014) Page 2
m]] Statement of Program Service Accomplishments

Check if Schedule O contains a response or note to any line in this Partitt . . . . . . . . . . . . .

Briefly describe the organization’s mission:

THE CHARLOTTE HUNGERFORD HOSPITAL PROVIDES QUALITY MEDICAL HEALTHCARE REGARDLESS OF RACE, CREED,
SEX, NATIONAL ORIGIN, HANDICAP, AGE, OR ABILITY TO PAY. OUR MISSION IS TO SERVE THE COMMUNITY WITH
RESPECT TO WITH THE HOSPITAL'S COMMITMENT TO SERVE ALL MEMBERS OF THE COMMUNITY, FREE CARE AND/OR
(CONTINUED ON SCHEDULE O)

2 Did the organization undertake any significant program services during the year which were not listed on the
prior Form 990 or 990-EZ? e [1Yes No
If “Yes,” describe these new services on Schedule O.

3 Did the organization cease conducting, or make significant changes in how it conducts, any program
services? . . . . . . . . . . . . . . . . . . . . . . . . .. . ... ... [1Yes [“INo
If “Yes,” describe these changes on Schedule O.

4  Describe the organization's program service accomplishments for each of its three largest program services, as measured by
expenses. Section 501(c)(3) and 501(c)(4) organizations are required to report the amount of grants and allocations to others,
the total expenses, and revenue, if any, for each program service reported.

4a (Code: ) (Expenses $ 107,785,563 including grants of $ 12,000 ) (Revenue $ 116,691,901 )
DURING FY 2015 THE HOSPITAL CONTRIBUTED OVER 14,000 HOURS TOWARD THE COMMON PURPOSE OF SERVICING THE
HEALTHCARE NEEDS OF THE COMMUNITY. THE VALUE OF THIS CONTRIBUTION IS APPROXIMATELY $115,000, WHICH
IS GIVEN BACK TO THE COMMUNITY THROUGH LOWER COSTS IN BOTH PATIENT SERVICES AND OTHER "WELLNESS"
PROGRAMS. IN ADDITION THE HOSPITAL GRANTED CHARITY CARE IN THE AMOUNT OF $695,328 DURING FISCAL YEAR
2015.

THE CHARLOTTE HUNGERFORD HOSPITAL RENDERED THE FOLLOWING SERVICES
DURING FY 2015:

INPATIENT SERVICES:

DISCHARGES 6,030

PATIENT DAYS 26,064

SPECIAL SERVICES:

(CONTINUED ON SCHEDULE 0)

4b (Code: ) Expenses$ including grants of $ ) (Revenue $ )

4c (Code: ) Expenses$ including grants of $ ) (Revenue $ )

4d Other program services (Describe in Schedule O.)

(Expenses $ including grants of $ ) (Revenue $ )

4e  Total program service expenses b 107,785,563

Form 990 (2014)



Form 990 (2014)
gl Checklist of Required Schedules

1

10

11

12a

13
14a

15

16

17

18

19

20 g
b

Page 3

Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If “Yes,”
complete Schedule A .

Is the organization required to complete Schedule B, Schedule of Contributors (see mstructlons)

Did the organization engage in direct or indirect political campaign activities on behalf of or in opposmon to
candidates for public office? If “Yes,” complete Schedule C, Part | . .

Section 501(c)(3) organizations. Did the organization engage in lobbying activities, or have a section 501( )
election in effect during the tax year? If “Yes,” complete Schedule C, Part Il . Lo
Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-19? If “Yes,” complete Schedule C,
Part Ill .
Did the organization maintain any donor advised funds or any similar funds or accounts for which donors
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? If
“Yes,” complete Schedule D, Part | .. e
Did the organization receive or hold a conservation easement, |nclud|ng easements to preserve open space,
the environment, historic land areas, or historic structures? If “Yes,” complete Schedule D, Part Il

Did the organization maintain collections of works of art, historical treasures, or other similar assets? If “Yes,”
complete Schedule D, Part Il . . .

Did the organization report an amount in Part X, line 21, for escrow or custodial account Ilablllty, serve as a
custodian for amounts not listed in Part X; or provide credit counseling, debt management, credit repair, or
debt negotiation services? If “Yes,” complete Schedule D, Part IV . .o e
Did the organization, directly or through a related organization, hold assets in temporarily restricted
endowments, permanent endowments, or quasi-endowments? If “Yes,” complete Schedule D, Part V

If the organization’s answer to any of the following questions is “Yes,” then complete Schedule D, Parts VI,
VII, VIII, IX, or X as applicable.

Did the organization report an amount for land, buildings, and equipment in Part X, line 10? If “Yes,”
complete Schedule D, Part VI . . .

Did the organization report an amount for investments— other securities in Part X, I|ne 12 that is 5% or more
of its total assets reported in Part X, line 16? If “Yes,” complete Schedule D, Part VIl .

Did the organization report an amount for investments—program related in Part X, line 13 that is 5% or more
of its total assets reported in Part X, line 167? If “Yes,” complete Schedule D, Part VIII . P
Did the organization report an amount for other assets in Part X, line 15 that is 5% or more of its total assets
reported in Part X, line 16? If “Yes,” complete Schedule D, Part IX

Did the organization report an amount for other liabilities in Part X, line 25? If “Yes,” complete Schedule D, Part X
Did the organization’s separate or consolidated financial statements for the tax year include a footnote that addresses
the organization’s liability for uncertain tax positions under FIN 48 (ASC 740)? If “Yes,” complete Schedule D, Part X

Did the organization obtain separate, independent audited financial statements for the tax year? If “Yes,” complete
Schedule D, Parts XI and Xl

Was the organization included in consolldated mdependent audlted flnanC|aI statements for the tax year” If “Yes ” and if
the organization answered "No" to line 12a, then completing Schedule D, Parts XI and XIl is optional .

Is the organization a school described in section 170(b)(1)(A)(ii)? If “Yes,” complete Schedule E

Did the organization maintain an office, employees, or agents outside of the United States?

Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaklng,
fundraising, business, investment, and program service activities outside the United States, or aggregate
foreign investments valued at $100,000 or more? If “Yes,” complete Schedule F, Parts | and IV.

Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or other assistance to or
for any foreign organization? If “Yes,” complete Schedule F, Parts Il and IV

Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or other
assistance to or for foreign individuals? If “Yes,” complete Schedule F, Parts Il and IV.

Did the organization report a total of more than $15,000 of expenses for professional fundraising services on
Part IX, column (A), lines 6 and 11e? If “Yes,” complete Schedule G, Part | (see instructions)

Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIII, lines 1c and 8a? If “Yes,” complete Schedule G, Part Il .

Did the organization report more than $15,000 of gross income from gaming activities on Part VIII I|ne 9a’?
If “Yes,” complete Schedule G, Part Ill

Did the organization operate one or more hospital faC|I|t|es’7 If “Yes complete Schedule H .
If “Yes” to line 20a, did the organization attach a copy of its audited financial statements to this return?

Yes | No
1|V

v
3 v
4 |V
5 v
6 v
7 v
8 v
9 v
10 |V
11a| v
11b v
11c v
11d v
11e| v
11f | vV
12a] ¥
12b Y
13 v
14a v
14b v
15 v
16 v
17 v
18 | vV
19 v
20a| v
20b| v

Form 990 (2014)



Form 990 (2014) Page 4
gl Checklist of Required Schedules (continued)

Yes | No
21 Did the organization report more than $5,000 of grants or other assistance to any domestic organization or
domestic government on Part IX, column (A), line 1? If “Yes,” complete Schedule I, Parts land Il . . . . 21 v
22  Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on
Part IX, column (A), line 2? If “Yes,” complete Schedule I, Parts land lll . . . . . . . . . . . . 22 |/
23 Did the organization answer “Yes” to Part VI, Section A, line 3, 4, or 5 about compensation of the
organization’s current and former officers, directors, trustees, key employees, and highest compensated
employees? If “Yes,” complete Schedule J . . . . . . . . . . . . . . . . . . . . .. 23 | vV
24a Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than
$100,000 as of the last day of the year, that was issued after December 31, 2002? If “Yes,” answer lines 24b
through 24d and complete Schedule K. If “No,” go to line25a . . . . . . . . . . . . . . . 24a v
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? . . 24b
¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt bonds? . . . . . . e e e e 24¢
d Did the organization act as an “on behalf of” issuer for bonds outstanding at any time during the year? . . 24d
25a Section 501(c)(3), 501(c)(4), and 501(c)(29) organizations. Did the organization engage in an excess benefit
transaction with a disqualified person during the year? If “Yes,” complete Schedule L, Part!| . . . . . 253 v

b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior
year, and that the transaction has not been reported on any of the organization’s prior Forms 990 or 990-EZ?

If “Yes,” complete Schedule L, Part! . . . . . . . . . . . . . . . . . . . . . . .. 25b v

26 Did the organization report any amount on Part X, line 5, 6, or 22 for receivables from or payables to any
current or former officers, directors, trustees, key employees, highest compensated employees, or
disqualified persons? If "Yes," complete Schedule L, Part!l . . . . . . . . . . . . . . . . 26 v

27 Did the organization provide a grant or other assistance to an officer, director, trustee, key employee,
substantial contributor or employee thereof, a grant selection committee member, or to a 35% controlled
entity or family member of any of these persons? If “Yes,” complete Schedule L, Partlll . . . . 27 v

28 Was the organization a party to a business transaction with one of the following parties (see Schedule L,
Part IV instructions for applicable filing thresholds, conditions, and exceptions):

a A current or former officer, director, trustee, or key employee? If “Yes,” complete Schedule L, Part IV . . 28a
b A family member of a current or former officer, director, trustee, or key employee? If “Yes,” complete
Scheadule L, PartlV . . . . . . . .o e . 28b
¢ An entity of which a current or former offlcer dlrector trustee, or key employee (or a family member thereof)
was an officer, director, trustee, or direct or indirect owner? If “Yes,” complete Schedule L, PartlV . . . 28¢c| v
29 Did the organization receive more than $25,000 in non-cash contributions? If “Yes,” complete Schedule M 29 v
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? If “Yes,” complete Schedule M . . . . 30 v
31 Did the organization liquidate, terminate, or dissolve and cease operatlons? If “Yes complete Schedule N,
Part! . . . . . . 31 v
32 Did the organlzatlon seII exchange dlspose of or transfer more than 25% of its net assets’? If “Yes 7
complete Schedule N, Part!l . . . . . . . e e e, o 32 v
33 Did the organization own 100% of an entity dlsregarded as separate from the organization under Regulatlons
sections 301.7701-2 and 301.7701-3? If “Yes,” complete Schedule R, Part| . . . . 33 v
34 Was the organization related to any tax-exempt or taxable entity? If “Yes,” complete Schedule R Part 1, III
orlV,and Part V, line1 . . . . . . . . . . . . . . . . . 34 | v
35a Did the organization have a controlled entity within the meaning of section 512(b)(1 3) L. 35a v
b If "Yes" to line 35a, did the organization receive any payment from or engage in any transactlon W|th a
controlled entity within the meaning of section 512(b)(13)? If “Yes,” complete Schedule R, Part V, line 2 . . 35b
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable
related organization? If “Yes,” complete Schedule R, Part V, line2 . . . . . . . . . . . . . . 36 v
37 Did the organization conduct more than 5% of its activities through an entity that is not a related organization
and that is treated as a partnership for federal income tax purposes? If “Yes,” complete Schedule R,
PartVI . . . . . . . P Y ¢ v
38 Did the organization complete Schedule (@) and provide explanations in Schedule O for Part VI, lines 11b and
19?7 Note. All Form 990 filers are required to complete Schedule O . . . . . . . . . . . . . . 38 | vV

Form 990 (2014)



Form 990 (2014) Page 5
Statements Regarding Other IRS Filings and Tax Compliance

Check if Schedule O contains a response or note to any line inthisPartVv. . . . . . . . . . . . . . []
Yes | No
1a Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable . . . . 1a 216
b Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable . . . . 1b 0
c¢ Did the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming (gambling) winnings to prize winners? . . . e e 1c | v
2a Enter the number of employees reported on Form W-3, Transmlttal of Wage and Tax
Statements, filed for the calendar year ending with or within the year covered by this return | 2a 1,254
b If at least one is reported on line 2a, did the organization file all required federal employment tax returns? . 2b |V
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-file (see instructions)
3a Did the organization have unrelated business gross income of $1,000 or more during the year? . . . . 3a |V
b If “Yes,” has it filed a Form 990-T for this year? If “No” to line 3b, provide an explanation in Schedule O . . 3b |V

4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority
over, a financial account in a foreign country (such as a bank account, securities account, or other financial
account)? . . . L L L L s 4a v

b If “Yes,” enter the name of the foreign country: »
See instructions for filing requirements for FINCEN Form 114, Report of Foreign Bank and Financial Accounts

(FBAR).
5a Was the organization a party to a prohibited tax shelter transaction at any time during the tax year? . . . 5a v
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? 5b v
c If “Yes” to line 5a or 5b, did the organization file Form 8886-T? . . . 5¢c
6a Does the organization have annual gross receipts that are normally greater than $1 OO OOO and d|d the
organization solicit any contributions that were not tax deductible as charitable contributions? . . . . 6a v
b If “Yes,” did the organization include with every solicitation an express statement that such contrlbutlons or
gifts were not tax deductible? . . . e 6b

7 Organizations that may receive deductlble contrlbutlons under sectlon 170(c)
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods

and services provided to the payor? . . . . . . . . . . . . . . L L Lo 7a v
b If “Yes,” did the organization notify the donor of the value of the goods or services provided? . . . . 7b
¢ Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was

required to file Form 82827 . . . . . . . . . . . . L .o oo 7c v
d If “Yes,” indicate the number of Forms 8282 filed during theyear . . . . . . . . | 7d |
€ Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? | 7e 4
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? . 7f 4
g [f the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required? | 7g
h  If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C? 7h

8 Sponsoring organizations maintaining donor advised funds. Did a donor advised fund maintained by the

sponsoring organization have excess business holdings at any time during theyear? . . . . . . . . 8
9 Sponsoring organizations maintaining donor advised funds.
a Did the sponsoring organization make any taxable distributions under section 49667 . . . . . . . . 9a
b Did the sponsoring organization make a distribution to a donor, donor advisor, or related person? . . . 9b
10  Section 501(c)(7) organizations. Enter:
a |Initiation fees and capital contributions included on Part VIII, line 12 . . . . 10a
b Gross receipts, included on Form 990, Part VI, line 12, for public use of club faC|I|t|es . 10b
11 Section 501(c)(12) organizations. Enter:
a Gross income from members or shareholders . . . 11a
b Gross income from other sources (Do not net amounts due or pald to other sources
against amounts due or received from them.) . . . . . .o . 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the orgamzatnon f|||ng Form 990 in lieu of Form 104172 12a
b If “Yes,” enter the amount of tax-exempt interest received or accrued during the year . . | 12b |
13  Section 501(c)(29) qualified nonprofit health insurance issuers.
a Is the organization licensed to issue qualified health plans in more than one state? . . . o 13a

Note. See the instructions for additional information the organization must report on Schedule O
b Enter the amount of reserves the organization is required to maintain by the states in which

the organization is licensed to issue qualified health plans . . . . . . . . . . 13b
¢ Enter the amount of reservesonhand . . . . . . 13¢c
14a Did the organization receive any payments for indoor tannlng services durlng the tax year’7 o . 14a v
b If "Yes," has it filed a Form 720 to report these payments? If "No," provide an explanation in Schedule O . 14b

Form 990 (2014)



Form 990 (2014) Page 6
"l Governance, Management, and Disclosure For each “Yes” response to lines 2 through 7b below, and for a “No”

response to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes in Schedule O. See instructions.

1a

NOoO oA

a

a
b
9

10a
b

11a

12a

13
14
15

Check if Schedule O contains a response or note to any line in thisPartVl . . . . . . . . . . . . .
Section A. Governing Body and Management
Yes | No
Enter the number of voting members of the governing body at the end of the tax year. . 1a 16
If there are material differences in voting rights among members of the governing body, or
if the governing body delegated broad authority to an executive committee or similar
committee, explain in Schedule O.
Enter the number of voting members included in line 1a, above, who are independent . 1b 14
Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, or key employee? 2 v
Did the organization delegate control over management duties customarlly performed by or under the d|reot
supervision of officers, directors, or trustees, or key employees to a management company or other person? 3 v
Did the organization make any significant changes to its governing documents since the prior Form 990 was filed? 4 v
Did the organization become aware during the year of a significant diversion of the organization’s assets? . 5 v
Did the organization have members or stockholders? . 6 v
Did the organization have members, stockholders, or other persons who had the power to elect or appomt
one or more members of the governing body? . . . . . . C e 7a v
Are any governance decisions of the organization reserved to (or subject to approval by) members,
stockholders, or persons other than the governing body? . . . . 7b v
Did the organization contemporaneously document the meetings held or written actions undertaken durlng
the year by the following:
The governing body? . . . . C e e 8a | v
Each committee with authority to act on behalf of the governing body’7 o 8b | vV
Is there any officer, director, trustee, or key employee listed in Part VI, Section A, who cannot be reached at
the organization’s mailing address? If “Yes,” provide the names and addresses in Schedule O . . . . . 9 v
Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code.)
Yes | No
Did the organization have local chapters, branches, or affiliates? . . . 10a v
If “Yes,” did the organization have written policies and procedures governlng the actlvmes of such chapters
affiliates, and branches to ensure their operations are consistent with the organization's exempt purposes? 10b
Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the form?  |11a| v/
Describe in Schedule O the process, if any, used by the organization to review this Form 990.
Did the organization have a written conflict of interest policy? If “No,” go to line 13 . . . 12a| v
Were officers, directors, or trustees, and key employees required to disclose annually interests that could g|ve rise to confllcts7 12b| v
Did the organization regularly and consistently monitor and enforce compliance with the policy? If “Yes,”
describe in Schedule O how this was done . . . e e 12¢| v
Did the organization have a written whistleblower pollcy’7 e e e e e 13 |V
Did the organization have a written document retention and destructlon pollcy? o 14 | v/
Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
The organization’s CEO, Executive Director, or top management official . . . . . . . . . . . . 15a | v
Other officers or key employees of the organization . . . e e e 15b| v

16a

If “Yes” to line 15a or 15b, describe the process in Schedule O (see |nstruct|ons)

Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement
with a taxable entity duringtheyear? . . . . . . . . . . . . . . . . o L. 16a| v
If “Yes,” did the organization follow a written policy or procedure requiring the organization to evaluate its
participation in joint venture arrangements under applicable federal tax law, and take steps to safeguard the
organization’s exempt status with respect to such arrangements? . . . . . . . . . . . . . . 16b | v

Section C. Disclosure

17
18

19

20

List the states with which a copy of this Form 990 is required to be filed »  CT

Section 6104 requires an organization to make its Forms 1023 (or 1024 if applicable), 990, and 990-T (Section 501(c)(3)s only)
available for public inspection. Indicate how you made these available. Check all that apply.

[] Own website [] Another’s website Upon request  [] Other (explain in Schedule O)

Describe in Schedule O whether (and if so, how) the organization made its governing documents, conflict of interest policy, and
financial statements available to the public during the tax year.

State the name, address, and telephone number of the person who possesses the organization's books and records: »>
SUSAN M. SCHAPP, 540 LITCHFIELD STREET, TORRINGTON, CT 06790, (860)496-6728

Form 990 (2014)



Form 990 (2014) Page 7
Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors
Check if Schedule O contains a response or note to any line inthisPartvit . . . . . . . . . . . . . []
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
1a Complete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the
organization’s tax year.

e List all of the organization’s current officers, directors, trustees (whether individuals or organizations), regardless of amount of
compensation. Enter -0- in columns (D), (E), and (F) if no compensation was paid.

e List all of the organization’s current key employees, if any. See instructions for definition of “key employee.”

e | ist the organization’s five current highest compensated employees (other than an officer, director, trustee, or key employee)
who received reportable compensation (Box 5 of Form W-2 and/or Box 7 of Form 1099-MISC) of more than $100,000 from the
organization and any related organizations.

e List all of the organization’s former officers, key employees, and highest compensated employees who received more than
$100,000 of reportable compensation from the organization and any related organizations.

e |ist all of the organization’s former directors or trustees that received, in the capacity as a former director or trustee of the
organization, more than $10,000 of reportable compensation from the organization and any related organizations.

List persons in the following order: individual trustees or directors; institutional trustees; officers; key employees; highest
compensated employees; and former such persons.

[] Check this box if neither the organization nor any related organization compensated any current officer, director, or trustee.

©)
A ®) (do not ch:(?ksxzr:e than one © ) ®
Name and Title Average box, unless person is both an Reportable Reportable Estimated
hours per | officer and a director/trustee) | Compensation (compensation from amount of
week (list any os | slol = —— from reIgtet_j other _
hours for ;9__ 2| 2|2 _g(g o] tr_1e . organizations compensation
related 3 g_- z (_‘E 2|58 (31) organization (W-2/1099-MISC) from the
organizations % 5 §' .a ?B o | 7 |(W-2/1099-MISC) organization
below dotted| = = | ® ) g and related
line) i E 2 S organizations
[0] (7] =}
0] g %
(1) DAVID J. FRAUENHOFER 8.0
SECRETARY v v 0 0 0
(2) JOHN JANCO 8.0
CHAIRMAN v v 0 0 0
(3) EDWARD ARUM 8.0
GOVERNOR v 0 0 0
(4) RICHARD DUTTON MD 8.0
GOVERNOR v 0 0 0
(5) GLADYS CERRUTO 8.0
GOVERNOR v 0 0 0
(6) JAMIE GREG 8.0
GOVERNOR v 0 0 0
(7) KENDRICK HOM MD 40.0
GOVERNOR v 290,110 0 36,960
(8) JOHN LAVIERI 8.0
GOVERNOR v 0 0 0
(9) DIANE LIBBY CPA 8.0
VICE CHAIRMAN v 0 0 0
(10) JAMES O' LEARY 8.0
GOVERNOR v 0 0 0
(11) EDWIN G. BOOTH, JR. 8.0
GOVERNOR v 0 0 0
(12) FRANK BUONOCORE, JR. 8.0
GOVERNOR v 0 0 0
(13) STEPHANIE FOWLER MD 8.0
GOVERNOR v 0 0 0
(14) MICHAEL PATTERSON 8.0
GOVERNOR v 0 0 0

Form 990 (2014)



Form 990 (2014)

Page 8

2T A"/ |W Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)

©)
A ®) (do not ch:(?Iflr:Ig:e than one © ) ®
Name and title Average box, unless person is both an Reportable Reportable Estimated
hours per | officer and a director/trustee) | compensation | compensation from amount of
week (list any cslslol=lez] = from relgteq other )
hours for ;9‘ 2= ) %cg <! tr.le ) organizations compensation
related 3 é F1 8] 32 CBD organization (W-2/1099-MISC) from the
organizations % 5 §' - -g ?B o | 7 |(W-2/1099-MISC) organization
below dotted| = & | ® ) g and related
line) i = 2 K] organizations
[0] (7] >
) c—(g- %
(15) CHARLES W. RORABACK 8.0
GOVERNOR v 0 0 0
(16) ANDREW SZCZEPENSKI MD 8.0
GOVERNOR v 3,591 0 363
(17) DANIEL J. MCINTYRE 60.0
CEO/PRESIDENT v 491,615 0 92,994
(18) SUSAN M. SCHAPP 60.0
VP FINANCE/ TREASURER v 311,491 0 56,463
(19) JOHN J. CAPOBIANCO 60.0
VP OPERATIONS v 273,477 0 50,725
(20) MARK PRETE MD 60.0
VP MEDICAL AFFAIRS v 324,503 0 63,352
(21) BRIAN MATTIELLO 60.0
VP ORGANIZATIONAL DEVELOPMENT / HR v 216,450 0 29,120
(22) MUSTAFA UGURLU 60.0
PHYSICIAN v 500,389 0 59,272
(23) TIMOTHY GOSTKOWSKI MD 60.0
PHYSICIAN v 576,785 0 68,107
(24) WILLIAM MCGEEHIN MD 60.0
PHYSICIAN v 556,387 0 66,483
(25) (SEE STATEMENT)
1b Sub-total . .o | 2 3,544,798 0 523,839
c Total from contlnuatlon sheets to Part VII Sectlon A A 945,136 0 106,901
d Total (add lines 1b and 1c) . . . > 4,489,934 0 630,740
2  Total number of individuals (including but not limited to those listed above) who received more than $100,000 of
reportable compensation from the organization » 86
Yes| No
3 Did the organization list any former officer, director, or trustee, key employee, or highest compensated
employee on line 1a? If “Yes,” complete Schedule J for such individual 3 v
4  For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000? If “Yes,” complete Schedule J for such
individual . 4 | v
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule J for such person 5 v
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A (B) (©)
Name and business address Description of services Compensation
QUEST DIAGNOSTICS INC., 12436 COLLECTIONS CENTER DRIVE, CHICAGO, IL 60693 |[LABORATORY SERVICES / TESTS 3,830,198
MORRISON HEALTH CARE INC., PO BOX 102289, ATLANTA, GA 30368 FOOD SERVICES 2,042,897
ADULT & PEDIATRIC UROLOGY OF NW CONNECTICUT, 538 LITCHFIELD STREET, TORRINGTON, CT 06790 | UROLOGY SERVICES 1,624,749
BUILDING ONE FACILITY SERVICES, 57 OZICK DRIVE SUITE A, DURHAM, CT 06422 | CLEANING SERVICES 1,293,292
NWCT EMERGENCY SERVICES, 80 SOUTH MAIN STREET, WEST HARTFORD, CT 06107 | MEDICAL 642,837

2 Total number of independent contractors (including but not limited to those listed above) who

received more than $100,000 of compensation from the organization »

29

Form 990 (2014)
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Page 9

Check if Schedule O contains a response or note to any line in this Part VIII . . ]
(A) (B) (@] (D)

Total revenue Related or Unrelated Revenue
exempt business excluded from tax
function revenue under sections
revenue 512-514

22 1a Federated campaigns . . . | 1a
(‘53 3| b Membershipdues . . . . |1b 2,410
‘,,-5 ¢ Fundraisingevents . . . . | 1c
% § d Related organizations . . . | 1d
) £ e Government grants (contributions) | 1e 1,861,466
2 g f Al other contributions, gifts, grants,
3s and similar amounts not included above | 1f 1,178,320
= g g Noncash contributions included in lines 1a-1:$ |
8 &| h Total Add lines 1a-1f . > 3,042,196
2 Business Code
§ 2a NET PATIENT REVENUE 900099 104,548,663 104,548,663
&’ b LABORATORY SERVICES 621500 9,187,067 8,036,840 1,150,227
.g ¢ OTHER HOSPITAL SERVICES 900099 3,824,908 3,824,908
2 d
£ e
‘g> f All other program service revenue . 0 0 0 0
a g Total. Add lines 2a-2f . ... 117,560,638
3 Investment income (including dividends, interest,
and other similar amounts) | 2 1,683,390 1,683,390
4 Income from investment of tax-exempt bond proceeds >
5 Royalties . N
(i) Real (ii) Personal
6a Gross rents 612,356
b Less: rental expenses 330,866
¢ Rental income or (loss) 281,490 0
d Net rental income or (loss) ... 281,490 281,490
7a  Gross amount from sales of (i) Securities (ii) Other
assets other than inventory 5,347,812 42,298
b Less: cost or other basis
and sales expenses . 3,887,757 38,098
¢ Gain or (loss) . 1,460,055 4,200
d Net gain or (loss) > 1,464,255 1,464,255
§ 8a Gross income from fundraising
0 events (not including $
o of contributions reported on line 1c).
S SeePartlV,line18 . . . . . 2 125,805
g b Less:directexpenses . . . . b 47,625
¢ Netincome or (loss) from fundraising events . » 78,180 78,180
9a Gross income from gaming activities.
SeePartIV,line19 . . . . . 2
b Less:directexpenses . . . . b
¢ Netincome or (loss) from gaming activities . . »
10a Gross sales of inventory, less
returns and allowances . . . g 195,865
b Less:costofgoodssold . . . b 110,182
¢ Netincome or (loss) from sales of inventory . . » 85,683 85,683
Miscellaneous Revenue Business Code
11a INCOME FROM JOINT VENTURES 900001 31,113 31,113
b MEDCONN 561499 (19,283) (19,283)
c
d All other revenue . 0 0 0 0
e Total. Add lines 11a-11d . > 11,830
12  Total revenue. See instructions. > 124,207,662 116,691,901 1,130,944 3,342,621

Form 990 (2014)
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Page 10

Section 501(c)(3) and 501(c)(4) organizations must complete all columns. All other organizations must complete column (A).

Check if Schedule O contains a response or note to any line in this Part IX . .o ]
Do not include amounts reported on lines 6b, 7b, (A) B) (C) (D)
8b, 9b, and 10b of Part VIl. fotal expenses T Gpanses | gonera: oxpbnaes expenses.
1  Grants and other assistance to domestic organizations
and domestic governments. See Part IV, line 21
2 Grants and other assistance to domestic
individuals. See Part IV, line 22 12,000 12,000
3 Grants and other assistance to foreign
organizations, foreign governments, and foreign
individuals. See Part IV, lines 15 and 16 .
4  Benefits paid to or for members
5 Compensation of current officers, d|rectors
trustees, and key employees . 2,203,345 1,652,509 550,836
6  Compensation not included above, to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(c)(3)(B)
7  Other salaries and wages . 55,752,044 49,710,128 5,850,409 191,507
8 Pension plan accruals and contributions (mclude
section 401(k) and 403(b) employer contributions) 3,316,027 2,938,811 366,259 10,957
9  Other employee benefits . 6,898,071 6,113,377 761,900 22,794
10  Payroll taxes . . 3,790,544 3,359,349 418,670 12,525
11 Fees for services (non- employees)
a Management 9,056,832 8,026,567 1,000,338 29,927
b Legal 238,878 211,705 26,384 789
¢ Accounting 122,246 108,340 13,502 404
d Lobbying . .
e Professional fundraising services. See Part IV Ime 17
f Investment management fees
g Other. (If line 11g amount exceeds 10% of line 25, column
(A) amount, list line 11g expenses on Schedule O.) 5,972,213 5,292,841 659,638 19,734
12  Advertising and promotion 417,593 370,089 46,124 1,380
13  Office expenses 353,218 313,038 39,013 1,167
14  Information technology 1,642,115 1,455,315 181,374 5,426
15 Royalties .
16  Occupancy 3,466,839 3,072,466 382,917 11,456
17  Travel . 29,281 25,950 3,234 97
18  Payments of travel or entertalnment expenses
for any federal, state, or local public officials
19  Conferences, conventions, and meetings
20 Interest . .
21  Payments to afflllates .
22  Depreciation, depletion, and amortlzat|on 5,917,387 5,244,251 653,583 19,553
23 Insurance . e e e 2,407,852 2,133,946 265,950 7,956
24  Other expenses. ltemize expenses not covered
above (List miscellaneous expenses in line 24e. If
line 24e amount exceeds 10% of line 25, column
(A) amount, list line 24e expenses on Schedule O.)
a SUPPLIES 15,339,604 13,594,638 1,694,278 50,688
b PHYSICIAN FEES 5,055,157 3,791,368 1,263,789
¢ HOSPITAL AUXILIARY EXPENSE 69,005 69,005
d
e All other expenses 289,870 289,870 0 0
25  Total functional expenses. Add lines 1 through 24e 122,350,121 107,785,563 14,178,198 386,360
26 Joint costs. Complete this line only if the

organization reported in column (B) joint costs
from a combined educational campaign and
fundraising solicitation. Check here » [] if
following SOP 98-2 (ASC 958-720) .o

Form 990 (2014)



Form 990 (2014)

Balance Sheet

Page 11

Check if Schedule O contains a response or note to any line in this Part X .o ]
(A) (8)
Beginning of year End of year
1  Cash—non-interest-bearing o 110,649| 1 124,676
2  Savings and temporary cash investments . 7,236,836| 2 5,611,256
3 Pledges and grants receivable, net 14,891 3 0
4  Accounts receivable, net . 13,152,579| 4 13,732,468
5 Loans and other receivables from current and former offrcers drrectors
trustees, key employees, and highest compensated employees.
Complete Part Il of Schedule L ol 5 0
6 Loans and other receivables from other disqualified persons (as defined under section
4958(f)(1)), persons described in section 4958(c)(3)(B), and contributing employers and
sponsoring organizations of section 501(c)(9) voluntary employees' beneficiary
o organizations (see instructions). Complete Part Il of Schedule L . ol 6 0
% 7 Notes and loans receivable, net 7
< | 8 Inventories for sale or use . 1,999,800 8 2,017,265
9 Prepaid expenses and deferred charges 1,264,076 9 1,057,686
10a Land, buildings, and equipment: cost or
other basis. Complete Part VI of Schedule D 10a 160,783,226
Less: accumulated depreciation . . . . 10b 120,950,456 39,240,101 10¢c 39,832,770
11 Investments—publicly traded securities 69,582,179| 11 69,400,703
12  Investments—other securities. See Part 1V, line 11 0| 12 0
13  Investments—program-related. See Part IV, line 11 . 0| 13 0
14  Intangible assets . 14
15  Other assets. See Part IV, I|ne 11 . 4,442,314| 15 1,655,685
16 Total assets. Add lines 1 through 15 (must equal I|ne 34) 137,043,425| 16 133,432,509
17  Accounts payable and accrued expenses . 11,740,332| 17 12,545,979
18 Grants payable . 18
19  Deferred revenue . 516,546| 19 126,909
20 Tax-exempt bond liabilities . 20
21  Escrow or custodial account liability. Complete Part IV of Schedule D 21
8122 Loans and other payables to current and former officers, directors,
= trustees, key employees, highest compensated employees, and
% disqualified persons. Complete Part Il of Schedule L ol 22
= |23  Secured mortgages and notes payable to unrelated third parties 23
24  Unsecured notes and loans payable to unrelated third parties 24
25  Other liabilities (including federal income tax, payables to related third
parties, and other liabilities not included on lines 17-24). Complete Part X 40,104,492 49,384,414
of Schedule D . 25
26 Total liabilities. Add lines 17 through 25 52,361,370| 26 62,057,302
Organizations that follow SFAS 117 (ASC 958), check here > - and
§ complete lines 27 through 29, and lines 33 and 34.
% 27  Unrestricted net assets . 59,513,314 | 27 44,714,983
;ﬁ’ 28 Temporarily restricted net assets . 3,526,938| 28 3,263,337
T 29  Permanently restricted net assets . . 21,641,803| 29 23,396,887
z Organizations that do not follow SFAS 117 (ASC 958), check here > [l and
= complete lines 30 through 34.
£ 130 Capital stock or trust principal, or current funds . 30
% 31 Paid-in or capital surplus, or land, building, or equipment fund 31
5 32 Retained earnings, endowment, accumulated income, or other funds . 32
é’ 33 Total net assets or fund balances . . 84,682,055| 33 71,375,207
34 Total liabilities and net assets/fund balances . 137,043,425| 34 133,432,509

Form 990 (2014)
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1a® (l Reconciliation of Net Assets

Page 12

Check if Schedule O contains a response or note to any line in this Part XI .o
1  Total revenue (must equal Part VIII, column (A), line 12) . 1 124,207,662
2 Total expenses (must equal Part IX, column (A), line 25) 2 122,350,121
3 Revenue less expenses. Subtract line 2 from line 1 .o - 3 1,857,541
4  Net assets or fund balances at beginning of year (must equal Part X I|ne 33 column (A) . 4 84,682,055
5 Net unrealized gains (losses) on investments 5 (1,063,899)
6 Donated services and use of facilities 6
7 Investment expenses . 7
8  Prior period adjustments . . . 8
9  Other changes in net assets or fund balances (explaln in Schedule O) . . 9 (14,100,490)
10 Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X I|ne
33, column (B)) . 10 71,375,207
Financial Statements and Reportlng
Check if Schedule O contains a response or note to any line in this Part XII .
Yes | No
1 Accounting method used to prepare the Form 990: [ ] Cash Accrual  []Other
If the organization changed its method of accounting from a prior year or checked “Other,” explain in
Schedule O.
2a Were the organization’s financial statements compiled or reviewed by an independent accountant? . 2a v
If “Yes,” check a box below to indicate whether the financial statements for the year were compiled or
reviewed on a separate basis, consolidated basis, or both:
[]Separate basis [ ] Consolidated basis [ ] Both consolidated and separate basis
b Were the organization’s financial statements audited by an independent accountant? 2b | vV
If “Yes,” check a box below to indicate whether the financial statements for the year were audlted on a
separate basis, consolidated basis, or both:
Separate basis [ Consolidated basis [] Both consolidated and separate basis
¢ If “Yes” to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight
of the audit, review, or compilation of its financial statements and selection of an independent accountant? 2 | v
If the organization changed either its oversight process or selection process during the tax year, explain in
Schedule O.
3a As aresult of a federal award, was the organization required to undergo an audit or audits as set forth in
the Single Audit Act and OMB Circular A-1337?. 3a | v
b If “Yes,” did the organization undergo the required audit or audlts’? If the organlzatlon d|d not undergo the
required audit or audits, explain why in Schedule O and describe any steps taken to undergo such audits. 3b | v

Form 990 (2014)



Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)

(A) Name and Title

(B) Average hours

(C) Position

(D) Reportable

(E) Reportable

(F) Estimated

PHYSICIAN

~ per week (Check all that apply) compensation compensation amount of other
(llsl;rz%igg%snfsog g?clﬁed Z| Z| g 5 z < from the from related compensation
dotted line) s| £l 8| o 7| 2 organization organizations from the
< 5 = g % = (W-2/1099-MISC) (W-2/1099-MISC) organization and
=| = el g related
G| = 3| 3 organizations
3| 2 2
e 1
= 8
g g
S =
2
@
(25) DAVID FRECCERO MD 60.0
v 589,870 63,358
PHYSICIAN
(26) ROBERT KAHAN, MD 60.0
v 355,266 43,543




SCHEDULE A Public Charity Status and Public Support
(Form 990 or 990-EZ)

OMB No. 1545-0047

Complete if the organization is a section 501(c)(3) organization or a section 2 @ 1 4
4947(a)(1) nonexempt charitable trust.

Department of the Treasury » Attach to Form 990 or Form 990-EZ. Open to Public
Internal Revenue Service » Information about Schedule A (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Inspection

Name of the organization Employer identification number
THE CHARLOTTE HUNGERFORD HOSPITAL 06-0646678
Reason for Public Charity Status (All organizations must complete this part.) See instructions.
The organization is not a private foundation because it is: (For lines 1 through 11, check only one box.)

1

2
3
4

~N O

10
11

] A church, convention of churches, or association of churches described in section 170(b)(1)(A)(i).

[] A school described in section 170(b)(1)(A)(ii). (Attach Schedule E.)

A hospital or a cooperative hospital service organization described in section 170(b)(1)(A)(iii).

[] A medical research organization operated in conjunction with a hospital described in section 170(b)(1)(A)(iii). Enter the
hospital’s name, city, and state:

[] An organization operated for the benefit of a college or university owned or operated by a governmental unit described in
section 170(b)(1)(A)(iv). (Complete Part I1.)

[] A federal, state, or local government or governmental unit described in section 170(b)(1)(A)(v).

[[] An organization that normally receives a substantial part of its support from a governmental unit or from the general public
described in section 170(b)(1)(A)(vi). (Complete Part Il.)

[ A community trust described in section 170(b)(1)(A)(vi). (Complete Part I1.)

] An organization that normally receives: (1) more than 33'/s% of its support from contributions, membership fees, and gross
receipts from activities related to its exempt functions—subject to certain exceptions, and (2) no more than 33'/3% of its
support from gross investment income and unrelated business taxable income (less section 511 tax) from businesses
acquired by the organization after June 30, 1975. See section 509(a)(2). (Complete Part Il1.)

[] An organization organized and operated exclusively to test for public safety. See section 509(a)(4).
] An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the purposes of

one or more publicly supported organizations described in section 509(a)(1) or section 509(a)(2). See section 509(a)(3). Check
the box in lines 11a through 11d that describes the type of supporting organization and complete lines 11e, 11f, and 11g.

[ Type I. A supporting organization operated, supervised, or controlled by its supported organization(s), typically by giving
the supported organization(s) the power to regularly appoint or elect a majority of the directors or trustees of the supporting
organization. You must complete Part IV, Sections A and B.

[ Type Il. A supporting organization supervised or controlled in connection with its supported organization(s), by having
control or management of the supporting organization vested in the same persons that control or manage the supported
organization(s). You must complete Part IV, Sections A and C.

¢ [ Type lll functionally integrated. A supporting organization operated in connection with, and functionally integrated with,
its supported organization(s) (see instructions). You must complete Part IV, Sections A, D, and E.

d [ Type lll non-functionally integrated. A supporting organization operated in connection with its supported organization(s)
that is not functionally integrated. The organization generally must satisfy a distribution requirement and an attentiveness
requirement (see instructions). You must complete Part IV, Sections A and D, and Part V.

e [ Check this box if the organization received a written determination from the IRS that it is a Type I, Type II, Type llI
functionally integrated, or Type lll non-functionally integrated supporting organization.

f  Enter the number of supported organizations . . . C e |:|

g Provide the following information about the supported organlzatlon( ).

(i) Name of supported organization (i) EIN (iii) Type of organization | (iv) Is the organization | (v) Amount of monetary (vi) Amount of
(described on lines 1-9 |listed in your governing support (see other support (see
above or IRC section document? instructions) instructions)
(see instructions))
Yes No

(A)

(B)

(©)

(D)

(E)

Total

For Paperwork Reduction Act Notice, see the Instructions for Cat. No. 11285F Schedule A (Form 990 or 990-EZ) 2014

Form 990 or 990-EZ.



Schedule A (Form 990 or 990-EZ) 2014

Page 2

Support Schedule for Organizations Described in Sections 170(b)(1)(A)(iv) and 170(b)(1)(A)(vi)

(Complete only if you checked the box on line 5, 7, or 8 of Part | or if the organization failed to qualify under

Part lll. If the organization fails to qualify under the tests listed below, please complete Part Ill.)

Section A. Public Support

Calendar year (or fiscal year beginning in) » (a) 2010 (b) 2011 (c) 2012 (d) 2013 (e) 2014 (f) Total

1

6

Gifts, grants, contributions, and
membership fees received. (Do not
include any "unusual grants.")

Tax revenues levied for the
organization’s benefit and either paid
to or expended on its behalf

The value of services or facilities
furnished by a governmental unit to the
organization without charge .

Total. Add lines 1 through 3 .

The portion of total contributions by
each person (other  than a
governmental unit or publicly
supported organization) included on
line 1 that exceeds 2% of the amount
shown on line 11, column (f) .

Public support. Subtract line 5 from line 4.

Section B. Total Support

Calendar year (or fiscal year beginning in) » (a) 2010 (b) 2011 (c) 2012 (d) 2013 (e) 2014 (f) Total

7
8

10

11
12

13

Amounts from line 4

Gross income from interest, dividends,
payments received on securities loans,
rents, royalties and income from similar
sources

Net income from unrelated business
activities, whether or not the business
is regularly carried on

Other income. Do not include gain or
loss from the sale of capital assets
(Explain in Part VL.) .

Total support. Add lines 7 through 10

Gross receipts from related activities, etc. (see instructions) . . . . . 12 |

First five years. If the Form 990 is for the organization’s first, second, thlrd fourth or flfth tax year as a section 501(c)(3)

organization, check this box and stop here . . e @

Section C. Computation of Public Support Percentage

14
15
16a

b

17a

18

Public support percentage for 2014 (line 6, column (f) divided by line 11, column (f)) . . . . 14

%

Public support percentage from 2013 Schedule A, Part Il, line 14 . . . . 15

%

331/3% support test—2014. If the organization did not check the box on line 13 and I|ne 14 is 331/3% or more, check this
box and stop here. The organization qualifies as a publicly supported organization . . . . A &
3313% support test—2013. If the organization did not check a box on line 13 or 16a, and I|ne 15 is 331/3% or more,
check this box and stop here. The organization qualifies as a publicly supported organization A

10%-facts-and-circumstances test—2014. If the organization did not check a box on line 13, 16a, or 16b, and line 14 is
10% or more, and if the organization meets the “facts-and-circumstances” test, check this box and stop here. Explain in
Part VI how the organization meets the “facts-and-circumstances” test. The organization qualifies as a publicly supported
organization . . . . . . . . . . . L. . L L L s s s s s s s s s s

10%-facts-and-circumstances test—2013. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line
15 is 10% or more, and if the organization meets the “facts-and-circumstances” test, check this box and stop here.
Explain in Part VI how the organization meets the “facts-and-circumstances” test. The organization qualifies as a publicly
supported organization . . . A &
Private foundation. If the organlzatlon d|d not check a box on Ilne 13 16a 16b 17a or 17b check thls box and see

instructions . . . . . . . . . . L L L L L L L s s s s s s e

O
O

O
0

Schedule A (Form 990 or 990-EZ) 2014
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Page 3

Support Schedule for Organizations Described in Section 509(a)(2)

(Complete only if you checked the box on line 9 of Part | or if the organization failed to qualify under Part Il.

If the organization fails to qualify under the tests listed below, please complete Part I1.)

Section A. Public Support

Calendar year (or fiscal year beginning in) »

1

2

7a

c
8

Gifts, grants, contributions, and membership fees
received. (Do not include any "unusual grants.")

Gross receipts from admissions, merchandise
sold or services performed, or facilities
furnished in any activity that is related to the
organization’s tax-exempt purpose .

Gross receipts from activities that are not an
unrelated trade or business under section 513

Tax revenues levied for the
organization’s benefit and either paid
to or expended on its behalf

The value of services or facilities
furnished by a governmental unit to the
organization without charge .

Total. Add lines 1 through 5 .
Amounts included on lines 1, 2, and 3
received from disqualified persons

Amounts included on lines 2 and 3
received  from other than disqualified
persons that exceed the greater of $5,000
or 1% of the amount on line 13 for the year

Add lines 7a and 7b

Public support (Subtract line 7c from
line 6.) .

(a) 2010

(b) 2011

(c) 2012

(d) 2013

(e) 2014

(f) Total

Section B. Total Support

Calendar year (or fiscal year beginning in) »

(a) 2010

(b) 2011

(c) 2012

(d) 2013

(e) 2014

(f) Total

9  Amounts from line 6 e
10a Gross income from interest, dividends,
payments received on securities loans, rents,
royalties and income from similar sources .
b Unrelated business taxable income (less
section 511 taxes) from businesses
acquired after June 30, 1975 .
¢ Add lines 10a and 10b .
11 Net income from unrelated busmess
activities not included in line 10b, whether
or not the business is regularly carried on
12  Other income. Do not include gain or
loss from the sale of capital assets
(Explain in Part VI.) . .o
13 Total support. (Add lines 9, 10c, 11
and 12.)
14  First five years. If the Form 990 is for the organization’s first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check this box and stop here > ]
Section C. Computation of Public Support Percentage
15  Public support percentage for 2014 (line 8, column (f) divided by line 13, column (f)) 15 %
16  Public support percentage from 2013 Schedule A, Part lll, line 15 16 %
Section D. Computation of Investment Income Percentage
17  Investment income percentage for 2014 (line 10c, column (f) divided by line 13, column (f)) . 17 %
18 Investment income percentage from 2013 Schedule A, Part Ill, line 17 . 18 %
19a 33'3% support tests—2014. If the organization did not check the box on line 14, and I|ne 15 is more than 33'3%, and line
17 is not more than 33'/3%, check this box and stop here. The organization qualifies as a publicly supported organization > ]
b 33"3% support tests—2013. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 33'3%, and
line 18 is not more than 331'3%, check this box and stop here. The organization qualifies as a publicly supported organization » []
20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions » []

Schedule A (Form 990 or 990-EZ) 2014
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Supporting Organizations
(Complete only if you checked a box on line 11 of Part I. If you checked 11a of Part |, complete Sections A
and B. If you checked 11b of Part |, complete Sections A and C. If you checked 11c of Part |, complete
Sections A, D, and E. If you checked 11d of Part |, complete Sections A and D, and complete Part V.)

Page 4

Section A. All Supporting Organizations

3a

4a

ba

9a

10a

Are all of the organization’s supported organizations listed by name in the organization’s governing
documents? If "No," describe in Part VI how the supported organizations are designated. If designated by
class or purpose, describe the designation. If historic and continuing relationship, explain.

Did the organization have any supported organization that does not have an IRS determination of status
under section 509(a)(1) or (2)? If "Yes," explain in Part VI how the organization determined that the supported
organization was described in section 509(a)(1) or (2).

Did the organization have a supported organization described in section 501(c)(4), (5), or (6)? If "Yes," answer
(b) and (c) below.

Did the organization confirm that each supported organization qualified under section 501(c)(4), (5), or (6) and
satisfied the public support tests under section 509(a)(2)? If "Yes," describe in Part VI when and how the
organization made the determination.

Did the organization ensure that all support to such organizations was used exclusively for section 170(c)(2)
(B) purposes? If "Yes, " explain in Part VI what controls the organization put in place to ensure such use.

Was any supported organization not organized in the United States ("foreign supported organization")? If
"Yes" and if you checked 11a or 11b in Part |, answer (b) and (c) below.

Did the organization have ultimate control and discretion in deciding whether to make grants to the foreign
supported organization? If "Yes," describe in Part VI how the organization had such control and discretion
despite being controlled or supervised by or in connection with its supported organizations.

Did the organization support any foreign supported organization that does not have an IRS determination
under sections 501(c)(3) and 509(a)(1) or (2)? If "Yes," explain in Part VI what controls the organization used
to ensure that all support to the foreign supported organization was used exclusively for section 170(c)(2)(B)
purposes.

Did the organization add, substitute, or remove any supported organizations during the tax year? If "Yes,"
answer (b) and (c) below (if applicable). Also, provide detail in Part VI, including (i) the names and EIN
numbers of the supported organizations added, substituted, or removed, (i) the reasons for each such action,
(iii) the authority under the organization's organizing document authorizing such action, and (iv) how the action
was accomplished (such as by amendment to the organizing document).

Type | or Type Il only. Was any added or substituted supported organization part of a class already
designated in the organization's organizing document?

Substitutions only. Was the substitution the result of an event beyond the organization's control?

Did the organization provide support (whether in the form of grants or the provision of services or facilities) to
anyone other than (a) its supported organizations; (b) individuals that are part of the charitable class
benefited by one or more of its supported organizations; or (c) other supporting organizations that also
support or benefit one or more of the filing organization’s supported organizations? If "Yes," provide detail in
Part VI.

Did the organization provide a grant, loan, compensation, or other similar payment to a substantial
contributor (defined in IRC 4958(c)(3)(C)), a family member of a substantial contributor, or a 35-percent
controlled entity with regard to a substantial contributor? If "Yes," complete Part | of Schedule L (Form 990).

Did the organization make a loan to a disqualified person (as defined in section 4958) not described in line 7?
If "Yes," complete Part | of Schedule L (Form 990).

Was the organization controlled directly or indirectly at any time during the tax year by one or more
disqualified persons as defined in section 4946 (other than foundation managers and organizations described
in section 509(a)(1) or (2))? If "Yes," provide detail in Part VI.

Did one or more disqualified persons (as defined in line 9(a)) hold a controlling interest in any entity in which
the supporting organization had an interest? If "Yes, " provide detail in Part VI.

Did a disqualified person (as defined in line 9(a)) have an ownership interest in, or derive any personal benefit
from, assets in which the supporting organization also had an interest? If "Yes, " provide detail in Part VI.
Was the organization subject to the excess business holdings rules of IRC 4943 because of IRC 4943(f)

(regarding certain Type |l supporting organizations, and all Type Ill non-functionally integrated supporting
organizations)? If "Yes, " answer (b) below.

Did the organization have any excess business holdings in the tax year? (Use Schedule C, Form 4720, to
determine whether the organization had excess business holdings.)

Yes

No

3a

3b

3c

4a

4b

4c

ba

5b

5c

9a

9b

9c

10a

10b

Schedule A (Form 990 or 990-EZ) 2014
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g\l Supporting Organizations (continued)

Yes | No

11 Has the organization accepted a gift or contribution from any of the following persons?
a A person who directly or indirectly controls, either alone or together with persons described in (b) and (c)
below, the governing body of a supported organization? 11a
b A family member of a person described in (a) above? 11b
¢ A 35% controlled entity of a person described in (a) or (b) above? If “Yes” to a, b, or ¢, provide detail in Part VI. 11c
Section B. Type | Supporting Organizations

Yes | No

1 Did the directors, trustees, or membership of one or more supported organizations have the power to
regularly appoint or elect at least a majority of the organization’s directors or trustees at all times during the
tax year? If "No," describe in Part VI how the supported organization(s) effectively operated, supervised, or
controlled the organization’s activities. If the organization had more than one supported organization,
describe how the powers to appoint and/or remove directors or trustees were allocated among the supported
organizations and what conditions or restrictions, if any, applied to such powers during the tax year.

2  Did the organization operate for the benefit of any supported organization other than the supported
organization(s) that operated, supervised, or controlled the supporting organization? If "Yes," explain in Part
VI how providing such benefit carried out the purposes of the supported organization(s) that operated,
supervised, or controlled the supporting organization. 2

Section C. Type Il Supporting Organizations

Yes | No

1 Were a majority of the organization’s directors or trustees during the tax year also a majority of the directors
or trustees of each of the organization’s supported organization(s)? If "No," describe in Part VI how control
or management of the supporting organization was vested in the same persons that controlled or managed
the supported organization(s). 1

Section D. All Type lll Supporting Organizations

Yes | No

1 Did the organization provide to each of its supported organizations, by the last day of the fifth month of the
organization’s tax year, (1) a written notice describing the type and amount of support provided during the prior tax
year, (2) a copy of the Form 990 that was most recently filed as of the date of notification, and (3) copies of the
organization’s governing documents in effect on the date of notification, to the extent not previously provided? 1

2 Were any of the organization’s officers, directors, or trustees either (i) appointed or elected by the supported
organization(s) or (i) serving on the governing body of a supported organization? If "No," explain in Part VI how
the organization maintained a close and continuous working relationship with the supported organization(s). 2

3 By reason of the relationship described in (2), did the organization’s supported organizations have a
significant voice in the organization’s investment policies and in directing the use of the organization’s
income or assets at all times during the tax year? If "Yes," describe in Part VI the role the organization’s
supported organizations played in this regard. 3

Section E. Type Ill Functionally-Integrated Supporting Organizations
1 Check the box next to the method that the organization used to satisfy the Integral Part Test during the year (see instructions):

a [The organization satisfied the Activities Test. Complete line 2 below.
b [ The organization is the parent of each of its supported organizations. Complete line 3 below.
¢ [] The organization supported a governmental entity. Describe in Part VI how you supported a government entity (see instructions).

2  Activities Test. Answer (a) and (b) below. Yes | No

a Did substantially all of the organization’s activities during the tax year directly further the exempt purposes of
the supported organization(s) to which the organization was responsive? If "Yes," then in Part VI identify
those supported organizations and explain how these activities directly furthered their exempt purposes,
how the organization was responsive to those supported organizations, and how the organization determined
that these activities constituted substantially all of its activities. 2a

b Did the activities described in (a) constitute activities that, but for the organization’s involvement, one or more
of the organization’s supported organization(s) would have been engaged in? If "Yes," explain in Part VI the
reasons for the organization’s position that its supported organization(s) would have engaged in these
activities but for the organization’s involvement. 2b

3  Parent of Supported Organizations. Answer (a) and (b) below.
a Did the organization have the power to regularly appoint or elect a majority of the officers, directors, or

trustees of each of the supported organizations? Provide details in Part VI. 3a
b Did the organization exercise a substantial degree of direction over the policies, programs, and activities of each
of its supported organizations? If "Yes," describe in Part VI the role played by the organization in this regard. 3b

Schedule A (Form 990 or 990-EZ) 2014



Schedule A (Form 990 or 990-EZ) 2014 Page 6
Type Il Non-Functionally Integrated 509(a)(3) Supporting Organizations

1 [ Check here if the organization satisfied the Integral Part Test as a qualifying trust on Nov. 20, 1970. See instructions. All
other Type lll non-functionally integrated supporting organizations must complete Sections A through E.

(B) Current Year

Section A - Adjusted Net Income (A) Prior Year .
(optional)

1 Net short-term capital gain

2 Recoveries of prior-year distributions
3 Other gross income (see instructions)
4 Add lines 1 through 3

5 Depreciation and depletion

QD |OIN|=

6 Portion of operating expenses paid or incurred for production or
collection of gross income or for management, conservation, or

maintenance of property held for production of income (see instructions) 6
7 Other expenses (see instructions)
8 Adjusted Net Income (subtract lines 5, 6 and 7 from line 4) 8

~

(B) Current Year

Section B - Minimum Asset Amount (A) Prior Year :
(optional)

1 Aggregate fair market value of all non-exempt-use assets (see

instructions for short tax year or assets held for part of year):
a Average monthly value of securities 1a
b Average monthly cash balances 1b
¢ Fair market value of other non-exempt-use assets 1c
d Total (add lines 1a, 1b, and 1¢) 1d
e Discount claimed for blockage or other
factors (explain in detail in Part VI):

2 Acquisition indebtedness applicable to non-exempt-use assets

3 Subtract line 2 from line 1d

4 Cash deemed held for exempt use. Enter 1-1/2% of line 3 (for greater amount,

see instructions).

5 Net value of non-exempt-use assets (subtract line 4 from line 3)

6 Multiply line 5 by .035

7 Recoveries of prior-year distributions

8 Minimum Asset Amount (add line 7 to line 6)

N

w

®O|N|O (0D

Section C - Distributable Amount Current Year

1 Adjusted net income for prior year (from Section A, line 8, Column A)

2 Enter 85% of line 1

3 Minimum asset amount for prior year (from Section B, line 8, Column A)

4 Enter greater of line 2 or line 3

5 Income tax imposed in prior year

6 Distributable Amount. Subtract line 5 from line 4, unless subject to

emergency temporary reduction (see instructions) 6

7 [ Check here if the current year is the organization's first as a non-functionally-integrated Type Il supporting organization (see
instructions).

G(H|WOIN|=

Schedule A (Form 990 or 990-EZ) 2014



Schedule A (Form 990 or 990-EZ) 2014

Type Il Non-Functionally Integrated 509(a)(3) Supporting Organizations (continued)
Section D - Distributions

Page 7

Current Year

1

Amounts paid to supported organizations to accomplish exempt purposes

2

Amounts paid to perform activity that directly furthers exempt purposes of supported
organizations, in excess of income from activity

Administrative expenses paid to accomplish exempt purposes of supported organizations

Amounts paid to acquire exempt-use assets

Qualified set-aside amounts (prior IRS approval required)

Other distributions (describe in Part VI). See instructions.

Total annual distributions. Add lines 1 through 6.

® (N0 bW

Distributions to attentive supported organizations to which the organization is responsive
(provide details in Part VI). See instructions.

©

Distributable amount for 2014 from Section C, line 6

Line 8 amount divided by Line 9 amount

Section E - Distribution Allocations (see instructions)

() (i)
Underdistributions

Excess Distributions Pre-2014

(iii)
Distributable
Amount for 2014

Distributable amount for 2014 from Section C, line 6

Underdistributions, if any, for years prior to 2014
(reasonable cause required-see instructions)

(]

Excess distributions carryover, if any, to 2014:

From 2013

Total of lines 3a through e

Applied to underdistributions of prior years

Applied to 2014 distributable amount

Carryover from 2009 not applied (see instructions)

— = (T Q|- a0 |oc|o

Remainder. Subtract lines 3g, 3h, and 3i from 3f.

B

Distributions for 2014 from Section
D, line 7: $

Q

Applied to underdistributions of prior years

o

Applied to 2014 distributable amount

Remainder. Subtract lines 4a and 4b from 4.

Remaining underdistributions for years prior to 2014, if
any. Subtract lines 3g and 4a from line 2 (if amount
greater than zero, see instructions).

Remaining underdistributions for 2014. Subtract lines 3h
and 4b from line 1 (if amount greater than zero, see
instructions).

Excess distributions carryover to 2015. Add lines 3j
and 4c.

Breakdown of line 7:

Excess from 2013 .

0 Q|0 (T |®

Excess from 2014 .

Schedule A (Form 990 or 990-EZ) 2014



Schedule B
(Form 990, 990-EZ,

OMB No. 1545-0047

Schedule of Contributors

or gft‘r’n":]f)“h - > Attach to Form 990, Form 990-EZ, or Form 990-PF. 2014
|n?gﬁ1a| sevgnue%eﬁ{acseury » Information about Schedule B (Form 990, 990-EZ, or 990-PF) and its instructions is at www.irs.gov/form990.

Name of the organization Employer identification number
THE CHARLOTTE HUNGERFORD HOSPITAL 06-0646678

Organization type (check one):

Filers of: Section:
Form 990 or 990-EZ 501(c)( 3 ) (enter number) organization

[] 4947(a)(1) nonexempt charitable trust not treated as a private foundation
[] 527 political organization

Form 990-PF [] 501(c)(3) exempt private foundation

[] 4947(a)(1) nonexempt charitable trust treated as a private foundation
U

501(c)(3) taxable private foundation

Check if your organization is covered by the General Rule or a Special Rule.

Note. Only a section 501(c)(7), (8), or (10) organization can check boxes for both the General Rule and a Special Rule. See
instructions.

General Rule

For an organization filing Form 990, 990-EZ, or 990-PF that received, during the year, contributions totaling $5,000
or more (in money or property) from any one contributor. Complete Parts | and Il. See instructions for determining a
contributor's total contributions.

Special Rules

] Foran organization described in section 501(c)(3) filing Form 990 or 990-EZ that met the 33/3 % support test of the
regulations under sections 509(a)(1) and 170(b)(1)(A)(vi), that checked Schedule A (Form 990 or 990-EZ), Part Il, line
13, 16a, or 16b, and that received from any one contributor, during the year, total contributions of the greater of (1)
$5,000 or (2) 2% of the amount on (i) Form 990, Part VIlI, line 1h, or (i) Form 990-EZ, line 1. Complete Parts | and II.

[] For an organization described in section 501(c)(7), (8), or (10) filing Form 990 or 990-EZ that received from any one
contributor, during the year, total contributions of more than $1,000 exclusively for religious, charitable, scientific,
literary, or educational purposes, or for the prevention of cruelty to children or animals. Complete Parts I, II, and Il

[ For an organization described in section 501(c)(7), (8), or (10) filing Form 990 or 990-EZ that received from any one
contributor, during the year, contributions exclusively for religious, charitable, etc., purposes, but no such
contributions totaled more than $1,000. If this box is checked, enter here the total contributions that were received
during the year for an exclusively religious, charitable, etc., purpose. Do not complete any of the parts unless the
General Rule applies to this organization because it received nonexclusively religious, charitable, etc., contributions
totaling $5,000 or more during theyear . . . . . . . . . . . . . . . . . . P ¢

Caution. An organization that is not covered by the General Rule and/or the Special Rules does not file Schedule B (Form 990,
990-EZ, or 990-PF), but it must answer “No” on Part IV, line 2, of its Form 990; or check the box on line H of its Form 990-EZ or on its
Form 990-PF, Part |, line 2, to certify that it does not meet the filing requirements of Schedule B (Form 990, 990-EZ, or 990-PF).

For Paperwork Reduction Act Notice, see the Instructions for Form 990, 990-EZ, or 990-PF. Cat. No. 30613X Schedule B (Form 990, 990-EZ, or 990-PF) (2014)



Schedule B (Form 990, 990-EZ, or 990-PF) (2014)

Page 2

Name of organization

THE CHARLOTTE HUNGERFORD HOSPITAL

Employer identification number

06-0646678

Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
1 Person
Payroll O
1,190,111 Noncash ]
(Complete Part Il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 Person
Payroll O
653,355 Noncash ]
(Complete Part Il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
3 Person
Payroll O
524,769 Noncash ]
(Complete Part Il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
4 Person
Payroll O
104,584 Noncash ]
(Complete Part Il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
5 Person
Payroll O
180,750 Noncash ]
(Complete Part Il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
6 Person
Payroll O
72,584 Noncash O
(Complete Part Il for
noncash contributions.)

Schedule B (Form 990, 990-EZ, or 990-PF) (2014)



Schedule B (Form 990, 990-EZ, or 990-PF) (2014)

Page 2

Name of organization

THE CHARLOTTE HUNGERFORD HOSPITAL

Employer identification number

06-0646678

Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
7 Person
Payroll O
50,000 Noncash ]
(Complete Part Il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
8 Person
Payroll O
11,799 Noncash ]
(Complete Part Il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
Person ]
Payroll O
Noncash ]
(Complete Part Il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
Person ]
Payroll O
Noncash ]
(Complete Part Il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
Person ]
Payroll O
Noncash ]
(Complete Part Il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
Person ]
Payroll O
Noncash ]
(Complete Part Il for
noncash contributions.)

Schedule B (Form 990, 990-EZ, or 990-PF) (2014)



Schedule B (Form 990, 990-EZ, or 990-PF) (2014)

Page 3

Name of organization
THE CHARLOTTE HUNGERFORD HOSPITAL

Employer identification number

06-0646678

m Noncash Property (see instructions). Use duplicate copies of Part |l if additional space is needed.

(efl) No. (b) My (c) (d)
rom - . or estimate .
Part | Description of noncash property given (see(instructions) ) Date received
(ef\) No. (b) —_— (c) ) (d)

rom - . or estimate .
Part | Description of noncash property given (see instructions) Date received
(efl) No. (b) My (c) (d)

rom - . or estimate .
Part | Description of noncash property given (see(instructions) ) Date received
(ef\) No. (b) My (c) (d)

rom - . or estimate .
Part | Description of noncash property given (see(instructions) ) Date received
(a) No. (c)

from - (b) . FMV (or estimate) () .
Part | Description of noncash property given (see instructions) Date received
(a) No. (c)

from - (b) . FMV (or estimate) () .
Part | Description of noncash property given (see instructions) Date received

Schedule B (Form 990, 990-EZ, or 990-PF) (2014)



Schedule B (Form 990, 990-EZ, or 990-PF) (2014)

Page 4

Name of organization
THE CHARLOTTE HUNGERFORD HOSPITAL

Employer identification number
06-0646678

Exclusively religious, charitable, etc., contributions to organizations described in section 501(c)(7), (8), or

(10) that total more than $1,000 for the year from any one contributor. Complete columns (a) through (e) and
the following line entry. For organizations completing Part lll, enter the total of exclusively religious, charitable, etc.,
contributions of $1,000 or less for the year. (Enter this information once. See instructions.) »  $

Use duplicate copies of Part Il if additional space is needed.

(a) No.
from (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part |
(e) Transfer of gift
Transferee’s name, address, and ZIP + 4 Relationship of transferor to transferee
(a) No. . . . o
from (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part |
(e) Transfer of gift
Transferee’s name, address, and ZIP + 4 Relationship of transferor to transferee
(a) No. . . L s
from (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part |
(e) Transfer of gift
Transferee’s name, address, and ZIP + 4 Relationship of transferor to transferee
(a) No. . . L s
from (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part |
(e) Transfer of gift
Transferee’s name, address, and ZIP + 4 Relationship of transferor to transferee

Schedule B (Form 990, 990-EZ, or 990-PF) (2014)



SCHEDULE C Political Campaign and Lobbying Activities OMB No. 1545-0047

(Form 990 or 990-EZ)
For Organizations Exempt From Income Tax Under section 501(c) and section 527 2@ 1 4

Department of the Treasury > Complete if the organization is described below. > I_-\ttach to Form 990 or.Form 990-EZ.
Internal Revenue Service ~ | Information about Schedule C (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Inspection
If the organization answered “Yes,” to Form 990, Part IV, line 3, or Form 990-EZ, Part V, line 46 (Political Campaign Activities), then

e Section 501(c)(3) organizations: Complete Parts I-A and B. Do not complete Part I-C.

e Section 501(c) (other than section 501(c)(3)) organizations: Complete Parts I-A and C below. Do not complete Part I-B.

e Section 527 organizations: Complete Part I-A only.
If the organization answered “Yes,” to Form 990, Part IV, line 4, or Form 990-EZ, Part VI, line 47 (Lobbying Activities), then

e Section 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)): Complete Part II-A. Do not complete Part II-B.

e Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)): Complete Part II-B. Do not complete Part II-A.

If the organization answered “Yes,” to Form 990, Part IV, line 5 (Proxy Tax) (see separate instructions) or Form 990-EZ, Part V, line 35¢c (Proxy
Tax) (see separate instructions), then

e Section 501(c)(4), (5), or (6) organizations: Complete Part IlI.
Name of organization Employer identification number

THE CHARLOTTE HUNGERFORD HOSPITAL 06-0646678
Complete if the organization is exempt under section 501(c) or is a section 527 organization.
1 Provide a description of the organization’s direct and indirect political campaign activities in Part V.
2 Politicalexpenditures . . . . . . . . . . . . . . . . . . . . ... ..» %
3  Volunteer hours .

Part I-B Complete if the organization is exempt under section 501(c)(3).

1 Enter the amount of any excise tax incurred by the organization under section 4955 . . . . » §
2  Enter the amount of any excise tax incurred by organization managers under section 4955 . > $
3  If the organization incurred a section 4955 tax, did it file Form 4720 for thisyear? . . . . . . . . . |:| Yes |:| No
4a Wasacorrectonmade? . . . . . . . . . . . . . . o . . o . . ... ... .0LlYes [INo

If “Yes,” describe in Part IV.
Part I-C Complete if the organization is exempt under section 501(c), except section 501(c)(3).
Enter the amount directly expended by the filing organization for section 527 exempt function

activities . . . A
2  Enter the amount of the f|||ng organlzatlon s funds contrlbuted to other organlzatlons for section
527 exempt function activities . . . . . . B
3 Total exempt function expendltures Add I|nes 1 and 2 Enter here and on Form 1120-POL,
line17b . . . . T )
4  Did the filing organlzatlon file Form 1120-POL for this year'? .o S [ JYes [ |No

5  Enter the names, addresses and employer identification number (EIN) of all section 527 pol|t|cal orgamzahons to which the filing
organization made payments. For each organization listed, enter the amount paid from the filing organization’s funds. Also enter
the amount of political contributions received that were promptly and directly delivered to a separate political organization, such
as a separate segregated fund or a political action committee (PAC). If additional space is needed, provide information in Part IV.

(a) Name (b) Address (c) EIN (d) Amount paid from (e) Amount of political
filing organization’s contributions received and
funds. If none, enter -0-. promptly and directly
delivered to a separate
political organization. If
none, enter -0-.
(1)
(2
)
4
)
(6)

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Cat. No. 50084S Schedule C (Form 990 or 990-EZ) 2014



Schedule C (Form 990 or 990-EZ) 2014 Page 2
Part lI-A Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election under

section 501(h)).

A Check » []if the filing organization belongs to an affiliated group (and list in Part IV each affiliated group member's

name, address, EIN, expenses, and share of excess lobbying expenditures).

B Check » []if the filing organization checked box A and “limited control” provisions apply.

Limits on Lobbying Expenditures (a) Filing (b) Affiliated
(The term “expenditures” means amounts paid or incurred.) organization’s totals group totals
1a Total lobbying expenditures to influence public opinion (grass roots lobbying)

b Total lobbying expenditures to influence a legislative body (direct lobbying)
¢ Total lobbying expenditures (add lines 1a and 1b)
d Other exempt purpose expenditures . .
e Total exempt purpose expenditures (add lines 1c and 1d) . .
f Lobbying nontaxable amount. Enter the amount from the foIIowmg table in both

columns.

If the amount on line 1e, column (a) or (b) is: | The lobbying nontaxable amount is:

Not over $500,000 20% of the amount on line 1e.

Over $500,000 but not over $1,000,000 $100,000 plus 15% of the excess over $500,000.

Over $1,000,000 but not over $1,500,000 $175,000 plus 10% of the excess over $1,000,000.

Over $1,500,000 but not over $17,000,000 $225,000 plus 5% of the excess over $1,500,000.

Over $17,000,000 $1,000,000.
g Grassroots nontaxable amount (enter 25% of line 1f)
h Subtract line 1g from line 1a. If zero or less, enter -0-
i  Subtract line 1f from line 1c. If zero or less, enter -0- .o
j If there is an amount other than zero on either line 1h or I|ne 1| d|d the organlzatlon file Form 4720

reporting section 4911 tax for thisyear? . . . .. . . . .. [Yes []No

4-Year Averagmg Period Under section 501 (h)
(Some organizations that made a section 501(h) election do not have to complete all of the five columns below.
See the separate instructions for lines 2a through 2f.)
Lobbying Expenditures During 4-Year Averaging Period
Calendar year (or fiscal year (a) 2011 (b) 2012 (c) 2013 (d) 2014 (e) Total
beginning in)
2a Lobbying nontaxable amount

b Lobbying ceiling amount

(150% of line 2a, column (e))
¢ Total lobbying expenditures
d Grassroots nontaxable amount
e Grassroots ceiling amount

(150% of line 2d, column (e))
f Grassroots lobbying expenditures

Schedule C (Form 990 or 990-EZ) 2014



Schedule C (Form 990 or 990-EZ) 2014 Page 3

Part II-B Complete if the organization is exempt under section 501(c)(3) and has NOT filed Form 5768
(election under section 501(h)).

For each “Yes,” response to lines 1a through 1i below, provide in Part IV a detailed (@) (b)
description of the lobbying activity. Yes | No Amount
1 During the year, did the filing organization attempt to influence foreign, national, state or local
legislation, including any attempt to influence public opinion on a legislative matter or
referendum, through the use of:
a Volunteers? . . v
b Paid staff or management (mclude compensatlon in expenses reported on Irnes 1c through 1|) v
¢ Media advertisements? v
d Mailings to members, legislators, or the pubIrc’7 v
e Publications, or published or broadcast statements? v
f Grants to other organizations for lobbying purposes? . v
g Direct contact with legislators, their staffs, government officials, or a Iegrslatlve body” v
h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means? .
i Other activities? . . e e e e v 20,876
j Total. Add I|nes1cthrough 1| o e 20,876
2a Did the activities in line 1 cause the organlzatron to be not descrrbed in sectlon 501( )3)? .. v
b If “Yes,” enter the amount of any tax incurred under section 4912 .
c If “Yes,” enter the amount of any tax incurred by organization managers under sectron 4912
d If the filing organization incurred a section 4912 tax, did it file Form 4720 for this year?

GGy Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section

501(c)(6).
Yes | No
1 Were substantially all (90% or more) dues received nondeductible by members? 1
2 Did the organization make only in-house lobbying expenditures of $2,000 or less? . . . o 2
Did the organization agree to carry over lobbying and political expenditures from the prior year'? L 3

Part IIE:] Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or sectlon
501(c)(6) and if either (a) BOTH Part llI-A, lines 1 and 2, are answered “No,” OR (b) Part llI-A, line 3, is
answered “Yes.”

1 Dues, assessments and similar amounts from members . . . 1
2 Section 162(e) nondeductible lobbying and political expendltures (do not mclude amounts of
political expenses for which the section 527(f) tax was paid).
a Currentyear . . . e e e e e e e 2a
b Carryoverfromlastyear . . . . . . . . . . . . . . L L Lo 2b
c Total . . . . s e e 2c
3 Aggregate amount reported in sectron 6033( )(1)(A) notices of nondeductible section 162(e) dues . . 3
4  If notices were sent and the amount on line 2c exceeds the amount on line 3, what portion of the
excess does the organization agree to carryover to the reasonable estimate of nondeductible lobbying
and political expenditure next year? e 4
5 Taxable amount of lobbying and political expendrtures (see |nstruct|ons) e e e 5

Part IV Supplemental Information
Provide the descriptions required for Part I-A, line 1; Part I-B, line 4; Part I-C, line 5; Part II-A (affiliated group list); Part lI-A, lines 1 and
2 (see instructions); and Part II-B, line 1. Also, complete this part for any additional information.

SEE NEXT PAGE

Schedule C (Form 990 or 990-EZ) 2014



Supplemental Information. Provide the descriptions required for Part I-A, line 1; Part I-B, line 4; Part
I-C, line 5; Part II-A (affiliated group list); Part II-A, lines 1 and 2 (see instructions); and Part 1I-B, line 1.

Also, complete this part for any additional information.

Return Reference

Identifier

Explanation

SCHEDULE C, PART II-B,
LINE 1

DETAILED DESCRIPTION
OF THE LOBBYING
ACTIVITY

THE HOSPITAL PAID DUES TO THE CONNECTICUT HOSPITAL ASSOCIATION.
$20,876 REPRESENTS THE PORTION OF THESE DUES USED FOR LOBBYING
EXPENSES ON BEHALF OF ITS' MEMBERS.




SCHEDULE D | omB No. 1545-0047

(Form 990) Supplemental Financial Statements

» Complete if the organization answered “Yes” to Form 990, 2 @ 1 4
Part 1V, line 6, 7, 8, 9, 10, 11a, 11b, 11c, 11d, 11e, 11f, 12a, or 12b.

Department of the Treasury » Attach to Form 990. Open to Public
Internal Revenue Service » Information about Schedule D (Form 990) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number

THE CHARLOTTE HUNGERFORD HOSPITAL 06-0646678

Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts.

Complete if the organization answered “Yes” to Form 990, Part IV, line 6.

absL ON =

(a) Donor advised funds (b) Funds and other accounts

Total number at end of year . e
Aggregate value of contributions to (during year)
Aggregate value of grants from (during year)
Aggregate value at end of year .

Did the organization inform all donors and donor advisors in writing that the assets held in donor advised

funds are the organization’s property, subject to the organization’s exclusive legal control? . . . . . . [] Yes [ ] No

Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be used
only for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose
conferring impermissible private benefit? . . . . . . . . . . . . . . o . L L L L L. [] Yes [ ] No

Part Il Conservation Easements.

Complete if the organization answered “Yes” to Form 990, Part IV, line 7.

1

0 T o

Purpose(s) of conservation easements held by the organization (check all that apply).

[] Preservation of land for public use (e.g., recreation or education) [] Preservation of a historically important land area
[] Protection of natural habitat [] Preservation of a certified historic structure

[] Preservation of open space

Complete lines 2a through 2d if the organization held a qualified conservation contribution in the form of a conservation

easement on the last day of the tax year. Held at the End of the Tax Year
Total number of conservation easements . . . . . . . . . . . . . . . . . 2a

Total acreage restricted by conservation easements . . . . e 2b

Number of conservation easements on a certified historic structure mcluded in@@ . . . . 2c

Number of conservation easements included in (c) acquired after 8/17/06, and not on a

historic structure listed in the National Register . . . 2d

Number of conservation easements modified, transferred, released extlngwshed or termlnated by the organization during the
tax year

Number of states where property subject to conservation easement is located »

Does the organization have a written policy regarding the periodic monitoring, inspection, handling of

violations, and enforcement of the conservation easements it holds? . . . . . . . . . . . . . [] Yes [ ] No
Staff and volunteer hours devoted to monitoring, inspecting, and enforcing conservation easements during the year

|

Amount of expenses incurred in monitoring, inspecting, and enforcing conservation easements during the year

> S

Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B)(i)

and section 170(h)@)®B)([1? . . . . . . . . . . . . . . . . . . . . . . . . . .. [1Yes[] No

In Part Xlll, describe how the organization reports conservation easements in its revenue and expense statement, and
balance sheet, and include, if applicable, the text of the footnote to the organization’s financial statements that describes the
organization’s accounting for conservation easements.

Part lll Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.

Complete if the organization answered “Yes” to Form 990, Part IV, line 8.

1a

If the organization elected, as permitted under SFAS 116 (ASC 958), not to report in its revenue statement and balance sheet
works of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide, in Part XIll, the text of the footnote to its financial statements that describes these items.

b If the organization elected, as permitted under SFAS 116 (ASC 958), to report in its revenue statement and balance sheet
works of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide the following amounts relating to these items:

() Revenue included in Form 990, Part VIll, linet1 . . . . . . . . . . . . . . . . » §
(ii) Assets included in Form 990, Part X . . . . N

2 If the organization received or held works of art, hrstorlcal treasures or other S|m|Iar assets for financial gain, provide the
following amounts required to be reported under SFAS 116 (ASC 958) relating to these items:

a Revenue included in Form 990, Part VIll, linet1 . . . . . . . . . . . . . . . . .» %

b Assetsincluded in Form 990, Part X . . . . . . . T

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat. No. 52283D Schedule D (Form 990) 2014
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m Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)

a
b
c

4

5

Using the organization’s acquisition, accession, and other records, check any of the following that are a significant use of its
collection items (check all that apply):
[J Public exhibition

[] Scholarly research

[] Preservation for future generations
Provide a description of the organization’s collections and explain how they further the organization’s exempt purpose in Part
Xill.

During the year, did the organization solicit or receive donations of art, historical treasures, or other similar
assets to be sold to raise funds rather than to be maintained as part of the organization’s collection?
Escrow and Custodial Arrangements.

Complete if the organization answered “Yes” to Form 990, Part IV, line 9, or reported an amount on Form
990, Part X, line 21.

d [ Loan or exchange programs
e [] Other

[] Yes [] No

1a

T

- 0 Q0

2a

Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not

included on Form 990, Part X? . o . e ] Yes [ ] No
If “Yes,” explain the arrangement in Part XlIl and complete the foIIowmg table:
Amount
Beginning balance . . . . . . . . . . . . . . L oL L. 1c
Additions duringtheyear . . . . . . . . . . . . . . . . L L. 1d
Distributions during theyear . . . . . . . . . . . . . . . . . . 1e
Ending balance . . . 1f
Did the organization |nclude an amount on Form 990 Part X I|ne 21 for escrow or custodlal account liability? [] Yes [] No
If “Yes,” explain the arrangement in Part XlIl. Check here if the explanation has been provided in Part XIll . . . . (]

Endowment Funds.
Complete if the organization answered “Yes” to Form 990, Part IV, line 10.

b
4

(a) Current year (b) Prior year (c) Two years back | (d) Three years back | (e) Four years back
Beginning of year balance 21,641,803 20,101,688 17,620,532 16,113,030 16,372,250
Contributions . . . 0 0 0 0 0
Net investment earnings, galns and
losses . e 2,554,961 3,608,194 2,762,341 1,802,455 (259,220)
Grants or scholarships . . . 0 0 0 0 0
Other expenditures for facilities and
programs . B 799,877 2,068,079 281,185 294,953 0
Administrative expenses . . . . 0 0 0 0 0
End of year balance . 23,396,887 21,641,803 20,101,688 17,620,532 16,113,030
Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as:
Board designated or quasi-endowment » 59.80 %
Permanent endowment » 34.60 %
Temporarily restricted endowment » 5.60 %
The percentages in lines 2a, 2b, and 2c should equal 100%.
Are there endowment funds not in the possession of the organization that are held and administered for the
organization by: Yes| No
(i) unrelated organizations . 3a(i) v
(i) related organizations . o 3al(ii) v
If “Yes” to 3a(ii), are the related orgamzat|ons I|sted as requrred on Schedule R’7 e e 3b

Describe in Part Xlll the intended uses of the organization’s endowment funds.

Land, Buildings, and Equipment.

Complete if the organization answered “Yes” to Form 990, Part IV, line 11a. See Form 990, Part X, line 10.

Description of property

(a) Cost or other basis

(b) Cost or other basis

(c) Accumulated

(d) Book value

(investment) (other) depreciation
1a Land 155,467 155,467
b Buildings . . . 85,337,412 60,284,949 25,052,463
¢ Leasehold |mprovements
d Equipment 68,487,363 56,302,784 12,184,579
e Other 6,802,984 4,362,723 2,440,261
Total. Add lines 1athrough 1e. (Co/umn (d) must equal Form 990, Part X, column (B), line 10c.) . . > 39,832,770

Schedule D (Form 990) 2014
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g A'/[l  Investments—Other Securities.
Complete if the organization answered “Yes” to Form 990, Part IV, line 11b. See Form 990, Part X, line 12.

(a) Description of security or category (b) Book value (c) Method of valuation:
(including name of security) Cost or end-of-year market value

(1) Financial derivatives .
(2) Closely-held equity interests .

(H)
Total. (Column (b) must equal Form 990, Part X, col. (B) line 12.) »
TRl Investments —Program Related.
Complete if the organization answered “Yes” to Form 990, Part IV, line 11c. See Form 990, Part X, line 13.

(a) Description of investment (b) Book value (c) Method of valuation:
Cost or end-of-year market value

—

N

w

=

)]

— = = = = |~

()

N
= = == ==

8

©
Total. (Column (b) must equal Form 990, Part X, col. (B) line 13.) B

Other Assets.
Complete if the organization answered “Yes” to Form 990, Part IV, line 11d. See Form 990, Part X, line 15.

(a) Description (b) Book value

—

—

N

w

—~ = = I~
=

($)]
— = === = ==

&)

N

© @ >

Total. (Column (b) must equal Form 990, Part X, col. B) line 15.) . . . . . . . . . . . . . .»

Other Liabilities.
Complete if the organization answered “Yes” to Form 990, Part IV, line 11e or 11f. See Form 990, Part X,

line 25.

1. (a) Description of liability (b) Book value
(1) Federal income taxes
(2) ESTIMATED AMOUNTS DUE TO THIRD PARTY REIMBURSEMENT AGENCIES 2,797,659
(3) MISCELLANEOUS CURRENT LIABILITIES 404,095
(4) ESTIMATED SELF-INSURANCE LIABILITIES 3,763,019
(5) ACCRUED PENSION LIABILITY 42,419,641
©6)
™)
®)
©)

Total. (Column (b) must equal Form 990, Part X, col. (B) line 25.) » 49,384,414

2. Liability for uncertain tax positions. In Part Xlll, provide the text of the footnote to the organization’s financial statements that reports the
organization’s liability for uncertain tax positions under FIN 48 (ASC 740). Check here if the text of the footnote has been provided in Part XIlI

Schedule D (Form 990) 2014
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Part XI Reconciliation of Revenue per Audited Financial Statements With Revenue per Return.
Complete if the organization answered “Yes” to Form 990, Part IV, line 12a.

Page 4

1  Total revenue, gains, and other support per audited financial statements . 1 124,117,553
2  Amounts included on line 1 but not on Form 990, Part VIII, line 12:

a Net unrealized gains (losses) on investments 2a

b Donated services and use of facilities 2b

¢ Recoveries of prior year grants . 2c

d Other (Describe in Part XIll.) . 2d 0

e Add lines 2a through 2d . 2e 0
3  Subtract line 2e from line 1 . 3 124,117,553
4  Amounts included on Form 990, Part VIII Ilne 12 but not on Ilne 1

a Investment expenses not included on Form 990, Part VIII, line 7b 4a

b Other (Describe in Part XIII.) . 4b 90,109

c Add lines 4a and 4b 4c 90,109

Total revenue. Add lines 3 and 4c (T h/s must equal Form 990 Partl l/ne 12 ) .. 5 124,207,662
Reconciliation of Expenses per Audited Financial Statements With Expenses per Return.
Complete if the organization answered “Yes” to Form 990, Part IV, line 12a.

1  Total expenses and losses per audited financial statements 1 122,269,116
2  Amounts included on line 1 but not on Form 990, Part IX, line 25:

a Donated services and use of facilities 2a

b Prior year adjustments 2b

¢ Otherlosses . 2c

d Other (Describe in Part XIII ) 2d 0

e Add lines 2a through 2d . 2e 0
3  Subtract line 2e from line 1 . 3 122,269,116
4  Amounts included on Form 990, Part IX, I|ne 25 but not on I|ne 1

a Investment expenses not included on Form 990, Part VIII, line 7b 4a

b Other (Describe in Part XIII.) . 4b 81,005

¢ Add lines 4a and 4b 4c 81,005
5 Total expenses. Add lines 3 and 4c (T h/s must equal Form 990 Partl l/ne 1 8 ) 5 122,350,121

Il  Supplemental Information.
Provide the descriptions required for Part Il, lines 3, 5, and 9; Part lll, lines 1a and 4; Part IV, lines 1b and 2b; Part V, line 4; Part X, line

2; Part XI, lines 2d and 4b; and Part Xl lines 2d and 4b. Also complete this part to provide any additional information.

SEE NEXT PAGE
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Part XIlII

Provide the descriptions required for Part Il, lines 3, 5, and 9; Part Ill, lines 1a and 4; Part IV, lines 1b
and 2b; Part V, line 4; Part X, line 2; Part X, lines 2d and 4b; and Part XII, lines 2d and 4b. Also
complete this part to provide any additional information.

Return Reference

Identifier

Explanation

SCHEDULE D, PART
X1, LINE 4(B)

OTHER REVENUE

(a) Description

(b) Amount

AUXILIARY REVENUE

90,109




Part XIlII

Provide the descriptions required for Part Il, lines 3, 5, and 9; Part Ill, lines 1a and 4; Part IV, lines 1b
and 2b; Part V, line 4; Part X, line 2; Part X, lines 2d and 4b; and Part XII, lines 2d and 4b. Also
complete this part to provide any additional information.

Return Reference

Identifier

Explanation

SCHEDULE D, PART
XI, LINE 4(B)

OTHER EXPENSES

(a) Description

(b) Amount

AUXILIARY EXPENSES

81,005




Part XIlII

Supplemental Information. Provide the descriptions required for Part Il, lines 3, 5, and 9; Part Ill,

lines 1a and 4; Part IV, lines 1b and 2b; Part V, line 4; Part X, line 2; Part XI, lines 2d and 4b; and Part
XIl, lines 2d and 4b. Also complete this part to provide any additional information.

Return Reference

Identifier

Explanation

SCHEDULE D, PART V,
LINE 4

INTENDED USES OF
ENDOWMENT FUNDS

THE ENDOWMENT FUNDS ARE USED PRIMARILY FOR CAPITAL PURCHASES,
INDIGENT CARE AND OTHER USES AS APPROVED BY THE BOARD IN
ACCORDANCE WITH DONOR RESTRICTIONS.

SCHEDULE D, PART X,
LINE 2

FIN 48 (ASC 740)
FOOTNOTE

THE HOSPITAL ACCOUNTS FOR UNCERTAIN TAX POSITIONS WITH PROVISIONS
OF FASB ASC 740, "INCOME TAXES" WHICH PROVIDES A FRAMEWORK FOR HOW
COMPANIES SHOULD RECOGNIZE, MEASURE, PRESENT AND DISCLOSE
UNCERTAIN TAX POSITIONS IN THEIR FINANCIAL STATEMENTS. THE HOSPITAL
MAY RECOGNIZE THE TAX BENEFIT FROM AN UNCERTAIN TAX POSITION ONLY IF
IT IS MORE LIKELY THAN NOT THAT THE TAX POSITION WILL BE SUSTAINED ON
EXAMINATION BY THE TAXING AUTHORITIES, BASED ON THE TECHNICAL MERITS
OF THE POSITION. THE HOSPITAL DOES NOT HAVE ANY UNCERTAIN TAX
POSITIONS AS OF SEPTEMBER 30, 2015 AND 2014. AS OF SEPTEMBER 30, 2015
AND 2014, THE HOSPITAL DID NOT RECORD ANY PENALTIES OR INTEREST
ASSOCIATED WITH UNCERTAIN TAX POSITIONS. THE HOSPITAL WOULD
RECOGNIZE INTEREST AND/OR PENALTIES RELATED TO INCOME TAX MATTERS
IN INCOME TAX EXPENSE. THE HOSPITAL'S PRIOR THREE TAX YEARS ARE OPEN
AND SUBJECT TO EXAMINATION.




SCHEDULE G Supplemental Information Regarding Fundraising or Gaming Activities OMB No. 1545-0047
Complete if the organization answered "Yes" to Form 990, Part IV, lines 17, 18, or 19, or if the

(Form 990 or 990-EZ) organization entered more than $15,000 on Form 990-EZ, line 6a. 2 @ 1 4

Department of the Treasury » Attach to Form 990 or Form 990-EZ. Open to Public

Internal Revenue Service » Information about Schedule G (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Inspection

Name of the organization Employer identification number

THE CHARLOTTE HUNGERFORD HOSPITAL 06-0646678

Fundraising Activities. Complete if the organization answered “Yes” to Form 990, Part IV, line 17.

Form 990-EZ filers are not required to complete this part.

1 Indicate whether the organization raised funds through any of the following activities. Check all that apply.
a [ Mail solicitations e [ Solicitation of non-government grants
b [ Internet and email solicitations f [ Solicitation of government grants
¢ [ Phone solicitations g [ Special fundraising events
d [ In-person solicitations
2a Did the organization have a written or oral agreement with any individual (including officers, directors, trustees
or key employees listed in Form 990, Part VII) or entity in connection with professional fundraising services? [ ] Yes [ ] No
b If “Yes,” list the ten highest paid individuals or entities (fundraisers) pursuant to agreements under which the fundraiser is to be
compensated at least $5,000 by the organization.
(i) Name and address of individual . » (iii) Did fundraiser have (iv) Gross receipts (Vzol;}rpe(zgmegag,)to (vi) Amoqnt paid to
or entity (fundraiser) (ii) Activity cuség?]}[/r%ru%g?]tsrg | of from activity fundraci;el-r (Iii)sted in (oérzgegﬁ;rz]ggo%y)
Yes No
1
2
3
4
5
6
7
8
9
10
Total e e e e e e e e e e e e D
3 List all states in which the organization is registered or licensed to solicit contributions or has been notified it is exempt from

registration or licensing.

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Cat. No. 50083H Schedule G (Form 990 or 990-EZ) 2014
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Fundraising Events. Complete if the organization answered “Yes” to Form 990, Part IV, line 18, or reported more

than $15,000 of fundraising event contributions and gross income on Form 990-EZ, lines 1 and 6b. List events with

gross receipts greater than $5,000.

(a) Event #1 (b) Event #2 (c) Other events (d) Total events
GOLF TOURNAMENT DINNER THEATER 4 (add col. (a) through
(event type) (event type) (total number) col. (e))
()
2
<‘>’ 1 Grossreceipts . . . . 96,940 19,299 9,566 125,805
[0)
o
2 Less: Contributions 0
3 Gross income (line 1 minus
line2) . . . . . . . 96,940 19,299 9,566 125,805
4  Cash prizes . 0
5 Noncash prizes . . . 6,200 6,200
w TH
8| 6 Rent/facility costs . . . 25,259 25,259
o
o
S| 7 Foodand beverages . 0
I3
5 8  Entertainment 0
9  Other direct expenses . 10,111 6,055 16,166
10 Direct expense summary. Add lines 4 through 9 in column (d) | 2 47,625
11 Net income summary. Subtract line 10 from line 3, column (d) > 78,180

than $15,000 on Form 990-EZ, line 6a.

Gaming. Complete if the organization answered “Yes” to Form 990 Part IV line 19 or reported more

[} ) (b) Pull tabs/instant . (d) Total gaming (add
g (@) Bingo bingo/progressive bingo (c) Gther gaming col. (a) through col. (c))
2
i
1 Grossrevenue .
8| 2 Cash prizes .
2| 3 Noncash prizes
[
8| 4 Rent/facility costs .
=
5  Other direct expenses
(] Yes %|[] Yes %|[] Yes %
6 Volunteerlabor . . . . |[] No [] No [] No
7  Direct expense summary. Add lines 2 through 5 in column (d) | 2
8 Net gaming income summary. Subtract line 7 from line 1, column (d) >
9 Enter the state(s) in which the organization conducts gaming activities:
a s the organization licensed to conduct gaming activities in each of these states? [J Yes [] No
b If “No,” explain:
10a Were any of the organization’s gaming licenses revoked, suspended or terminated during the tax year? [] Yes [] No

b If “Yes,” explain:

Schedule G (Form 990 or 990-EZ) 2014
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11 Does the organization conduct gaming activities with nonmembers? . . P [J Yes [] No
12 Is the organization a grantor, beneficiary or trustee of a trust or a member of a partnershlp or other entity
formed to administer charitable gaming? . . . C e ] Yes [ ] No
13 Indicate the percentage of gaming activity conducted in:
a Theorganization’s facility . . . . . . . . . . . . . . . . . L0 13a %
b Anoutside facility . . . 13b %
14  Enter the name and address of the person who prepares the organlzatlon S gamlng/spe0|al events books and
records:
Name »
Address »

15a Does the organization have a contract with a third party from whom the organization receives gaming
revenue? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. 1[Yes[]No
b If “Yes,” enter the amount of gaming revenue received by the organization®» ¢ and the
amount of gaming revenue retained by the third party®» $
c If “Yes,” enter name and address of the third party:

Name »

Address »

16  Gaming manager information:

Name »

Gaming manager compensation » $

Description of services provided »

[1Director/officer [JEmployee []Independent contractor

17  Mandatory distributions:
a Is the organization required under state law to make charitable distributions from the gaming proceeds to
retain the state gaming license? . . . e [] Yes [ ] No
b Enter the amount of distributions required under state Iaw to be d|str|buted to other exempt organizations or
spent in the organization’s own exempt activities during the tax year »  §

clll4  Supplemental Information. Provide the explanations required by Part |, line 2b, columns (iii) and (v), and

Part lll, lines 9, 9b, 10b, 15b, 15¢, 16, and 17b, as applicable. Also provide any additional information (see
instructions).

Schedule G (Form 990 or 990-EZ) 2014
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2014

» Complete if the organization answered “Yes” to Form 990, Part IV, question 20.

Department of the Treasury >l . > Attach to qum. 990. . . i Open tq Public
Internal Revenue Service nformation about Schedule H (Form 990) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
THE CHARLOTTE HUNGERFORD HOSPITAL 06 E 0646678
Financial Assistance and Certain Other Community Benefits at Cost
Yes | No
1a Did the organization have a financial assistance policy during the tax year? If “No,” skip to question 6a . . 1a | v
b If “Yes,” was it a written policy? . . . . ib | v

2 If the organization had multiple hospital faC|I|t|es |nd|cate WhICh of the foIIowmg best descrlbes appllcatlon of
the financial assistance policy to its various hospital facilities during the tax year.

[] Applied uniformly to all hospital facilities [J Applied uniformly to most hospital facilities
[] Generally tailored to individual hospital facilities

3  Answer the following based on the financial assistance eligibility criteria that applied to the largest number of
the organization’s patients during the tax year.

a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing
free care? If “Yes,” indicate which of the following was the FPG family income limit for eligibility for free care: 3a | v
(] 100% [ 150% 200% [ Other %

b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If “Yes,”
indicate which of the following was the family income limit for eligibility for discounted care: . . . . . 3b | v
] 200% ] 250% ] 300% ] 350% 400% ] Other %

C If the organization used factors other than FPG in determining eligibility, describe in Part VI the criteria used
for determining eligibility for free or discounted care. Include in the description whether the organization used
an asset test or other threshold, regardless of income, as a factor in determining eligibility for free or
discounted care.

4  Did the organization’s financial assistance policy that applied to the largest number of its patients during the

tax year provide for free or discounted care to the “medically indigent”? . . . 4 |V
5a Did the organization budget amounts for free or discounted care provided under its financial aSS|stance pollcy durmg the tax year’? 5a | vV
b If “Yes,” did the organization’s financial assistance expenses exceed the budgeted amount? . . . . . 5b v
Cc If “Yes” to line 5b, as a result of budget considerations, was the organization unable to provide free or
discounted care to a patient who was eligible for free or discounted care? . . . . . . . . . . . 5¢
6a Did the organization prepare a community benefit report during the taxyear? . . . . . . . . . . 6a | v
b If “Yes,” did the organization make it available to the public? . . . 6b | v

Complete the following table using the worksheets provided in the Schedule H mstructlons Do not submlt
these worksheets with the Schedule H.

7  Financial Assistance and Certain Other Community Benefits at Cost

Financial Assistance and (a) Number of (b) Persons (c) Total community | (d) Direct offsetting | (e) Net community (f) Percent
Means-Tested Government Programs progargtrir\]/;ti(%s;) ?i(r) ) ( osp?tri\cl)i?a ) benefit expense revenue benefit expense e?(f pfgr:Zie
a Financial Assistance at cost (from
Worksheet1) . . . . . . 1,399 679,802 0 679,802 0.56
b Medicaid (from Worksheet 3, column a) 50,025 26,635,454 16,668,946 9,966,508 8.15

C Costs of other means-tested
government programs (from
Worksheet 3, columnb) . . . . 520 147,265 91,919 55,346 0.05

d Total Financial Assistance and
Means-Tested Government Programs 0 51,944 27,462,521 16,760,865 10,701,656 8.75

Other Benefits

€ Community health improvement
services and community benefit

operations (from Worksheet 4) . . 8 2,660 120,576 0 120,576 0.10
f Health professions education

(from Worksheet5) . . . . 2 400 2,153 0 2,153 0.00
g Subsidized health services (from

Worksheet6) . . . . . . 6 82,974 31,087,251 27,543,411 3,543,840 2.90
h Research (from Worksheet 7) . 0 0 0 0.00

i  Cash and in-kind contributions
for community benefit (from

Worksheet8) . . . . . . 2 1,570 22,371 0 22,371 0.02
j Total. Other Benefits . . . . 18 87,604 31,232,351 27,543,411 3,688,940 3.02
k Total. Addlines7dand7j . . 18 139,548 58,694,872 44,304,276 14,390,596 11.76

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat. No. 50192T Schedule H (Form 990) 2014
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Community Building Activities Complete this table if the organization conducted any community building
activities during the tax year, and describe in Part VI how its community building activities promoted the
health of the communities it serves.

(a) Number of | (b) Persons | (c) Total community | (d) Direct offsetting (e) Net community (f) Percent of
activities or served building expense revenue building expense total expense
programs (optional)
(optional)
1 Physical improvements and housing 0 0.00
2 Economic development 0 0.00
3  Community support 0 0.00
4 Environmental improvements 0 0.00
5 Leadership development and training
for community members 0 0.00
6  Coalition building 0 0.00
7  Community health improvement advocacy 0 0.00
8  Workforce development 0 0.00
9  Other 0 0.00
10  Total 0 0 0 0 0 0.00
Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense Yes | No

1 Did the organization report bad debt expense in accordance with Healthcare Financial Management Association Statement No. 15? 1 v
2 Enter the amount of the organization’s bad debt expense. Explain in Part VI the
methodology used by the organization to estimate thisamount . . . . . . . . . |2 2,393,914

3  Enter the estimated amount of the organization’s bad debt expense attributable to
patients eligible under the organization’s financial assistance policy. Explain in Part VI the
methodology used by the organization to estimate this amount and the rationale, if any,
for including this portion of bad debt as community benefit. . . . . 3

4 Provide in Part VI the text of the footnote to the organization’s flnanC|aI statements that describes bad debt
expense or the page number on which this footnote is contained in the attached financial statements.

Section B. Medicare

5  Enter total revenue received from Medicare (including DSHandIME) . . . . . . . |5 42,121,368
6 Enter Medicare allowable costs of care relating to paymentsonline5 . . . . . . . |6 46,590,622
7  Subtract line 6 from line 5. This is the surplus (or shortfall) . . . . . . 7 (4,469,254)
8 Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community

benefit. Also describe in Part VI the costing methodology or source used to determine the amount reported
on line 6. Check the box that describes the method used:

[] Cost accounting system Cost to charge ratio [] Other
Section C. Collection Practices
9a Did the organization have a written debt collection policy during the tax year? . . . 9a | vV
b [f“Yes,” did the organization’s collection policy that applied to the largest number of its patients during the tax year contaln prowsmns
on the collection practices to be followed for patients who are known to qualify for financial assistance? Describe in Part VI . . . % | v
Management Companies and Joint Ventures (owned 10% or more by officers, directors, trustees, key employees, and physicians—see instructions)
(a) Name of entity (b) Description of primary (c) Organization’s |(d) Officers, directors, (e) Physicians’
activity of entity profit % or stock trustees, or key profit % or stock
ownership % employees’ profit % ownership %
or stock ownership %
1  ADVANCED MEDICAL IMAGING OF NORTHWEST cT LLC | IMAGING CENTER 50.00 50.00
2 UROLOGY CENTER OF NW CT [UROLOGY CENTER 62.50 37.50
3
4
5
6
7
8
9
10
11
12
13
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Facility Information

Section A. Hospital Facilities
(list in order of size, from largest to smallest—see instructions)

How many hospital facilities did the organization operate during
the tax year? 1

Name, address, primary website address, and state license number
(and if a group return, the name and EIN of the subordinate hospital
organization that operates the hospital facility)
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Facility
reporting

group
Other (describe)

1 CHARLOTTE HUNGERFORD HOSPITAL

540 LITCHFIELD STRRET, TORRINGTON 06790

WWW.CHARLOTTEHUNGERFORD.ORG STATE LICENSE

NO. : 0042

\
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Schedule H (Form 990) 2014

Facility Information (continued)

Section B. Facility Policies and Practices

(Complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)

Page 4

Name of hospital facility or letter of facility reporting group CHARLOTTE HUNGERFORD HOSPITAL

Line number of hospital facility, or line numbers of hospital

1

facilities in a facility reporting group (from Part V, Section A):

Yes

No

Community Health Needs Assessment

1

2

IS

6a

Q0 T o

12a

Was the hospital facility first licensed, registered, or similarly recognized by a State as a hospital facility in the
current tax year or the immediately preceding tax year?. .o
Was the hospital facility acquired or placed into service as a tax- exempt hospltal in the current tax year or
the immediately preceding tax year? If “Yes,” provide details of the acquisition in Section C . .
During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community health needs assessment (CHNA)? If “No,” skip to line 12 .

If “Yes,” indicate what the CHNA report describes (check all that apply):

A definition of the community served by the hospital facility

Demographics of the community

Existing health care facilities and resources within the community that are available to respond to the
health needs of the community

«~

ORE

How data was obtained

The significant health needs of the community

Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups

The process for identifying and prioritizing community health needs and services to meet the
community health needs

NN

=

The process for consulting with persons representing the community's interests

Information gaps that limit the hospital facility's ability to assess the community's health needs

Other (describe in Section C)

Indicate the tax year the hospital facility last conducted a CHNA: 20 15

In conducting its most recent CHNA, did the hospital facility take into account input from persons who represent
the broad interests of the community served by the hospital facility, including those with special knowledge of or
expertise in public health? If “Yes,” describe in Section C how the hospital facility took into account input from
persons who represent the community, and identify the persons the hospital facility consulted

NN

Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in Section C e e e e .
Was the hospital facility's CHNA conducted with one or more organizations other than hospital faC|I|t|es’7 If “Yes,”
list the other organizations in Section C

Did the hospital facility make its CHNA report W|der avallable to the publlc'7 .

If “Yes,” indicate how the CHNA report was made widely available (check all that apply)

¥l Hospital facility's website (list url): WWW.CHARLOTTEHUNGERFORD.ORG

[] Other website (list url):
Made a paper copy available for public inspection without charge at the hospital facility

[] Other (describe in Section C)

Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If “No,” skip to line 11

Indicate the tax year the hospital facility last adopted an implementation strategy: 20 14

Is the hospital facility's most recently adopted implementation strategy posted on a website? .
If “Yes,” (list url):
If “No,” is the hospital facility's most recently adopted implementation strategy attached to this return? .
Describe in Section C how the hospital facility is addressing the significant needs identified in its most
recently conducted CHNA and any such needs that are not being addressed together with the reasons why
such needs are not being addressed.

Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a
CHNA as required by section 501(r)(3)?

If “Yes” to line 12a, did the organization file Form 4720 to report the sectlon 4959 excise tax’7 .

If “Yes” to line 12b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilities? $

6a

6b

10

10b

12a

12b
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Page 5

Facility Information (continued)

Financial Assistance Policy (FAP)

Name of hospital facility or letter of facility reporting group CHARLOTTE HUNGERFORD HOSPITAL

Yes | No
Did the hospital facility have in place during the tax year a written financial assistance policy that:
13  Explained eligibility criteria for financial assistance, and whether such assistance included free or discounted care? | 13 | v
If “Yes,” indicate the eligibility criteria explained in the FAP:
a Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free careof 2 0 0 %
and FPG family income limit for eligibility for discounted careof 4 0 0 %
b [ Income level other than FPG (describe in Section C)
¢ [ Assetlevel
d [J Medical indigency
e [ Insurance status
f [ Underinsurance status
g [ Residency
h [ Other (describe in Section C)
14  Explained the basis for calculating amounts charged to patients? 14 | vV
15  Explained the method for applying for financial assistance? e e 15 | v
If “Yes,” indicate how the hospital facility's FAP or FAP appllcatlon form (|ncluding accompanying
instructions) explained the method for applying for financial assistance (check all that apply):
a Described the information the hospital facility may require an individual to provide as part of his or her
application
b Described the supporting documentation the hospital facility may require an individual to submit as part
of his or her application
¢ [] Provided the contact information of hospital facility staff who can provide an individual with information
about the FAP and FAP application process
d [] Provided the contact information of nonprofit organizations or government agencies that may be
sources of assistance with FAP applications
e Other (describe in Section C)
16 Included measures to publicize the policy within the community served by the hospital facility? 16 | v
If “Yes,” indicate how the hospital facility publicized the policy (check all that apply):
a The FAP was widely available on a website (list url): (SEE STATEMENT)
b The FAP application form was widely available on a website (list url): (SEE STATEMENT)
c A plain language summary of the FAP was widely available on a website (list url): (SEE STATEMENT)
d The FAP was available upon request and without charge (in public locations in the hospital facility and
by mail)
e The FAP application form was available upon request and without charge (in public locations in the
hospital facility and by mail)
f A plain language summary of the FAP was available upon request and without charge (in public
locations in the hospital facility and by mail)
g Notice of availability of the FAP was conspicuously displayed throughout the hospital facility
h [] Notified members of the community who are most likely to require financial assistance about availability
of the FAP
i [] Other (describe in Section C)
Billing and Collections
17  Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party
may take upon non-payment? . e e e .o e e 17 | vV
18 Check all of the following actions against an individual that were permltted under the hospital facility's
policies during the tax year before making reasonable efforts to determine the individual's eligibility under the
facility's FAP:
a [] Reporting to credit agency(ies)
b [] Selling an individual's debt to another party
¢ [ Actions that require a legal or judicial process
d [J Other similar actions (describe in Section C)
e [] None of these actions or other similar actions were permitted

Schedule H (Form 990) 2014



Schedule H (Form 990) 2014 Page 6
Facility Information (continued)
Name of hospital facility or letter of facility reporting group CHARLOTTE HUNGERFORD HOSPITAL
Yes | No
19 Did the hospital facility or other authorized party perform any of the following actions during the tax year
before making reasonable efforts to determine the individual's eligibility under the facility's FAP? . 19| v
If “Yes,” check all actions in which the hospital facility or a third party engaged:
a [] Reporting to credit agency(ies)
b [ Selling an individual's debt to another party
¢ [ Actions that require a legal or judicial process
d [ Other similar actions (describe in Section C)
20 Indicate which efforts the hospital facility or other authorized party made before initiating any of the actions listed (whether or
not checked) in line 19 (check all that apply):
a Notified individuals of the financial assistance policy on admission
b [ Notified individuals of the financial assistance policy prior to discharge
c Notified individuals of the financial assistance policy in communications with the individuals regarding the individuals' bills
d Documented its determination of whether individuals were eligible for financial assistance under the hospital facility's
financial assistance policy
e [ Other (describe in Section C)
f [ None of these efforts were made
Policy Relating to Emergency Medical Care
21  Did the hospital facility have in place during the tax year a written policy relating to emergency medical care
that required the hospital facility to provide, without discrimination, care for emergency medical conditions to
individuals regardless of their eligibility under the hospital facility's financial assistance policy? 21 | vV
If “No,” indicate why:
a [ The hospital facility did not provide care for any emergency medical conditions
b [ The hospital facility's policy was not in writing
¢ [ The hospital facility limited who was eligible to receive care for emergency medical conditions (describe
in Section C)
d [ Other (describe in Section C)
Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
22 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged
to FAP-eligible individuals for emergency or other medically necessary care.
a [ The hospital facility used its lowest negotiated commercial insurance rate when calculating the
maximum amounts that can be charged
b [ The hospital facility used the average of its three lowest negotiated commercial insurance rates when
calculating the maximum amounts that can be charged
¢ [ The hospital facility used the Medicare rates when calculating the maximum amounts that can be
charged
d Other (describe in Section C)
23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility
provided emergency or other medically necessary services more than the amounts generally billed to
individuals who had insurance covering such care? . 23 v
If “Yes,” explain in Section C.
24  During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross
charge for any service provided to that individual? . 24 v

If “Yes,” explain in Section C.

Schedule H (Form 990) 2014



Part V, Section C

Supplemental Information. Section C. Supplemental Information for Part V, Section B. Provide
descriptions required for Part V, Section B, lines 2, 3], 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16i, 18d, 19d,

20e, 21c, 21d, 22d, 23, and 24. If applicable, provide separate descriptions for each hospital facility in
a facility reporting group, designated by facility reporting group letter and hospital facility line number
from Part V, Section A (A, 1,"'A, 4,''B, 2,' 'B, 3, etc.) and name of hospital facility.

Return Reference

Identifier

Explanation

SCHEDULE H, PART V,
SECTION B, LINE 5

INPUT FROM PERSONS
WHO REPRESENT BROAD
INTERESTS OF
COMMUNITY SERVED

FACILITY NAME:
CHARLOTTE HUNGERFORD HOSPITAL:

DESCRIPTION:

THE STUDY WAS CONDUCTED BY THE CENTER FOR HEALTHY SCHOOLS AND
COMMUNITIES AT EDUCATION CONNECTION IN LITCHFIELD, CT. THE STEERING
COMMITTEE INCLUDED THE FOLLOWING INDIVIDUALS AND ORGANIZATIONS:
JOANNE BORDUAS, BSN, MSN, MBA, CHIEF EXECUTIVE OFFICER, COMMUNITY
HEALTH AND WELLNESS CENTER

HEATHER CAPPABIANCA, RN, MHA, DIRECTOR, CT OFFICE OF RURAL HEALTH,
COORDINATOR, NCCC, ALLIED HEALTH

STEPHANIE K. FOWLER, M.D., CHARLOTTE HUNGERFORD HOSPITAL, BOARD OF
GOVERNORS

RUTHANN HORVAY, DIRECTOR, WINSTED FAMILY RESOURCE CENTER,
WINCHESTER PUBLIC SCHOOLS

JOHN N. LAVIERI, PRESIDENT, STERLING ENGINEERING

TIM J. LEBOUTHILLIER, DIRECTOR OF PUBLIC RELATIONS, CHARLOTTE
HUNGERFORD HOSPITAL

BRIAN E. MATTIELLO, VP FOR ORGANIZATIONAL DEVELOPMENT, CHARLOTTE
HUNGERFORD HOSPITAL

THOMAS NARDUCCI, LCSW, ADMINISTRATIVE DIRECTOR, OUTPATIENT
BEHAVIORAL HEALTH, CHARLOTTE HUNGERFORD HOSPITAL

LESLIE POLITO, BSN, RN, PUBLIC HEALTH NURSE, TORRINGTON AREA HEALTH
DISTRICT

FRANK R. VANONI, M.D., COMMUNITY RESIDENT/FORMER MEMBER CHH STAFF,

SCHEDULE H, PART V,
SECTION B, LINE 16A

FAP AVAILABLE WEBSITE

WWW.CHARLOTTEHUNGERFORD.ORG

SCHEDULE H, PART V,
SECTION B, LINE 16B

FAP APPLICATION FORM
WEBSITE

WWW.CHARLOTTEHUNGERFORD.ORG

SCHEDULE H, PART V,
SECTION B, LINE 16C

PLAIN LANGUAGE FAP
SUMMARY WEBSITE

WWW.CHARLOTTEHUNGERFORD.ORG

SCHEDULE H, PART V,
SECTION B, LINE 22D

HOW AMOUNTS
CHARGED TO FAP-
ELIGIBLE PATIENTS WERE
DETERMINED

FACILITY NAME:
CHARLOTTE HUNGERFORD HOSPITAL:

DESCRIPTION:
CHARGES FOR FAP CLIENTS ARE COMPLETELY WRITTEN OFF UP TO THE COST
OF CHARGES, USING THE APPROPRIATE COST TO CHARGE RATIO.
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Page 8

Facility Information (continued)

Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital Facility

(list in order of size, from largest to smallest)

How many non-hospital health care facilities did the organization operate during the tax year? 0

Name and address

Type of Facility (describe)

1 NORTHWEST CONNECTICUT MEDICAL WALK IN

1598 EAST MAIN STREET

TORRINGTON, CT 06790

WALK IN MEDICAL CLINIC

2 THE HUNGERFORD CENTER

780 LITCHFIELD STREET

TORRINGTON, CT 06790

CARDIAC AND PULMONARY REHAB SERVICES

3 THE CENTER FOR CANCER CARE

200 KENNEDY DRIVE

TORRINGTON, CT 06790

CANCER TREATMENT CENTER

4 HUNGERFORD DIAGNOSTIC CENTER

220 KENNEDY DRIVE

TORRINGTON, CT 06790

RADIOLOGY SERVICES

5 THE CENTER FOR YOUTH AND FAMILIES

50 LITCHFIELD STREET

TORRINGTON, CT 06790

PSYCH SERVICES FOR CHILDREN AND FAMILIES

6 WINSTED BEHAVIORAL HEALTH CENTER

294 MAIN STREET

WINSTED, CT 06098

PSYCH SERVICES

7 SURGICAL ASSOCIATES OF CHH

538 LITCHFIELD STREET

TORRINGTON, CT 06790

SURGICAL PHYSICIANS PRACTICE

8 NEUROLOGY PBC

780 LITCHFIELD STREET

TORRINGTON, CT 06790

NEUROLOGY PHYSICIANS PRACTICE

9 CHH PRIMARY CARE

780 LITCHFIELD STREET

TORRINGTON, CT 06790

PRIMARY CARE PHYSICIANS PRACTICE

10 CHH CARDIOVASCULAR MEDICINE SERVICE

1215 NEW LITCHFIELD STREET

TORRINGTON, CT 06790

CARDIOVASCULAR PHYSICIANS PRACTICE
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Page 8

Facility Information (continued)

Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital Facility

(list in order of size, from largest to smallest)

How many non-hospital health care facilities did the organization operate during the tax year? 0

Name and address

Type of Facility (describe)

1 CHH WOUND CARE AND HYPERBARIC MEDICINE

7 FELICITY LANE

TORRINGTON, CT 06790

WOUND CARE PHYSICIANS PRACTICE

2 CHH UROLOGY MEDICINE

538 LITCHFIELD STREET

TORRINGTON, CT 06790

ADULT AND PEDIATRIC UROLOGY PHYSICIANS
PRACTICE

3 HUNGERFORD EMERGENCY AND MEDICAL CARE

115 SPENCER STREET

WINSTED, CT 06098

EMERGENCY SERVICES

4

10
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Supplemental Information.

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part Ill, lines 2, 3, 4, 8 and 9b.

> Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to any needs
assessments reported in Part V, Section B.

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons who may be

3 billed for patient care about their eligibility for assistance under federal, state, or local government programs or under the organization’s
financial assistance policy.
4 Community information. Describe the community the organization serves, taking into account the geographic area and demographic

constituents it serves.
Promotion of community health. Provide any other information important to describing how the organization’s hospital facilities or other

5 health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community board, use of
surplus funds, etc.).

6 Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served.

7 State filing of community benefit report. If applicable, identify all states with which the organization, or a related organization, files a

community benefit report.

Return Reference

Identifier

Explanation

SCHEDULE H, PART I,
LINE 3C

CRITERIA USED TO
DETERMINE ELIGIBILITY
FOR FREE OR
DISCOUNTED CARE

CARE WILL BE PROVIDED FREE FOR THOSE WHO QUALIFY AS UNINSURED
AND VERIFICATION HAS DETERMINED THAT THEIR ANNUAL INCOME IS LESS
THAN 200% OF THE FEDERAL INCOME POVERTY LEVEL. CARE WILL BE
PROVIDED AT HOSPITAL COST, AS ESTABLISHED BY THE OFFICE OF HEALTH
CARE ACCESS (OCHA), FOR THOSE UNINSURED PATIENTS WHO REQUEST
ASSISTANCE AND VERIFICATION HAS DETERMINED

THAT THEIR ANNUAL INCOME IS BETWEEN 200% AND 250% OF THE FPL. CARE
WILL BE

DISCOUNTED BY 30% FOR THOSE UNISURED PATIENTS WHO REQUEST
ASSISTANCE AND

VERIFICATION HAS DETERMINED THAT THEIR ANNUAL INCOME IS BETWEEN
250% AND

400% OF THE FPL. THE HOSPITAL WILL ALSO CONSIDER THE TOTAL MEDICAL
EXPENSES FACED BY THE FAMILY AND THE FAMILY'S ABILITY TO PAY FOR
THOSE

EXPENSES, AND WILL CONSIDER OFFERING GREATER ASSISTANCE WHEN
POSSIBLE TO

THOSE FAMILIES FACING CATASTROPHIC MEDICAL EXPENSES.

SCHEDULE H, PART |,
LINE 7

EXPLANATION OF
COSTING METHODOLOGY
USED FOR CALCULATING
LINE 7 TABLE

A COST TO CHARGE RATIO BASED ON CHARITY CARE CHARGES AND
EXPENSES.

SCHEDULE H, PART lII,
LINE 2

METHODOLOGY USED TO
ESTIMATE BAD DEBT

COSTING METHODOLOGY USED - THE HOSPITAL USES A MODEL CONSISTING OF
OUR ACCOUNTS RECEIVABLE BALANCE DIVIDED INTO EIGHT AGING
CATEGORIES AS FOLLOWS: 0-30 DAYS, 31-60 DAYS, 61-90 DAYS, 91-120 DAYS,
121-210 DAYS, 211-365 DAYS, AND GREATER THAN 365 DAYS. A PERCENTAGE IS
THEN ASSIGNED TO EACH AGING BUCKET BASED ON AGE, WITH A HIGHER
PERCENTAGE ASSIGNED AS THE DAYS OUTSTANDING INCREASES. THE
RESULTING CALCULATION IS USED TO COMPARE WITH THE RESERVE AND A
MONTHLY ADJUSTMENT IS MADE TO DETERMINE THE EXPENSE. ANNUALLY,
THIS CALCULATION IS COMPARED TO AN AUDIT OF THE BAD DEBT RESERVES
TO DETERMINE IF ANY ADJUSTMENTS ARE REQUIRED.

SCHEDULE H, PART lII,
LINE 4

FOOTNOTE IN
ORGANIZATION'S
FINANCIAL STATEMENTS
DESCRIBING BAD DEBT

THE FOOTNOTE TO THE ORGANIZATION'S FINANCIAL STATEMENTS THAT
DESCRIBES BAD DEBT EXPENSE IS NOTE 3 ON PAGES 11 AND 12 OF THE
ATTACHED FINANCIAL STATEMENTS.

SCHEDULE H, PART lII,
LINE 8

DESCRIBE EXTENT ANY
SHORTFALL FROM LINE 7
TREATED AS COMMUNITY
BENEFIT AND COSTING
METHOD USED

EXPLANATION: THE MEDICARE SHORTFALL IS NOT TREATED AS COMMUNITY
BENEFIT. THE MEDICARE ALLLOWABLE COSTS OF CARE ARE DERIVED DIRECTLY
FROM THE MEDICARE COST REPORT.

SCHEDULE H, PART I,
LINE 9B

DID COLLECTION POLICY
CONTAIN PROVISIONS ON
COLLECTION PRACTICES
FOR PATIENTS WHO ARE
KNOWN TO QUALIFY FOR

THE HOSPITAL ATTEMPTS TO HAVE INDIVIDUALS FILL OUT ALL PAPER WORK
REQUIRED FOR CHARITY CARE. IF THE PERSON IS NOT CAPABLE OF DOING THIS
OR IS KNOWN TO BE UNABLE TO DO THIS (SUCH AS A KNOWN HOMELESS
PERSON), THEN THE FINANCIAL ASSISTANCE COMMITTEE WILL ADJUST THE
ACCOUNT TO CHARITY CARE AND IT WILL NOT BE REPORTED AS BAD DEBT. IF

LINE 2

ASSISTANCE THE ACCOUNT HAS BEEN REPORTED AS BAD DEBT AND INFORMATION COMES
FORTH INDICATING AN INABILITY TO PAY, THEN THE ACCOUNT WOULD BE
REMOVED FROM BAD DEBT AND MOVED TO CHARITY CARE.
SCHEDULE H, PART VI, NEEDS ASSESSMENT THE HOSPITAL OFFERS FREE HEALTH SCREENINGS, FREE HEALTH EDUCATION

AND LECTURES AT VARIOUS COMMUNITY EVENTS INCLUDING FAIRS, EXPOS,
PRIVATE COMPANIES, PUBLIC MUNICIPALITIES, AND PUBLIC GATHERINGS.
THESE EVENTS PROVIDE A FORUM FOR RECEIVING INFORMATION AND INPUT
FROM THE COMMUNITY.

SCHEDULE H, PART VI,
LINE 3

PATIENT EDUCATION

THE HOSPITAL COUNSELS ALL SELF PAY PATIENTS BY PROVIDING A MEETING
WITH A FINANCIAL COUNSELOR OR SOCIAL WORKER. ALL STATEMENTS
DISTRIBUTED TO PATIENTS INCLUDE FINANCIAL COUNSELING INFORMATION.
SIGNS ARE POSTED THROUGHOUT THE HOSPITAL, INCLUDING THE EMERGENCY
ROOM, WHICH STATE CHARITY CARE POLICIES AND FINANCIAL ASSISTANCE
INFORMATION.




Return Reference Identifier Explanation
SCHEDULE H, PART VI, COMMUNITY THE CHARLOTTE HUNGERFORD HOSPITAL (CHH) IS LOCATED IN THE
LINE 4 INFORMATION NORTHWEST PART OF CONNECTICUT (LITCHFIELD COUNTY) IN THE TOWN OF

TORRINGTON. THE SERVICE AREA OF THE HOSPITAL IS COMPRISED OF
THIRTEEN TOWNS WITH A TOTAL POPULATION OF APPROXIMATELY 95,000
PEOPLE. IN RECENT YEARS, THE AREA IS BECOMING MORE RACIALLY AND
ETHNICALLY DIVERSE. IN THE PAST DECADE, THE NUMBER OF WHITE
RESIDENTS INCREASED AT A SLOWER RATE COMPARED TO AFRICAN
AMERICAN, ASIAN, AND HISPANIC RESIDENTS. THE LOCAL POPULATION IS ALSO
AGING, AND HAS A LOWER PERCENTAGE OF PERSONS UNDER AGE 18 AND A
HIGHER PERCENTAGE OF PERSONS AGE 65 AND OLDER THAN IN THE STATE.
THIS IS EVIDENT IN THE HIGH PERCENTAGE OF MEDICARE AND MEDICAID
REVENUE (APPROXIMATELY 70%) THE HOSPITAL RECEIVES AS PART OF ITS
OPERATIONS. OF THE 13 SERVICE AREA TOWNS SERVED BY CHH, THE TOWNS
OF TORRINGTON (11%) AND CORNWALL (12%) HAD THE HIGHEST POVERTY
LEVELS. BOTH TOWNS WERE ABOVE THE STATE AVERAGE OF 10%. IN TERMS OF
EDUCATIONAL ACHIEVEMENT, THE OVERALL COUNTY AVERAGE FOR HIGH
SCHOOL COMPLETION OF 96% EXCEEDED THE STATE AVERAGE OF 89%. LOWER
LEVELS OF ACHIEVEMENT ARE FOUND IN THE TOWNS OF TORRINGTON AND
WINCHESTER. BOTH OF THESE TOWNS ALSO HAVE HIGHER POVERTY RATES
AND LOWER MEDIAN HOUSEHOLD INCOMES THAN OTHER TOWNS SERVED BY
THE HOSPITAL. THE SCHOOL DISTRICTS IN THESE TWO TOWNS HAD THE
HIGHEST PERCENTAGE OF STUDENTS ELIGIBLE FOR FREE OR REDUCED MEALS
WITH TORRINGTON AT 47% AND WINCHESTER AT 61%.THE VAST MAJORITY OF
COUNTY RESIDENTS SPEAK ENGLISH (91%) WITH 9% HAVING A PRIMARY
LANGUAGE OTHER THAN ENGLISH AND 3% SPEAKING ENGLISH LESS THAN
“WVERY WELL". IN TERMS OF SERVICES PROVIDED TO COMMUNITIES,
TORRINGTON GENERATES 50% OF HOSPITAL CHARGES WITH 14% GENERATED
FROM WINSTED.

SCHEDULE H, PART VI,
LINE 5

PROMOTION OF
COMMUNITY HEALTH

ALL BOARD OF DIRECTORS MEMBERS RESIDE IN THE COMMUNITY SERVED BY
THE CHARLOTTE HUNGERFORD HOSPITAL. THE HOSPITAL EXTENDS MEDICAL
STAFF PRIVILEGES TO ALL PROVIDERS WHO MEET THE QUALIFICATION
STANDARDS AND REQUIREMENTS SET FORTH IN THE CHARLOTTE
HUNGERFORD HOSPITAL MEDICAL STAFF BY-LAWS.

SCHEDULE H, PART VI,
LINE 7

STATE FILING OF
COMMUNITY BENEFIT
REPORT

CT




SCHEDULE | Grants and Other Assistance to Organizations, | omB No. 1545-0047

(Form 990) Governments, and Individuals in the United States 2014
Complete if the organization answered “Yes” to Form 990, Part IV, line 21 or 22.
b » Attach to Form 990. Open to Public
epartment of the Treasury . . . . . H
Internal Revenue Service » Information about Schedule | (Form 990) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number

THE CHARLOTTE HUNGERFORD HOSPITAL 06-0646678

General Information on Grants and Assistance
1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees’ eligibility for the grants or assistance, and
the selection criteria used to award the grants or assistance? . . C e Yes [INo
2 Describe in Part IV the organization’s procedures for monitoring the use of grant funds in the Unlted States
IZHIl Grants and Other Assistance to Domestic Organizations and Domestic Governments. Complete if the organization answered “Yes” to Form 990,
Part IV, line 21, for any recipient that received more than $5,000. Part Il can be duplicated if additional space is needed.
1 (a) Name and address of organization (b) EIN (c) IRC section (d) Amount of cash | (e) Amount of non- |(f) Method of valuation (9) Description of (h) Purpose of grant

or government if applicable grant cash assistance |(P00K, FI(\)/![\é,e?)ppraisal, non-cash assistance or assistance

Q)]

2

3)

4

(6)

(6)

()

@)

©)

(10)

(11)

(12)

2  Enter total number of section 501(c)(3) and government organizations listed in the line1table . . . . . . . . . . . . . . . . . .p»
3  Enter total number of other organizations listed in the line 1 table >

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat. No. 50055P Schedule | (Form 990) (2014)




Schedule | (Form 990) (2014)

Page 2

m Grants and Other Assistance to Domestic Individuals. Complete if the organization answered “Yes” to Form 990, Part IV, line 22.

Part lll can be duplicated if additional space is needed.

(a) Type of grant or assistance

(b) Number of
recipients

(c) Amount of
cash grant

(d) Amount of
non-cash assistance

(e) Method of valuation (book,
FMV, appraisal, other)

(f) Description of non-cash assistance

1 HEALTHCARE SCHOLARSHIPS

12

12,000

6

7

2T\ Supplemental Information. Provide the information required in Part |, line 2, Part lll, column (b), and any other additional information.

SEE NEXT PAGE
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Supplemental Information. Provide the information required in Part |, line 2, Part Ill, column (b), and

any other additional information.

Return Reference

Identifier

Explanation

SCHEDULE |, PART I, LINE
2

PROCEDURES FOR
MONITORING USE OF
GRANT FUNDS.

THE CHARLOTTE HUNGERFORD HOSPITAL AUXILIARY AWARDS SCHOLARSHIPS
IN THE AMOUNT OF $1,000 EACH TO STUDENTS PURSUING HEALTHCARE
EDUCATION. THE STUDENTS MUST LIVE IN THE AREA SERVED BY THE
HOSPITAL. THEY MUST ALSO PROVIDE EVIDENCE OF ACCEPTANCE INTO A
COLLEGE PROGRAM OR THEIR CURRENT GRADES IN COLLEGE. APPLICANTS
MUST SUBMIT LETTERS OF RECOMMENDATION FROM THEIR TEACHERS AND
ALSO FROM NON-FAMILY PERSONS.




SCHEDULE J
(Form 990) For certain Officers, Directors, Trustees, Key Employees, and Highest

Department of the Treasury » Attach to Form 990.

Compensation Information

OMB No. 1545-0047

Compensated Employees
» Complete if the organization answered “Yes” on Form 990, Part IV, line 23.

2014

Open to Public

Internal Revenue Service » Information about Schedule J (Form 990) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
THE CHARLOTTE HUNGERFORD HOSPITAL 06-0646678
Questions Regarding Compensation
Yes | No
1a Check the appropriate box(es) if the organization provided any of the following to or for a person listed in Form
990, Part VII, Section A, line 1a. Complete Part Ill to provide any relevant information regarding these items.
[] First-class or charter travel [[] Housing allowance or residence for personal use
[] Travel for companions [] Payments for business use of personal residence
Tax indemnification and gross-up payments [] Health or social club dues or initiation fees
[] Discretionary spending account [] Personal services (e.g., maid, chauffeur, chef)
b If any of the boxes on line 1a are checked, did the organization follow a written policy regarding payment
or reimbursement or provision of all of the expenses described above? If “No,” complete Part Il to
explain . 1b v
2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all
directors, trustees, and officers, including the CEO/Executive Director, regarding the items checked in line
1a? . 2 |V
3 Indicate which, if any, of the following the filing organization used to establish the compensation of the
organization’s CEO/Executive Director. Check all that apply. Do not check any boxes for methods used by a
related organization to establish compensation of the CEO/Executive Director, but explain in Part Ill.
Compensation committee Written employment contract
[] Independent compensation consultant Compensation survey or study
[] Form 990 of other organizations Approval by the board or compensation committee
4  During the year, did any person listed in Form 990, Part VIl, Section A, line 1a, with respect to the filing
organization or a related organization:
a Receive a severance payment or change-of-control payment? 4a 4
b Participate in, or receive payment from, a supplemental nonqualified retlrement plan’? 4b v
¢ Participate in, or receive payment from, an equity-based compensation arrangement? 4c v
If “Yes” to any of lines 4a—c, list the persons and provide the applicable amounts for each item in Part III
Only section 501(c)(3), 501(c)(4), and 501(c)(29) organizations must complete lines 5-9.
5  For persons listed in Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of:
a The organization? 5a v
b Any related organization? 5b v
If “Yes” to line 5a or 5b, describe in Part III
6  For persons listed in Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of:
a The organization? . 6a v
b Any related organization? 6b v
If “Yes” to line 6a or 6b, describe in Part III
7  For persons listed in Form 990, Part VII, Section A, line 1a, did the organization provide any non-fixed
payments not described in lines 5 and 67 If “Yes,” describe in Part IlI .o e 7 v
8  Were any amounts reported in Form 990, Part VII, paid or accrued pursuant to a contract that was subject
to the initial contract exception described in Regulations section 53.4958-4(a)(3)? If “Yes,” describe
in Part Il 8 v
9 If “Yes” to line 8, did the organization also follow the rebuttable presumption procedure described in
Regulations section 53.4958-6(c)? 9

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat. No. 50053T Schedule J (Form 990) 2014



Schedule J (Form 990) 2014 Page 2
m Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees. Use duplicate copies if additional space is needed.

For each individual whose compensation must be reported in Schedule J, report compensation from the organization on row (i) and from related organizations, described in the
instructions, on row (ji). Do not list any individuals that are not listed on Form 990, Part VII.
Note. The sum of columns (B)(i)-(iii) for each listed individual must equal the total amount of Form 990, Part VI, Section A, line 1a, applicable column (D) and (E) amounts for that individual.

(B) Breakdown of W-2 and/or 1099-MISC compensation ) )
(C) Retirement and (D) Nontaxable (E) Total of columns | (F) Compensation
(A) Name and Title (i) Base (i) Bonus & incentive (iii) Other other deferred benefits (B)()-D) in column (B) reported
compensation compensation reportable compensation as deferred in prior
compensation Form 990
KENDRICK HOM MD (i) 290,110 0 0 0 36,960 327,070 0
1 GOVERNOR (ii) 0 0 0 0 0 0 0
DANIEL J. MCINTYRE (i) 491,615 0 0 43,325 49,669 584,609 0
o CEO/PRESIDENT (ii) 0 0 0 0 0 0 0
SUSAN M. SCHAPP (i) 311,491 0 0 24,992 31,471 367,954 0
3 VP FINANCE/ TREASURER (ii) 0 0 0 0 0 0 0
JOHN J. CAPOBIANCO (i) 273,477 0 0 23,095 27,630 324,202 0
4 VP OPERATIONS (ii) 0 0 0 0 0 0 0
MARK PRETE MD (i) 324,503 0 0 30,567 32,785 387,855 0
5 VP MEDICAL AFFAIRS (ii) 0 0 0 0 0 0 0
BRIAN MATTIELLO 0] 216,450 0 0 7,252 21,868 245,570 0
6 VP ORGANIZATIONAL DEVELOPMENT / HR (ii) 0 0 0 0 0 0 0
MUSTAFA UGURLU (i) 500,389 0 0 8,717 50,555 559,661 0
7 PHYSICIAN (ii) 0 0 0 0 0 0 0
TIMOTHY GOSTKOWSKI MD [0) 576,785 0 0 9,833 58,274 644,892 0
g PHYSICIAN (i) 0 0 0 0 0 0 0
WILLIAM MCGEEHIN MD (i) 556,387 0 0 10,270 56,213 622,870 0
9 PHYSICIAN (ii) 0 0 0 0 0 0 0
DAVID FRECCERO MD (i) 589,870 0 0 3,762 59,596 653,228 0
10 PHYSICIAN (ii) 0 0 0 0 0 0 0
ROBERT KAHAN, MD (i) 355,266 0 0 7,650 35,893 398,809 0
14 PHYSICIAN (ii) 0 0 0 0 0 0 0
(i)
12 (ii)
(i)
13 (ii)
(i)
14 (ii)
(i)
15 (ii)
(i)
16 (ii)

Schedule J (Form 990) 2014



Part Il

Supplemental Information. Provide the information, explanation, or descriptions required for Part I,

lines 1a, 1b, 3, 4a, 4b, 4c, 5a, 5b, 6a, 6b, 7, and 8, and for Part Il.Also complete this part for any
additional information.

Return Reference

Identifier

Explanation

SCHEDULE J, PART I, LINE
1A

TAX INDEMNIFICATION
AND GROSS-UP
PAYMENTS

AS PART OF THEIR CONTRACTS, EACH VICE PRESIDENT RECEIVES A PAYMENT
EQUAL TO 2.5% OF THEIR GROSS PAY. THE PRESIDENT RECEIVES A PAYMENT
EQUAL TO 5% OF HIS GROSS PAY. THESE PAYMENTS ARE GROSSED UP SO
THAT THE HOSPITAL PAYS THE FEDERAL AND STATE TAXES.

SCHEDULE J, PART I, LINE
1B

WRITTEN POLICY
REGARDING PAYMENT OR
REIMBURSEMENT OF
EXPENSES

THESE BENEFITS ARE WRITTEN INTO THEIR EMPLOYMENT CONTRACTS.




SCHEDULE L Transactions With Interested Persons |__OMB No. 1545-0047

(Form 990 or 990-EZ)| » Complete if the organization answered “Yes” on Form 990, Part IV, line 25a, 25b, 26, 27, 28a, 2 @ 1 4
28b, or 28c, or Form 990-EZ, Part V, line 38a or 40b.
Department of the Treasury » Attach to Form 990 or Form 990-EZ. Open To Public

Internal Revenue Service | B> Information about Schedule L (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number

THE CHARLOTTE HUNGERFORD HOSPITAL 06-0646678

Excess Benefit Transactions (section 501(c)(3), section 501(c)(4), and 501(c)(29) organizations only).
Complete if the organization answered “Yes” on Form 990, Part IV, line 25a or 25b, or Form 990-EZ, Part V, line 40b.

R R K . (d) Corrected?
(b) Relationship be;\:g;i?zglﬁsg:ahfled person and (c) Description of transaction
Yes | No

1 (a) Name of disqualified person

(1)
()
(©)
4
®)
(6)
2 Enter the amount of tax incurred by the organization managers or disqualified persons during the year
undersection4958. . . . . . . . . . . . . . . . . . ... ... P s

3  Enter the amount of tax, if any, on line 2, above, reimbursed by the organizaton . . . . . . . . » §

m Loans to and/or From Interested Persons.
Complete if the organization answered “Yes” on Form 990-EZ, Part V, line 38a or Form 990, Part IV, line 26; or if the
organization reported an amount on Form 990, Part X, line 5, 6, or 22.

(a) Name of interested person | (b) Relationship | (c) Purpose of (d) Loan to or (e) Original (f) Balance due  |(g) In default?| (h) Approved | (i) Written
with organization loan from the principal amount by board or | agreement?
organization? committee?

To From Yes | No | Yes | No | Yes | No

(1)
2
(3)
4)
(5)
(6)
()
(8)
9)
(10)
Total . . . . . . . . . . .., 8

m Grants or Assistance Benefiting Interested Persons.
Complete if the organization answered “Yes” on Form 990, Part IV, line 27.

(a) Name of interested person (b) Relationship between interested |(c) Amount of assistance (d) Type of assistance (e) Purpose of assistance
person and the organization

(1)
2)
(3)
4)
(5)
(6)
()
(8)
9)
(10)
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Cat. No. 50056A Schedule L (Form 990 or 990-EZ) 2014




Schedule L (Form 990 or 990-EZ) 2014

Page 2

}-1g8\"4 Business Transactions Involving Interested Persons.

Complete if the organization answered “Yes” on Form 990, Part IV, line 28a, 28b, or 28c.

(a) Name of interested person

(b) Relationship between
interested person and the
organization

(c) Amount of
transaction

(d) Description of transaction

(e) Sharing of
organization’s
revenues?

Yes

No

(1) (SEE STATEMENT)

()

3)

4)

()]

(6)

(0]

(8)

9)

10
w Supplemental Information

Provide additional information for responses to questions on Schedule L (see instructions).

Schedule L (Form 990 or 990-EZ) 2014



Part IV Business Transactions Involving Interested Persons (continued)

(&) Name of interested person

(b) Relationship between interested

(c) Amount of

(d) Description of transaction

(e) Sharing of

person and the organization transaction organization's
revenues?
Yes No
PARTNER IN NWCT EMERGENCY
MEDICINE P.C. WHICH PROVIDES
(1) MARK PRETE MD KEY EMPLOYEE $696,669 EMERGENCY ROOM SERVICES TO \I"’
THE HOSPITAL.




Schedule O
Form 990)

epartment of Treasury
Internal Revenue Service

Supplemental Information to Form 990 or 990-EZ

Complete to provide information for responses to specific questions on
Form 990 or 990-EZ or to provide any additional information.

I OMB No. 1545-0047

2014

Open to Public

Inspection

Name of the Organization

THE CHARLOTTE HUNGERFORD HOSPITAL

Employer Identification Number

06-0646678

Return Reference

Identifier

Explanation

FORM 990, PART III,
LINE1

ORGANIZATION'S
MISSION

SUBSIDIZED CARE, CARE PROVIDED TO PERSONS COVERED BY GOVERNMENTAL
PROGRAMS AT BELOW COST, HEALTH ACTIVITIES AND PROGRAMS TO SUPPORT
THE COMMUNITY WILL BE CONSIDERED WHERE THE NEED AND/OR AN INDIVIDUAL'S
INABILITY TO PAY COEXIST. THESE ACTIVITIES INCLUDE WELLNESS PROGRAMS,
COMMUNITY EDUCATION PROGRAMS, SPECIAL PROGAMS FOR THE ELDERLY,
HANDICAPPED, THE MEDICALLY UNDERSERVED AND A VARIETY OF BROAD
COMMUNITY SUPPORT ACTIVITIES.

FORM 990, PART IlI,
LINE 4A

PROGRAM SERVICE
DESCRIPTION

OPERATING ROOM CASES 3,741
AMBULATORY SURGERY CASES 3,031
ENDOSCOPY CASES 964

AMBULATORY MEDICAL CASES 2,494

WOUND CARE CASES 6,445

POST ANESTHESIA CARE UNIT CASES 2,180
DELIVERY ROOM DELIVERIES 447
RESPIRATORY THERAPY TREATMENTS 36,758
PULMONARY REHAB TESTS 5,114
PULMONARY FUNCTION LAB TESTS 1,710
CARDIO DIAGNOSTIC EXAMS 12,660

EEG EXAMS 232

PHYSICAL THERAPY TREATMENTS 37,027
CARDIAC REHAB TREATMENTS 3,570

SPEECH THERAPY TREATMENTS 759
OCCUPATIONAL THERAPY TREATMENTS 3,803
SLEEP STUDY TESTS 548

DIAGNOSTIC RADIOLOGY EXAMS 25,830
MAMMOGRAPHY EXAMS 9,185

NUCLEAR MEDICINE EXAMS 762
ULTRASOUND EXAMS 9,325

C.A.T. SCAN EXAMS 14,035

P.E.T. SCAN EXAMS 211

M.R.l. EXAMS 1,279

SPECIAL PROCEDURES (RADIOLOGY) EXAMS 1,232
RADIATION THERAPY TREATMENTS 6,766
LABORATORY TESTS 545,137

PSYCHIATRIC CLINIC VISITS 37,118
PHP-ADULT/ADOLESCENT VISITS 4,833

RENAL DIALYSIS VISITS 274

EMERGENCY DEPARTMENT VISITS 35,607
OUTPATIENT DIABETES PROGRAM VISITS 6,699
WALK IN CENTER VISITS 13,558
PROFESSIONAL SERVICE CONSULTS 122,425

HUNGERFORD EMERGENCY MEDICAL CENTER:
CARDIAC REHAB TREATMENTS 1,513
DIAGNOSTIC RADIOLOGY EXAMS 3,669
LABORATORY TESTS 16,827

EMERGENCY DEPARTMENT VISITS 6,823
PULMONARY REHAB TESTS 1,728

FORM 990, PART VI,
LINE 11B

REVIEW OF FORM 990
BY GOVERNING BODY

A COPY OF FORM 990 IS DISTRIBUTED TO THE BOARD OF DIRECTORS BEFORE IT IS
FILED WITH THE IRS. THIS ENABLES THE BOARD TO ASK QUESTIONS, AND TO
APPROVE THE DISCLOSURES MADE IN THE RETURN.

FORM 990, PART VI,
LINE 12C

CONFLICT OF
INTEREST POLICY

THE HOSPITAL DISTRIBUTES A CONFLICT OF INTEREST QUESTIONNAIRE ANNUALLY
TO ITS BOARD OF DIRECTORS, ALL MANAGEMENT PERSONNEL, AND PURCHASING
AGENTS.

FORM 990, PART VI,
LINE 15A

PROCESS TO
ESTABLISH
COMPENSATION OF
TOP MANAGEMENT
OFFICIAL

COMPENSATION FOR SENIOR STAFF IS DETERMINED USING THE FOLLOWING STEPS:
- A MARKET SURVEY BASED ON CT HOSPITAL ASSOCIATION IS USED AS A STARTING
POINT.

- ADJUSTMENTS ARE THEN MADE BASED ON THE CANDIDATE’'S CURRENT SALARY
AND PRIOR EXPERIENCE.

- THE COMPENSATION FIGURE IS THEN PRESENTED TO THE BOARD OF DIRECTORS
FOR APPROVAL.

THE LAST COMPENSATION REVIEW OCCURRED IN AUGUST 2015.

FORM 990, PART VI,
LINE 15B

PROCESS TO
ESTABLISH
COMPENSATION OF
OTHER EMPLOYEES

COMPENSATION FOR SENIOR STAFF IS DETERMINED USING THE FOLLOWING STEPS:
- A MARKET SURVEY BASED ON CT HOSPITAL ASSOCIATION IS USED AS A STARTING
POINT.

- ADJUSTMENTS ARE THEN MADE BASED ON THE CANDIDATE’'S CURRENT SALARY
AND PRIOR EXPERIENCE.

- THE COMPENSATION FIGURE IS THEN PRESENTED TO THE BOARD OF DIRECTORS
FOR APPROVAL.




Return Reference Identifier Explanation
THE LAST COMPENSATION REVIEW OCCURRED IN AUGUST 2015.
FORM 990, PART VI, REQUIRED THE HOSPITAL MAKES ITS GOVERNING DOCUMENTS, CONFLICT OF INTEREST
LINE 19 DOCUMENTS

AVAILABLE TO THE
PUBLIC

POLICY, AND ANNUAL REPORT AVAILABLE TO THE PUBLIC UPON REQUEST.

FORM 990, PART XI,
LINE 9

OTHER CHANGES IN
NET ASSETS OR FUND
BALANCES

(a) Description (b) Amount
PENSION RELATED CHANGES OTHER THAN NET PERIODIC - 13,805,331
PENSION COSTS.
NET ASSETS RELEASED FROM RESTRICTIONS. - 295,159

FORM 990, PART XII,
LINE 2C

CHANGE OF
OVERSIGHT PROCESS
OR SELECTION
PROCESS

THE HOSPITAL'S AUDIT COMMITTEE ASSUMES RESPONSIBILITY FOR OVERSIGHT OF
THE AUDIT OF ITS FINANCIAL STATEMENTS AND THE SELECTION OF AN
INDEPENDENT ACCOUNTANT. THESE FUNCTIONS AND PROCESSES HAVE NOT
CHANGED FROM THE PRIOR YEAR.




SCHEDULE R | owmB No. 1545-0047

(Form 990) Related Organizations and Unrelated Partnerships 2014
» Complete if the organization answered "Yes" on Form 990, Part IV, line 33, 34, 35b, 36, or 37.
» Attach to Form 990. Open to Public
Department of the Treasury ) . ) i 3 q
Internal Revenue Service P Information about Schedule R (Form 990) and its instructions is at www.irs.gov/form990. Inspectlon
Name of the organization Employer identification number
THE CHARLOTTE HUNGERFORD HOSPITAL 06-0646678

Identification of Disregarded Entities Complete if the organization answered “Yes” on Form 990, Part IV, line 33.

(a) (b) (c) (d) (e)
Name, address, and EIN (if applicable) of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling
or foreign country) entity

(1)

()

()

(4)

()

(6)

m Identification of Related Tax-Exempt Organizations Complete if the organization answered “Yes” on Form 990, Part IV, line 34 because it had
one or more related tax-exempt organizations during the tax year.

(a) (b) (c) (d) (e) (9)
Name, address, and EIN of related organization Primary activity Legal domicile (state | Exempt Code section| Public charity status Direct controlling | Section 512(b)(13)
or foreign country) (if section 501(c)(3)) entity controlled
entity?
Yes | No
(1)
2
3)
4)
(5)
(6)
7

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat. No. 50135Y Schedule R (Form 990) 2014



Schedule R (Form 990) 2014

Page 2

Identification of Related Organizations Taxable as a Partnership Complete if the organization answered “Yes” on Form 990, Part IV, line 34
because it had one or more related organizations treated as a partnership during the tax year.

(a)
Name, address, and EIN of
related organization

(b)

Primary activity

(c)
Legal
domicile
(state or
foreign
country)

Direct controlling

(d)

entity

Predominant
income (related,
unrelated,
excluded from
tax under
sections 512-514)

(e)

Share of total
income

(@)
Share of end-of-
year assets

(h)

Disproportionate
allocations?

(i)

Code V—UBI
amount in box 20
of Schedule K-1
(Form 1065)

Yes

No

@) (k)
General or | Percentage
managing | ownership

partner?
Yes| No

(1) SEE STATEMENT

()

(3)

(4)

()

(6)

(@)

Identification of Related Organizations Taxable as a Corporation or Trust Complete if the organization answered “Yes” on Form 990, Part IV,
line 34 because it had one or more related organizations treated as a corporation or trust during the tax year.

(a) (b) () (d) (e (U] (9) (h) @i
Name, address, and EIN of related organization Primary activity Legal domicile Direct controlling Type of entity Share of total Share of Percentage | Section 512(b)(13)
(state or foreign country) entity (C corp, S corp, or trust) income end-of-year assets | ownership C%T{i?y";}d
Yes | No
(1) LITCHFIELD COUNTY HEALTHCARE SERVICE CORPORATION (06-1227655) | MANAGEMENT Lﬂﬁggégégg“f
540 LITCHFIELD STREET, TORRINGTON, CT 06790 |SERVICES CT HOSPITAL C CORPORATION 0 505 100.00 v
(2
(3)
4)
(5)
(6)
(7)

Schedule R (Form 990) 2014



Schedule R (Form 990) 2014 Page 3

Transactions With Related Organizations Complete if the organization answered “Yes” on Form 990, Part IV, line 34, 35b, or 36.

Note. Complete line 1 if any entity is listed in Parts Il, lll, or IV of this schedule. Yes | No
1 During the tax year, did the organization engage in any of the following transactions with one or more related organizations listed in Parts [I-I1V?

a Receipt of (i) interest, (ii) annuities, (iii) royalties, or (iv) rent from a controlled entity . . . . . . . . . . . . . . . . . . . . . .. 1a v
b Gift, grant, or capital contribution to related organization(s) . . . . . . . . . . L . L L L Lo 1b v
c Gift, grant, or capital contribution from related organization(s) . . . . . . . . . . . . L L oL Lo ic v
d Loans or loan guarantees to or for related organization(s) . . . . . . . . . . L L L L L Lo 1d v
e Loans orloan guarantees by related organization(s) . . . . . . . . L L L L Lo 1e v
f Dividends from related organization(s) . . . . . . . . L L L oL Lo 1f v
g Sale of assets to related organization(s) . . . . . . . . . L L L L Lo 19 v
h Purchase of assets from related organization(s) . . . . . . . . . . . L L L L oL 1h v
i Exchange of assets with related organization(s) . . . . . e e e s e e e 1i v
j Lease of facilities, equipment, or other assets to related orgamzatlon( ) e e e e 1j v
k Lease of facilities, equipment, or other assets from related organization(s) . . . . . C e e e 1k v
| Performance of services or membership or fundraising solicitations for related orgamza’uon(s) C e e e e 1l v
m Performance of services or membership or fundraising solicitations by related organization(s) . . . . . . . . . . . . . . . . . . . . im v
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(s) . . . . . . . . . . . . . . . . . . . . .. in v
o Sharing of paid employees with related organization(s) . . . . . . . . . . L .. L L0 0L L e 10 v
p Reimbursement paid to related organization(s) for expenses . . . . . . . . . . L L L oL Lo 1p v
q Reimbursement paid by related organization(s) for expenses . . . . . . . . . . L L0000 1q v
r Other transfer of cash or property to related organization(s) . . . . . . . . . . . . . L L Lo 1r v
s Other transfer of cash or property from related organization(s) . . . . . 1s | v

2 If the answer to any of the above is “Yes,” see the instructions for information on who must complete thls I|ne |ncIud|ng covered relatlonshlps and transaction thresholds.

(@ (b) () (d)
Name of related organization Transaction Amount involved Method of determining amount involved
type (a-s)

(1)

(2)

(3

(4

()

(6)

Schedule R (Form 990) 2014



Schedule R (Form 990) 2014 Page 4

=1al"l  Unrelated Organizations Taxable as a Partnership Complete if the organization answered “Yes” on Form 990, Part IV, line 37.

Provide the following information for each entity taxed as a partnership through which the organization conducted more than five percent of its activities (measured by total assets
or gross revenue) that was not a related organization. See instructions regarding exclusion for certain investment partnerships.
(a) (b) (c) (d) (e) ® (9 (h) 0] (0] (k)
Name, address, and EIN of entity Primary activity | Legal domicile Predominant Are all partners Share of Share of Disproportionate] ~ Code V—UBI General or | Percentage
(state or foreign | income (related, section total income end-of-year allocations? | amount in box 20 | managing | ownership
country) unrelated, excluded| 501(c)3) assets of Schedule K-1 partner?
from tax under | organizations? (Form 1065)

sections 512-514)
Yes | No Yes | No Yes | No

(1)

()

(3

(4)

()

(6)

(@)

@®)

(©)

(10)

(11)

(12)

(13)

(14)

(15)

(16)

Schedule R (Form 990) 2014



Part Il

Identification of Related Organizations Taxable as a Partnership (continued)

06790

(a) Name, address and EIN of related organization | (b) Primary Activity| (c) Legal (d) Direct (e) Predominant | (f) Share of [(g) Share of (h) (i) CodeV - ) (k)
domicile controlling income total income | end-of-year | Dispropor| UBI amount | General | Percentage
(state Ofthfe'g“ entity rlelgt%df, unratelated,d assets tionate | in box 20 of or ownership
country) e St allocation | Schedule K- |managing
s? 1 (Form partner?
Yes | No 1065) Yes | No
(77 ADVANCED MEDICAL IMAGING OF NW CT MAGNETIC 50.000
LLC (06-1594854) 4 v
57 COMMERCIAL BLVD. TORRINGTON. CT RESONANCE CT N/A RELATED 393,962 277,168 N/A
06790 ' ’ IMAGING
(8) UROLOGY CENTER OF NW CT LLC - (58- 62.500
2674029) EQUIPMENT
538 LITCHFIELD STREET, TORRINGTON, CT  |RENTAL cr NA RELATED 34,672 37,969 v A v




Form 990-T

Department of the Treasury
Internal Revenue Service

PUBLIC DISCLOSURE COPY

For calendar year 2014 or other tax year beginning ~ 10/01

, 2014, and ending  09/30

Exempt Organization Business Income Tax Return
(and proxy tax under section 6033(e))

,20 15

» Information about Form 990-T and its instructions is available at www.irs.gov/form990t.
» Do not enter SSN numbers on this form as it may be made public if your organization is a 501(c)(3).

OMB No. 1545-0687

2014

Open to Public Inspection for
501(c)(3) Organizations Only

D Employer identification number
(Employees’ trust, see instructions.)

06-0646678

all gggfeksg?:)t(t:iafnged Name of organization ( O Check box if name changed and see instructions.)
B Exempt under section Print THE CHARLOTTE HUNGERFORD HOSPITAL

501( C )( 3) or Number, street, and room or suite no. If a P.O. box, see instructions.

[laose)  [J2206) | Type |540 LITCHFIELD STREET P.O. BOX 988

|:| 408A |:| 530(a) City or town, state or province, country, and ZIP or foreign postal code

[ 529(a) TORRINGTON, CT 06790-0988

621500

E Unrelated business activity codes
(See instructions.)

| 561499

C Book value of all assets
at end of year

F Group exemption number (See instructions.) »

133,432,509

G Check organization type » 501(c) corporation

[] 501(c) trust

[] 401(a) trust

[] Other trust

H Describe the organization’s primary unrelated business activity. » LABORATORY AND COLLECTION SERVICES

I During the tax year, was the corporation a subsidiary in an affiliated group or a parent-subsidiary controlled group? .

If “Yes,” enter the name and identifying number of the parent corporation. »

.» [JYes [¥INo

J The books are in care of » SUSAN M. SCHAPP

1a
b

N

0N O

9
10
11
12

Telephone number »

(860) 496-6728

Unrelated Trade or Business Income (A) Income (B) Expenses (C) Net

Gross receipts or sales 1,150,227

Less returns and allowances 0 c Balance®» | 1c 1,150,227

Cost of goods sold (Schedule A, line 7) 2 0

Gross profit. Subtract line 2 from line 1c . 3 1,150,227 1,150,227
Capital gain net income (attach Schedule D) .. 4a 0 0
Net gain (loss) (Form 4797, Part ll, line 17) (attach Form 4797) 4b 0 0
Capital loss deduction for trusts 4c 0 0
Income (loss) from partnerships and S corporatlons (attach statement) 5 (19,283) (19,283)
Rent income (Schedule C) . . 6 0 0 0
Unrelated debt-financed income (Schedule E) 7 0 0 0
Interest, annuities, royalties, and rents from controlled organizations (Schedule F) | 8 0 0 0
Investment income of a section 501(c)(7), (9), or (17) organization (Schedule G) | 9 0 0 0
Exploited exempt activity income (Schedule I) . 10 0 0 0
Advertising income (Schedule J) 11 0 0 0
Other income (See instructions; attach schedule) . 12 0 0
Total. Combine lines 3 through 12 13 1,130,944 0 1,130,944

13

Il Deductions Not Taken Elsewhere (See mstructlons for limitations on deductions.) (Except for contributions,

deductions must be directly connected with the unrelated business income.)

14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34

Compensation of officers, directors, and trustees (Schedule K)
Salaries and wages

Repairs and maintenance

Bad debts

Interest (attach schedule)

Taxes and licenses . . .
Charitable contributions (See mstructlons for I|m|tat|on rules) .
Depreciation (attach Form 4562)

Less depreciation claimed on Schedule A and elsewhere on return .

Depletion . .
Contributions to deferred compensatlon plans
Employee benefit programs .

Excess exempt expenses (Schedule I)

Excess readership costs (Schedule J)

Other deductions (attach schedule)

Total deductions. Add lines 14 through 28

Unrelated business taxable income before net operating Ioss deductlon Subtract I|ne 29 from I|ne 13

Net operating loss deduction (limited to the amount on line 30)

Unrelated business taxable income before specific deduction. Subtract line 31 from I|ne 30

Specific deduction (Generally $1,000, but see line 33 instructions for exceptions)

Unrelated business taxable income. Subtract line 33 from line 32. If line 33 is greater than I|ne 32

enter the smaller of zero or line 32 .

14 0
15 29,843
16 0
17 0
18 0
19 0
.. .. 20 0
21 0
22a 0 22b 0
23 0
24 0
25 7,606
26 0
27 0
28 1,251,515
29 1,288,964
30 (158,020)
31 0
32 (158,020)
33 0
34 (158,020)

For Paperwork Reduction Act Notice, see instructions.

Cat. No. 11291J

Form 990-T (2014)



Form 990-T (2014)

Page 2

m Tax Computation

Organizations Taxable as Corporations. See instructions for tax computation. Controlled group
members (sections 1561 and 1563) check here » [ ] See instructions and:
a Enter your share of the $50,000, $25,000, and $9,925,000 taxable income brackets (in that order):
) [$ | | @ls | | @ ||
b Enter organization’s share of: (1) Additional 5% tax (not more than $11,750) |$
(2) Additional 3% tax (not more than $100,000) $
¢ Income tax on the amount on line 34 . . e . . . . . . . . . . . . . . P |3C 0
36 Trusts Taxable at Trust Rates. See instructions for tax computation. Income tax on
the amount on line 34 from: [] Tax rate schedule or [] Schedule D (Form 1041) . > | 36
37  Proxy tax. See instructions . » | 37
38 Alternative minimum tax . 38 0
Total. Add lines 37 and 38 to line 350 or 36 whlchever applles 39 0
Tax and Payments
Foreign tax credit (corporations attach Form 1118; trusts attach Form 1116) . 40a
b Other credits (see instructions) . . . . . . e 40b
¢ General business credit. Attach Form 3800 (see |nstruct|ons) e 40c
d Credit for prior year minimum tax (attach Form 8801 or 8827) . . . . . 40d
e Total credits. Add lines 40a through 40d 40e 0
41  Subtract line 40e from line 39 - . 41 0
42  Other taxes. Check if from:  [] Form 4255 [] Form 8611 |:| Form 8697 |:| Form 8866 |:| Other (attach schedule) . 42 0
43 Total tax. Add lines 41 and 42 . e e e e . 43 0
44a Payments: A 2013 overpayment credited to 201 4 .. . . . . . . . |4k 0
b 2014 estimated tax payments . . . . . . . . . . . . . . . . |44b 0
¢ Tax deposited with Form 8868 . . . . . 44c 0
d Foreign organizations: Tax paid or withheld at source (see mstructlons) . 44d 0
e Backup withholding (see instructions) . . . . . . 44e 0
f Credit for small employer health insurance premiums (Attach Form 8941) 44f 0
g Other credits and payments: [] Form 2439 0
[] Form 4136 0 [ Other 0 Total » |44g 0
45 Total payments. Add lines 44a through 44g . - 45 0
46  Estimated tax penalty (see instructions). Check if Form 2220 is attached .>[1] 46 0
47  Tax due. If line 45 is less than the total of lines 43 and 46, enter amount owed . » | 47 0
48 Overpayment. If line 45 is larger than the total of lines 43 and 46, enter amount overpaid > | 48 0
Enter the amount of line 48 you want:  Credited to 2015 estimated tax P O| Refunded » | 49 0

Statements Regarding Certain Activities and Other Information (see instructions)

At any time during the 2014 calendar year, did the organization have an interest in or a signature or other authority Yes | No
over a financial account (bank, securities, or other) in a foreign country? If YES, the organization may have to file
FinCEN Form 114, Report of Foreign Bank and Financial Accounts. If YES, enter the name of the foreign country
here » v
2 During the tax year, did the organization receive a distribution from, or was it the grantor of, or transferor to, a foreign trust? . v
If YES, see instructions for other forms the organization may have to file.
3  Enter the amount of tax-exempt interest received or accrued during the tax year » $
Schedule A—Cost of Goods Sold. Enter method of inventory valuation »
1 Inventory at beginning of year 1 0 6 Inventory at end of year . 6 0
2 Purchases . . . . . . 2 0 7 Cost of goods sold. Subtract
3 Costoflabor. . . 3 0 line 6 from line 5. Enter here and
4a Additional section 263A costs in Part |, line 2 . 7 0
(attach schedule) . . . . 4a 0 8 Do the rules of section 263A (with respect to | Yes | No
b Other costs (attach schedule) 4b 0 property produced or acquired for resale) apply
5 Total. Add lines 1 through 4b 5 0 to the organization? I v
Under penalties of perjury, | declare that | have examined this return, including accompanying schedules and statements, and to the best of my knowledge and belief, it is
Si gn true, correct, and complete. Declaration of preparer (other than taxpayer) is based on all information of which preparer has any knowledge. Y——— -
y e ISCUSS IS return
Here } | } VP FINANCE/TREASURER ggz i:;fmp;ggsg)e; 322 E&'ﬁvov
Signature of officer Date Title _
Pald Print/Type preparer’'s name Prepargr’s signature Date Check D if PTIN
Preparer KRISTIN ANDERSON MW 8/3/2016] self-employed | P01231300
Use Only Firm's name » CROWE HORWATH LLP Fim's EIN»  35-0921680
Firm’s address » 175 POWDER FOREST DRIVE, SIMSBURY, CT 06089-7902 Phone no. (860) 678-9200

Form 990-T (2014)
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Page 3

Schedule C—Rent Income (From Real Property and Personal Property Leased With Real Property)

(see instructions)

1. Description of property

1

—

=

@

)
)
)
)

=

2. Rent received

or accrued

(a) From personal property (if the percentage of rent
for personal property is more than 10% but not
more than 50%)

(b) From real and personal property (if the
percentage of rent for personal property exceeds
50% or if the rent is based on profit or income)

3(a) Deductions directly col

nnected with the income

in columns 2(a) and 2(b) (attach schedule)

1

—

=

)
)
3)

—

@

Total 0

Total

(c) Total income. Add totals of columns 2(a) and 2(b). Enter

here and on page 1, Part |, line 6, column (A)

>

o

(b) Total deductions.
Enter here and on page 1,
Part |, line 6, column (B) »

Schedule E—Unrelated Debt-Financed Income (see instructions)

. 3. Deductions directly connected with or allocable to
o ) 2. Gross income from or debt-financed property
1. Description of debt-financed property allocable to debt-financed - - — -
property (a) Straight line depreciation (b) Other deductions
(attach schedule) (attach schedule)
Q)
]
(©)]
@)
4. Amqgnt of average 5. Average adjusted basis 6. Column . 8. Allocable deductions
acquisition debt on or of or allocable to 4 divided 7. Gross income reportable (column 6 x total of columns
allocable to debt-financed debt-financed property by column 5 (column 2 x column 6) 3(a) and 3(0))
property (attach schedule) (attach schedule) Y
Q) %
@ %
(©)] %
@ %
Enter here and on page 1, | Enter here and on page 1,
Part |, line 7, column (A). | Part |, line 7, column (B).
Totals . > 0 0
Total dividends-received deductions included incolumn8 . . . . . . . . . . . . . . . . . »
Schedule F—Interest, Annuities, Royalties, and Rents From Controlled Organizations (see instructions)
Exempt Controlled Organizations
1. Name of cct)‘ntrolled . t2f ETWOYQ" ber |3 Net unrelated income | 4. Total of specified 5. Part of column 4 that is 6. Deductions directly
organization identification number |- - i i i ith i
9 (loss) (see instructions) payments made |nc|uded_ |n’the controllmg conne_cted with income
organization’s gross income in column 5
Q)
@
(©)]
@)
Nonexempt Controlled Organizations
7. Taxable Income 8. Net unrelated income 9. Total of specified 1ir?tl;lzz|:d0{ncg1|:r22ngtrt:|ﬁ;c‘lgs c;:heD(:etizcxﬁﬂsirigenign
) (loss) (see instructions) payments made T .
organization’s gross income column 10
Q)
@
(©)]
@)
Add columns 5 and 10. Add columns 6 and 11.
Enter here and on page 1, Enter here and on page 1,
Part 1, line 8, column (A). Part |, line 8, column (B).
Totals | 2 0 0

Form 990-T (2014)



Form 990-T (2014)

Page 4

Schedule G—Investment Income of a Section 501(c

(7), (9), or (17) Organization (see instructions)

1. Description of income

2. Amount of income

3. Deductions

directly connected
(attach schedule)

4. Set-asides
(attach schedule)

5. Total deductions
and set-asides (col. 3

plus col. 4)

—
=

)
@
(©)]
@
Enter here and on page 1, Enter here and on page 1,
Part |, line 9, column (A). Part 1, line 9, column (B).
Totals A 0 0
Schedule |—Exploited Exempt Activity Income, Other Than Advertising Income (see instructions)
3. Expenses 4. Net income (loss) 7. Excess exempt
2. Gross : .
directly from unrelated trade | 5. Gross income expenses
unrelated . ) L 6. Expenses .
1. Description of exploited activity business income connected with | or business (column | - from activity that attributable to (column & minus
' production of 2 minus column 3). is not unrelated column 5, but not
from trade or ) . ] column 5
busi unrelated If a gain, compute | business income more than
usiness h .
business income | cols. 5 through 7. column 4).

—
=

)
&)
)
4)
Enter here and on | Enter here and on Enter here and
page 1, Part |, page 1, Part |, on page 1,
line 10, col. (A). line 10, col. (B). Part I, line 26.
Totals > 0 0 0

Schedule J—Advertising Income (see instructions)

Income From Periodicals Reported on a Consolidated Basis

4. Advertising

7. Excess readership

2. Gross ) gain or (loss) (col. . . ) costs (column 6
1. Name of periodical ac_ivertising adve:?‘.tiglrzgcéosts 2 mirjus col. 3). If 5. %rc(;u:::on 6. Riz(itefh'p minus column 5, but
income a gain, compute not more than
cols. 5 through 7. column 4).
Q)
@
(©)]
@
Totals (carry to Part Il, line (5)) | 0 0 0 0 0 0
Part Il Income From Periodicals Reported on a Separate Basis (For each periodical listed in Part I, fill in columns

2 through 7 on a line-by-line basis.)

1. Name of periodical

2. Gross
advertising
income

3. Direct

advertising costs

4. Advertising
gain or (loss) (col.
2 minus col. 3). If
a gain, compute
cols. 5 through 7.

5. Circulation
income

6. Readership
costs

7. Excess readership
costs (column 6
minus column 5, but
not more than
column 4).

—

1)

@)
)
4)
Totals from Part | > 0 0 0
Enter here and on | Enter here and on Enter here and
page 1, Part |, page 1, Part |, on page 1,
line 11, col. (A). line 11, col. (B). Part I, line 27.
Totals, Part Il (lines 1-5) | 4 0 0 0

Schedule K—Compensation of Officers, Directors, and Trustees (see instructions)

2.Tie Mg davctd o | Compersaton attutable o
M %
@ %
®) %
@ %
Total. Enter here and on page 1, Part I, line 14 | 4

Form 990-T (2014)



Form 990T Part I, Line 5 Income (loss) from partnerships and S corporations

Name of Partnership

EIN

Amount

LABORATORY AND COLLECTION SERVICES

(1) MEDCON COLLECTION AGENCY

-19,283

Total for Part I, Line 5

-19,283




Form 990T Part Il, Line 28 Other Deductions

Description

Amount

LABORATORY AND COLLECTION SERVICES

(1) NON-SALARY EXPENSES 780,746
(2) INDIRECT EXPENSES ALLOCATED FROM OTHER HOSPITAL DEPARTMENTS 470,769
Total 1,251,515

Total for Part Il, Line 28 1,251,515




Form 990T Part I, Line 31

Net Operating Loss Deduction Carryforward Schedule

Year Generated Amount Generated Amount\}Jsed in Prior Amount U\s(ed in Current Amount Remaining NOL Expires
ears ear
1999 21,897 21,897 0 2009
2000 73,066 21,595 51,471 2010
2003 107,459 107,459 2013
2004 220,100 220,100 2014
2005 477,688 477,688 2015
2007 21,410 21,410 2017
2010 73,576 73,576 2020
2012 191,695 191,695 2022
2014 158,020 158,020 2024
Totals|1,344,911 43,492 1,301,419




Form 990T Part lll, Line 38

Alternative Minimum Tax

Year Generated Amount Generated Amount Used in Prior Amount Used in Current Amount Remaining NOL Expires
Years Year
2012 191,695 38,243 153,452 2032
Totals|[191,695 38,243 153,452
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