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Form.8453-EQ. Exempt Organization Declaration and Signature for DMB-No. 1645-1878
PR Electronic Filing

For caandar yedr-2015, of fax yeoe Ees:ulnniﬁu_.OCT i 12075, and ending SEP 30 . 20;[._6_'_ 20 1 5
Bepsirtiert of th Tréaiun” For usé with Forins 850, 850-EZ; 950-PF, {120-POL; and 8868 '
Intexral Ravanya Gorvice ! ] '

Employer ldentiflcation bumber

Name of exempt organization
The Hogpitadl of Central Connecticut 0E-0646768

Type of Refurn and Return jnformatian (whele Doftats Only)

Checkthe box for thé type of feturi beélng Tlisd With Ford 8458-E0 and aritér the applicable amaint, If any, from the ibturm: If yiu.chiook ths.bax on
ling 1a, 23, 3a, 4a, or 5z below.and the amaunt on'lhat ine of the réturn being filed with this fofin was blank, then léaverline- 18, 2b, 3b, 4b, or 54,
whittever is applicable, blank (do hot ériter 0. Il yéu.entered -0- on th tetuin, then eriter -0-oh thie. applicable line:below, Do hdt cormplete migre

tHari orie ling n Partt.

14 Form 990 hiack hars P b Totalrevenus, f.any (Fotm 990, Part VIIl, colomn (A}, fine 12) e, 6 374,867,474,
24 Form 990-EZ oheok Here P [ b-Totatrevenue, it any {Form 890G:EZ, Iive B) . . . 2h

3a Forni4120-POL chéckhere ™ [_1 b Totsl tax {Form 1120.P0L, ne22) -

Aa Forin 990-FF cheok heré P {71 o Taxbasedon Investment Income.(For 990-PF, Part Vi, ling's) =~ 4b

5a Form 8868 checktiere ™1 b Balance due (Form 8668, Parth, lino 3¢ or Pait I e 8) oo 5b

1 ‘Declaration of Officer

a L1 authorlze the WS, Treasury-and its ‘désignsted Financlal Ageritte Initista.an Autsmated Claaring Hduse (AGH] elaoironic funds withifrawsl
{direct debiit) entry to the finandlal Tnstifuticn accountindicated iy the'tdx preparation softwére for payment of the ofganization's federal
‘taxes owed 6n his relurn, and the financlal institution o debit the erilty to'his decatinl To revake a payment, | tust.contact the US.
Treasury Flhancial Agent at 1-B88-353-4537 no ldter than 2 business days prior to the payment {settlementy déte. | dlso-duthorize the financial
Institullons iwolvet In the piacessing of the electronic payment of taxes to reselve confidential information necessary 16 dnswer inquiids
and resalve lssues refafed to thepayment,

[ Jita copy df this retuin Js being fited with a stdte agency(les) regulating charlties as part of the IRS Fed/State program, | cartify that |

execoted 1he slectronle disclosuré corsant contalned within this retir allowing disclosure &y the IR of this Form990/980-£2/950.-PF
{as spacifically [dentifled InPart | above)to-lhe selecled'state agency(les).

Unider penaliles of perjury, | declare that l-am an officer of the above:named organzation-and that { have exdmined a copy of the grganizaticn's 2015

electronic feturii and accompanying schedules and statements, and to the'hest of my knowiedge and belief, they ars triie, cofrect, and completa, |

further declare that the amountin Part | sbove. is the amount shoiwn oo the-copy of the orgariization’s elactronic return. | consent to-aliow my

Intermediate service provider, transmitter, orelectronleTeturn ériginator (ERC) 16-Send the crganization’s retum to the IRS and fo recsive from the IRS

nt of récelpt-or réasor for refection of the trapsmission, (b) the feassn for any délay Inprocessing the return of refund, end (c)

(a) an acknowledge

the date of anyTelify ‘

Sign: } . vy s ' g{%’( —! VP Finance
Here slghatiire of ofloer Datet ik

Declaration of Electranic Return Originator (ERO) and Paid Prepater(see Instructions) .

1 declare that [ have reviewed the-above organization's return and that the entries on Form 8453-ED are complete and correct to the best of my
knowledge. [T arn'only a callector, | am not responstbie for reviewing the return and only declare that this form accurately rafiscts the data on the:
‘retuin. The ofganization officer will Wave slgried this fafm befors 1 submit the returh. { will Give the-officef a copy of all forms and Informatfon‘to be
filed with the I8S, and have followed.all other requirements in Pub, 4163, Modernized efile iMeF) Informafion for Authorized IRS e-file Proyiders
for Business Retums: I ] am also the Paid Preparer, 1under patmlties of perjury | declare that have examined the above erganizatlon's return-and
accompanying schedules and staternents, and to the best of my knowledge and beliet, they are trus, carrect, and complete. This Paid Preparer

detlaration Is based on all informaticn of which Hhgve ary knowledge.

Dals Checkif Check ERO' SSN or PTIN
ERO's ﬁﬁﬁ’;?W / Q% /4 7 prapaar 7 empagac .
Use  Fimian o ovon, by Haktcford HealthCare Corporation Ten 22-2672834
Only loiesmwazeoss P One State SErect, Buite 19 —
Hartfoird, CT (6103

Under penalties of peffury, | declare that § have éxamined the abdve return and accompanying schedules a'_pd statements, and 1o the best of fy know-
ledgeé and belief, they are true, cerrect; and complete. Declaration of preparer Is based en all information of which the preparer has any-knowledges,

Pyipi/Type preparer's pams 1eparpr’s slonature Date Check [ | W JPTIN
Paid ’V%i« Erele %i’;\ Y~ | s-smplopes | POOAB2832
Preparer |Fim's name p. ’ frms€EN > 44-0160260
Use Only BEKD
Firm'sagdress » 1201 Walnut, Suite 1700 Phong.no.
Kansas City, MO 64106 816-221-6300
£23061 162315 LHA, ForPrivaoy Act ard Paperwark Reductton Acl Notles, see hack of form. Form 8453-E0- (2015}

133100705 139621 BOCC 2015.06000 The Hospital of Central Conm HOCCL




Extended to Auguist 15, 2017

990 Return of Organization Exempt me Income Tax:
Farm : Under sebtlon 501(&), 527, or 4947(aj(1) of the Internal Riavenusé Code {except private foundatiofia) 20 1 5
Depustinent of s Teedsiscy P Do not enitér Social secuiity nuinbers on this forrh #5 [t miay be madé public, | e A )
Intain=t Revenia Sendog- P informnation abbut Formi 990 aid its Instructons s at www:ks. givform9gg.

A Forthe 2015 calendaryear, ortaxyearbeginning -OCT 1, 2015 sndending SEP 30, 20L6

-OMBNo, 16450047

B checkip' |G Name of organization D Employer idantification normber
wppilcats s
[Ms=* ¢ The Hospital of Central Comnécticut
[ I¥mas | Dolrig business as 086-0646768
[ I Numbérand stréet{ar P.0.box It mall s not:delivered 1o Strdet address) Room/sulfa { E Teleptiche humber
DQ{’,},‘M 100 Grand Stréet 860-656-6282
ity or lown, statie ot provincé;.couritry, ahd ZIP or foreig postal Gode; G Gosamcalpla’y 377,449,845,

[‘__l"“““"‘"’ New Britain, CT 06050 H(a} Is this a graup réliia
[ gl I £ Name-and dddress of prindipal officerLAic 1] Te: Janatka farsubdrdinates? L lves (ElNa

e | game as C above H{b) Al subxalnston neudodzl_J¥es: LI Na
| Tavexemptetatos: LE] 501e)h LI 50{ej( Y fiesertnoy b dedziafiyor | 527 1f *Ne," attach «list. {see inStrictions)
J Webslte: = WwW, thocc.org HI¢) Group sxsmption numbst p-
K Formm of ofganization: 1%} Corporation [ T Trust | [ Association || Other e [L Year of formation: 389 3] w1 State-of legal dormicile: T

IRartt] Summary
o { 1 Bilefly describe the organization’s inissien or mast signlficant activities: The Hospital of Central
§ , Connectlcut ig dedlcated to fosterlng T sustainlng and improving Ehne
El2 éf agsefs.
AR 3 15
g 4 Number of Jndependentvuﬂng membars ofthe govarﬁlng bady (_Pzrt\'l me"ﬂ)) o 4 14
als Toiainumbaro{ Indviduals employed in galendar Yoar 2015 (Part ¥, iN 28) ... oo s seenscsomssenrernnets |5 2666
£1 6 Total rumber of volunteers (esInate l NBLESSEIY) L.__.,.....cc.smmsimiuressomesissrrsreseriossosesses s sessieosessorest |8 311
E 7 a Total unralated business.revenue fram Part VIll, column (G, !ln‘e12 et N .. l7a 1,558,824,
A b Net unrelated business taxable income from Form 990-T, line 84 ..... N - [7h =791, 080.
Prior Year Current Year
o | 8 Contributions and granits{Part VIt line 1h} oo 2,811,645, 2,630,123.
2| 8 Program service revenug Part VI, B0 200 ...t | 912009, 184 365,045, 443,
%10 ihvestment incoime (Part VIR, calumivta), lines B4, ang 7). N o 13,920,206. 6,519,931,
144 Othersevenus (Part Vill, column (A), fines 5, 6d, 8t, 9¢, 108, ﬂnd 11 B 1,181,353, 667,9%7.
12 Tatal reveniue - add inés.8 through 11 (thust equal Pas VI, column (A, Ilne 12} ........ J6h,482,388,. 374,867,474,
13 Granis and slmifar amounts.pald {Part [, solurin. (A), lhes 18) I R G 10,000,
14 Benelits pald fo or for mdmibiers Part IX, column (A, fined) et vaveeareiiae 0., 0.
w | 15 -Salirles, cther compensation, employes Denefits (Part IX, c:o]umn (A}. Tiries - ‘10) .1 187,451,684.] 175,378,393,
g 183 Profasslonal lundralsing fees [Part [X, column {4}, lne 11e), . ....... ‘ 30,358, 0.
&.{ b Totalfundralsing expenses {Part [X; column (D), ine 25) .P- 533,137. & i =
s 17 Othet éxpenaes {Part IX, calitn (A}, ines 1tad1d, 11#-24a) R 166,165,15 3 .f 183, 4 62, 3 22 .
18 Total éxpenses, Add lines. 18+ 7 {irust equal Part 1%, coluini [A}, Jine. 25) .... ... 1 353,647,210.] 364,850,715,
__| 19 Hevenue less expenses: Subliatt lne 1BHrOMUNG 12 1vvvvnvvccsmssmsanrisn e | 22 832,178 10,016,759,
s& Béglnning of Gurrent Year End of Year
BE| 20 Total assets (PAX, N 16) ..o s isersemmssmstesssorsmmesinemnr | 2834003, 18541 495,999, 494,
Lol 21 Total liabilities (Pat X, INE 28) .....oovesvecsmrecsesmss s oo .. | 252,355,024.] 287,155,473,
B51 22 etassets orfund balanes. Sublract ine 21 from e 20 .. .. | 231,308,161.] 208,844,015,

Parkilz] Signature Block
Under penaltis of perjury, | declare that I'kave exarnined this retum, Including accompanying schedulesand statements; and 1o the best of iy knowlédpe and bellef, 1t Is

true, correct, asid complel Decla{aﬂonﬁf preparerfqmrﬂyn dif)fer} s based on alt informalion of which preparer has.any knowledgey \

} / ; | (< ? lJ |
Sign SRt e Tal T
Here . Carelyn Freiheit, VP Finance
Type o peTRt name anc wle

Prin/Typs preparsr’s nane Pranary'a slignaiur Ul ek [ [] PIW
Pald  Mike ‘Fﬁngle /W{Etw ?Jln s 200482834
Preparer | Frm'smame_ p BRD Frm'sElNy 44-0160260
Use Oaly |Flrits addressy, 1201 Walnut, Suite 1700 ]

Kangas Clty, MO 64106 Phorene.816-221-6300
May the IRS discuss this return with the preparer shown above? {56e ISUCHONSEY .o vcr eyt e e totassscre e i 1XIves |_Ino
Form 890 {2015}

sdeopy 1216915 LHA For Paperwork Bediiction Act Notlos, see 1heseparate instructions.
See Schedule D for Organization Mission Statement Continuation




Form 990 (2015) The Hospital of Central Connecticut 06-0646768 page2
Part |l | Statement of Program Service Accomplishments
Check Iif Schedule O contains a response ornote toany ine iNthis Part HE L. e esee e e e ee e

1 Brlefly describe the organization’s rission:
The Hospital of Central Connecticut is dedicated to fostering,

sustaining and improving the health status of the people in the
communities we serve.

2 Did the organization undertake any significant program services during the year which were not listed on

the prior FOrm 890 0r 980-EZP e oo [ Ives [(XIno
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? ElYes No

If "Yes," describe these changes on Schedule Q.

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 tc others, the total expenses, and
revenus, if any, for each program service reported.

4a (Ccde: ) (Expenses$ 19 I 1 2 3 r 8 45 * inciuding granis of § ) (Hevenue$ 5 2 I 8 1 6 ’ 7 3 7 . }
Emergency Department: For Fiscal Year 2016 (FY16)}, there were
approximately 136 Full-time employees (FTEs) in the Emergency
Department for both Southington and New Britaln Campuses. Our ER team
18 commlitted to delivering quality medical care with high patient
safety 1In a timely, efficient and professional manner while also
exceedlng the needs of our patients and private physiclans. Trends in
Emergency Department Volumes: Thisg year our total patient visits for
both campuses combined was over 103,136. This was a decrease of 672
patients or 0.6% from the previous year. The volumes were approximately
86,000 and 17,000 at the New Britain and Southington campuses
respectively. The Department continueg to manage staffing levels, based
on census levels and trends to meet the demands of our patient volumes.

4b  (Code: } (Expenses $ 18,513,076, inciuding grants of § } (Revenue$ 65,149 ' 797. }
Radiology Department: Radiology derived information is an inextricable
component of our patients' care continuum. From screening exams to
acute interventionary imaging, radiographic technology continued to
evolve 1n 2016. There were over 150,000 imaging exams performed at the
New Britain and Southington campuses. 0f these, more than 83% were
performed on Qutpatients. There was a 0.3% overall decline in 1lmaging
exams 1ln FY1é versus the prilor year's due to the combined economic
influences and judicious applications of imaging and radiation
exposure. Management continues to manage and review satellite offices
volume and staffing levels in a contlinuous form to stay finmancially
responsible to the organizatlon and community.

4c  (Code: } (Expenses $ 14 ; 611 ; 08 9 +  inciuding grants of $ } {(Revenus § 35 r 073 ' 903. }
Laboratory: Our Laboratory/Drawing Stations serve the greater New
Britalin area and 1ts surrounding neighboring towns such as Bristol,
Kensington, Plainville, etec. The Laboratory/Drawing Stations tested
1,307,128, of those tests, 90,323 were from our drawing stations (which
saw a decrease of 2% over prior year). Our laboratory tested 315,335
units for our Inpatients and 857,519 for Cutpatients (the outpatient
tests were approximately 66% of total units). As a partner in the
community, HOCC has positioned itself throughout the greater New
Britain area 1n order to be convenlent to our patients and family
memberg. Our organlzatlion continues to review sites that we currently
operate and potential new siteg to addregs patient and family
experience/satisfaction and convenience.

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

{Expenses § 265,467,708. including grants of $ 10,000 ) {Revenus § 206,879’771.)
4e Total program service expenses I 317,715,718.
532002 Form 990 (2015)
12-16-15
2
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990 (2015) The Hospital of Central Connecticut 06-0646768 page3

Form
[PartiV ] Checklist of Required Schedules
Yes | No
1 Is the organization described in section 501(c)(3} or 4347 (a)(1) (other than a private foundation)?
I "Yes," GOMPIEtE SCREOWIE A | ettt 1 [ X
2 Is the organization required to complete Schedule B, Schedufe of Contributors? ... . 2 X
3 DBid the organization engage in direct or indirect political campaign activities on behalf of or in opposition to candidates for
public office? If "Yes," complete Schedule G, Part e 3 X
4  Section 501(c)(3) organizations. Did the organization engage in [obbying activities, or have a section 501{h) election in effect
during the tax year? If "Yes," complete Schedie C, Part Il e, 4 X
5 Is the organization a section 501{c){4}, 501(c)(5), or 501(c}(6) organization that receives membership dues, assessments, or
simitar amounts as defined in Revenue Procedure 98-197? If "Yes," complete Schedule C, Partill . .. ... 5 X
6 Did the crganization maintain any donor advised funds or any similar funds or accounts for which denors have the right to
provide advice on the distribution or investment of amounts in such funds or accounts? if "Yes," complete Schedule D, Part | [+ X
7  Did the organization receive or hold a conservation easemert, including easements to preserve open space,
the environment, historic land areas, or historic structures? If "Yes,* complete Schedute O, Party 7 X
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? /f "Yes," complete
Schadle D, Part e ettt 8 X
9 Did the organization report an amount in Part X, line 21, for escrow or custodial account liability, 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, ) Comp[efe SChedu"e D’ Paft IV .............................................................................................................................. 9 X
10  Did the organization, directly or through a related organization, hold assets in temporarily restricted endowments, permanent
endowments, or quasi-endowments? /f "Yes," complete Schedule D, PartV s
11 If the organization's answer to any of the following questions is "Yes," then complete Schedule B, Parts VI, VI1, VI, IX, or X
as applicable.
a Did the organization report an amount for land, huildings, and equipment in Part X, line 107 if "Yes," complete Schedule D,
PAITVI oot e Ma| X
b Did the organization report an amount for investments - other securities in Part X, line 12 that is 5% or more of its total
assets reported in Part X, line 167 /f "Yes, * complete Schedule D, Part VIl 11b X
¢ 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 /f *Yes, " complete Schedule D, Part VIl 11c X
d 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 167 /f "Yes, " complete Schedule D, Part IX. | e 11d| X
e Did the organization report an amount for other liabifities in Part X, line 257 If "Yes," complete Schedule D, Part X e | X
f Did the crganization’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 11f X
12a Did the organization obtain separate, independent audited financial statements for the tax year? if "Yes," complate
Schedule D, Parts XIand XIT e 12a X
b Was the organization included in consolidated, independent audited financial statements for the tax year?
If “Yes,” and if the organization answered "No* fo line 12a, then completing Schedule D, Parts X! and Xli is optional 126 | X
13 Is the organization a school described in section 170(b){(1}A)§)7 /f "Yes,* complete Schedulee =~ 13 X
14a Did the organization maintain an office, employees, or agents outside of the United States? . 14a X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking, fundraising, business,
investment, and program service activities outside the United States, or aggregate foreign investments valued at $100,000
or more? /f "Yes,” complete Schedule F, Parts [and IV | e 14b X
15 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 £, Parts fland IV || e, 15 X
16 Did the organization report on Part IX, column (4), line 3, more than $5,000 of aggregate grants or other assistance to
or for foreign individuals? If "Yes," complete Schedule F, Parts ll and IV 16 X
17  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 | 17 X
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on Part Vil fines
1c and 8a? If "Yes," complete Schedule G, Partll e 18 | X
19  Did the organization report more than $15,000 of gross income from gaming activities on Part Vill, line 9a? If "Yes, ®
complete Schedule G, Part Il ... 19 X
Form 990 (2015)
532003
12-16-15
3
14260717 139621 HOCC 2015.06000 The Hospital of Central Con HOCCL




Form 990 (2015) The Hospital of Centrxal Connecticut 06-0646768 paged

| Part V.| Checklist of Required Schedules (continued)

20a
b
21

22

23

24da

25a

26

27

28

Bid the organization operate one or more hospital facilities? /f "Yes,” complete Schedule H
If "Yes" to line 20a, did the organizaticn attach a copy of its audited financial statements to this return® ...
Did the organization report more than $5,000 of grants or other assistance 1o any domestic organization or

domestic government on Part EX, column (A), line 17 If "Yes, " complete Schedule |/, Parts fandft
Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on

Part [X, column (A), fine 27 /f *Yes,* complete Schedule |, Parts fand Mf .
Did the organization answer "Yes" 1o 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? Jf "Yes," complete

SCREAUIB T e e
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, 20022 /f "Yes," answer lines 24b through 24d and complste
Schedtle K I "NG", GO IO INE 258 ||| e e nann
Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? ...
Did the organization maintain an escrow account other than a refunding escrow at any ime during the year to defease

any Bax-eXemIDt DONUST e e
Did the organization act as an "on behalf of" issuer for bonds outstanding at any time duringthe vear? ...
Section 501(c)(3), 501{c)(4), and 501(c)(29) organizations. Bid the organization engage in an excess benefit

transaction with a disqualified person during the year? If "Yes," complete Schedule L, Part 1
ts 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 930-E272 If "Yes, " complete
Sehedule L, PArET e e e
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 disgualified persons? /f "Yes, "
Comptete Schedule L, Bart e e et
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 Schedufe L, Part il ...,
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 current or former officer, director, trustee, or key employee? If "Yes, " compiete Schedule L, Part IV

Yaos | No
20a | X
20b | X
o1 | X
22 X
23 | X
24a X
24b
24c
24d
253 X
25b X
26 X

28a X
X

a
b A family member of a current or former officer, director, trustee, or key employee? If *Yes, " complete Schedule L, Part IV 285
c An entity of which a current or former officer, director, trustee, or key employee {or a family member thereofy was an officer,
director, trustee, or direct or indirect owner? if "Yes," complete Schedule L, Part v 28c X
29 Did the organization recelve mare than $25,000 in non-cash contributions? /f "Yes," complete Schedule M 20 | X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified conservation
contributions? If "Yes, " complete Sehedule M e a0 | X
31 Did the crganization liguidate, terminate, or dissolve and cease operations?
If "Yes, " completo Schedulo N, Part1 | et at X
32 Did the organization sell, exchange, dispose of, or transfer mare than 25% of its net assets?/f "Yes," complete
SEHEGUIE N, PAIH ||| oot 32 X
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations
sections 301.7701-2 and 301.7701-3? /f "Yes," complete Schedule B, Part ] e, 33 X
34 Was the aorganization related to any tax-exempt or taxable entity? If "Yes, * complete Schedule R, Part If, Ili, or IV, and
Part Vi ine T e, et s e s e er et 3¢ | X
35a Did the organization have a controlfed entity within the meaning of section 512(b)13y? e, 35a| X
b If “Yes" to line 35a, did the organization receive any payment from or engage in any transaction with a controlled entity
within the meaning of section 512(b)(13)? If "Yes,* complete Schedule R, Part V, fine 2 e, 36b| X
36 Section 501{c)(3) organizations. Did the organization make any transfers to an exempt non-charitable refated organization?
if *Yes," Gomplete Schedule B, Part V, live 2 e 36 X
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? /f "Yes," complete Schedule R, Part VI 37 X
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part Vi, lines 11b and 197
Note. All Form 990 filers are required to complete Schedule O ag | X
Form 990 (2015}
532004
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Form 990 (2015) The Hospital of Central Connecticut 06-0646768 page5
|:1_?a'r§:-\_l’_'_f Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response or note te any line in this Part V ]

1a Enter the number reported in Box 3 of Form 1096, Enter -0- if not applicable
b Enter the number of Forms W-2G included in line 1a. Enter -0-if not applicable
¢ Did the organization comply with baclap withholding rules for reportable payments to vendors and reportable gaming
(gambling) winnings to Prize WINMEIST et e en e
2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax Statements,
filed for the calendar year ending with or within the year covered by thisreturn .. .
b If at least one is reported on line 2a, did the organization file all required federal employment tax returns?
Note. If the sum of lines 1a and 2a is greater than 250, you may be reguired to e-file (see instructions)
3a Did the organization have unrelated business gross income of $1,000 or more during the year?
b If "Yes," has it filed a Form 990-T for this year? if *No, " to line 3b, provide an explanation in Schedufe O
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 accound)? . ... ...
b if "Yes," enter the name of the foreign country: »
See instructions for filing requirements for FIRCEN 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? ...
b Did any taxable party notify the arganization that it was or is a party to a prohibited tax shelter transaction? ... ..
c If "Yes," toline 5a or &b, did the organization file Form 8886-T?
6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the organization solicit
any contributions that were not tax deductible as charitable contributions? Ba X
b If "Yes," did the organization include with every sclicitation an express statement that such contributions or gifts
were not tax deduUGiDIB? s
7 Organizations that may receive deductible contributions under section 170{c). g
a Did the organization receive a payment in excess of $75 made partly as a cortribution and partly for goeds and services provided to the payer? | 7a p.4
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
B0 HIlE PO BB e et et et ettt e e ettt e s e te e et e et et e e s et s
If "Yes," indicate the number of Forms 8282 filed during the year
Did the crganization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract?
Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? . . .
i the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required? | 7g
If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization fite a Form 1088-C?
8 Sponsaring organizations maintaining donor advised funds. Did a donor advised fund maintained by the
sponsoring crganization have excess business holdings at any time during the year?

=3

be- g U B A I =

9 Sponsoring erganizations maintaining donor advised funds.
a Did the sponsoring organization make any taxable distributions under section 49667
b Did the sponsoring organization make a distribution to a donor, donor advisor, or related person?
10 Section 501(c)(7) organizations. Enter:

a Initiation fees and capital contributions included en Part VI, line 12 10a
b Gross receipts, included on Form 990, Part VI, line 12, for public use of club facilities ... 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 ameunts due or paid to other sources against
amounts due or received fromthesm) i1ib :
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 10417 12a
b If "Yes," enter the amount of tax-exempt interest received or accrued duringthe year ................. 12b
13 Section 501{c})(29) gqualified nonprofit health insurance issuers. :
a Is the organization licensed to issue qualified health plans in more than ane state? 13a

Note. See the instructions for additicnal informaticn 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

¢ Entertheamountofreservesonhand .. 13¢
14a Did the organization receive any payments for indoor tanning services during the tax year? 14a X

b If "Yes," has it filed a Form 720 to report these payments? /f "No, * provide an explanationin Schedule O .. ... 14b

Form 990 (2015)
632005
12-16-15
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Form 990 (2015) The Hospital of Central Connecticut 06-0646768 pageb
:Part VI:| Governance, Management, and Disclostre 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.

Check if Schedule O contains a response or note to any lineinthis Part V1 e ie e
Saction A. Governing Body and Management

1a Enter the number of voting members of the governing body at the end of the taxyear ... 1a

if there are matsrial differences in voting rights ameng members of the governing body, or if the geverning
body delegated broad authority to an executive committee or simiiar committee, explain in Schedule 0.

b Enter the number of voting members included in line 1a, above, who are independent | ... 1b
2 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? e en e et 2

3 Did the organization delegate control over management duties custoemarily performed by or under the direct supervision

of officers, directors, or trustees, or key employees to a management company or other person? ..
4 Did the organization make any significant changes to its governing documents since the prior Form 890 was filed?
Did the organization become aware during the year of a significant diversion of the organization's assets?

b ol o b

o

6 Did the organization have members ar stockholders?
7a Did the organization have members, stockholders, or other persons who had the power to elect or appeint one or
mere members af the gQoveming DOYT et 7a | X
b Are any governance decisions of the organization reserved to (or subject to approval by) members, stockholders, or
persons other thanthe governing BOdY? e
8 Did the organization contemporanaously document the meetings held or written actions undertaken during the year by the following;
A The QOVEIMING DOUY P e
b Each committee with authority to act on behalf of the governing DoAY Y
9 |s there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannat be reached at the
organization's mailing address? i "Yes, " provide the names and addressesin Schedule O . ..o 9 z
Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code,)

Yes | No
10a Did the organization have local chaptars, branches, of aflateS? i, 10a| X
b If "Yes," did the organization have written policies and procedures governing the activities of such chapters, affiliates,
and branches to ensure their operations are consistent with the organization’s exempt purposes? o, i | X
11a Has the organization provided a complete copy of this Form 890 to all members of its governing body befere filing the form? | 11a X
b Describe in Schedule O the process, if any, used by the organization to review this Form 990.
12a Did the organization have a written conflict of interest policy? /f "No,“ go tafine 13 X
b Were officers, directors, or trustees, and key employees required fo diselose annually interests that could give rise to conflicts? 12p | X
¢ Did the organization regularly and consistently monitor and enforce compliance with the policy? /f *Yes," describe
in Schedule O how this Was GONE | . e 12c | X
13  Did the organization have a written Whist e ower DOlCY 2 e 13 ] X
14  Did the organization have a written document retention and destruction policy? 14 | X

15 Did the process for determining compensation of the folfowing persons include a review and approval by independent
persons, comparability data, and contermperaneous substantiation of the deliberation and decision?
a The organization's CGEO, Executive Director, of top management official 152 ] X

b Gther officers or key employess of the organization | 15b| X

If “Yes" to line 15a or 15b, describe the process in Schedule O (see instructions).
16a Did the arganization invest in, contribute assets to, or participate in a joint venture or simifar arrangement with a

taxable endity dUring TRE YEArT e e et
b 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? IOTUTTUTTUO IO e 16b | X
Section C. Disclosure
17  List the states with which a copy of this Form 990 is required to be filed »CT
18  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 alt that apply.
Own website LI Another's website Upon request L other (explain in Schedule O)
19 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.
20 State the name, address, and telephone number of the person who possesses the organization's books and records:
Carol Wardell - 860-696-6200
181 Patriclia M. Genova Drive, Newington, CT 06111
532008 12-16-15 Form 990 (2615)
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Form 990 (2015) The Hospital of Central Connecticut 06-0646768 page7
['Part.yll] Compensation of Officers, Directors, 1rustees, Key Employees, Highest Gompensated

Employees, and Independent Contractors

Check if Schedule O contains a respense or note to any lIne N this Part VH et iisasstitssssestsessannca Cl

Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
1a Camplete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the organization’s tax year.

® | jst alt 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.
® List all of the organization's eurrent key employees, if any. See instructions for definition of "key employee.”

® [ st the organization’s five cuirent highest compensated employees (other than an officer, director, trustee, or key employes) wha received report-
able 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.
® 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 crganizations.
® | 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) (B () D) {E) (F})
Name and Title Average | o o oSO one Reportable Repartable Estimated
hours per | box, unless person is both an compensation compensation amount of
woek officer and a director/trustes) from from related other
(list any g the organizations compensation
hours for | = . = organization (W-2/1099-MISC) from the
related é § . g (W-2/1099-MISC) organization
organizations] = | 5 £ 5. and related
below 2|ls]s|EEE s organizations
ine) [Z|E|E|5 2B &
(1) Joseph Harrison, MD 2.00
Director X 0. 0. 0.
(2) Letterio Asciuto, MD 2.00
Director X 0. 0. 0.
{3} Jason Howey 2.00
Director X 0. 0. 0.
{4} Steven Basche 2.00
Director X 0. 0. 0.
(5} Paul Czepiga 2.00
Director X 0. 0. 0.
(6) Irfan Chughtai, MD 2.00
Director X 0. 0. 0.
(7) Nadine Francis-West 2.00
Director X 0. 0. 0.
(8) George Springer Jr, 2.00
Director X 0. 0. 0.
{9) <Carl Grant 2.00
Director X 0. 0. 0.
(10) Bruce Koeppen, MD 2.00
Director X 0. 0. 0.
{11) John Rathgeber 2.00
Director X 0. 0. 0.
{12) John Redmond, MD 2.00
Director X 0. 0. 0.
{13} Joseph Voelker 3.00
Chair X X 0. 0. 0.
(14) Denise McNair 3.00
Vice Chair X X 0. 0. 0.
{15} Lucille Janatka 30.00
Director & President 30.00{X X 0. 777,836, 79,868,
(16} Margaret Marchak 3.00
Secretary 57.00 X 0. 660,302. 141,415.
(17} Carlolyn Freiheit 30.00
ve 30.00 X 0. 274,587, 19,717.
532007 12-16-15 Form 990 2015)

7
14260717 139621 HOCC 2015.06000 The Hospital of Central Con HOCC1



Form 990 (2015) The Hospital of Central Connecticut 06-0646768 Page8
Part:Vi ] Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)

(A (B) {c) (D) (E) (F)
Name and title Average | O one Reportable Reportable Estimated
hours per | box, unless person is both an compensation compensation amount of
week officer and a director/irustes) from from related other
(istany |5 the organizations compensation
hours for |5 = organization (W-2/1099-MISC}) from the
refated | 2 [ & 2 (W-2/1099-MISC) organization
organizations| £ | & g e and related
below |E[2]_|% 58| = organizations
{18) Catherine Stevens 30.00
VP 30,00 X 0. 266,162, 58,207,
{(19) Jonathan Velez, MD 30.00
vp 30.00 X 0. 472,365, 70,593,
(20) Michael Balkunas, MD 60.00
Chief of Psychiatxy X 1,021,128. 0. 38,010.
{21) Haklai Lau, MD 60.00
Hospitalist X 727,245, 0.] 45,806.
(22) Elizabeth Tillman 60.00
Hospitalist X 518, 345. 0. 32,256.
(23) James Flaherty, MD 60.00
Physician X 483,575. 0. 34,936.
(24) Justin Lundbye, MD 60.00
Chief of Cardiology X 483,402. 0. 60,575.
{25) Steven Hanks, MD 0.00
Former VP X 0. 1,669,882- 47,270.
{28) Mary Morgan 0.00
Former VP 0. 246,744. 46,625.
1o Sub-total ] 3,233,635.1 4,367,878.] 675,278,
c Total from continuation sheets to Part VIi, Section A 0. 0. 0.
d_Total {add lines 16 and 16} ..., 3,233,695.] 4,367,878.] 675,278.
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 - 260
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 ||| e
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 $150,0007 /f “Yes," complete Schedule J for such individuat
5 Did any person listed on line 1a receive or accrus compensation from any unrelated organization or individuat for services
rendered to the organization? /f "Yes," complete Schedule J for SUCh DErSOM . e e

Section B. Independent Contractors

1 Complete this table for your five highest compensated independent cortractors 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) (C)
Name and business address Description of services Compensation
Varian Medical Systems
70140 Network Place, Chicago, IL 60673 Technology Services 4,302,858,
HealthCare Performance Group, 23419 West
215th Street, Spring Hill, KS 66083 Consulting Services 1,685,685,
DHP Management
P.0O. Box 634850, Cincinnati, OH 45263 Management Services 1,541,435,
Clinical Lab Partners, 129 Patricla M.
Genova Drive, Newington, CT 06111 Laboratory Services 1,292,969,
Quest Diagnostics
3 Giralda Farms, Madison, NJ 07940 Laboratory Services 698,279.
2 Total number of independent contractors {including but not limited to those listed above) who received more than : o
$100,000 of compensation from the organization P 94
Form 990 (2015)
532008
12-16-15
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Form 890 (2015) The Hospital of Central Connecticut 06-0646768 Page9
Part VIII.| Statement of Revenue
Check if Schedule O contains a response or note to any fine In this Part VIl ... L]
: . . ! : A MLEELEY ] 5] i@ B
Total revenue Related or Unrefated R?VE"U’e exrﬁgg?d
exempt function business rms?etﬁ%(eﬁs

revenue

revenue

512-514

Contributions, Gifts, Grants
and Other Similar Amounts
- 0o o0 0o

o M

Federated campaigns

Membership dues

Fundraising events

114,525

Related crganizations

225,000

Government grants (contributions)

All other contributions, gifts, granis, and
similar amounts not included above

2,290,598,

Moncash contributions included in lines 1a-1£ $

Total. Add lines 1a-1f

ram Service
evenue

PI‘O%
[ & 0 O T R

Net Patient Service Revenue

62211¢

Business Gode

271,558,761,

271,558 761,

Laboratory Services

£21500¢

87,919,594,

86,802,623,

1,116,971,

Cther Patient Services

622110

5,571,088,

5 571,088,

All other program service revenue
Total, Add lines 2a-2f

365,049 443 |

32}

[\ I - T+ B = i 1)

Other Revenue

10 a

0

b Less: direct expenses

Investrment income (including dividends, interest, and

other similar amounis)

Royalties

Income {rom investment of tax-exempt bond proceeds

4,803,468,

4,803,468,

{i) Real

Gross rents 1,716,538,

Less: rental expenses 2,526,155,

Rental income or (loss} -809,617,

Net rental income or {loss}

Gross amount from sales of

() Securitles

{ii) Other

1,716,463,

assets other than inventory

Less: cost or other basis
and sales expenses 0.

1,716,463,

Gain or {foss)

Net gain or (loss}
Gross income from fundraising events (not
including § 114,525, of
contributions reported on line 1c). See
Part IV, line 18

Net income or {loss) from fundraising events
Gross income from gaming activities. See
Pat IV, tine19 ...
Less: direct expenses . ...
Net income or (loss) from gaming activities
Gross sales of inventory, less returns

and allowances a

Less: cost of goeds soid

Net income or (loss) from sales of inventory _.................

1,716,463,

1,716, 46

Miscellaneous Revenue

Business Codej:.

P o0 o0Ccw

12

Dietary/Cafeteria

722210

1,028,517,

1,026,517,

Child Care

624410

441,853,

441,853,

All other revenue

1,468,370}

374,867,474,

358,361,384,

1,558,824,

12,317,143,

532009 12-16-16
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Form 990 (2015)

The Hospital of Central Comnnecticut

06-0646768 page10

Part IX | Statement of Functional Expenses

Section 501(c}3} and 501(c){4) organizations must complete all cofumns. All other organizations must compiete column (A}

Check if Schedule O contains a responss or note}f any line in this Part D((B){C) D} [ ]
Do not include amounts reported on fi 6b, . L
7o, 3, Sty and 100 f Prt Vi Toal prsss | Progranzonico | Managerienand | rncrng
1 Grants and other assistance to domestic organizations -
and domestic govarnments, See Part 1Y, line 21 10,000. 10,000.
2 Grants and other assistance to domestic
individuals, See PartiV, line22
3 Grants and other assistance to foreign
crganizations, foreign governments, and foreign
individuals. See Part W, lines 15and 16
4 Benefits paidtoorfor members
5 Compensation of current officers, directors,
trustees, and key employees
& Compensation not incleded above, to disqualified
persons (as defined under saction 4958(f} 1)} and
persons described in section 4958(c)(3B)
7 Othersalariesandwages 135,869,626.[124,048,135.] 11,546,533. 274,958.
8 Pension pian accruals and contributions (include
section 401(k) and 403(b) employer contributions) 7,320,851.| 6,615,121, 686,696. 19,034.
9  Other employee benefits 23,044,545, 20,823,051.] 2,161,578. 59,916.
10 Payrolltaxes §,143,371.] 8,261,950. 857,648, 23,773,
11 Fees for services (non-employees):
a Management ... ...
b Legal 426,211, 426,211,
e Accounting ..
d Lobbying ...
e Professional fundraising services. See Part iV, ling 17 S s
{ Investment managementfees 552,974. 552,974.
g Other. (If line 119 amount exceeds 10% of line 25,
columa (A) amount, list fine 11g expensesor Sch 0.} | 29,577,113, 29,577,113,
12 Advertising and promotion 51,640. 8,860. 42,780.
13 Officeexpenses ... 12,176,111. 1,254,843, 10,788, 345. 132,923,
14 Informationtechnolegy 21,750,958.] 21,645,719, 105,238.
15 Rovalties | ...,
16 OCOUPANGY . ... oo 6,419,721.] 5,648,850. 770,871.
AT Travel 281,624. 184,645. 95,181, 1,798.
18 Payments of travel or entertainment expenses
far any federal, state, or local public officials
19 Conferences, conventions, and meetings
20 Interest .. 2,669,984, 2,623,801, 40,183,
21 Paymentstoaffiliates . ... ... 28,399,004. 23,542,774. 4,856,230.
22 Depreciation, depletion, and amortization 20,08%,854. 19,246,040- 823,119. 20,735,
23 Insurance 7,857,519 329,883 7,527,636
24  Other expenses. ltemize expenses not coversd homiinanii G G
above. {List miscellaneous expenses in line 24e. If line| -
24p amount exceeds 10% of line 25, column (A) -
amount, list [ine 24e expenses on Schedule 0.} . :
a Medical Supplies 47,493,884.] 47,493,884,
b Equip. Rental & Maint. 7,404,519.] 2,083,883.] 5,320,636.
¢ Misc. Expense 4,141,193, 4,141,193,
d Property Tax 169,973, 169,973.
e Altother expenses
o5 Total flunctional expanses, Add lines 1 through 24e [364 ,850,715.[317,715,718.] 46,601,860. 533,137.
26 Joint costs. Complete this line only if the organization
reported in column (B) joint costs from a combined
gducational campaign and fundraising solicitation.
Gheck hers P L 1 following SOP 98-2 {ASC 958-720)
582010 12-16-15 Form 990 (2015)
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Form 990 (2015)

The Hospital of Central Connecticut

060646768 pages1t

[Part X :| Balance Sheet

Check if Schedule © contains a response or note to any line in this Part X

A
Beginning of year

(B)
End of year

1 Cash-nondnterestbearing 11,771,075 4 20,488,755,
2 Savings and temporary cash inVestments ... 828,010.] »
3 Pledges and grants receivable, net 2,406,253.] 3 1,251,297,
4 Accountsreceivable,net 41,580,130.] 4 | 43,814,445,
5§ Loans and other receivables from current and former officers, directors, L e o S
trustees, key employees, and highest compensated employees. Gomplete
Part I of Schedule L
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 organizations {see instr}. Complete Part ll of SchL 6
@ 7 Notes and loans receivable, net 7
< 8 Iventoriesforsale oruse 6,193,421.] 8 6,048,763,
9 Prepaid expenses and deferred charges 2,640,940 9 2,329,585,
10a Land, buildings, and equipment: cost or other e o . i
basis. Complete Part VI of Schedule D 10a| 462,618,686,
b Less: accumulated depreciation 1op| 284,627 ,334.] 192,579,396.}10¢| 177,991,352,
11 Investments - publicly traded securities 11
12 Investments - other securities. See Part IV, line 11 . 15,9985,215.} 12 16,653,840.
13 Investments - program-related. See Part W, line 11 3,498,949.} 13 4,343,998,
14 Intangible assets 14
15 Other assets. See Part IV, line 11 .. .. TSI 206,169,796.] i5 | 223,077,459.
16 Total assets. Add lines 1 through 15 (must equal Bne34) ... 483,663,185.| 16| 495,999,494.
17 Accounts payable and accrued expenses 26,611,040.] 17 25,670,010.
18 Grantspayable e 18
19 Deferredrevenue .. 5,359,983, 10 4,558,996.
20  Taxexempt bond liabiities
21 Escrow or custodial account fiability. Complete Part IV of Schedule D .
g 22  Loans and other payables to current and former officers, directors, trustees,
E key employees, highest compensated employees, and disqualified persons.
3 Complete Part llof Schedute L
— | 23  Secured mortgages and nates payable to unrelated third parties 1,904,129, 23 1,969,263,
24  Unsecured notes and loans payable to unrefated third parties | . ... 24
25  Other liabilities {inciuding federal income tax, payables to related third
parties, and other liabilities not included on lines 17-24). Complete Part X of
Schedule D e 218,479,872.] 25| 254,957, 210.
26 Total liabilities. Add lines 17 through 25 ..o 252,355,024, 287,155,479,
Organizations that follow SFAS 117 {ASG 958), check here p» [X] and [ G
w compiete lines 27 through 29, and lines 33 and 34. :
€ |27 Unrestricted netassels ..o 185,794,465.] o7 | 159,388,616,
g 28 Temporarly restricted net assels e, 23,882,792.] 28 27,228,927,
T 29 Permanently restricted net assets 2_1 , 6 3 0,904.] 29 42 2_2 6,472.
2 Organizations that do not follow SFAS 117 (ASC 958), check here p-L_ [ i : =
5 and complete lines 30 through 34.
% 30 Capital stock or trust principal, orcurrent funds 30
ﬁ 31 Paid-in or capital surplus, or land, building, or equipment fund . 31
% | 32 Retained earnings, endowment, accumulated income, or other funds 32
Z |33 Total net assets or fund balances 231,308,161.] a3 | 208,844,015.
34 Totat liabifities and net assets/fund balances 483,663,185.] a4 | 495,999,494,
Form 990 (2015)
532011
12-16-15
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Form 990 (2015) The Hospital of Central Connecticut 06-0646768 pagei2
| Part X! | Reconciliation of Net Assets
Check if Schedule O contains a response or note to any lineinthis Part X1 ... i e

1 Total revenue {must equal Part VI, column (A, Bne 12) e 1 374,867,474,
2 Total expenses {must equal Part IX, column (A), Bne 25} e 2 364,850,715.
3 Revenue less expenses. Subtract line 2 from line 1 3 10,016,759.
4 Net assets or fund balances at beginning of year {must equal Part X, line 33, column {A)) 4 231,308,161.
5 Net unrealized gains (l085€8) ON VeSS MO S e 5 14,491,119.
6 Donated services and use of facilities 6
T Investment eXPeNSES e 7
8  Prior period adjustments . 8
9  Other changes in net assets or fund balances {explain in Schedule O) 9 -46,972,024,
10 Net assets or fund balances at end of year. Combine lines 3 through 9 {must equal Part X, line 33,
COIUMIN (B o b e 10 208,844,015,

| E'ar't_l-Xil| Financial Statements and Reporting

Check if Schedule O contains a response or note to any line inthis Part XIE i

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? .
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 I:] Consolidated basis |:| Both consolidated and separate basis
b Were the organization’s financial statements audited by an independent accountant? e,
If "Yes," check a box below to indicate whether the financial statements for the year were audited on a separate basis,
consolidated basis, or both:
Separate basis Consolidated basis L] 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 compifation of its financial statements and selection of an independent accountant?
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 audi or audits as set forth in the Single Audit

Actand OMB GlrcUlar A N8BT e gal X
b If “Yes," did the arganization undergo the required audit or audits? If the organization did not undergo the required audit
or audits, exptain why in Schedule O and describe any steps taken toundergo such audits ... ... a| X
Form 990 (2015)
532012
12-16-15
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SCHEDULE A . . . OME No. 1545-0047
(Form 860 or 680-EZ) Public Charity Status and Public Support
Comptete if the organization is a section 501(c){3) organization or a section
4947{a)(1} nonexempt charitable trust.
Department of the Treasury P> Attach to Form 990 or Form 990-EZ.
Internal Fievenus Servica P> Information about Schedule A {(Form 950 or 590-EZ) and its instructions is at WWW.irs.gov/form930. PR
Name of the organization Employer identification number
The Hospital of Central Connecticut 06-0646768

{Partl:{ Reason for Public Charity Status (All organizations must complets this part.) See instructions.

The organization is not a private foundation because it is: {For Enes 1 through 11, check only one box.)

1 ]

2 [ ]
3 [X]
4

oo

10

[ ]
11 ]

A church, convention of churches, or association of churches described in section 170{b)(1)(A}{).

A school described in section 170{b)(1){A}{ii). (Attach Schedule E (Form 990 or 990-E7).)

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 governmentai unit described in

section 170{b){1)(A){iv). (Complete Part i1}

A federal, state, or local government or governmental unit described in sections 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 I1.)

A community trust described in section 170(b}(1){A){vi). (Complete Part 11.)

An organization that normally receives: (1) more than 33 1/3% 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 1/3% of its support from gross investment
income and unrelated business taxable income (fless section 511 tax} from businesses acquired by the organization after June 30, 1975,
See section 509(aj(2). (Complete Part |11}

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 pitblicly 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.

a D Type |. 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 1V, Sections A and B.

b |:| Type I, 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.

c |:| Type 1l 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 I:l Type HI non-functionally integrated. A supporting organization operated in connection with its supported organization(s)

that is not functionally integrated. The organization generally nmwust 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 l§, Type I

functionally integrated, or Type IHl non-functionally integrated supporting organization.

T Enter the number of supported organizablions | ...,
g Provide the following information about the supported organization(s).
{i} Name of supported (i) EIN (ifi) Typs of organization ](_iV) Is‘the o_rganization {v) Amount of monetary {vi} Amount of
organization {described on lines 1-9 govetrlzgro;g cl:lnoxal:r;ent'? support {see other support {(ses
above {sog instructions)) - P i ; i
Yos No instructions) instructions)

Total : :
I.HA For Paperwork Reduction Act Notice, see the Instructions for Schedule A (Form 990 or 990-EZ) 2015

Form 880 or 990-EZ. 532021 09-23-15
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Schedule A (Form 990 or 990-E7) 2015 The Hospital of Central Connecticut 06-0646768 page2
[Partll[  Support Schedule for Organizations Described in Sections 170(b)(1)(A)(iv) and T70B)(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 liL. If the organization
fails to qualify under the tests listed helow, please complete Part {1}
Section A. Public Support
Galendar year {or flscal year beginning in) =] (a) 2011 {b) 2012 {c) 2013 (d) 2014 (e} 2015 {f) Total
1 Gifts, grants, contributions, and
membership fees received. (Do not
include any "unusual grants."}

2 Tax revenues levied for the organ-
ization's benefit and either paid to
or expended on its behalf

3 The value of services or facilities
furnished by a governmental unit to
the arganization without charge

4 Total. Add lines 1 through3 |

5 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)

6 Public support. Subtract line § from line 4.
Section B. Total Support
Calendar year {or fiscal year beginning in) ] {a) 2011 {b) 2012 {c) 2013 (d} 2014 {e) 2015 {f) Total

7 Amountsfromlined

8 Gross income from interest,

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

9 Net income from unrelated business

activities, whether or not the
business is regularly carried on
10 Other income. Do not Include gain
or foss from the sale of capital
assets (Explainin PartVI}
11 Total support. Add lines 7 through 10

12 Gross receipts from related activities, etc. (see instructions) e, 12 |
13 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 SEOD RHEIrE ... ot e iee e et eseeeesesnns e s rnnetaiis | |:|
Section C. Computation of Public Support Percentage
14 Public support percentage for 2015 (line 6, column {f) divided by fine 11, column () ... 14 %
15 Public support percentage from 2014 Schedule A, Part L, ine 14 15 %
16a 33 1/8% support test - 2015. If the organization did not check the box on line 13, and line 14 is 33 1/3% or more, check this box and
stop here. The organization qualifies as a pubticly supported organization ... ... s N
b 33 1/3% support test - 2014. 1f the organization did not check a box on line 13 or 16a, and line 15 is 33 1/3% or more, check this box
and stop here. The organization qualifies as a publicly sUpDorted Organization > I:l

17a 10% -facts-and-circumstances test - 2015. [f 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 stap here. Explain in Part VI how the organization
meets the "facts-and-circumstances” test. The organization qualifies as a publicly supported organization ... ... ... > |:|
b 10% -facts-and-circumstances test - 2014, If the organization did not check a box on line 13, 16a, 16b, or 173, 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 ... . > (]
18 Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see instructions ... | E:l
Schedule A {Form 990 or 990-EZ) 2015

532022
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Schedule A (Form 990 or 390-£7) 2015 The Hospital of Central Connecticut

06-0646768 pages

Part:Ill [ Support Schedule for Organizations Described in Section 509{a)(2)

(Complete only if you checked the box on line @ of Part | oz if the crganization failed to qualify under Part K. If the organization fails to
qualify under the tests listed below, please complete Part I1.)

Section A. Public Support

Galendar year (or fiscal year beginning in) p»-
1 Gifts, grants, contributions, and
membership fees received. (Do not
include any "unusual grants."}
2 Gross receipts from admissions,
merchandise sold or services per-
formed, or facilities furnished in

any activity that is refated to the
organization's tax-exempt purpose

3 Gross receipts from activities that
are not an unrelated trade or bus-
iness under section 513

4 Tax revenues levied for the organ-
ization’s benefit and either paid to
orexpended on its behalf

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

6 Total. Addlines 1 through5 ...

7a Amounts included on lines 1, 2, and

3 received from disqualified persons

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

cAddlines7aand7b ...

(a) 2011

(b) 2012

{c) 2013

(d) 2014

{e) 20156

{f) Total

8 Public suppori. (subiasting 7¢ igmling §)
Section B. Total Support

Galendar year (or fiscal year beginning in) p»
9 Amounts fromline® ...
10a Gross income from interest,
dividends, payments received on
securities loans, rents, royalties
and income from similar sources
b Usrelated business taxable income
(less section 511 faxes) from businasses
acquired after June 30, 1975

c Add lines t0aand10b ...
11 Netincome from unrefated business
activities not included in line 10b,
whether or not the business is
regularly carriedon
12 Other income. Do not include gain
or loss from the sale of capital
assets (Explain in Parit VI.} ..ol
13 Total support. (add lines 9, 105, 11, and 12,)

(a) 2011

{b) 2012

(c) 2013

(d) 2014

{e) 2015

{f) Total

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 SYOD NBKE . ... ... i iiieue it e ieseeneiesseeeaesnetnnsenieiieiesssiasetnsatsinssstizaieis

Section C. Computation of Public Support Percentage

15 Public support percentage for 2015 (line 8, column {f) divided by line 13, column (f}} 15 %
16 Public support perceniage from 2014 Schedule A, Partlll, ine 15 ..., 16 %
Section D. Computation of Investment Income Percentage

17 [nvestment income percentage for 2015 {line 10c¢, column {f) divided by fine 13, colemne {fyy ... 17 %o
18 Investment income percentage from 2014 Schedule A, Part L, ine 17 18 %

19a 33 1/3% support tests - 2015. |f the organization did not check the box on line 14, and line 15 is more than 33 1/3%, and line 17 is not

more than 33 1/3%, check this box and stop here. The organization qualiifies as a publicly supported organization

b 33 1/3% support tests - 2014, If the organization did not check a box on line 14 or line 19a, and line 16 is more than 33 1/3%, and

line 18 is not more than 33 1/3%, 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

532023 09-23-15
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Schedule A (Form 990 or 990-£7) 2015 The Hospital of Central Connecticut 06-0646768 pages
| E Yart “_’ -| Supporting Organizations

{Complete only if you checked a box in line 11 on Part L. if you checked 11a of Part §, complete Sections A

and B. If you checked 11b of Part 1, complete Sections A and C. If you checked 11¢ of Part |, complete

Sections A, 0, 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 arganizations listed by name in the organization's governing
documents? /f "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.

2 Did the organization have any supported organization that does not have an IRS determination of status
under section 509{z)(1) or (2)7 /f "Yes, " explain in Part Vi how the organization determined that the supported
organization was described in section 509(a)(1) or (2).

3a bid the organization have a supported organization described in section 501{ci4), (5), or (6)? /f "Yes, " answer
(b) and {c} below.

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)7 /f "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 controfs the organization put in place o ensure such use.

4a Was any supported organization not organized in the United States ("foreign supported organization")? if
"Yes," and if you checked T1a or 11b in Part I, answer (b) and (c) below.

b Did the organization have ultimate controf and discretion in deciding whether to make grants to the foreign
supported organization? /f "Yes, " describe in Part Vi how the organization had such controf and discretion
despite being controlled or supsrvised 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 arganization used
to ensure that all support to the foreign supported organization was used exclusively for section 170(c)(2)B)
pUrposes.

Ba Did the organization add, substitute, or remove any supported organizations during the tax year? If "Yes, "
answer (b) and (¢} below (if applicable). Also, provide detail in Part VI, including () the names and EIN
numbers of the supported organizations added, substituted, or removed; (i) the reasons for each such action;
{iif} 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).

b 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 controf?

6 Did the organization provide support {whether in the form of grants or the provision of services or facilities) to
anyone other than (i} its supported organizations, (i) individuals that are part of the charitable class
benefited by one or more of its supported organizations, or (jii) other supporting organizations that also
support or benefit one or more of the filing organization's supported organizations? if “Yes, " provide detalf in
Pari VI,

7 Did the organization provide a grant, loan, compensation, or other similar payment te a substantial contributor
(defined in section 4958(c)(3)(C)), a family member of a substantial contributor, or a 35% controlled entity with
regard to a substantial contributor? ff "Yes, " complete Part | of Schedule L (Form 880 or 990-EZ).

8 Did the organization make a lean to a disqualified person (as defined in section 4858) not described in line 77
If "Yes," complete Part | of Schedule L (Form 990 or 990-E7).

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))7 If "Yes,* provide detail in Part Vi.

b Bid one or more disqualified persons (as defined in line 9a) 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 9a) have an ownership interest in, or derive any personal benefit
from, assets in which the supporting organization also had an interest? If "Yes,* provide detaif in Part V1.

10a Was the organization subject to the excess business holdings rules of section 4943 because of section
4943(f) (regarding certain Type Hl supporting organizations, and all Type |l non-functionally integrated

supporting organizations)? /f "Yes, " answer 10b below. 10a
b Did the arganization have any excess business holdings in the tax year? (Use Schedule C, Form 4720, fo
determine whether the arganization had excess business holdings.) 10b
532024 09-23-16 Schedule A (Form 990 or 990-EZ) 2015
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Schedule A {Form 990 or 930.E7) 2015 The Hospital of Central Connecticut 06-0646768 pages
[Part W Supporting Organizations /.ontinued

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 (¢)

kefow, the governing bedy 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?!f "Yes" to g, b, or ¢, provide detail in Part VL. 11¢

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 directars or trustees at all times during the
tax year? If "No," describe in Part Vi how the supported organization(s} effectively operated, supervised, or
controlfed the organization's activities. If the organization had more than one supported organization,
describe how the powers to appoint and/or remove directors or frustess were allocated among the supported
crganizations 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 controlied the supporting organization? /f "Yes, " explain in
Part VI how providing such benefit carried out the purposss of the supported organization{s) that operated,
supervised, or controfled the supporting organization.

Section C. Type H 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 controfled or managed
the supported organization{s).

Section D. All Type Ill 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, (i) a written notice describing the type and ameunt of support provided during the prior tax
year, {ii} a copy of the Form 990 that was most recently filed as of the date of notification, and (i) copies of the
organization's governing documents in effect on the date of notification, to the extent not previously provided?
2  Woere any of the organization’s officers, directors, or trustees either (i} appointed or elected by the supported
organization{s) or {ii} serving on the governing body of a supported organization? /f *No, " explain in Part VI how
the arganization maintained a close and continuous working relationship with the supported organization(s).
3 By reascn of the relationship described in (2}, did the organization's supported organizaticns have a
significant voice in the organization’s investment policies and in directing the use of the organization’s
income or assets at all imes during the tax year? if "Yes, " describe in Part VI the role the organization’s
supported organizations played in this regard.
Section E. Type lll Functionaily-Integrated Supporting Organizations
1 Check the box next fo the method that the organization used to satisfy the Integral Part Test during the yeafsee instructions):
a [::] The organization satisfied the Activities Test. Complete iine 2 below.
b []The organization is the parent of each of its supported organizations. Complete line 3 below.
¢ [1he organization supported a governmental entity. Describe in Part Vi how you supported a gavernment 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? /f "Yes," then in Part Vi [dentlfy
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 activifles constifuted substantially all of its activities.
b Did the activities described in (a) constitute activities that, but for the organization’s involvement, one or more
of the organizaticn's supported organization(s) would have been engaged in? /f "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.
3 Parent of Supported Organizations. Answer (g) and (b) below.
a Did the organization have the power to regularly appeint or efect a majority of the officers, directors, or
trustees of each of the supported organizations? Provide details in Part VI,
b Did the organization exercise a substantial degree of direction over the policies, programs, and activities of each
of its supported organizations? H "Yes," describe in Part W the rofe played by the organization in this regard. 3b
532025 08-23-15 Schedule A (Form 990 or 990-EZ) 2015
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Schedule A {Form 990 or 990-E2) 2015 The Hospital of Central Connecticut 06-0646768 pages
[Part:V:| Type lI Non-Functionally Integrated 509{a)(3} Supporting Organizations
1 Check here if the organization satistied the Integral Part Test as a qualifying trust on Nov. 20, 1970. See instructions. All
other Type 1 nonfunctionally integrated supporting organizations must complete Sections A through E.

B) Current Year
Section A - Adjusted Net Income {A) Prior Year ® (Optriinal) ?

Net short-term capital gain

Recoveries of prior-year distributions

Other gross income (see instructions)

Add lines 1 through 3

Depreciation and depletion

Partion of operating expenses paid or incurred for production or
collection of gross income or for management, conservation, or
maintenarnice of property held for production of income {see instructions)
7 Other expenses (see instructions)

8 Adjusted Net Income {subtract fines 5, 6 and 7 from line 4} 8

O N |-

=R NP N VR

=)

~L

B} Current Year
Section B - Minimum Asset Amount (A) Prior Year { )(optional)

1 Aggregate fair market value of ali non-exempt-use assets (see
instructions for short tax year or assets held for part of year):
a Average monthly value of securities
b Average monthly cash balances
¢ Fair market value of other non-exempt-use assets
d Total (add lines 1a, 1b, and 1c)
e Discount claimed for blockage or other
factors {explain in detait in Part V)
2 Acquisition indebtedness appficable to non-exempt-use assets 2

3 Subtract line 2 from line 1d 3
4 Cash deemed held for exempt use. Enter 1-1/2% of line 3 (for greater amount,
see instructions). 4
5 Net value of non-exempt-use assets {subtract line 4 from line 3) 5
6  Multiply line 5 by .035 6
7 Recoveries of prior-year distributions 7
8 Minimum Asset Amount {add line 7 to line 6) 8
Section C - Distributable Amount Current Year
1 Adjusted net income for prior year (from Section A, line 8, Column A} 1
2  Enter B5% of line 1 2
3 Minimum asset amount for prior year (from Section B, line 8, Column A) 3
4  Enter greater of line 2 or line 3 4
5 Income tax imposed in prior vear 5
6 Distributable Amount, Subtract line & from line 4, unless subject to
emergency temporary reduction {see instructions) 6
7 LI Check here if the current year is the organization’s first as a non-functionally-integrated Type 1l supporting organization (see

instructions).

Schedule A {(Form 990 or 890-EZ) 2015
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Schedule A (Form 990 or 9802 2015 'The Hospital of Central Connecticut

06-0646768 page7

fPart V1| Type Il Non-Functionally Integrated 509(a)(3) Supporting Organizations ;,nfinied)

Section D - Distributions Current Year
1 Amounts paid to supperied 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
3 Administrative expenses paid to accomplish exempt purposes of supported organizations
4 Amounts paid to acquire exempt-use assets
5 Qualified set-aside amounts {prior IRS approval required)
6  Other distributions (describe in Part VI). See instructions.
7 Total annual distributions. Add lines 1 through 8.
8 Distributions to attentive supported organizations to which the organization is responsive
(provide details in Part VI). See instructions.
§ DBiskributabte amount for 2015 from Section G, line 6
10  Line 8 amount divided by Line 9 amount
(i) (ii) ) _(iii]
Section E - Distribution Allocations {see instructions) Excess Distributions Undeprg:gél:gtlons Aﬁlos::::? ;Jc:f 2?15

1 Distributable amount for 2015 from Section G, line 6

2 Underdistributions, if any, for years prior to 2015
(reasonabie cause required-see instructions)

w

Excess distributions carryover, if any, to 2015:

From 2013

From 2014

Total of lines 3a through e

Applied to underdistributions of prior years

Applied to 2015 distributable amount

Carryover from 2010 not applied (see instructions)

== =T |0 |ja|o |oT i

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

B

Distributions for 2015 from Section D,
line 7: $

a_Applied o underdistributions of prior years

=3

Applied to 2015 distributable amount

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

5 Remaining underdistributions for years prior to 2015, if
any. Subtract lines 3g and 4a from fine 2 {if amount
greater than zero, see instructions).

6 Remaining underdistributions for 2015. Subtract lines 3h
and 4b fromiine 1 (if amount greater than zero, see
instructions).

7 Excess distributions carryover to 2016. Add lines 3j
and 4c.

Breakdown flin_e 7

Excess from 2013

Excess from 2014

Excess from 2015

532027
08-23-16

18
14260717 139621 HOCC

Scheduie A (Form 990 or 980-EZ) 2015

2015.06000 The Hospital of Central Con HOCCL



SdmmmAmegmowmmazm5The Hospital of Central Connecticut 06-0646768 pages

| Supplemental Information. Provide the explanations required by Part Il line 10; Part i, line 17a or 17b; Part lif, line 12;
Part IV, Section A, lines 1, 2, 3b, 3¢, 4b, 4c, 5a, 6, 93, 96, 9¢, 11a, 11b, and 11¢; Part IV, Section B, lines 1 and 2; Part IV, Section C,
line 1; Part IV, Section D, lines 2 and 3; Part IV, Section E, lines 1¢, 2a, 2b, 3a and 3b; Part V, line 1; Pant vV, Section B, line 1e; Part V

1
Section D, lines 5, 6, and 8; and Part V, Section E, lines 2, 5, and 8, Also complete this part for any additional information.
{See instructions.)

532028 09-23-15
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Schedule B Schedule of Contributors

{Ferm 990, 880-EZ, P Attach to Form 990, Form 990-EZ, or Form 990-PF,

or 990-PF) )
Department of the Treasury > Informathn e?bout SCEhEdL.IIe B (Forrr.n 990, 890-EZ, or 990-PF) and
internat Revenue Service its instructions is at www.irs.gov/formg80 .

OMB No. 1545-0047

2015

Name of the organization

The Hospital of Central Connecticut

Emptoyer identification number

060646768

QOrganization type {check one):

Filers of: Section:

Form 990 or 990-EZ 507 (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

Jooodcr

50 (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 Speciat Rule. See instructions.

General Rule

For an organization filing Form 980, 930-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 li. See instructions for determining a contributor's total contributions.

Special Rules

|_—_.| For an organization described in section 501 (c)(3) fiting Form $80 or 990-EZ that met the 33 1/3% support test of the regulations under
sections 508(@)(1) and 170{H)(1)(A)vi), that checked Schedule A (Form 980 or 990-EZ}, Part If, line 13, 162, or 16b, and that received from
any one contributor, during the year, total contributions of the greater of (1) $5,000 ar (2) 2% of the amount on (i} Form 980, Part Vi, line 1h,

or {if) Form 990-£2Z, line 1. Complete Parts | and |l

L1 Foran 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, and 1.

E For an organization described in section 501(c}(7), (8), or (10} filing Form 990 or 890-EZ, that received from any one contributor, during the
yeat, 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 the year

> $

Caution. An organization that is not covered by the Generai Rule and/or the Special Rules does not file Schedule B (Form 990, 990-EZ, or 980-PF),
but it must answer "No" on Part IV, line 2, of its Form 890; or check the box on line H of its Form 980-EZ or on its Form 990-PF, Part |, line 2, o

certify that it does not meet the filing requirements of Schedule B (Form 980, 990-EZ, or 990-PF).

LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990, 990-EZ, or 990-PF.  Schedule B {Form 930, 990-EZ, or 990-PF) (2015)

523451
10-26-15




= - OMB No, 1545-0047
SCHEDULE D Supplemental Financial Statements
(Form 930) P Complete if the organization answered "Yes" on Form 990, 20 15
Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11c, 11d, 11e, 11f, 123, or 12b.
Dapariment of the Treasury P Attach to Form 990. .
Internal Revenue Servica - Information about Schedule D {Form 880} and its instructions is at www.irs.gov/form880.
Name of the organization Employer identification number
The Hospital of Central Connecticut 06-0646768

Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts.Gomplete if the
organization answered "Yes" on Form 990, Part IV, line 6.

{a) Donor advised funds {b} Funds and other accounts

Total numberatend of year ...
Aggregate value of contributions to (during year)
Aggregate value of grants from (during year)
Aggregate valueatend ofyear ..
Did the organization inform all donars and donor advisars in writing that the assets held in donor advised funds
are the organization’s property, subject to the organization's exclusive legal controf? . . D Yes D No
6 Did the organization inform alt grantees, denors, 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? ... ] Yes [ 1 No
[Part:ll: | Conservation Easements. Complete if the organization answered "Yes" on Form 990, Part IV, fine 7.
1 Purpose(s) of conservation easements held by the organization {check all that apply}.
Preservation of land for public use (e.g., recreation or education) [3 Preservation of a historically important land area
Protection of natural habitat E] Preservaticn of a certified historic structure

[+ S /A I |

Preservation of open space
2 Complete lines 2a through 2d if the organization held a qualified conservation contribution in the form of a conservatlon easement on the last

day of the tax year. | Held at the End of the Tax Year
a Total number of conservation easements 2a
b Total acreage restricted by conservation easements . 2b
c Number of conservation easements on a certified historic structure includedin{a) .. 2c
d Number of conservation easements included in {c} acquired after 8/17/06, and not on a historic structure
listed in the National Register et 2d
3 Number of conservation easements medified, transferred, released, extinguished, or terminated by the organization during the tax
year p-
4 Number of states where property subject to conservation easement is focated I
5 Does the organization have a written policy regarding the periodic monitering, inspection, handling of
violations, and enforcement of the conservation easements it oIS Y |:] Yes D No
6 Staiff and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforeing conservation easements during the year
»_
7  Amount of expenses incurred in monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
> 5
8 Does each conservation easement reported on line 2{d) above satisfy the requirements of section 170(h){4)(B)(i)
and SECUON FTOMMANBIIN? ..ot Llves [no

9 In Part Xli, 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

consarvation sasements.
Part lll:| Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Compiete if the organization answered "Yes" on Form 890, Part IV, line 8,
1a I the organization elected, as permitted under SFAS 116 (ASC 958), not to report in its revenue statement and balance sheet works of an,
historical treasures, or other similar assets held for public exhibition, educaticen, 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:

(i) Revenue included on Form 990, Part Vil line 1 > 3

(i} Assets included in Form 980, Part X s > 3

2 |f the organization received or held works of art, historical treasures, or other similar assets for financial gain, provide
the following amounis required to be reported under SFAS 116 (ASC 958) relating to these items:

a Revenue included on Form 880, Part VI line 1 |
b_Assets included in Form 890, Pant X .. . TSR R VO P T PO POUSIRU PP SURTUN |_2)
LHA For Paperwork Reduction Act Notice, see the instructions for Form 990. Schedule D (Form 990) 2015
e
i1
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Schedule D {Form 990) 2015 The Hospital of Central Connecticut 06-0646768 page?2
[Part'lll ] Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets(continued)
3 Using the organization's acquisition, accession, and other records, check any of the following that are a significant use of its collection tems
{check all that apply):
a Pubtic exhibition
b D Scholarly research
c Preservation for fulure generations
4 Provide a description of the organization's collections and explain how they further the organization's exempt purpose in Part Xili.
5 During the year, did the organization solicit or receive donations of art, historical treasures, or cther similar assets
to be sold to raise funds rather than to be maintained as part of the organization's collection? . ... E' Yes
‘Part1V:| Escrow and Custodial Arrangements. Complete if the organization answered "Yes" on Form 80, Part IV, line 9, or
reported an amount on Form 990, Part X, line 21,

d [ liocanor exchange programs

e I:I Other

I:IND

1a Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not included
O O O8O, Par X2 e Yes [ INo
b [f "Yes," explain the arrangement in Part XlIl and complete the following table:
Amount

¢ Beginningbalance ... 1c

d Additions during the year 1d

e Distributions durin@ the Year e 1e

tOENAINGDAIBNGCE || ettt ee ettt 1f
2a Did the organization include an amount on Form 890, Part X, line 21, for escrow or custodial account liability? LI ves ] No

b lf "Yes " explain the arrangement in Part XIli. Check here if the explanation has been providedonPart XIE i [j

[T-"art Vx| Endowment Funds. Complete if the organization answered "Yes" on Form 990, Part IV, line 10,
{a) Current year {b} Prior year {c) Two years back (d) Three years back | {e) Four years back

1a Beginning of year balance . 149,273,255, 130,149 040, 121,211,981, 141,278 334, 126,491 629,

b Contibutions 10,000,000, 23,000,000, 250,703, 1,199 865, 1,007,071,

¢ Net investment earnings, gains, and fosses 14,414,000, -3,233,827, 9,453,701, 12,890 385, 15,195,409,

d Grants or scholarships ...

e Other expenditures for facilities

and programs o 5,423 000, 641,958, 767,345, 215,484, 1,415,775,

f Administrative expenses .

g End of year balance 168,264,255,] 149,273,255, 130,149,040, 155,153,100, 141,278,334,
2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as:

a Board designated or quasi-endowment 92.00 %

b Permanent endowment 4.00 o

¢ Temporarily restricted endowment = 4.00 %

The percentages on lines 2a, 2b, and 2¢ should equal 100%.

3a Are there endowment funds not in the possession of the organization that are held and administered for the organization
by: Yes | No
(i) unrelated arganizalions | ettt e eneaenaen 3ali) X
(i} related organizatioNS | et ettt en e 3a(iy] X
b f "Yes" on line 3a(ii), are the related organizations listed as required on Schedule R? ab | X

4 Pescr

be in Part Xill the intended uses of the organization's endowment funds.

PartVl:

l.and, Buildings, and Equipment.

Complete if the organization answered "Yes" on Form 9390, Part IV, line 11a. See Form 990, Part X, line 10,

Description of property (a) Cost or other {b) Cost or other {c) Accumulated {d) Book value
basis (investment) basls (other) depreciation

Ta Land | 782,014.] 7,844,661.} 8,626,675,
b Buldings §,262,785.]301,317,060.[167,182,032.[L40,397,813.
¢ Leasehold impravements 200,978, 4,003,824.] 3,868,677. 336,125,
870,372.[140,665,593.]113,576,625.] 27,959, 340.
671,399, 671,399,
Total. Add lines 1a through 1e. (Co!umn {d) rust equal Form 990, Part X, column (B), line 10c ) _______________________________________ » [L77,991,352.

532052
08-21-15
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14260717 139621 HOCC

Schedule D (Form 880) 2016

The Hospital of Central Connecticut

06-0646768 page3

I-.Part_i\lll] Investments - Other Securities.

Complete if the organization answered "Yes" on Form 990, Part IV, line 11b. See Form 990, Part X, line 12.

(a) Description of security or category (including name of sacurity)

({b) Book value

(c) Method of valuation: Cost or end-of-year market value

(1} Financialderivatives ...

(2) Closely-held equity interests

(3} Other

A

(B}

©

&)

(B

{F)

@

(H)

Total. (Col. (b) must equal Form 990, Part X, col. (B} line 12.) P

PartVill| Investments - Program Related.

Complete if the organization answered "Yes" on Form 990, Part IV, line 11¢. See Form 890, Part X, line 13.

{a) Bescription of investment

{b} Book value

{c) Method of valuation: Cost or end-of-year market value

)]

@

3

{4)

t5)

{6)

{7

(8)

(8

Total, (Col. {b) must agual Form 390, Part X, cok (B) ling 13.} »

PartiX:| Other Assets.

Complete if the organization answered "Yes" on Form 890, Part IV, line 17d. See Form 990, Part X, line 15.

(@) Description

(b) Book value

(11 Other Receivable

13,444,173.

(22 SERP Plan Asset

5,226,946,

(3 Long Term Malpractice Rec

13,114,287,

{4 Bond - Intercompany 848,440.
5) Interest In Investments Held By Endowment 186,849,698,
() Funds Designed For Debt Service 3,593,915,

{7)

(8)

()]

Total. (Column (b) must equal Form 980, Part X, col. (B) line 18) ...

.................................................................... p| 223,077,459,

Part X | Other Liabilities.

Compiete if the organization answered "Yes" on Form 890, Part IV, line 11e or 11f. See Form 990, Part X, line 25,

1. (a) Description of Eability

(b) Book value

{1) Federal income taxes

@ Due to Third Parties

4,627,352,

3 Pension Plan and Self Insurance

@) Liability

163,854,813.

5 Due to (From) Affiliates

737,631,

) Malpractice Liability

19,904,157,

7y Inter Company Bond Debt -

29,427,509,

4,544,162,

A
g Inter Company Bond Debt - C
@ Inter Company Bond Debt - E

25,657, 473.;

Total. (Column ¢h) must equal Form 830, Part X, col. (B} line 25.) ... ...

254,957,210,

2. Liability for uncertain tax positions. In Part Xiif, provide the text of the footnote to the organization's flnancaal 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 Xl E

Schedute D {Form 990) 2015

532053 See Part XIII for Continuations

08-21-15
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Schedule D (Form 980) 2015

The Hospital of Central Connecticut 06-0646768 paged

TReconciliation of Revenue per Audited Financial Statements With Revenue per Return.

Complete if the organization answered "Yes" on Form 990, Part IV, fine 12a.

1 Total revenue, gains, and other support per audited financial statements
Amounts included on line 1 but not on Form 990, Part VI, line 12:

Net unreafized gains {fosses) on investments
Donated services and use of facilities
Recoveries of prior year grants

Other (Describe in Part XiH.}
Add lines 2a through 2d
3 Subtract line 2e from line 1

L =T« B = -

b Other (Describe in Part XH1.)
¢ Add lines 4a and 4b

4 Amounts included on Form 990, Part Vi, line 12, but not on line 1:
a Investment expenses not included on Form 980, Part VI, fine 7b

Part X

Reconciliation of Expenses per Audited Financia! Statements With Expenses per Return.
Complete if the organization answered "Yes" on Form 8980, Part IV, line 12a.

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

a Donated services and use of facilities 2a
b Prior year adjustments 2b
€ OHRerloSSES | e 2c
d Other (Desoribe In Part XILY .. e 2d
e Addlines 2athroUgh 2d s
3 Subtractline 2 roMENG T || ettt enes
4  Amounts included on Form 280, Part IX, ine 25, but not on line 1:
a Investment expenses not included on Form 990, Part Vill, line 7b .. ... ... da
b Other (Describein Part XIL) 4b L
c Addlinesdaand db e et 4c
Total expenses. Add lines 3 and 4c. (This must equal Form 990, Part L, ine 18)  ....coivviiciiiieieiee 5

| Part XHI| Supplemental Information.

Provide the descriptions required for Part fl, lines 3, 5, and 9; Part lil, 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 Xil, lines 2d and 4b. Also complete this part to provide any additional information.

Part Vv, line 4:

The temporary and permanently restricted endowments are restricted

according to the donor's regquests. The other board designated endowments

are intended to support the hospital's future needs in providing health

care services to the community.

TaT054
08-21-15

14260717 139621 HOCC

Scheduie D (Form 890) 2015
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Schedule D {Form 830} The Hospital of Central Connecticut 06-0646768 Pageb
[Part Xill| Supplemental Information {continued)

[Part X-T Other Liabilities. See Form 990, Part X, line 25.

{a) Description of liabifity (b} Amount
Inter Company Debt Equlipment 1,756,248,
Agset Retirement Obligation 1,435,356,
3,012,509,

Worker's Compensation

532451 04-01-15 Schedule D {Form 9390)
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OMB No. 1545-0047
SCHEDULE G Supplemental Information Regarding Fundraising or Gaming Activities |—mm =
{Form 990 or 990-EZ)

Complete if the organization answered "Yes" on Form 880, Part IV, lines 17, 18, or 19, or if the
organization entered more than $15,000 on Form 990-EZ, line 6a.
Departmerd of the Traasury - Attach to Form 990 or Form 990-EZ,
Internal Hevenua Service . i
P> Intormation about Schedule G {Form 990 or 990-E2) and its instructions is at Www.irs.gav/formggo.

Name of the organization Employer identification number
The Hospital of Central Connecticut 06-0646768
Fundraising Activ?ties. Compiete if the organization answered "Yes" on Form 980, Part IV, line 17. Form 980-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 |1 solicitation of government grants

[ D Phone solicitations [¢] I::' Special fundraising evenis

d ] In-person solicitations
2 a Did the organization have a writien or oral agreement with any individual (including officers, directors, trustees or
key employees listed in Form 980, Part VIIj or entity in connection with professional fundraising services? |:| Yes i:l No
b If "Yes,” fist 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.

iii) Dig v) Amount paid . .
(i) Name and address of individual . .. fl!m "aiger (iv) Gross receipts ‘t{() %0; retaineg by) {vi}) Amount paid
or entity (fundraiser) (M) Activity e conrol from activit fundraiser to (or retained by}
’ conirbuions? Y fisted in col. {) organization
Yes | No
Ol e et e sttt naes s eaneninnas |
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.
LHA For Paperwork Reduction Act Natice, see the Instructions for Form 980 or 990-EZ. Schedule G {Form 920 or 990-EZ) 2015
532081
09-14-15
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Schedute G (Form 990 or 990-E7) 2015 The Hospital of Central Connecticut 06-0646768 page2
Partidl} Fundraising Events. Complete if the organization answered "Yes" on Form 990, Part 1V, fine 18, or reported more than $15,000
of fundraising event contributions and gross income on Form 890-EZ, lines 1 and Bb. List events with gross receipts greater than $5,000.

(@) Event #1 (b} Event #2 {c) Other events (d) Total events
Golf Chrysanthemul None {add col. {a) through
Tournament m Ball Cc',| (<)) ’
o {event type) (event type) {tatal number) ’
3
c
§ 1 Grossreceipts . ... 75,145. 104,820. 173,965.
2 Less: Contributions ... 56,605, 57,920. 114,525,
3 Grossincome {line 1 minusline 2y ... . 18,540. 46'900' 65’440'
4 Cashprizes .. 0. 0.
5 Noncash prizes ... 5,326. 0. 5.326.
ot
at
§i 6 Rentffaciltycosts ... 6,323, 2,285. 8,608.
d
B |7 Foodandbeverages .. ... ... 7,478. 26,857, 34,335,
£
8 Entertainment ...
g Other direct expenses 1,969, 5,978, 7,947,
10 Direct expense summary. Add lines 4 through 9 in column () » 56,216,
11 Net income summary. Subtract line 10 fromiine 3, column {d} ..., » 9,224,

: artii | Gaming. Complete if the organization answered "Yes® on Form 990, Part IV, line 19, or reported more than
$15,000 on Form 990-EZ, line Sa.

] {b) Pull tabs/instant . (¢) Total gaming (add

a
2 {a) Bingo hingo/progressive binge (e) Other gaming cot. (a) through col. {c))
3
o

1 Grossrevenue ...
ol 2 Gashprizes | ..
&
®
0|3 Noncashprizes . ...
di
k1]
214 Rentfacilitycosts . ...
[

5 Otherdirectexpenses . ...

L 1ves % L] Yes % L] Yes

6 Volunteerlabor . D No Ej No 1:| No

7 Direct expense summary. Add lines 2 through 5 im ColUm () 4

8 Net garning income summary. Subtract line 7 fromline 1, column {d) ... | -

@ 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? {_] Yes [ No

b If "No," explain:

10a Were any of the organization's gaming flicenses revoked, suspended or terminated during the tax year? ... L] Yes L] No
b If "Yes," explain:

532082 09-14-15 Schedule G {Form 990 or 990-EZ} 2015

37
14260717 139621 HOCC 2015.06000 The Hospital of Central Con HOCCL



Schedule G (Form 990 or 990-E7) 2015 The Hospital of Central Connecticut 06-0646768 pages
11 Does the organization conduct gaming activities with ncnmembers? [ Yes || No

12
to administer charitable gaming? I:] Yes I:l No

Is the crganization a grantor, beneficiary or trustee of a trust or a member of a partnership or other entity formed

13 Indicate the percentage of gaming activity conducted in:

aThe organization’s Jacilily ettt e 13a %
b Anoutside faClily || ettt nne et ae e ee e 13h %
14 Enter the name and address of the person who prepares the organization's gaming/special events books and records:
Name P
Address p
15a Does the organization have a contract with a third party from whom the organization receives gaming revenue? ... |:| Yes |:| No

b If "Yes," enter the amount of gaming revenue received by the organization - $
of gaming revenue retained by the third party > $
¢ If "Yes," enter name and address of the third party:

and the amount

Name p»

Address

16 Gaming manager information:

Name

Gaming manager compensation P 5

Description of services provided P

[ pirector/officer 1 Employee ] independent contracter

17 Mandatory distributions:

a s the organization required under state law to make charitable distributions from the gaming procesds to
retain the state gaming ficense? |:l Yes [j No

b Enter the amount of distributions required under state law to be distributed to other exempt organizations or spent in the
organization's own exempt activities during the tax year p &

Supplemental Information. Provide the explanations required by Part |, line 2b, colurmns (jiiy and (v); and Part lli, lines 9, 9b, 10b, 15b,
15¢, 16, and 17b, as applicable. Also provide any additional information {see instructions).

532083 09-14-15 Schedule G (Form 990 or 990-EZ) 2015
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Schedule G (Form 990 or 990-E2) The Hospital of Central Connecticut 06-0646768 pagea

[Part V] Supplemental Information (continued)

Schedule G (Form 990 or 990-E2Z)
532084
04-01-15

38
14260717 139621 HOCC 2015.06000 The Hospital of Central Com HOCCL



SCHEDULEH
{Form 920)

P Gomplete if the organization answered “Yes" on Form 890, Part IV, question 20.

Dapartment of the Treasury
Internal Revenue Service

Hospitals

P Attach to Form 990,

P Information about Scheduie H (Form 990) and its instructions is at www.irs.gov/form980 .

OMB No, 1545-0047

Name of the organization

The Hospital of Central Connecticut

Employer identification number

06-0646768

[Part1l | Financial Assistance and Certain Other Community Benefits at Cost

1a

2 facilities during the tax year.

Applied uniformly to all hospital facilities

{,—W‘ 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 crganization'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:
Other 250 %
b Did the organization use FPG as a factor in determining efigibility for providing discounted care? If "Yes," indicate which
of the following was the family income limit for eligibility for discounted care:

L1 300%

¢ 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

L1 1500

L1 100%

200% 250%

{1 o00%

[l as0%

[:| Applied uniformly to most hospital facilities

400%

Bid the organization have a financial assistance policy during the tax year? | "No," skip to question 6a

b If "Yes," was it a WHEEn DOHCY? o et en g 2e e a e e e en et e s
If the organization had multiple hospital facilities, indicate which of the following best describes application of the financlal assistance policy to its various hospital

D Other

threshold, regardless of income, as a factor in determining eligibility for fres or discounted care.

4 Didthe organization's financial assistance policy that applied to the fargest number of its patients during the 1ax year provide for fres or discounted care to the

"medically indigent"?

Did the organization budget amounts for free or discounied care provided under its financial assistance policy during the tax year?
b If "Yes," did the organization’s financial assistance expenses exceed the budgeted amount?
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?
Did the organization prepare a community benefit report during the tax year?
b If "Yes," did the organization make it available to the public?

LComplete the following table using the worksheets provided in the Schedule H instructions. Do not submit these worksheels with the Schedule H,

Yes | No

7 Financial Assistance and Certain Other Community Benefits at Cost

Financial Assistance and
Means-Tested Government Progr:
a Financial Assistance at cost {fr
Worksheet 1)
b Medicaid (from Worksheet 3,
columna} .
¢ Costs of other means-tested
government programs (from
Worksheet 3, column b)
d Total Financial Assistance and

ams
cm

Means-Tested Government Programs.........

{a) Numbar of
aclivities or
programs (optional)

() Persons
served
(optional)

{c} Total community
enefit expense

(d] Direct offsetting
ravenue

{f) Percent
of total
expense

{e} Net community
benefit expense

3818003.

3818003, 1.05%

102186546

65422333.

36764213.] 10.08%

106004549

65422333,

40582216.1 11.13%

Other Benefits

e Community health
improvement services and
community benefit operations
{from Worksheet 4)

f Health professions education
{from Worksheet ) .

g Subsidized health services
(from Workshest &) .

h Research {from Worksheet 7)

i Cash and in-kind contributions
for community benefit (from
Workshest8 ...

j Total. Other Benefits

k Total. Add lines7dand 7] ..

905,313.

245,990,

659,323. .18%

13222991,

2511406.

10711585.] 2.94%

2186056.

562,028.

1624028. .45%

105,

105. .00%

16314465,

3319424,

12995041.] 3.57%

122319014

68741757,

53577257.] 14.70%
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: ommunity 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] Persans {c] Total [d) Direct (&) Net (F) Percent of
activities or programs | served {oplional) community offsetting revenue community total expense
{optional) building expense buiiding sxpense

Sc

Physical improvaments and housing
Economic development
Community support 7,620, 7,620, .00%
Environmental improvements
Leadership development and
training for community members
Coalition building
7 Community health improvement
advocacy
8 Workforce development
g Other
10 __Total 7,620, 7,620,
LPart 1llj Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense
1 DGid the organization report bad debt expense in accordance with Healthcare Financial Management Association
AN NO. 10 e
2 Enter the amount of the organization's bad debt expense. Explain in Part Vi the
methodology used by the organization to estimate this amount 2
3 Enter the estimated amount of the organization's bad debt expense atiributable 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 comenunity benefit 3 0.
4 Provide in Part ] the text of the footnote to the organization’s financial statements that describes bad debt
expense or the page number on which this footnote is contained in the attached financial statements.

Section B. Medicare

Oy fbs O [N |-

7]

Yes | No

5 Enter total revenue received from Medicare (including DSH and IME) ... 5 | 80,853,068,
6 Enter Medicare aliowable costs of care relating to paymentsonlined 6 91,936,549,
7 Subtract line & from line 5. This is the surplus {orshortfaly 7 [-11,083,481.
8

Descrihe in Part Vi the extent to which any shortfall reporied in line 7 should be treated as community benefit.
Alsa 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:

[:j Cost accounting system Cost to charge ratio |:| Other
Section C. Collection Practices
9a Did the organization have a writien debt collection policy during the fax year? e, ga | X
b If"Yes," did the crganization's collection pelicy that applied fo the fargest number of its patiests during the tax year contain provisions on the
collection practices to bg followed for patiernts wito are known to qualify for financial assistance? DescribeinPartVIl ... gb | X
| Parth| Management Companies and Joint Ventures wwnes 10% or more by oflicers, direstors, Frustees, key employees, and physicians - see Instructions}
(a) Name of entity (b) Descripticn of primary (c) Organization's |(d) Officers, direct-| (e} Physicians’
activity of entity profit % or stock Erss trustlees, or profit % or
Eo ey employees
ownership % profit % or stock stoc;? %
ownership % Cwnersnip o
1 Central CT
Endoscopy Center LLC Endoscopy Services 6.50% 50.00%
532092 11-05-15 Schedule H (Form 990) 2015
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| Part V- Facility Information
Section A. Hospitat Facilities - ;g
{list in order of size, from largest to smallest) - §, ";‘,’ - @
How many hospital facilities did the organization operate 5225 < g
during the tax year? _§ g 2 § § 3 g
Name, address, primary website address, and state license number Blg e o (_t'i? ﬁ Lls Faoility
{and if a group return, the name and EIN og _the subordinate hospitat § £ g %‘ B E 3 % reporting
organization that operates the hospital facility} ke 5 S E 5 é’ E B:'J Other {describe) group
1 The Hospital of Central Connecticut
100 Grand Street
New Britaln , CT 06050 New Britain General
www. thocec. org Hospital Campus and
000052 XX X X Bradley Memorial
532093 11-05-15 Schedule H {Form 9280} 2015
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[PartV.i| 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}

Name of hospltal facility or letter of facility reporting group 'The Hospital of Central Connecticut

Line number of hospital facility, or line numbers of hospital
facilities in a facility reporting group {from Part V, Section A}: 1

\_’es Nc_:

Community Heaith Needs Assessment
1 Was the hospitat facility first licensed, registered, or similarly recognized by a state as a hospital facility in the

current tax year or the immediately preceding X YEarT | ... 1 X
2 Was the hospital facility acquired or placed into service as a tax-exempt hospital in the current tax year or
the immediately preceding tax year? If "Yes," provide details of the acquisition in Section C 2 X

3 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community health needs assessment (CHNAY? If "N, sKip X0 e 12 e,
If "Yes," indicate what the CHNA report describes {check all that apply):
a A definition of the community served by the hospital facility
b Demographics of the community
c Existing health care facilities and resources within the community that are available to respond to the health needs

of the community

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

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 G}

4 Indicats the tax year the hospital facility last conducted a GHNA: 20_3:__4_

5 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
heaith? If "Yes," describe in Section C how the hospital facility took into account input from persons who represent the

- o
[Ibelbebd  bobsibd  Belbd

community, and identify the persons the hospital faclity CONSUREA 5 X
6a Was the hospitat facility’s CHNA conducted with one or more other hospital facilities? f "Yes," list the other
hospital faciliies 1N SeCton C e 6a X

b Was the hospital facility’s CHNA conducted with one or more organizations other than hospital facilities? 1f "Yes,"
list the other organizations In SeCtON © || et
7 Did the hospital facility make its CHNA report widely available to the puUBlC?
If "Yes," indicate how the CHNA report was made widely available (check all that apply):
a [xd Hospital facility's website (ist url: See Part V
b [ Other website (list url):
c IKI Made a paper copy available for public inspection without charge at the hospital facility
d [X] other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNAR I "No," sKip to e 11
9 Indicate the tax year the hospital facility last adopted an implementation strategy: 20__&
10 Is the hospital facility’s most recently adopted implementation strategy posted on a website?
a lf "Yes," (list urh:
b if "No," is the hospital facility's most recently adopted implementation strategy attached to thisreturn? ... ih | X

11 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.

12a Bid the organization incur an excise tax under section 4959 for the hospital facility’s failure to conduct a

CHNA as required by section SOTINR)7 | e 12a X

b If *Yes" to line 12a, did the organization file Forrm 4720 to report the section 4959 excise tax? 12b

¢ If "“Yes" to line 12b, what is the total amaount of section 4959 excise tax the organization reparted on Form 4720

for all of its hospital facilities? $ R R

632094 13-06-16 Schedule H (Form 990) 2015
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jPartV. | Facility Information ;10000

Financial Assistance Policy (FAP)

Name of hospital facility or letter of facifity reporting group The Hospital of Central Comnecticut

Didf the hospital facility have in place during the tax year a written financial assistance policy that:
13 Explained eligibiity criteria for financial assistance, and whether such assistance included free or discounted care?
If "Yes," indicate the eligibility criteria explained in the FAP:
a Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 250 %
and FPG family income Hmit for eligibility for discounted care of 400 %

SNz

= (= T T = T 2 N = 3

income levet other than FPG {describe in Section C}
Asset lavel

Medical indigency

fnsurance status

Underinsurance status

Residency

Other (describe in Section C)

14 Explained the basis for calculating amounts charged 00 DAt entS?
15 Explained the method for applying for financial @ssistanCe Tl
i "Yes," indicate how the hospital facility’s FAP or FAP application form {including 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 hospitaf facility may require an individual to submit as part of his
or her application
c Provided the contact information of hospital facility staff who can provide an individual with information
about the FAP and FAP application process
K| Provided the contact information of nonprofit organizations or government agencies that may be sources
of assistance with FAP applications
e Cther {describe in Section C}
16 included measures to publicize the policy within the community served by the hospital facility? ...
if "Yes," indicate how the hospital facility publicized the policy {check all that apply):

o

a [X]
b [X]
¢ [X]
a X}
e [X]
¢ [X]
g [X]
n [
i [X]

The FAP was widely available on a website (ist url): See Part V, Page 7

The FAP application form was widely available on a website (ist url); See Part Vv, Page 7

A plain language summary of the FAP was widely available on a website (list url; See Part ¥, Page 7

The FAP was available upon request and without charge (in pubiic locations in the hospital facility and by mait}
The FAP appiication form was available upon request and without charge (in public locations in the hospital
facility and by mait)

A plain language summary of the FAP was available upon request and without charge (in public locations in
the hospital facility and by mail)

Notice of availability of the FAP was conspicuously displayed throughout the hospital facitity

Notified members of the community who are most likely to require financial assistance about availability of the FAP
Other {describe in Section C)

Yes

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?

18 Check ali of the following actions against an individual that were permitted under the hospital facility’s policies during the tax
year before making reasonable efforts to determine the individual's efigibility under the facifity's FAP:

a [ ] Reporting to credit agency(ies)

b m Selling an individual's debt to another party

c i:j Actions that require a legal or judicial process

d Ej Other similar actions {describe in Section C)

e None of these actions or other similar actions were permitted

Schedule H (Form 930) 2015
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[Part V| Facility Information (continued)

Name of hospital facility or letter of facility reportinggroup _'The Hospital of Central Connecticut

19

a
b
c
d
20

o a0 oo

e
f

Yes | No

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?
if "Yes," check ail actions in which the hospital facility or a third party engaged:
Reporting to credit agency(ies)
Selling an individual's debt to another party
|___._| Actions that require a legal or judicial process
D Other similar actions (describe in Section C}

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 afl that apply):

Notified individuals of the financial assistance poficy on admission

Notified individuals of the financial assistance policy prior to discharge

Notified individuals of the financial assistance policy in communications with the individuals regarding the individuais” bilts

Documented its determination of whether individuals were eligible for financial assistance under the hospital facility’s
financial assistance policy

L1 other (describe In Section C)

L1 None of these efforts were made

Policy Relating to Emergency Medical Care

21

a
b
c

d

bid the hospital facility have in place during the tax year a written policy relating to emergency madical care
that required the hospital facility to provide, without discrimination, care for emergency medical conditions to
individuals regardiess of their eligibility under the hospital facility’s financial assistance policy? .
If "No," indicate why:
The hospital facility did not provide care for any emergency medical conditions
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)
Other {describe in Section C)

Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals})

22

b

c

d
23

24

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 nacessary care.
D The hospital facility used its lowest negotiated commercial insurance rate when calculating the maximum amounts
that can be charged
D The hospital facility used the average of its three lowest negotiated commercial insurance rates when calculating
the maximum amounts that can be charged
E:] The hospital facility used the Medicare rates when calculating the maximum amounts that can be charged
[X] other (describa in Section C)
During the tax year, did the hospital facifity 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?
if "Yes," explain in Section C.
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?
If "Yes," explain in Section C.
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[Part:Vi| Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descripticns required for Part V, Section B, lines 2, 3j, 5, 6a, 6b, 7d, 11, 13b,
13h, 15e, 16}, 18d, 19d, 20e, 21¢, 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, 1,7 "A, 4," "B, 2" "B, 3," etc.} and
name of hospital facility.

The Hospital of Central Connecticut:

Part V, Section B, Line 5: To solicit input from key informants and

individuals who have a broad interest in the health of the community, an

Online Key Informant Survey was also implemented as part of this process.

These individuals included physicians, public health representatives,

health professionals, social service providers and a variety of other

community leaders including the following:

Capital Community College

Central Connecticut Health District

Charter QOak Health Center

Chrysalis Center, Inc.

Community Health Services, Inc.

Connecticut Association of Directors of Health

Connecticut Children's Medical Center

Connecticut Department of Public Health

Connecticut State Colleges and Universities

Connecticut State Medical Society

FaithCare, Inc.

Farmington Valley Health District

Hartford Behavioral Health

Hartford Food System, Inc.

Hartford Foundation for Public Giving

Hartford Gay and Lesbian Health Collective

Hospital of Central CT

Hartford Public Schools
632097 11-06-15 Schedule H {Form 990} 2015
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[Part V.| Facility Information (continued)

Section C. Suppiemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines 2, 3, 5, 6a, 6b, 74, 11, 13b,
13h, 15e, 16i, 18d, 12d, 20e, 21¢, 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.

Hispanic Health Council

Intercommunity, Inc.

Legal Assistance Resource Center

Malta House of Care Foundation

Manchester Community College

Manchester Health Department

Manchester Public Schools

Mental Health Asscciation of Connecticut, Inc.

Northern Connecticut Black Nurses Association

South Windscor Human Services

United Way

Urban Alliance, Inc.

West Hartford-Bloomfield Health District

YWCA

Participants were chosen because of their ability to identify primary

concerns of the populations with whom they work, as well as the overall

community. Key informants were contacted by email, introducing the purpose

of the survey and providing a link to take the survey online. RKey

informants were asked to rate the degrees to which various health issues

were a problem in the Hartford Region. Follow-up questions asked them to

describe why they identified areas as such, and how these might be better

addressed.

After reviewing the Community Health Needs Assessment findings, the

community representatives met on June 10, 2015 to determine the health

needs to be prioritized for action. During a detailed presentation of the

532087 11-05-15 Schedule H {Form 290) 2015
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| Part:V:| Facility Information continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines 2, 3j, 5, 6a, 6b, 7d, 11, 13b,
13h, 15e, 16§, 18d, 19d, 20e, 21¢, 21d, 22d, 23, and 24. If applicable, provide separate descriptions for each hospitat 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," ef¢.) and
name of hospital facility.

CHNA findings, the hospital used audience response system (ARS)

technologies to lead steering committee members through a process of

understanding key local data findings (Areas of Opportunity) and ranking

identified health issues against the following established, uniform

criteria: Magnitude, Impact/Seriousness/Feasibility, Conseqguences of

Inaction. From this exercise, the areas of opportunity were prioritized as

follows by the committee: Mental Health, Nutrition, Physical Activity &

Weight Status, Diabetes, Substance Abuse, Cancer, Heart Disease and

Stroke.

Part VvV, Section B, Line 7a:

http://www.windhamhospital.org/about-us/community-health-needs-assessment

The Hospital of Central Connecticut:

Part V, Section B, Line 7d: The needs assessment was publisghed in March

2015 and is available on the hospital's website. In addition, copies were

distributed to local non-profit organizations, colleges, churches, and

state and local government representatives. These reports are also made

avallable in waiting areas of the various departments within the hospital.

The Hospital of Central Connecticut:

Part Vv, Section B, Line 1l1: In acknowledging the wide range of priority

health issues that emerged from the CHNA procegs, The Hospital of Central

Connecticut determined that it could only effectively focus on those which

it deemed most pressing, most under-addressed, and most within its ability
532097 11-05-16 Schedute H (Form 220} 2015
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[Part V- | Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines 2, 3, 5, 6a, &b, 7d, 11, 13h,
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.

to influence:

*Nutrition, Physical Activity & Weight Status

*Mental Health & Substance Abuse

*Heart Disease/Stroke

*Diabetes

*Cancer

Additional needs identified as "Arecas of Opportunities" were not deemed as

significant needs and did not rank highly encugh to earn a priloritized

ranking.

Areas of Opportunity, identified but not prioritized:

*Substance Abuse

*Respiratory Diseases

*Infant Health & Family Planning

*Dementias, Including Alzheimer's Disease

*Tnijury & Violence

*Sexually Transmitted Diseases

*Chronic Kidney Disease

*HIV/AIDS

*Potentially Disabling Conditions

Chronic Kidney Disease:

THOCC believes that efforts outlined herein to improve and increase

awareness of healthy lifestyles will have a posgitive impact on the

detection of kidney disease and that we do not have the available

regources to create a geparate set of kidnev-specific initiatives.
532097 11-05-15 Schedute H (Form 990} 2015
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{Part V| Facility Information (continued)

Section C. Supplemental Infermation for Part V, Section B. Provide descriptions required for Part V, Section B, lines 2, 3j, 5, 6a, 6b, 7d, 11, 13b,
13h, 15e, 16i, 18d, 19d, 20e, 21¢, 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.

Dementia, including Alzheimer's Diseases:

THOCC believes that this priority area falls more within the purview of

local organizations, such as the area Alzheimer's Resource Center. THOCC

will support communication of these services

Potentially Disabling Conditions:

Those voting felt that more pressing health needs existed. Limited

resources and lower priority excluded this as an area chogsen for action.

Respiratory Diseases:

THOCC participates in a statewide asthma collaborative established by the

CT Department of Public Health and The CT Hospital Association. THOCC will

support the established initiatives from this collaberative.

Sexually Transmitted Diseases:

THOCC believes that this priority area falls more within the purview of

the community/district health departments and other community

organizationg. Limited resources and lower priority excluded this as an

area chosen for action.

The Hospital of Central Connecticut:

Part V, Section B, Line 13h: Famlly eligibility criteria for Fimancial

Assistance also include family size, employment status, financial

obligations, and amount and freguency of health care expenses.
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pPart V! Facility Information (continued)

Section C. Supplemental Infermation for Part V, Section B. Provide descriptions required for Part V, Section B, lines 2, 3], 5, 8a, 6b, 7d, 11, 13b,
13h, 15e, 186i, 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.

The Hospital of Central Connecticut:

Part V, Section B, Line 15e: In addition, patients may ask a nurse,

physician, chaplain, or staff member from Patient Registration, Patient

Financial Services, Case Coordination, or Soccial Services about initiating

the Financial Asgsistance Application process.

The Hospital of Central Connecticut

Part V, line l6a, FAP website:

hartfordhealthcare.org/patients-visitorg/patients/billing-insurance

The Hospital of Central Connecticut

Part V, line 16b, FAP Application website:

hartfordhealthcare.org/patients-vigitors/patients/billing-insurance

The Hospital of Central Connecticut

Part V, line 1lé6c, FAP Plain Language Summary website:

hartfordhealthcare.org/patients-vigitors/patients/billing-insurance

The Hospital of Central Connecticut:

Part V, Section B, Line 16i: Patients are informed directly by staff of

the availability of the Financial Assgistance Policy.

The Hogpital of Central Connecticut:
532097 11-05-15 Schedule H (Form 990) 2015
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[Part V' | Facility Information (continued)

Section C. Supplemental Infearmation for Part V, Section B. Provide descriptions required for Part V, Section B, lines 2, 3j, 5, 6a, 6b, 7d, 11, 13b,
13h, 15e, 16i, 18d, 19d, 20e, 21¢, 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," ef¢ ) and
name of hospital facility.

Part Vv, Section B, Line 22d: For uningured patients, published rates are

reduced by the percentage defined by the IRS as the amounts generally

billed using a "look back" retrospective calculation to calculate the

amount allowed by govermmental (Medicare and Medicaid} and commercially

insured patients. This percentage is updated on an annual basis. The

annual calculation methodology and the percentages are located in Appendix

A of the Heospital's Financial Assistance Policy.

Underinsured patients will not be billed more than amounts generally

billed (AGBR) to insured patients.
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52
14260717 139621 HOCC 2015.06000 The Hospital of Central Con HOCCL



Schedule H {Form 990} 2015

The Hogpltal of Central Connecticut

06-0646768 pages

[Part V' 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?

Name and address

Type of Facility {describe)

1 New Britain MRI Limlted Partnership

100 Grand Street

New Britain, CT 06050

Magnetic Resonance Imaging
Services

2 Central Comnecticut Endoscopy Center

440 New Britaln Avenue

Plalnville, CT 06062

Endoscopy Services

3 HHC Southington Surgery Center

100 Avon Meadow ILane

Avon, CT 06001

Surgery Center

532008
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tPart VI.{ Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part i and Part I, lines 2, 3, 4, 8 and
gh.

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

3 Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons who may be billed
for patient care about their eligibility for assistance under federal, state, or local government programs or under the organization’s financial
assistance paiicy.

4 Community information. Describe the community the organization serves, taking into account the geographic area and demographic
constituents it serves.

5 Promotion of community health. Provide any other information important to describing how the organization’s hospital facilities or other health
care facilities further its exempt purpose by promaoting the heaith of the commumnity {e.g., open medical staff, community board, use of surplus
funds, etc.).

6 Affiliated health care system. [f the organization is part of an affiliated heaith 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. H applicable, identify all states with which the organization, or a related organization, fites a
community benefit report.

Part I, Line 3c:

The Hospital of Central Connecticut uses Federal Poverty Guidelines to

determine eligibility. In addition, the hospital takes into consideration,

medical indigency, insurance status, underinsurance status and other

family eligibility criteria such as family size, employment and financial

obligations.

Part I, Line 6a:

The Organization submits gquarterly reports to Connecticut Hospital

Agsoclation and Form 990 is submitted to the Connecticut Office of Health

Care Access (OHCA) annually.

Part I, Line 7:

The organization utilized an overall cost to charge ratio, (RCC),

developed from the Medicare Cost Report. Total expense was adjusted for:

medicaid provider taxes, directly identified community benefit expense and

community building expenses. This cost to charge ratio was used to

calculate costs for Part I lineg 7a, b, & g. The costs associated with the
£32088 13-05-15 Schedule H (Form 990} 2015
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activities reported on Part I, Line 7e were captured using actual time

multiplied by an average salary rate. These costs were removed from the

calculations above to avoid duplication. Costs reported in Part III,

Section B6, were calculated from the Medicare cost report and reduced for

Medicare costs previously reported on Part I Lines 7f and ¢.

Part I, Line 7g:

No physician clinic cogts were included in the Subsidized Health Services

cost calculations.

Part 11

Hospital of Central CT (HOCC) interacts with the community to address

needs and faciliate approriate responses. For FY16, HOCC expended $7,620

on community building activities.

Part ITI, Line 3:

A pre-bad debt financial assistance screening is in place to identify

patients that may be eligible for financial assistance. Pre-bad debt

accounts that are identified as meeting the requirements are adjusted as

charity care prior to being sent to bad debt. Therefore, any bad debt

expense that could have been attributable to charity care at the end of FY

2016 would be immaterial.

Part III, Line 4:

Please see the text of the footnote that describes bad debt expense

beginning on page 20 of the Audited Financial Statement. This note also

relates to Part III, Line 2.

Schedule H (Form 830)
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Paxt III, Line 8:

Providing for those in need, including Medicare patients and serving all

patients regardless of their ability to pay is an essential part of the

organization's mission. The Hospital serves all patients without regard to

any payment shortfall. The Organization's Medicare Cost Report was used to

accumulate actual costs related to Part III, Section B, Line 6.

Part ITI, Line 9b:

The Hospital of Central Comnecticut has adopted the Financial Assistance

Policy of its Parent Company, Hartford HealthCare Corporation. The

following is included in the Financial Assistance Policy: For those

patients that qualify for financial assistance and for whom in the

System's sole determination are cooperating in good faith to resolve the

System's outstanding accounts, the Systems' facilities may offer extended

payment plans to eligible patients, will not impose wage garnishments or

liens on primary residences, will not send unpaid bills to outside

collection agencies and will cease all collection efforts.

No Extraordinary Collection Actions (ECA) will be initiated during the

first 120 days following the first post-discharge billing statement to a

valid address or during the time that patient's Financial Assistance

Application is processing. Before initiating any ECA, a notice will be

provided to the patient 30 days prior to initiating such event.

If the patient applies for assistance within 240 days from the first

notification of the self-pay balance, and ig granted asglistance, any ECA's

such as negative reporting to a credit bureau or liens that have been

filed will be removed.
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Part VI, Line 2:

The Hospital of Central Connecticut assesses the health care needs of the

communities it serves in several manners. The hospital analyzed claims

based data to understand what medical diagnoses and surgical procedures

are attributed to 1ts local population in order to plan for program growth

and/or capacity. Additionally, the hospital continues its involvement

through contact and collaboration with local community groups. These

groups often identify medical services that are needed in The Hospital of

Central Connecticut's primary focus area.

Part VI, Line 3:

The Hospital of Central Connecticut will provide information about its

Financial Assistance Policy as follows: (i) provide signs regarding this

Policy and written plain language summary information describing the

Policy along with Financial Agsistance contact information in the

Emergency Department, Labor and Delivery areas and other patient

registration areas; (ii)provide to each patient written plain language

summary information describing the Policy along with Financial Assistance

contact information in admission, patient registration, discharge, billing

and collection written communications; (iii)} make paper coples of the

Policy, financlal assistance application, and plain language summary of

the Policy available upon request and without charge, both by mail and in

public locations in the hospital facility, including the emergency room

and admissions areas; (iv} post the Policy, plain language summary and

financial assistance application on the website with clear linkage to such

documents on the HH's home page; (v) educate all admisgion and

registration personnel regarding the Policy so that they can serve as an

Schedule H (Form 990)
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informational resource to patients regarding the Policy; and (vi) include

the tag line "Please ask about our Financial Asglstance Policy" in the

hospitals written publications.

Part VI, Line 4:

The Hospital of Central Connecticut serves primarily the communities

located in greater New Britain and the surrounding towns including Berlin,

Plainville and Southington. Its primary service area has a total

populaticn of 185,300 people. Of those, 22% are under the age of 18, 62%

18 to 64 and 16% are genilors. The racial make up is 71% White, 5% Black,

18% Hispanic and 3% Asian. Females make up 52% of the population and males

account for 48%. 12% live in poverty and 29% have a Bachelor's degree or

higher.

Part VI, Line 5:

The Hospital of Central Connecticut is resgponsive to the community by

having a completely open medical staff and a board of trustees with

diverse membership that reflects the community at large. The hospital is a

Disproportionate Share Hospital with one of the highest rates of Medicaid

patients Iin the state. We provide space for the Medicare Choices program

to help community members select the Medicare programs that are best for

them. We have a full graduate medical education program for physician

training with UCONN, and also provide training for nursing and allied

health students, the hospital is a major sponsor of the New Britain Health

Academy, a program that exposes local high school students to careers in

the healthcare field. Presented in partnership with other community

organizationg, the Academy offers students an opportunity to learn about

the types of jobs available, and facilitates contact with healthcare
Schedule H (Form 890)
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professionals who can guide program participants.

In FY201é The Hospital of Central Connecticut continues to support a

community service organization fair where area not for profits are invited

to the hospital to share with the hospitals community about their mission

and purpose. In addition, various hospital staff members and departments

support community events on an ongoing basisg, as well as fregquent monetary

and in kind domations to area organizations in need.

The Hospital of Central Connecticut also participates in the Medical Legal

Partnership Program. This program recognizes that there are many issues

that may affect children and families seeking health care that are not

specifically healthcare problems. These include landlord tenant and

housing issues. The program helps healthcar