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rem 8453 -EQO Exempt Organization Declaration and Signature for Ol No: 15151874
Electronic Filing

For calendar year 2015, or tax year beginning 10 / 01 , 2015, and ending 09 / 30 , 20 16 2@ 1 5
Department of the Treasury For use with Forms 990, 990-EZ, 990-PF, 1120-POL, and 8868
Internal Revenue Service
Name of exempt organization Employer identification number
THE NORWALK HOSPITAL ASSCCIATION 06-6068853

Type of Return and Return Information (Whole Dollars Only)

Check the box for the type of return being filed with Form 8453-EO and enter the applicable amount, if any, from the return. If you
check the box on line 1a, 2a, 3a, 4a, or 5a below and the amount on that line of the return being filed with this form was blank, then
leave line 1b, 2b, 3b, 4b, or &b, whichever is applicable, blank (do not enter -0-). If you entered -0- on the return, then enter -0- on the
applicable line helow. Do not complete more than one line in Part |.

1a Form 990 check here p b Total revenue, if any (Form 990, Part VI, column (A), line 12). . .~ 1b _390871705.
2a Form 990-EZ check here b - ' b Total revenue, if any (Form 990-EZ, line9). . .. .. .. 2D
3a Form 1120-POL check here B E’ b Total tax (Form 1120-POL, line 22) , .. .. e e e 3b
4a Form 990-PF check here p b Tax based on investment income (Form 990-PF, Part VI, line 5) 4b
5a Form 8868 check here B b Balance due (Form 8868, Part |, line 3c or Partll, ine8c) . . . 5b

Im Declaration of Officer

6 |_| | authorize the U.S. Treasury and its designated Financial Agent to initiate an Automated Clearing House (ACH) electronic funds
withdrawal (direct debit) entry to the financial institution account indicated in the tax preparation software for payment of the
organization's federal taxes owed on this return, and the financial institution to debit the entry to this account. To revoke a payment,
I must contact the U.S. Treasury Financial Agent at 1-888-353-45637 no later than 2 business days prior to the payment (settlement)
date. | also authorize the financial institutions involved in the processing of the electronic payment of taxes to receive confidential
information necessary to answer inquiries and resolve issues related to the payment.

D If a copy of this return is being filed with a state agency(ies) regulating charities as part of the IRS Fed/State program, | certify that |
executed the electronic disclosure consent contained within this return allowing disclosure by the IRS of this Form 990/990-EZ/990-
PF (as specifically identified in Part | above) to the selected state agency(ies).
Under penalties of perjury, | declare that | am an officer of the above named organization and that | have examined a copy of the
organization's 2015 electronic return and accompanying schedules and statements, and to the best of my knowledge and belief, they are true,
correct, and complete. | further declare that the amount in Part | above is the amount shown on the copy of the organization's electronic
return. | consent to allow my intermediate service provider, transmitter, or electronic return originator (ERO) to send the organization's return
to the IRS and to receive from the IRS (a) an acknowledgement of receipt or reason for rejection of the transmission, (b) the reason for any
delay in processing the return or refund, and (c) the date of any refund.

Sign
Here

SVP & CFO
Title

Signature of officer

LAl Declaration of Electronic Return Originator (ERO) and Paid Preparer (see instructions)

| declare that | have reviewed the above organization's return and that the entries on Form 8453-EQ are complete and correct to the best of
my knowledge. If | am only a collector, | am not responsible for reviewing the return and only declare that this form accurately reflects the data
on the return. The organization officer will have signed this form before | submit the return. | will give the officer a copy of all forms and
information to be filed with the IRS, and have followed all other requirements in Pub. 4163, Modernized e-File (MeF) Information for Authorized
IRS efile Providers for Business Returns. If | am also the Paid Preparer, under penalties of perjury | declare that | have examined the above
organization's return and accompanying schedules and statements, and to the best of my knowledge and belief, they are true, correct, and
complete. This Paid Preparer declaration is based on all information of which | have any knowledge.

: : Date Check if Check if ERO's 88N or PTIN
' ERO's : = also paid self-
ERO's signature } %—r M 08/1017 preparer employed P01595811
Use Fim'sname(or ) ERNST & YOUNG U.S. LLP EN 34-6565596
Only  yours I seitemploed), I 500 CLARENDON STREET BOSTON MA 02116-5072 | Phoneno. 617 266-2000

Under penalties of perjury, | declare that | have examined the above return and accompanying schedules and statements, and to the best of my knowledge
and belief, they are true, correct, and complete. Declaration of preparer is based on all information of which the preparer has any knowledge.

Paid Print/Type preparer's name Preparer's signature Date Check LJ if PTIN
Preparer self-employed
Use Only F?rm's name P> Firm's EIN p>
Firm's address jp- Phone no.
For Privacy Act and Paperwork Reduction Act Notice, see back of form. Form 8453-EO (2015)
JSA

S5E1675 1.000

0133KV F227 PAGE 1



OMB No. 1545-0047

2019

Open to Public

Return of Organization Exempt From Income Tax

Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except private foundations)

rom 990

Department of the Treasury

P> Do not enter social security numbers on this form as it may be made public.

Internal Revenue Service P Information about Form 990 and its instructions is at www.irs.gov/form990. Inspection
A For the 2015 calendar year, or tax year beginning 10/01, 2015, and ending 09/30,2016
C Name of organization D Employer identification number

B creckitsmicate: | g NORWALK HOSPITAL ASSOCIATION 06-6068853

Purss Doing business as

Name;change Number and street (or P.O. box if mail is not delivered lo street address) Room/suite E Telephone number

Initial return 24 STEVENS STREET (203) 852-2000

2':;'"::::;"' City or town, state or province, country, and ZIP or foreign postal code

Amended NORWALK, CT 06850 G Gross receipts $ 394,448,452,

2222&?‘0" F Name and address of principal officer: MICHAEL DAGLIO H(a) Is this a group return for l: Yes No

subordinates?
24 STEVENS STREET NORWALK, CT 06850 H(b) Ave all subordinstes incudes?| | Yes | | No

I  Tax-exempt status: | X | 501(c)(3) I | 501(c) ( ) « (insertno) | | 4947(a)(1) or | | 527 If "No," altach a list. (see instruclions)
J  Website: pp NORWALKHOSPITAL.ORG H(c) Group exemption number P>

K Form of organization: | X | Corporation l ITrusll IAssocialion | | Other P> | L Year of formation: 1893' M_State of legal domicile:  CT
Summary
1 Briefly describe the organization's mission or most significant activites: THE MISSION OF NORWALK HOSPTTATL I8 TO
8 JMEROYE THE HEAIH GF EVERY BERSON WG SERME RO T B e s o o
g DELIVERY OF EXCELLENT, INNOVATIVE AND COMPASSTONATE CARE. . e
§ 2 Check this box P I:l if the organization discontinued its operations or disposed of more than 25% of its net assets.
8| 3 Number of voting members of the governing body (Part VI, line 1a) , _ . . . e 3 21.
| 4 Number of independent voting members of the governing body (Part VI, line 1b), ., , . . . ... . 4 20.
£| 5 Total number of individuals employed in calendar year 2015 (PartV, line2a), . . . . . ... ... .. ) 5 2,079,
% Total number of volunteers (estimate if NECESSANY) | . 4 4 v v v v s v o v m e o e e e e e e e as ... |8 410.
<| 7a Total unrelated business revenue from Part VIIl, column (C), ine 12 | , . . . . . . . v v v v v v v v R I £ 2,588,912,
b Net unrelated business taxable income from Form 990-T, @34 . » v v v v 2 v v v s s o 8 8 s 2 s s s o o a4 7b -1,758,108.
Prior Year Current Year
o| 8 Contributions and grants (PartVIll, linedh), , . . . . .. ... R 3,369,032, 2,700,928.
E 9 Program service revenue (Part Vil line2g) , , . . . ... .. R, . 365,394, 458. 380,818,071.
E 10 Investment income (Part VI, column (A), lines 3,4, and 7d). . . . . v o v v v n e e 3,203,481. 4,804,006.
11 Other revenue (Part VIII, column (A), lines 5, 6d, 8¢, 9¢, 10c,and 11e), , . , ... .. ... 5,768,162. 2,548,700,
12 Total revenue - add lines 8 through 11 (must equal Part VIIl, column (A), line 12). . . . . . ; 377,735,133, 390,871,705.
13  Grants and similar amounts paid (Part IX, column (A), lines1-3) | , . . . .. .. ...... 16,234,828, 0.
14 Benefits paid to or for members (Part IX, column (A), line 4) _ |, , | T 0. 0.
(15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10),  , . . . . 176,528,299. 177,639,277.
% 16a Professional fundraising fees (Part IX, column (A), line11e), _ . . . . . . . s v v v v u .. 0. 0.
= b Total fundraising expenses (Part IX, column (D), line 25) ;_____________0_- ______
W147  Other expenses (Part IX, column (A), lines 11a-11d, 11f-24¢) _ . , . . | L 161,645,152. | 201,570,725.
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line 25) , , . . .. .. .. 354,408,279. | 379,210,002,
19 Revenue less expenses. Subtractline 18 fromline12. + v v v v o v v w v v 0 v . 23,326,854. 11,661,703.
H § Beginning of Current Year End of Year
85120 Total assets (PartX, lne 16) , , . . B S EAE SRR AS A 639,545, 087, | 835, SO8, 508,
28|21 Total liabilities (Part X, MN€26), ., . .\ .\ v v uvvin e 289,830, 9A%, | @Z1, 248,464,
25|22 Net assets or fund balances. Subtract line 21 from M€ 20, & + « v o v o 2w v 0w v .. . 349,714,145. | 417,270,037.

Signature Block

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

o | Pk N, (Peirliane X &/t~
Sign Sianafure of officer / Dae/ / 7
Herg X m‘f)@ el /‘4 UID/ ;Zm«a.o\

Type or print name and title / 4 / L

) Print/Type preparer's name o, Preparers signature Date Check L_J i | PTIN
‘;a'd MIKE A CINCOTTA 2 08/10/17 seffemployed | P01595811
ULZ”fJf.L s s WERNST & YOUNG: U. 5. LLP Firrs EIN B 34-6565596

Eirm's address p-200 CLARENDON STREET BOSTON, MA 02116-5072 Phone no. 617 266-2000

May the IRS discuss this return with the preparer shown above? (seeinstructions) | _ | | ., . . .. .. v v s v v an X | Yes |_| No
Form 990 (2015)

For Paperwork Reduction Act Notice, see the separate instructions.

JSA
5E1010 1.000

0133KV F227 PAGE 2



THE NORWALK HOSPI TAL ASSCCI ATI ON 06- 6068853

Form 990 (2015) Page 2
REWHIN Statement of Program Service Accomplishments
Check if Schedule O contains a response or note to any lineinthisPart Il . . . . . . . . ... ... ... .. .u..

1 Briefly describe the organization's mission:
SEE SCHEDULE O

2 Did the organization undertake any significant program services during the year which were not listed on the
prior Form 990 or 990-EZ7 | | e e e
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
SBIVICES?, . . . .\ i ittt e e e [ves [XIno
If "Yes," describe these changes on Schedule O.

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

|:| Yes No

4a (Code: ) (Expenses $ 122 063, 388. including grants of $ ) (Revenue $ 111, 310,801. )
SEE SCHEDULE O

4b (Code: ) (Expenses $ g, 347, 845. including grants of $ ) (Revenue $ 83,413, 546. )
SEE SCHEDULE O

4c (Code: ) (Expenses $ 37 319, 450. including grants of $ ) (Revenue $ 34,682, 772. )
SEE SCHEDULE O

4d Other program services (Describe in Schedule O.)
(Expenses $ 77,217, a27. including grants of $ ) (Revenue $ 151, 410, 952. )

4e Total program service expenses p 322,948, 110.

JSA
5E1020 1.000 Form 990 (2015)

0133KV F227 PAGE 3




THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853

Form 990 (2015)

10

11

12a

13
1l4a

15

16

17

18

19

Page 3
Checklist of Required Schedules

Yes | No
Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If "Yes,"
complete SChedUle A. . . . o i i i e e e e e e e e e e e e e e e e e e e e e e e 1 X
Is the organization required to complete Schedule B, Schedule of Contributors (see instructions)?. . . . . . . . . . 2 X
Did 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 C,Part1. . . . . . . . ... ... ... ... 3 X
Section 501(c)(3) organizations. Did the organization engage in lobbying activities, or have a section 501(h)
election in effect during the tax year? If "Yes," complete Schedule C,Partll. . . . . . . . . . . o v v v v v e v 4 X
Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-197? If "Yes," complete Schedule C,
T 5 X
Did the organization maintain any donor advised funds or any similar funds or accounts for which donors
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? If
"Yes," complete SChedule D, Part I, . . v v v v v ot v e e e e e e e e e e e e e e e e e e e e e 6 X
Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? If "Yes," complete Schedule D, Partil. . . ... .. .. 7 X
Did the organization maintain collections of works of art, historical treasures, or other similar assets? If "Yes,"
complete Schedule D, Part lll . . . o v v it et s e e e e e e e e e 8 X
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," complete Schedule D, PartIV . . . . . . . . . . ... ... 9 X
Did the organization, directly or through a related organization, hold assets in temporarily restricted
endowments, permanent endowments, or quasi-endowments? If "Yes," complete Schedule D, PartV. . . . .. .. 10 X
If the organization’s answer to any of the following questions is "Yes," then complete Schedule D, Parts VI,
VII, VIII, IX, or X as applicable.
Did the organization report an amount for land, buildings, and equipment in Part X, line 10? If "Yes,"
complete SChedule D, Part VI . v v v v v v v e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 11a| X
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 If "Yes," complete Schedule D, PartVIl ., . . ... ... ... ..... 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 If "Yes," complete Schedule D, PartVIIl, . . . .. ... ... ..... 1llc X
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? If "Yes," complete Schedule D, Part IX . . . . . . . . . . . .. @ . i ueuneneno. 11d X
Did the organization report an amount for other liabilities in Part X, line 25? If "Yes," complete Schedule D, Part X |11le X
Did the organization’s separate or consolidated financial statements for the tax year include a footnote that addresses
the organization's liability for uncertain tax positions under FIN 48 (ASC 740)? If "Yes," complete Schedule D, Part X . . . . . . 11f X
Did the organization obtain separate, independent audited financial statements for the tax year? If "Yes," complete
Schedule D, Parts XIand Xl . . v v v v vt et e e e et e e e e e e e e e e e e e 12a X
Was the organization included in consolidated, independent audited financial statements for the tax year? If
"Yes," and if the organization answered "No" to line 12a, then completing Schedule D, Parts XI and XIl is optional 12b X
Is the organization a school described in section 170(b)(1)(A)(ii)? If "Yes," complete Schedule E. . . .. ... ... 13 X
Did the organization maintain an office, employees, or agents outside of the United States?. . . . . . . . .. ... 14a X
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? If "Yes," complete Schedule F,Partsland V. . . . .. ... .. 14b X
Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or other assistance to or
for any foreign organization? If "Yes," complete Schedule F,Partslland IV . . . . . . . .. ... ... 15 X
Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or other
assistance to or for foreign individuals? If "Yes," complete Schedule F, Partsllland IV . . . . .. ... ... .... 16 X
Did the organization report a total of more than $15,000 of expenses for professional fundraising services on
Part IX, column (A), lines 6 and 11e? If "Yes," complete Schedule G, Part | (see instructions). . . . ... ...... 17 X
Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIII, lines 1c and 8a? If "Yes," complete Schedule G, Part Il . . . . . . . . . i i i i it it ittt e e e e 18 X
Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a?
If"Yes," complete Schedule G, Part lll . . . . v v v o v i i i e e s e s e e e e e e e e e e e e e 19 X

JSA

5E1021 1.000

0133KV F227

Form 990 (2015)
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THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853

Form 990 (2015)

20a
b

21

22

23

24a

25a

26

27

28

29
30

31

32

33

34

35a

36

37

38

Page 4
Checklist of Required Schedules (continued)

Yes | No
Did the organization operate one or more hospital facilities? If "Yes," complete ScheduleH, . . . ... ... ... 20a X
If "Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return? | , . . . 20b X
Did the organization report more than $5,000 of grants or other assistance to any domestic organization or
domestic government on Part IX, column (A), line 1? If "Yes," complete Schedule |, Parts land Il, . . . ... ... 21 X
Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on
Part IX, column (A), line 2? If "Yes," complete Schedule I, Parts land Ill. . . . . . . ... ... ... .... 22 X
Did the organization answer "Yes" to Part VII, Section A, line 3, 4, or 5 about compensation of the
organization's current and former officers, directors, trustees, key employees, and highest compensated
employees? If "Yes," complete Schedule J . . . . . v v i i v it e e e e e e e e e e e e e 23 X
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, 20027 If "Yes," answer lines 24b
through 24d and complete Schedule K. If "NO," g0 to iN€ 258 . . . v v v v v v v e v e e e e e e e e e e e e s 24a| X
Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception?. . . . . . . 24b X
Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt bonNds? . . . . . . . . . i i e e e e e e e e e e e e e e e e 24c X
Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year? ., . . . . . 24d X
Section 501(c)(3), 501(c)(4), and 501(c)(29) organizations. Did the organization engage in an excess benefit
transaction with a disqualified person during the year? If "Yes," complete Schedule L, Part1 . . .. ... .. ... 25a X
Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior
year, and that the transaction has not been reported on any of the organization's prior Forms 990 or 990-EZ?
If"Yes," complete Schedule L, Part | . . . . o v i i it it e e e e e e e e e e e e e e e e e e e 25b X
Did the organization report any amount on Part X, line 5, 6, or 22 for receivables from or payables to any
current or former officers, directors, trustees, key employees, highest compensated employees, or
disqualified persons? If "Yes," complete Schedule L, Part Il | . . . . . . . . . . . 26 X
Did the organization provide a grant or other assistance to an officer, director, trustee, key employee,
substantial contributor or employee thereof, a grant selection committee member, or to a 35% controlled
entity or family member of any of these persons? If "Yes," complete Schedule L, Partlll. . . .. ... ....... 27 X
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," complete Schedule L, PartIV . . ... .. 28a X
A family member of a current or former officer, director, trustee, or key employee? If "Yes," complete
Schedule L, Part IV . . o i i et e e e e e e e e e e e e e e e e e e e 28b| X
An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof)
was an officer, director, trustee, or direct or indirect owner? If "Yes," complete Schedule L, PartIV. . . . . .. .. 28c X
Did the organization receive more than $25,000 in non-cash contributions? If "Yes," complete Schedule M, . . . | 29 X
Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? If "Yes," complete Schedule M . . . . . . . . . i i it it e e e e e e 30 X
Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes," complete Schedule N,
P |y vt et e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 31 X
Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,"
complete Schedule N, Part Il . & v v v v v e v e v e v e e e e e e e e e e e e e e e e e e 32 X
Did the organization own 100% of an entity disregarded as separate from the organization under Regulations
sections 301.7701-2 and 301.7701-3? If "Yes," complete Schedule R,Part1 . . . . ... ... ... ....... 33 X
Was the organization related to any tax-exempt or taxable entity? If "Yes," complete Schedule R, Part II, IlI,
OrIV,and Part V, lINE L . . v o v i e i e e e e e e e e e e e e e e e e e e e e e e e e e e 34| X
Did the organization have a controlled entity within the meaning of section 512(b)(13)? . . . .. ... .. .. .. 35a X
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,line2 , _ . . . 35b X
Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable
related organization? If "Yes," complete Schedule R, PartV,line2 , . . . . . . .. .. . . @ ' urne.. 36 X
Did the organization conduct more than 5% of its activities through an entity that is not a related organization
and that is treated as a partnership for federal income tax purposes? If "Yes," complete Schedule R,
T e I Y X
Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and
19? Note. All Form 990 filers are required to complete Schedule O. 38 X

JSA

5E1030 1.000

0133KV F227

Form 990 (2015)
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THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853

Form 990 (2015) Page 5
Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response or note to anylineinthisPartV .. ... ... ... ... .. ..... |:|
Yes | No
la Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable. . . . ... ... la 251
b Enter the number of Forms W-2G included in line 1a. Enter -O- if not applicable. . . . .. ... 1b 0.
c Did the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming (gambling) winnings to prizewinners? . . . . ... ... ... .. ... .. e e e s 1c X
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 this return . | 2a 2,079
b If at least one is reported on line 2a, did the organization file all required federal employment tax returns? | 2b X
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-file (see instructions). . . . . ..
3a Did the organization have unrelated business gross income of $1,000 or more during the year? . . ... ... .. 3a X
b If "Yes," has it filed a Form 990-T for this year? If "No" to line 3b, provide an explanation in Schedule O, . . ... .. 3b X

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

=T o010 1 1 4a X

b If “Yes,” enter the name of the foreign country: »

See instructions for filing requirements for FINCEN Form 114, Report of Foreign Bank and Financial Accounts

FBAR).
5a sNas tzle organization a party to a prohibited tax shelter transaction at any time during the taxyear?, . . . ... .. Sa X
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? | 5b X
c If "Yes" to line 5a or 5b, did the organization file Form 8886-T2. . . . . . . . . . . . . i i i i i i i it i et e e n 5¢C
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? . . . .. ... ... 6a X
b If "Yes," did the organization include with every solicitation an express statement that such contributions or
gifts were not tax dedUCtiDIE?. . . o o v vt e e e e e e e e e e e e e e e e e 6b

7 Organizations that may receive deductible contributions under section 170(c).
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods

and services provided to the payor? . . . . . . . . i i i it e e e e e e e e e e e e e e e e e e e e 7a X
b If "Yes," did the organization notify the donor of the value of the goods or services provided? . . .......... 7b
c Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required to file FOIM 828272 .« v v v v v v ittt ittt e e e e e e e e e e e e e e e e e e e e e e e e 7c X
d If "Yes," indicate the number of Forms 8282 filed duringtheyear . . . . . . v o v v v v o0 W | 7d |
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? | 7€ X
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? . . . . . 7f X
g If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required? | 79
h If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C? 7h
8 Sponsoring organizations maintaining donor advised funds. Did a donor advised fund maintained by the
sponsoring organization have excess business holdings at any time duringtheyear?. . . . . ... ... ... ... 3
9 Sponsoring organizations maintaining donor advised funds.
a Did the sponsoring organization make any taxable distributions under section49662. . . . . . . . . . . ... .. 9a
b Did the sponsoring organization make a distribution to a donor, donor advisor, or related person?. . . . . . . . .. 9b
10 Section 501(c)(7) organizations. Enter:
a |Initiation fees and capital contributions included on Part VIll, line12 . . ... ... ... ... 10a
b Gross receipts, included on Form 990, Part VIII, line 12, for public use of club facilities. . . . . 10b
11 Section 501(c)(12) organizations. Enter:
a Gross income from members or shareholders. . . . . . . o v o 0 oo L n e nn e e lia
b Gross income from other sources (Do not net amounts due or paid to other sources
against amounts due or received fromthem.). . . . . . . . o . o L L n o s e e 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 1041? [12a
b If "Yes," enter the amount of tax-exempt interest received or accrued during the year. . . . . . 12b
13 Section 501(c)(29) qualified nonprofit health insurance issuers.
a |s the organization licensed to issue qualified health plans in morethanonestate?. . . . . . . .. ... ... ... 13a

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

the organization is licensed to issue qualified healthplans . . . . . . . . . .. oo oo o 13b
C Enterthe amountofreserves onhand. . . . v v v v v v v v v i e e e e 13c
14a Did the organization receive any payments for indoor tanning services during the taxyear? . . . . ... ... ... 14a X
b If "Yes," has it filed a Form 720 to report these payments? If "No," provide an explanation in ScheduleO . . . . . . 14b
IS 040 1.000 Form 990 (2015)
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Form 990 (2015) THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853 Page 6

Part VI Governance, Management, and Disclosure For each "Yes" response to lines 2 through 7b below, and for a "No"
response to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes in Schedule O. See instructions.

Check if Schedule O contains a response or note to any line inthisPart VI . . .« « . v o v v v v o v i o v v o v v a
Section A. Governing Body and Management

Yes | No
la Enter the number of voting members of the governing body at the end of the taxyear . . . . . la 21
If there are material differences in voting rights among members of the governing body, or if the governing
body delegated broad authority to an executive committee or similar committee, explain in Schedule O.
b Enter the number of voting members included in line 1a, above, who are independent . . . . . 1b 20
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? . . . . . . &t i o i i i i i e e e e s e e e e e 2 | X
3 Did the organization delegate control over management duties customarily performed by or under the direct
supervision of officers, directors, or trustees, or key employees to a management company or other person? . . 3 X
4 Did the organization make any significant changes to its governing documents since the prior Form 990 was filed?. . . . . . 4 X
5 Did the organization become aware during the year of a significant diversion of the organization's assets?. . . . 5 X
6 Did the organization have members or stockholders? . . . . . . . o o v o i h L L e e e e e e s 6 | X
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint
one or more members of the governing body? . . . . . & o ¢ o i i i n e e e e e s e e e e 7a | X
b Are any governance decisions of the organization reserved to (or subject to approval by) members,
stockholders, or persons other than the governing body? . . . . . . . . ¢ o v 0 i i i it d i s e 7b | X
8 Did the organization contemporaneously document the meetings held or written actions undertaken during
the year by the following:
a The governing BoGY?. « « v v v v v it et e e e e e e e e e e e e e e e e e e e ga | X
b Each committee with authority to act on behalf of the governingbody? . . . . ... .. ... .. ... .. 8b | X
9 Is there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannot be reached at
the organization's mailing address? If "Yes," provide the names and addresses in ScheduleO, , . ... ... .. 9 X
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 chapters, branches, or affiliates? . . . . . . . .. . . v o v v i i v oo oo 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? . . . | 10b
11a Has the organization provided a complete copy of this Form 990 to all members of its governing body before 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? If "No," gotoline13 . . .. .. ... .. .. ... 12a| X
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give
FSE 10 CONMICIS? & v v v v o v v et e e e e e e e e e e e e e e e e e e e e e e e e e 12b| X
c Did the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes,"
describe in Schedule Ohow thiSWas done .« .« v« v v v i v i et e e e e e e et e e e e et e e 12¢| X
13 Did the organization have a written whistleblower policy?. . . . . . . v v o i i L i s e e e s e e e 13 | X
14  Did the organization have a written document retention and destruction policy?. . . . . . . . v v v v v v o . 14 | X
15 Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization's CEO, Executive Director, or top management official . . . . . . .« .« . v oo v v v oo oo 15a X
b Other officers or key employees of theorganization . . . . . . . . & v o v v i i i i i i e e e e e 15b| X
If "Yes" to line 15a or 15b, describe the process in Schedule O (see instructions).
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement
with ataxable entity dUriNg the YEar?2 . « « v v v v v v v v e e e e e e e e e e e e e e e e e e e e e 16a| X
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? . . . . . . .. .. ... ... .00 i 16b X

Section C. Disclosure

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

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 all that apply.

Own website Another's website Upon request |:| 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: p
TONI HORNE, CONTROLLER 14 RESEARCH DRI VE BETHEL, CT 06801 03- 852- 2000

JSA Form 990 (2015)
5E1042 1.000
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Form 990 (2015) THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853 Page 7
Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors
Check if Schedule O contains a response or note to any lineinthisPartVII. . ... ... ... ... ........
Section A.  Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
la Complete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the
organization's tax year.

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

e List all of the organization's current key employees, if any. See instructions for definition of "key employee."

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

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

e List 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) Position (D) E) F)
Name and Title Average | (do not check more than one Reportable Reportable Estimated
hours per | box, unless person is both an compensation | compensation from amount of
week (list any| officer and a director/trustee) from related other
hoursfor [o s s o x|e x| = the organizations compensation
related |2 S| 2| 3 % 28 S organization (W-2/1099-MISC) from the
organizations| 8 £ | | % | 3|2 3| @[ (W-2/1099-MISC) organization
below dotted ] 2z g|° g and related
line) & = o 5 organizations
3 g
_(DKAREN COTTLIEB EFF 1/01/2016 _ | _2.00
TRUSTEE 0 X 0 0 0
_(QFRED AFRAGOLA | 2.00
SECRETARY 0. X X 0. 0. 0.
_(THOMAS AYOUB, MDD | 18.00
TRUSTEE 0. X 85, 000 0 0
_(WHCGEORGE BAER | 2.00
TRUSTEE 2.00| X 0 0 0
_(5)KATHLEEN LAVORGNA EFF 1/01/16 | _2.00
TRUSTEE 0 X 0 0 0
_(@BARBARA BUTLER | 2.00
TRUSTEE 1.00| X 0 0 0
_(nJENNY Y. LEE EFF 1/01/16 | 2.00
TRUSTEE 0 X 0 0 0
gHOMRD EISCN, M | 2.00]
TRUSTEE 3.00| X 0 0 0
_(@PAL GAGNE | 2.00
TRUSTEE 1.00| X 0 0 0
MRk aols. | _2.00]
TRUSTEE 0 X 0 0 0
(AnDAVID KOMANSKY | 2.00
TRUSTEE 0 X 0 0 0
(A2DAVID LEHN, ESQ | 2.00
TRUSTEE 1.00| X 0 0 0
@yvierorR Ltss. | 2.00
TRUSTEE 4.00| X 0. 0. 0.
(AHED MAHONY | 5.00
CHAI RVAN 2.00|] X X 0. 0. 0.
ISA Form 990 (2015)

5E1041 1.000
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THE NORWALK HOSPI TAL ASSOCI ATI ON

06- 6068853

Form 990 (2015) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A (B) © (D) E) F)
Name and title Average Position Reportable Reportable Estimated
hours per (do not check more than one compensation | compensation from amount of
week (listany [ DOX, unless person is both an from related other
hours for officer and a director/trustee) the organizations compensation
relaed |23 | 21318 |5& |2 | organization | (W-2/1099-MISC) from the
organizations = g_ E a g :é_)g g (W-2/1099-MISC) organization
below dotted g, E_: g- 3|35 and r.elat.ed
line) = = 2._, % § organizations
3 é g
15 MGAEL DAGIO | 40.00]
PRESI DENT 8.00| X X 0. 585, 528. 45, 214,
16) G\RY REINER | 2.00]
TRUSTEE 1.00| X 0. 0. 0.
17) AMY SCHAFRANN | 2.00]
TRUSTEE 1.00| X 0. 0. 0.
18) ERINSHAMES | 2.00]
TRUSTEE 2.00| X 0. 0. 0.
19) ANDREWVHITTINGIM | 4. 00]
VI CE CHAIR 1.00| X X 0. 0. 0.
200 ROHARD JABARA | 2.00]
TRUSTEE 4.00| X 0. 0. 0.
21) JOSEPH D SKRZYPCZAK | 2.00]
TRUSTEE 4.00| X 0. 0. 0.
22) STEVEN ROBENBERG | 5.00]
CFQ TREASURER 51. 00 X 0. 781, 435 44,044,
23) RENEE MMRIELLO | 40.00]
VP NURSI NG & PATI ENT CARE SERV 0. X 385, 651. 0. 35, 154.
24) JAMES HAYNES | 40.00]
VP OPERATI ONS 0. X 312, 599. 0. 36, 054.
25) JAMES VARRONE | 4.00]
VP SUPPLY CHAI N 36. 00 X 204, 529. 0. 32, 348.
1b Sub-total e > 85, 000. 0. 0.
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2 3,474, 204. 1,872,171. 407, 544.
d Total (add lines 1b and 1C) « « « « = v v v vt w v v e e e e e e e e e e e »| 3,559, 204. 1,872, 171. 407, 544.
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 » 328
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 suchindividual . . . . ... ... ... ..., 3 X
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000? If “Yes,” complete Schedule J for such
INIVIAUAL . . 4 o e e s e e e e e e e e e e e e 4 | X
5 Did any person listed on line la receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule J for suchperson ., ... ............ 5 X

Section B. Independent Contractors

1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax

year.

(A

Name and business address

B)

Description of services

©
Compensation

ATTACHVENT 1

2 Total number of independent contractors (including but not limited to those listed above) who received
more than $100,000 in compensation from the organization p

50

JSA
5E1055 1.000

0133KV F227
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THE NORWALK HOSPI TAL ASSCCl ATI ON 06- 6068853
Form 990 (2015) Page 8

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

(A (B) © (D) E) F)
Name and title Average Position Reportable Reportable Estimated
hours per (do not check more than one compensation | compensation from amount of
week (listany [ DOX, unless person is both an from related other
hours for officer and a director/trustee) the organizations compensation
elaed 123 | 21218 |5&| 8| organization | (W-2/1099-MISC) from the
organizations 5 g_ g a g Eg g (W-2/1099-M|SC) organization
below dotted [ © £ | & 3 |o = and related
line) = % ;?_: E ® é organizations
215 |8 8
3|2 2
26) PATRCKMNCUS | 20.00]
VI CE PRESI DENT FI NANCE 20. 00 X 0. 505, 208. 35, 148.
27) ROBERT CAPCDANNO | 40.00]
PHYSI CI AN 0. X 497, 657. 0. 37, 804.
28) JASON FISCHEL | 40.00]
PHYSI CI AN 0. X 484, 105. 0. 32, 604.
29) GRISTCPHERMCGHOS | 40.00]
PHYSI CI AN 0. X 465, 540. 0. 33, 604.
30) BRIAN MOGOVERN | 40.00]
PHYSI CI AN 0. X 645, 937. 0. 40, 454,
31) BENUAM N GREENBLATT | 40.00]
CHAI RVAN, EMERGENCY 0. X 478, 186. 0. 35, 116.
1b Sub-total e >
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2
d Total (add lineslband 1C) . . . = & & & @ @ @ i i i it e e e e e e e e e e >
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 » 328
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 suchindividual . . . . ... ... ... ..., 3 X
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000? If “Yes,” complete Schedule J for such
INIVIAUAL . . 4 o e e s e e e e e e e e e e e e 4 | X
5 Did any person listed on line la receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule J for suchperson ., ... ............ 5 X
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A (B) ©
Name and business address Description of services Compensation

2 Total number of independent contractors (including but not limited to those listed above) who received
more than $100,000 in compensation from the organization p
I5A Form 990 (2015)

5E1055 1.000
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Form 990 (2015)
Part VI

THE NORWALK HOSPI TAL ASSOCI ATI ON

06- 6068853

Page 9

Statement of Revenue

Check if Schedule O contains a response or note to any line in this Part VI

(A

Total revenue

(C)]
Related or
exempt
function
revenue

©
Unrelated
business
revenue

()]

Revenue

excluded from tax
under sections

512-514

la

- ® Q O T

Contributions, Gifts, Grants
and Other Similar Amounts

Federated campaigns . - « . « . . . la

Membershipdues. « « « « « « « . . 1b

Fundraisingevents . . « « « « « .« . ic

Related organizations . . . . . . . . 1d

1,016, 953.

Government grants (contributions) . . | 1e

1, 683, 975.

All other contributions, gifts, grants,

and similar amounts not included above . | 1f

Noncash contributions included in lines 1a-1f: $

Total. Add ines 1a-1f v v v v v v @ v v w w @ e e e e e >

2,700,

928.

2a

Program Service Revenue
«Q —+~ © QO O T

Business Code

NET PATI ENT_SERVI CE REV 621400

369, 664,

379.

369, 664, 379.

NORWALK SURGERY CENTER JV 900099

, 469,

202.

3, 469, 202.

LAB SERVI CES REVENUE 621500

, 588,

899.

2, 588, 899.

OTHER MEDI CAL SERVI CES 900099

651.

1, 355, 651.

OTHER 900099

, 174,

043.

1,174, 043.

All other program service revenue . . . . .

, 565,

3
2
1, 355,
1
2

897.

2, 565, 897.

Total. Add liNesS 2a-2f v v v v v v v v e e e e e e »

380, 818,

071.

7a

8a

Other Revenue

9a

10a

Investment income  (including  dividends, interest,

and other similar amounts). . = « = v ¢ v 4 0 000 >

Income from investment of tax-exempt bond proceeds . >
Royalties « v v v v v v e e e e e e e e e e »

4, 804,

006.

13.

4, 803, 993.

() Real (ii) Personal

Grossrents - « « « « « . . 3, 821, 936.

Less: rental expenses . . . 3,408, 850.

Rental income or (loss) 413, 086.

Net rental income or (loss) .

413,

086.

413, 086.

Gross amount from sales of (i) Securities (i) Other

assets other than inventory

Less: cost or other basis
and sales expenses . . . .

Gainor (Ioss) = « « v« 4 .

Net gain or (loss)

Gross income from fundraising

events (not including $

of contributions reported on line 1c).

See PartIV,linel8 . . . « « v v v o v . a

Less: directexpenses . . « - v 2 v ... b

Net income or (loss) from fundraising events. . . . . . . >

Gross income from gaming activities.
See Part IV, line 19

Less: directexpenses . . « - v 2 v ... b

Net income or (loss) from gaming activities. . . . . . . >

Gross sales of inventory, less
returns and allowances , . . ... ... a

363, 353.

Less: costofgoodssold . . . . . . . .. b

167, 897.

Net income or (loss) from sales of inventory,

195,

456.

195, 456.

Miscellaneous Revenue Business Code

12

CAFETERI A/ VENDI NG 900099

1, 800,

431.

1, 800, 431.

PARKI NG 900099

139,

727.

139, 727.

All otherrevenue . « « « v v v v v v v« &

Total. Add lines 11a-11d
Total revenue. See instructions. . « . « « v &« & & o« & »

1, 940,

158.

390,871

705.

378,229, 172.

2,588, 912.

7,352, 693.

JSA
5E1051 1.000

0133KV F227

Form 990 (2015)
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Form 990 (2015)
REVRENE Statement of Functional Expenses

THE NORWALK HOSPI TAL ASSOCI ATI ON

06- 6068853

Page 10

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

Check if Schedule O contains a response or note to any line in this Part IX

Do not include amounts reported on lines 6b, 7b,

(A)

(B)

©)

(D)

&, 9b, and 100 of Part Vil e | Tl | temedeme i’

1 Grants and other assistance to domestic organizations

and domestic governments. See Part IV, line21 . . . . 0.
2 Grants and other assistance to domestic
individuals. See Part IV, line22 ., . . ... ... 0.
3 Grants and other assistance to foreign
organizations, foreign governments, and foreign
individuals. See Part IV, lines 15 and 16 | | | , . 0.
4 Benefits paid toor formembers, ., , . ... .. 0.
5 Compensation of current officers, directors,
trustees, and key employees , . . . ... ... 892, 780. 892, 780.
6 Compensation not included above, to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(c)(3)B) , . . . . . 0.
7 Other salariesandwages , . , . . . .. .... 138, 378, 710. 119, 082, 809. 19, 295, 901.
8 Pension plan accruals and contributions (include
section 401(k) and 403(b) employer contributions) 4, 534, 999. 3, 967, 932. 567, 067.

9 Other employeebenefits . . . . . v« v v v v . 25, 325, 564. 22, 209, 656. 3,115, 908.
10 Payroll taxes « « « « « v v v v v e e 8,507, 224. 7,427, 495. 1,079, 729.
11 Fees for services (non-employees):

a Management ., ... ..... 0.

blegal . ... ... ... ... 924, 906. 924, 906.

cAccounting . . .. ... ... ... ... 0.

dLlobbying . ... ... ...... ... ... 121, 314. 121, 314.

e Professional fundraising services. See Part IV, line 17, 0.

f Investment managementfees , ., ... ... 0.

g Other. (if line 11g amount exceeds 10% of line 25, column

(A) amount, list line 11g expenses on Schedule O)ATCH 2 72’ 789' 541 581 731! 666 14! 0571 875
12 Advertising and promotion _, , . . . ... ... 28, 503. 26, 407. 2, 096.
13 OffiCe eXPenses . . v v v v v v v v v v e s 1,517, 505. 815, 461. 702, 044.
14 Information technology. . . . . . .. ... .. 3,192, 659. 2, 743, 809. 448, 850.
15 Royalties, , . . .. v v i 0.
16 OCCUPANCY . . v s o s oo 16, 411, 030. 11, 951, 224. 4, 459, 806.
17 Travel | o . . . e e e e 660, 275. 601, 661. 58, 614.
18 Payments of travel or entertainment expenses

for any federal, state, or local public officials 0.
19 Conferences, conventions, and meetings , . . . 24, 607. 24, 607.
20 INETESE . o o v e e e e 2, 666, 380. 639, 708. 2,026, 672.
21 Paymentsto affiliates. . . . . .. .. .. ... 0.
22 Depreciation, depletion, and amortization , , _ , 22,949, 810. 16, 548, 898. 6, 400, 912.
23 INSUMANCE . . . o v e e e e 2,433, 100. 2,404, 221. 28, 879.
24 Other expenses. Itemize expenses not covered

above (List miscellaneous expenses in line 24e. If

line 24e amount exceeds 10% of line 25, column

(A) amount, list line 24e expenses on Schedule O.)

aPHARMACY 28, 012, 046. 28,012, 046.

pbMEDI CAL_SUPPLIES 20, 654, 628. 20, 654, 628.

¢HOSPI TAL TAX 20, 153, 761. 20, 153, 761.

dRADI QLOGY & LAB SUPPLIES 4, 245, 276. 4, 245, 276.

e All other expenses _________________ 4,785, 384, 2,706, 845, 2,078, 539.
25 Total functional expenses. Add lines 1 through 24e 379, 210, 002. 322, 948, 110. 56, 261, 892.
26 Joint costs. Complete this line only if the

organization reported in column (B) joint costs

from a combined educational campaign and

fundraising solicitation. Check here p if

following SOP 98-2 (ASC 958-720) . . . . .. . 0.
JSA

5E1052 1.000
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THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853
Form 990 (2015) Page 11
EPE@ Balance Sheet
Check if Schedule O contains a response or noteto anylineinthisPart X. . . . ... .. ... ... ...... |
(A (B)
Beginning of year End of year
1 Cash-non-interest-bearing . .. ... ... ... 43, 468, 380. | 1 14, 672, 648.
2 Savings and temporary cashinvestments_ . . . . . . . ... ... ... ... 0.] 2 15, 836, 057.
3 Pledges and grants receivable, net _ . . . . .. ... ... ... ... ... 0. 3 0.
4 Accounts receivable,net . L 44,469, 740.| 4 46, 916, 152.
5 Loans and other receivables from current and former officers, directors,
trustees, key employees, and highest compensated employees.
Complete Part Il of Schedule L | _ . . . . . . . .. . ... ... ... ... . 0.| 5 0.
6 Loans and other receivables from other disqualified persons (as defined under section
4958(f)(1)), persons described in section 4958(c)(3)(B), and contributing employers
and sponsoring organizations of section 501(c)(9) voluntary employees' beneficiary
® organizations (see instructions). Complete Part Il of ScheduleL . . . . . . . ... 0.] 6 0.
‘sn‘.) 7 Notes and loans receivable,net . . . . . . . .. .. ... ... 61, 725.| 7 53, 027.
2| 8 |Inventoriesforsaleoruse ... ... .. ... 2,725,505.| 8 3, 163, 878.
9 Prepaid expenses and deferredcharges . . . . ... ... ... .... 1,688,811.| 9 731, 340.
10a Land, buildings, and equipment: cost or
other basis. Complete Part VI of Schedule D 10a| 644,172, 138.
b Less: accumulated depreciation. . . . . . .. .. 10b | 372,195,173. 269, 175, 967. |10c 271,976, 965.
11 Investments - publicly traded securities , . , . ... ... ... ... ... 123, 434, 544. | 11 0.
12 Investments - other securities. See Part IV, line 11, , , . . ... ... .. .. 7,411, 876.| 12 143, 647, 499.
13 Investments - program-related. See Part IV, line11 . . . . ... ...... 98, 322, 402. | 13 100, 837, 121.
14 Intangibleassets, . . . . ... ... ... 0.]14 0.
15 Otherassets. See Part IV, ine 11 | . . . . . . . v v 48, 786, 137. | 15 40, 673, 818.
16  Total assets. Add lines 1 through 15 (must equalline 34) . . ... .. ... 639, 545, 087. | 16 638, 508, 505.
17 Accounts payable and accrued expenses ., . . . . . . . . . s st 51,194, 090. | 17 47,704, 607.
18 Grantspayable, . . . .. . ... .. ... 0.]18 0.
19 Deferredrevenue . . . . . .. ... ... 0.]19 0.
20 Tax-exempt bond liabilities | | . . . . . . . .. 114, 265, 000. | 20 103, 521, 514.
21 Escrow or custodial account liability. Complete Part IV of Schedule D _ | | . 0.| 21 0.
@ 22 Loans and other payables to current and former officers, directors,
= trustees, key employees, highest compensated employees, and
3 disqualified persons. Complete Part Il of Schedule L , , . . . . ... ... .. 0.] 22 0.
=123 secured mortgages and notes payable to unrelated third parties | | . . . . . 0.] 23 0.
24 Unsecured notes and loans payable to unrelated third parties, . , . . . ... 0.] 24 0.
25 Other liabilities (including federal income tax, payables to related third
parties, and other liabilities not included on lines 17-24). Complete Part X
of Schedule D . . . . . . e e e e 124,371, 852. | 25 70,012, 347.
26 Total liabilities. Add lines 17 through 25, . . . . . .\ v v v v v v e e e v 289, 830, 942. | 26 221, 238, 468.
Organizations that follow SFAS 117 (ASC 958), check here » m and
3 complete lines 27 through 29, and lines 33 and 34.
§ 27 Unrestricted netassets _ 280, 584, 110. | 27 370, 196, 285.
&128 Temporarily restricted netassets ... 59, 661, 583. | 28 37, 484, 265.
T|29 Permanently restricted netassets. . . . . ... ... i i 9, 468, 452. | 29 9, 589, 487.
T Organizations that do not follow SFAS 117 (ASC 958), check here P> |:| and
5 complete lines 30 through 34.
,g 30 Capital stock or trust principal, or currentfunds = . ... ... ... 30
©131 Paid-in or capital surplus, or land, building, or equipmentfund = = | 31
f 32 Retained earnings, endowment, accumulated income, or other funds = | 32
Z(33 Total net assets or fund balances . . 349, 714, 145.| 33 417, 270, 037.
34 Total liabilities and net assets/fund balances, . . . . . . ... .. . .. ... 639, 545, 087. | 34 638, 508, 505.
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THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853

Form 990 (2015) Page 12
Reconciliation of Net Assets
Check if Schedule O contains a response or noteto any lineinthisPart Xl . ..................
1 Total revenue (must equal Part VIII, column (A), line 12) _ . . . . . . . . . . . .. ... 1 390, 871, 705.
2 Total expenses (must equal Part IX, column (A), ine 25) . . . . . . . . . . . 2 379, 210, 002.
3 Revenue less expenses. Subtract line 2 fromline 1 | . . . . . . . . . .. .. .t 3 11, 661, 703.
4 Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A)) . . . . . 4 349, 714, 145.
5 Net unrealized gains (losses) oninvestments | . . . . . . . . . . o 5 5,512, 496.
6 Donated services and use of facilities | . . . . . . . . . .. . 6 0.
7 INVESIMENT EXPENSES | . . . . . oot e e e e 7 0.
8 Prior period adjustments | | . . L L L L L 8 0.
9 Other changes in net assets or fund balances (explainin Schedule ©) . . . . . . . .. .. .. ... 9 50, 381, 693.
10 Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line
R L)) 10 417, 270, 037.
Financial Statements and Reporting
Check if Schedule O contains a response or noteto any lineinthisPart XIl ... ................ |:|
Yes | No
1 Accounting method used to prepare the Form 990: |:| Cash Accrual |:| Other
If the organization changed its method of accounting from a prior year or checked "Other," explain in
Schedule O.
2a Were the organization's financial statements compiled or reviewed by an independent accountant? = | 2a X
If "Yes," check a box below to indicate whether the financial statements for the year were compiled or
reviewed on a separate basis, consolidated basis, or both:
|:| Separate basis |:| Consolidated basis |:| Both consolidated and separate basis
b Were the organization's financial statements audited by an independent accountant? . . . . . . ... .. ... 2b | X
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 |:| Both consolidated and separate basis
c If "Yes" to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight
of the audit, review, or compilation of its financial statements and selection of an independent accountant? 2c | X
If the organization changed either its oversight process or selection process during the tax year, explain in
Schedule O.
3a As aresult of a federal award, was the organization required to undergo an audit or audits as set forth in
the Single Audit Actand OMB Circular A-1337 &« & v v v v i i e s s e e s e s e s e s s e s s s e 3a | X
b If "Yes," did the organization undergo the required audit or audits? If the organization did not undergo the
required audit or audits, explain why in Schedule O and describe any steps taken to undergo such audits. 3p | X

Form 990 (2015)
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SCHEDULE A Public Charity Status and Public Support | oM No. 1545-0047

(Form 990 or 990-EZ) Complete if the organization is a section 501(c)(3) organization or a section 2@1 5
4947(a)(1) nonexempt charitable trust.

Department of the Treasury P Attach to Form 990 or Form 990-EZ. Open to I_3ublic

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

Name of the organization Employer identification number

THE NORWALK HOSPI TAL ASSOCI ATl ON 06- 6068853

Reason for Public Charity Status (All organizations must complete this part.) See instructions.
The organization is not a private foundation because it is: (For lines 1 through 11, check only one box.)

- A church, convention of churches, or association of churches described in section 170(b)(1)(A)(i).
- A school described in section 170(b)(1)(A)(ii). (Attach Schedule E (Form 990 or 990-EZ).)
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:
5 |:| An organization operated for the benefit of a college or university owned or operated by a governmental unit described in
section 170(b)(1)(A)(iv). (Complete Part Il.)
6 B A federal, state, or local government or governmental unit described in section 170(b)(1)(A)(v).
An organization that normally receives a substantial part of its support from a governmental unit or from the general public
described in section 170(b)(1)(A)(vi). (Complete Part Il.)
8 B A community trust described in section 170(b)(1)(A)(vi). (Complete Part II.)
9 An organization that normally receives: (1) more than 331/3% 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 331/3 % of its
support from gross investment income and unrelated business taxable income (less section 511 tax) from businesses
acquired by the organization after June 30, 1975. See section 509(a)(2). (Complete Part Ill.)

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

one or more publicly supported organizations described in section 509(a)(1) or section 509(a)(2). See section 509(a)(3). Check

the box in lines 11a through 11d that describes the type of supporting organization and complete lines 11e, 11f, and 11g.
a |:| 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 IV, Sections A and B.
Type Il. A supporting organization supervised or controlled in connection with its supported organization(s), by having
control or management of the supporting organization vested in the same persons that control or manage the supported
organization(s). You must complete Part IV, Sections A and C.
c Type lll functionally integrated. A supporting organization operated in connection with, and functionally integrated with,

its supported organization(s) (see instructions). You must complete Part IV, Sections A, D, and E.

o

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

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

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

g Provide the following information about the supported organization(s).

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

(A)

(B

©

(D)

B)

Total

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

Form 990 or 990-EZ.
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THE NORWALK HOSPI TAL ASSOCI ATI ON

Schedule A (Form 990 or 990-EZ) 2015

06- 6068853

Page 2

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

(Complete only if you checked the box on line 5, 7, or 8 of Part | or if the organization failed to qualify under
Part 1. If the organization fails to qualify under the tests listed below, please complete Part IIl.)

Section A. Public Support

Calendar year (or fiscal year beginning in) » (a) 2011 (b) 2012 (c) 2013

1

6

(d) 2014

(e) 2015 (f) Total

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

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

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

Total. Add lines 1 through 3

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

Public support. Subtract line 5 from line 4.

Section B. Total Support

Calendar year (or fiscal year beginning in) » (a) 2011 (b) 2012 (c) 2013

7
8

10

11
12

13

(d) 2014

(e) 2015 (f) Total

Amounts fromlined4 . ... ......

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

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

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

Total support. Add lines 7 through 10 ,

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

12

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

organization, check thisboxandstophere . . ... ... ... ... ... ..

Section C. Computation of Public Support Percentage

14
15
16a

17a

18

Public support percentage for 2015 (line 6, column (f) divided by line 11, column (f))

Public support percentage from 2014 Schedule A, Part Il,line14 , ., , ., . ... ...

14

%

15

331/3% support test - 2015. If the organization did not check the box on line 13, and line 14 is 331/3% or more, check
this box and stop here. The organization qualifies as a publicly supported organization , . . . . ..
331/3% support test - 2014. If the organization did not check a box on line 13 or 16a, and line 15 is 331/3% or more,
check this box and stop here. The organization qualifies as a publicly supported organization. . . .
10%-facts-and-circumstances test - 2015. If the organization did not check a box on line 13, 16a, or 16b, and line 14 is
10% or more, and if the organization meets the "facts-and-circumstances" test, check this box and stop here. Explain in
Part VI how the organization meets the "facts-and-circumstances” test. The organization qualifies as a publicly supported
Organization. . . . . . . . i it i e e e e e e e e e e e e e e e e e e e e e e e e e e e
10%-facts-and-circumstances test - 2014. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line
15 is 10% or more, and if the organization meets the "facts-and-circumstances” test, check this box and stop here.
Explain in Part VI how the organization meets the "facts-and-circumstances" test. The organization qualifies as a publicly
supported organization .. . . . . . . . L L L L e e e e e e e e e e e e e e e e e e e e e e e e e e
Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see

LS oo g

» [ ]

[]

» [ ]
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THE NORWALK HOSPI TAL ASSCCI ATl ON 06- 6068853
Schedule A (Form 990 or 990-EZ) 2015 Page 3
Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only if you checked the box on line 9 of Part | or if the organization failed to qualify under Part Il.
If the organization fails to qualify under the tests listed below, please complete Part Il.)
Section A. Public Support
Calendar year (or fiscal year beginning in) P (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  Gross receipts from admissions, merchandise
sold or services performed, or facilities
furnished in any activity that is related to the

organization's tax-exempt purpose

3 Gross receipts from activities that are not an

unrelated trade or business under section 513 |

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

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

6 Total. Add lines 1 through 5

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% of the amount on line 13 for the year

c Addlines7aand7b. . « « v v 4 ...
8 Public support. (Subtract line 7c from

iNEG.) v v v v v i e i v e e e e
Section B. Total Support
Calendar year (or fiscal year beginning in) P (a) 2011 (b) 2012 (c) 2013 (d) 2014 (e) 2015 (f) Total

9 Amounts fromline6. . . ... .....
10a Gross income from interest, dividends,
payments received on securities loans,
rents, royalties and income from similar
SOUMCES . v v v v v+ s & s = = = = = = &«

b Unrelated business taxable income (less

section 511 taxes) from businesses
acquired after June 30, 1975

¢ Addlines 10aand10b , _ , ., . . ...
11 Net income from unrelated business
activities not included in line 10b,
whether or not the business is regularly
carriedonN = = = + = & % w2 o= o= owoa o o=

12  Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPartVL) ., ... .......

13 Total support. (Add lines 9, 10c, 11,

and12) . L

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 thisboxand stop here. . . . . . o 0 0 v 0 0 i v i i i bt e i w e e w s e e e e e e e e e e a s e »

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 percentage from 2014 Schedule A, Partlll, line15. . . . . & v v v v i v v v a v v v o u w x s 16 %

Section D. Computation of Investment Income Percentage

17 Investment income percentage for 2015 (line 10c, column (f) divided by line 13, column (f)) _ . . . . . .. . . 17 %

18 Investment income percentage from 2014 Schedule A, Part I, line17 . . . . . . . . o v v v o i .. 18 %

19a 331/3% support tests - 2015. If the organization did not check the box on line 14, and line 15 is more than 331/3%, and line
17 is not more than 331/3%, check this box and stop here. The organization qualifies as a publicly supported organization P>
b 331/3% support tests - 2014. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 331/3 %, and
line 18 is not more than 331/3%, check this box and stop here. The organization qualifies as a publicly supported organization P ’:’

20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions | 2

JSA Schedule A (Form 990 or 990-EZ) 2015
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THE NORWALK HOSPI TAL ASSCCI ATl ON 06- 6068853
Schedule A (Form 990 or 990-EZ) 2015 Page 4
Supporting Organizations
(Complete only if you checked a boxin line 11 of Part I. If you checked 11a of Part |, complete Sections A
and B. If you checked 11b of Part I, complete Sections A and C. If you checked 11c of Part |, complete
Sections A, D, and E. If you checked 11d of Part |, complete Sections A and D, and complete Part V.)
Section A. All Supporting Organizations

Yes| No

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

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

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

b Did the organization confirm that each supported organization qualified under section 501(c)(4), (5), or (6) and
satisfied the public support tests under section 509(a)(2)? If "Yes," describe in Part VI when and how the
organization made the determination. 3b

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

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

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

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

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

b Type | or Type Il only. Was any added or substituted supported organization part of a class already
designated in the organization's organizing document? 5b

¢ Substitutions only. Was the substitution the result of an event beyond the organization's control? 5¢C

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, (ii) individuals that are part of the charitable class benefited
by one or more of its supported organizations, or (iii) other supporting organizations that also support or
benefit one or more of the filing organization’s supported organizations? If "Yes," provide detail in Part VI. 6

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

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

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

in section 509(a)(1) or (2))? If "Yes," provide detail in Part VI. 9a

b Did one or more disqualified persons (as defined in line 9a) hold a controlling interest in any entity in which
the supporting organization had an interest? If "Yes," provide detail in Part VI. 9b

¢ Did a disqualified person (as defined in line 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 detail in Part VI. 9c

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

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

JSA Schedule A (Form 990 or 990-EZ) 2015
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THE NORWALK HOSPI TAL ASSCCI ATI ON 06- 6068853
Schedule A (Form 990 or 990-EZ) 2015 Page 5
Supporting Organizations (continued)

Yes| No
11  Has the organization accepted a gift or contribution from any of the following persons?
a A person who directly or indirectly controls, either alone or together with persons described in (b) and (c)
below, the governing body of a supported organization? lla
b A family member of a person described in (a) above? 11b
c A 35% controlled entity of a person described in (a) or (b) above? If “Yes” to a, b, or ¢, provide detail in Part VI. 1llc
Section B. Type | Supporting Organizations
Yes| No
1 Did the directors, trustees, or membership of one or more supported organizations have the power to
regularly appoint or elect at least a majority of the organization’s directors or trustees at all times during the
tax year? If "No," describe in Part VI how the supported organization(s) effectively operated, supervised, or
controlled the organization’s activities. If the organization had more than one supported organization,
describe how the powers to appoint and/or remove directors or trustees were allocated among the supported
organizations and what conditions or restrictions, if any, applied to such powers during the tax year. 1
2 Did the organization operate for the benefit of any supported organization other than the supported
organization(s) that operated, supervised, or controlled the supporting organization? If "Yes," explain in Part
VI how providing such benefit carried out the purposes of the supported organization(s) that operated,
supervised, or controlled the supporting organization. 2
Section C. Type Il Supporting Organizations
Yes| No
1  Were a majority of the organization’s directors or trustees during the tax year also a majority of the directors
or trustees of each of the organization’s supported organization(s)? If "No," describe in Part VI how control
or management of the supporting organization was vested in the same persons that controlled or managed
the supported organization(s). 1
Section D. All Type lll Supporting Organizations
Yes| No
1 Did the organization provide to each of its supported organizations, by the last day of the fifth month of the
organization’s tax year, (i) a written notice describing the type and amount 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 natification, and (iii) copies of
the organization’s governing documents in effect on the date of notification, to the extent not previously
provided? 1
2 Were any of the organization’s officers, directors, or trustees either (i) appointed or elected by the supported
organization(s) or (ii) serving on the governing body of a supported organization? If "No," explain in Part VI how
the organization maintained a close and continuous working relationship with the supported organization(s). 2
3 By reason of the relationship described in (2), did the organization’s supported organizations have a
significant voice in the organization’s investment policies and in directing the use of the organization’s
income or assets at all times during the tax year? If "Yes," describe in Part VI the role the organization’s
supported organizations played in this regard. 3

Section E. Type lll Functionally-Integrated Supporting Organizations
1 Check the box next to the method that the organization used to satisfy the Integral Part Test during the year (seeinstructions):
a The organization satisfied the Activities Test. Complete line 2 below.
b The organization is the parent of each of its supported organizations. Complete line 3 below.

c The organization supported a governmental entity. Describe in Part VI how you supported a government entity (see instructions).
Yes| No

2 Activities Test. Answer (a) and (b) below.

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

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

3 Parent of Supported Organizations. Answer (a) and (b) below.
a Did the organization have the power to regularly appoint or elect a majority of the officers, directors, or
trustees of each of the supported organizations? Provide details in Part VI. 3a
b Did the organization exercise a substantial degree of direction over the policies, programs, and activities of each
of its supported organizations? If "Yes," describe in Part VI the role played by the organization in this regard. 3b
ISA Schedule A (Form 990 or 990-EZ) 2015
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THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853
Schedule A (Form 990 or 990-EZ) 2015 Page 6
% Type Il Non-Functionally Integrated 509(a)(3) Supporting Organizations
1

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

(B) Current Year

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

1 Net short-term capital gain

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

5 Depreciation and depletion

A [W[IN (-

6 Portion of operating expenses paid or incurred for production or
collection of gross income or for management, conservation, or
maintenance of property held for production of income (see instructions)
7 Other expenses (see instructions)

8 Adjusted Net Income (subtract lines 5, 6 and 7 from line 4) 8

(B) Current Year

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

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

instructions for short tax year or assets held for part of year):

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

2 Acquisition indebtedness applicable to non-exempt-use assets 2

3 Subtract line 2 from line 1d

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

see instructions).

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

6 Multiply line 5 by .035

7 Recoveries of prior-year distributions

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

w

o|~|o o~

Section C - Distributable Amount Current Year

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

2 Enter 85% of line 1

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

4 Enter greater of line 2 or line 3

5 Income tax imposed in prior year

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

emergency temporary reduction (see instructions) 6

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

A [W[IN (-

Schedule A (Form 990 or 990-EZ) 2015
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THE NORWALK HOSPI TAL ASSOCI ATI ON

Schedule A (Form 990 or 990-EZ) 2015
Type Il Non-Functionally Integrated 509(a)(3) Supporting Organizations (continued)
Section D - Distributions

06- 6068853
Page 7

Current Year

1

Amounts paid to supported organizations to accomplish exempt purposes

2

Amounts paid to perform activity that directly furthers exempt purposes of supported

organizations, in excess of income from activity

Administrative expenses paid to accomplish exempt purposes of supported organizations

Amounts paid to acquire exempt-use assets

Qualified set-aside amounts (prior IRS approval required)

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

Total annual distributions. Add lines 1 through 6.

0N |O |0 |~ W

Distributions to attentive supported organizations to which the organization is responsive

(provide details in Part VI). See instructions.

Distributable amount for 2015 from Section C, line 6

10

Line 8 amount divided by Line 9 amount

Section E - Distribution Allocations (see instructions)

0]

Excess Distributions

(i) (iii)
Underdistributions Distributable
Pre-2015 Amount for 2015

Distributable amount for 2015 from Section C, line 6

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

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)

|7 Tijle|™|lo|alo|o|o

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

Distributions for 2015 from Section
D, line 7: $

Applied to underdistributions of prior years

Applied to 2015 distributable amount

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

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

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

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

Breakdown of line 7:

Excessfrom2013........

Excessfrom2014. .. ... ..

o|a|l0o|T|®

Excessfrom2015........

JSA

5E1232 1.000

0133KV F227

Schedule A (Form 990 or 990-EZ) 2015

PAGE 21



THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853

Schedule A (Form 990 or 990-EZ) 2015 Page 8
=@l Supplemental Information. Provide the explanations required by Part II, line 10; Part Il, line 17a or 17b;
and Part lll, line 12. Also complete this part for any additional information. (See instructions).
ISA Schedule A (Form 990 or 990-EZ) 2015
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Schedu
(Form 990,
or 990-PF)

Department of the Treasury
Internal Revenue Service

le B Schedule of Contributors

OMB No. 1545-0047

990-EZ,

P Information about Schedule B (Form 990, 990-EZ, or 990-PF) and its instructions is at www.irs.gov/form990.

» Attach to Form 990, Form 990-EZ, or Form 990-PF. 2@1 5

Name of the organization

THE NORWALK HOSPI TAL ASSOCI ATI ON

06- 6068853

Employer identification number

Organization type (check one):

Filers of:

Form 990

Form 990-

Section:
or 990-EZ 501(c)( 3 ) (enter number) organization
4947(a)(1) nonexempt charitable trust not treated as a private foundation
527 political organization
PF 501(c)(3) exempt private foundation

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

O0odnx

501(c)(3) taxable private foundation

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

General Rule

For an organization filing Form 990, 990-EZ, or 990-PF that received, during the year, contributions totaling $5,000

or more (in money or property) from any one contributor. Complete Parts | and Il. See instructions for determining a

contributor's total contributions.

Special Rules

[]

[]

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

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

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

totaling $5,000 or more duringthe year . . . . . . . . . .. ...ttt >SS __

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

Form 990

-PF, Part |, line 2, to certify that it does not meet the filing requirements of Schedule B (Form 990, 990-EZ, or 990-PF).

For Paperw

JSA
5E1251 2.000
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Schedule B (Form 990, 990-EZ, or 990-PF) (2015) Page 2
Name of organization |HE NORWALK HOSPI TAL  ASSCOCT ATT ON

Employer identification number

06- 6068853
Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
1 | NORWALK HOSPI TAL FOUNDATI ON Person
Payroll
24 STEVENS STREET 1, 016, 953. Noncash
(Complete Part Il for
NORWALK, CT 06850 noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 | STATE OF CT, DEPT OF MENTAL HEALTH Person
Payroll
410 CAPI TAL AVENUE 1, 657, 370. Noncash
(Complete Part Il for
HARTFORD, CT 06134 noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
3 | STATE OF CT, DEPT OF PUBLIC HEALTH Person
Payroll
410 CAPI TAL AVENUE 26, 605. Noncash
(Complete Part Il for
HARTFORD, CT 06134 noncash contributions.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
Person
Payroll
Noncash
(Complete Part Il for
noncash contributions.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
Person
Payroll
Noncash
(Complete Part Il for
noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
Person
Payroll
Noncash
(Complete Part Il for
noncash contributions.)

JSA
5E1253 2.000

0133KV F227
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Schedule B (Form 990, 990-EZ, or 990-PF) (2015)

Page 3

Name of organization  THE NORWALK HOSPI TAL ASSOCI ATI ON

Employer identification number

06- 6068853
zEIgdIl Noncash Property (see instructions). Use duplicate copies of Part Il if additional space is needed.

(a) No. (c)

from L (b) . FMV (or estimate) (d) .

Part | Description of noncash property given (see instructions) Date received
$

(a) No. (c)

from L (b) . FMV (or estimate) (d) .

Part | Description of noncash property given (see instructions) Date received
$

(a) No. (c)

from L (b) . FMV (or estimate) (d) .

Part | Description of noncash property given (see instructions) Date received
$

(a) No. (c)

from L (b) . FMV (or estimate) (d) .

Part | Description of noncash property given (see instructions) Date received
$

(a) No. (c)

from L (b) . FMV (or estimate) (d) .

Part | Description of noncash property given (see instructions) Date received
$

(a) No. (c)

from L ; (b) h . FMV (or estimate) (d) ived

Part | Description of noncash property given (see instructions) Date receive
$

ISA Schedule B (Form 990, 990-EZ, or 990-PF) (2015)
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Schedule B (Form 990, 990-EZ, or 990-PF) (2015)

Page 4

Name of organization THE NORWALK HOSPI TAL ASSCCI ATl ON

Employer identification number

06- 6068853

3EIglll] Exclusively religious, charitable, etc., contributions to organizations described in section 501(c)(7), (8), or
(10) that total more than $1,000 for the year from any one contributor. Complete columns (a) through (e) and
the following line entry. For organizations completing Part lll, enter the total of exclusively religious, charitable, etc.,

contributions of $1,000 or less for the year. (Enter this information once. See instructions.) > $

Use duplicate copies of Part Il if additional space is needed.

(a) No.
from (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part |
(e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
(a) No.
from (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part |
(e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
(a) No.
from (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part |
(e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
(a) No.
from (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part |
(e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
ISA Schedule B (Form 990, 990-EZ, or 990-PF) (2015)
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SCHEDULE C Political Campaign and Lobbying Activities OMB No. 1545-0047
(Form 990 or 990-EZ)
For Organizations Exempt From Income Tax Under section 501(c) and section 527 2@1 5
Department of the Treasury P Complete if the organization is described below. > Attach to Form 990 or Form 990-EZ. Open to Public
Internal Revenue Service P Information about Schedule C (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Inspection
If the organization answered "Yes," on Form 990, Part IV, line 3, or Form 990-EZ, Part V, line 46 (Political Campaign Activities), then
® Section 501(c)(3) organizations: Complete Parts I-A and B. Do not complete Part I-C.

® Section 501(c) (other than section 501(c)(3)) organizations: Complete Parts I-A and C below. Do not complete Part I-B.
® Section 527 organizations: Complete Part I-A only.
If the organization answered "Yes," on Form 990, Part IV, line 4, or Form 990-EZ, Part VI, line 47 (Lobbying Activities), then
® Section 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)): Complete Part II-A. Do not complete Part 11-B.
® Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)): Complete Part II-B. Do not complete Part II-A.

If the organization answered "Yes," on Form 990, Part IV, line 5 (Proxy Tax) (see separate instructions) or Form 990-EZ, Part V, line 35c (Proxy
Tax) (see separate instructions), then

® Section 501(c)(4), (5), or (6) organizations: Complete Part Ill.
Name of organization Employer identification number
THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853
Complete if the organization is exempt under section 501(c) or is a section 527 organization.

1 Provide a description of the organization's direct and indirect political campaign activities in Part V.

2 Political expenditures ., . . . . . . i it e e e e e e e e e e e e e e e e e e > S

3 Volunteer hours

Complete if the organization is exempt under section 501(c)(3).

1 Enter the amount of any excise tax incurred by the organization under section 4955, , . . . . > $
2 Enter the amount of any excise tax incurred by organization managers under section 4955 , , » $
3 If the organization incurred a section 4955 tax, did it file Form 4720 for thisyear? , . . . ... ... ...... H Yes H No
4a Was acormection made? . . . . . . . ... i e e e e e e e e e e e e e Yes No

b If "Yes," describe in Part V.
Part I-C Complete if the organization is exempt under section 501(c), except section 501(c)(3).

1 Enter the amount directly expended by the filing organization for section 527 exempt function

ACHVILIES . L L L L e e >S5
2 Enter the amount of the filing organization's funds contributed to other organizations for section
527 exempt function activities , |, . . . . .t v v i i e e e e e e e e e e |
3 Total exempt function expenditures. Add lines 1 and 2. Enter here and on Form 1120-POL,
e L7 e e e >3
4 Did the filing organization file Form 1120-POL forthisyear? . . . . . . . . . . . @ v i v i i e e e e e e e e u |_, Yes |_, No

5 Enter the names, addresses and employer identification number (EIN) of all section 527 political organizations to which the filing
organization made payments. For each organization listed, enter the amount paid from the filing organization's funds. Also enter
the amount of political contributions received that were promptly and directly delivered to a separate political organization, such
as a separate segregated fund or a political action committee (PAC). If additional space is needed, provide information in Part IV.

(a) Name (b) Address (c) EIN (d) Amount paid from (e) Amount of political
filing organization's contributions received and
funds. If none, enter -0-. promptly and directly
delivered to a separate
political organization. If
none, enter -0-.
(1)
(2
(3)
(4)
(5)
(6)
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule C (Form 990 or 990-EZ) 2015
JSA
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Schedule C (Form 990 or 990-EZ) 2015 THE NORWALK HOSPI TAL ASSCCI ATI ON
HWHIPY Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election under

06- 6068853 Page 2

section 501(h)).

A Check | | if the filing organization belongs to an affiliated group (and list in Part IV each affiliated group member's
name, address, EIN, expenses, and share of excess lobbying expenditures).

B Check >|:| if the filing organization checked box A and "limited control" provisions apply.

Limits on Lobbying Expenditures
(The term "expenditures" means amounts paid or incurred.)

(a) Filing
organization's totals

(b) Affiliated
group totals

la

- O QO O T

Total lobbying expenditures to influence public opinion (grass roots lobbying) . . . . .

Total lobbying expenditures to influence a legislative body (direct lobbying) . . . . . .

Total lobbying expenditures (add lines 1a and 1b)

Other exempt purpose expenditures . . . . . . . . . v i i v v vttt e e nn e

Total exempt purpose expenditures (add lines1cand1d). . . ... ... .......
Lobbying nontaxable amount. Enter the amount from the following table in both
columns.

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

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

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

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

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

Over $17,000,000 $1,000,000.

Grassroots nontaxable amount (enter 25% of line1f) . . . . . .. ... ... ... ...
Subtract line 1g from line 1a. If zeroor less,enter-0- , . . . . .. ... ... ......
Subtract line 1f from line 1c. If zero orless,enter-0- . . . . . .. ... ... ......

If there is an amount other than zero on either line 1h or line 1i, did the organization file Form 4720

|:| Yes |:| No

4-Year Averaging Period Under section 501(h)

(Some organizations that made a section 501(h) election do not have to complete all of the five columns below.
See the separate instructions for lines 2a through 2f.)

Lobbying Expenditures During 4-Year Averaging Period

Calendar year (or fiscal year

beginning in) () 2012 (b) 2013 (c)2014

(d) 2015

(e) Total

2a

Lobbying nontaxable amount

Lobbying ceiling amount
(150% of line 2a, column (e))

Total lobbying expenditures

Grassroots nontaxable amount

Grassroots ceiling amount
(150% of line 2d, column (e))

Grassroots lobbying expenditures

JSA
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THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853
Schedule C (Form 990 or 990-EZ) 2015 Page 3
Complete if the organization is exempt under section 501(c)(3) and has NOT filed Form 5768
(election under section 501(h)).
For each "Yes," response on lines la through 1i below, provide in Part IV a detailed ©) ®)
description of the lobbying activity. Yes | No Amount
1 During the year, did the filing organization attempt to influence foreign, national, state or local
legislation, including any attempt to influence public opinion on a legislative matter or
referendum, through the use of:

a VOIunteerS’) ---------------------------------------------- X

b Paid staff or management (include compensation in expenses reported on lines 1c through 1i)? X

c Medla advertlsements’) ---------------------------------------- X

d Mailings to members, legislators, or the public? X 8.

e Publications, or published or broadcast statements? X

f  Grants to other organizations for lobbying purposes? . . . . . . . . . . . . . . ... X 50, 110.

g Direct contact with legislators, their staffs, government officials, or a legislative body? . = _ . X 71,042,

h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means?_ _ _ . X

i Other aCtIVItIeS’) ------------------------------------------- X 154'

j Total.Addlines 1cthrough1i . . . . ... ... ... ... 121, 314.
2a Did the activities in line 1 cause the organization to be not described in section 501(c)(3)? | . . X

b If "Yes," enter the amount of any tax incurred under section 4912 . . . . ... ... ...

¢ If "Yes," enter the amount of any tax incurred by organization managers under section 4912

d If the filing organization incurred a section 4912 tax, did it file Form 4720 for this year? ., . . . .
Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section

501(c)(6).
Yes | No

1  Were substantially all (90% or more) dues received nondeductible by members? 1
2  Did the organization make only in-house lobbying expenditures of $2,000 or Iess'?: 2
3 Did the organization agree to carry over lobbying and political expenditures from the prioryear? , . . . ... ... 3

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

501(c)(6) and if either (a) BOTH Part lll-A, lines 1 and 2, are answered "No," OR (b) Part lll-A, line 3, is

answered "Yes."

5

Dues, assessments and similar amounts from members

Section 162(e) nondeductible lobbying and political expenditures (do not include amounts of

political expenses for which the section 527(f) tax was paid).

Total

Aggregate amount reported in section 6033(e)(1)(A) notices of nondeductible section 162(e) dues
If notices were sent and the amount on line 2c exceeds the amount on line 3, what portion of the
excess does the organization agree to carryover to the reasonable estimate of nondeductible lobbying

and political expenditure next year?

Taxable amount of lobbying and political expenditures (see instructions) . . . . . . v v v v v v v v v v u v

2a

2b

2C

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

SEE PACE 4

JSA
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THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853

Schedule C (Form 990 or 990-EZ) 2015 Page 4
Part IV Supplemental Information (continued)

SCHEDULE C PART 11 B - DESCRI PTI ON OF LOBBYI NG ACTIVITY

FEDERAL STATE AND LOCAL ELECTED OFFI CI ALS AND AGENCY HEADS WERE LOBBI ED
I N SUPPORT OF MAI NTAI NI NG PATI ENT ACCESS TO ESSENTI AL SERVI CES FOR THE
UNI NSURED AND UNDERSERVED. A PART OF TH S EFFORT, LOBBYI STS AND STAFF
TIME ARE | NCLUDED IN 1G AND M SCELLANEQUS EXPENSES ARE NOTED I N 11.
MENTAL HEALTH | NI TI ATI VES AND SUBSTANCE ABUSE TREATMENT WERE OF

PARTI CULAR | MPORTANCE.

DUES VWERE PAI D TO CONNECTI CUT HOSPI TAL ASSCOCI ATI ON (CHA) I N THE AMOUNT OF
$256, 691 DURI NG FI SCAL 2016. CHA HAS DETERM NED THAT FOR CHA' S FI SCAL
YEAR ENDI NG APRIL 30, 2016, 15.46% OF I TS MEMBERSH P DUES WERE EXPENDED
ON ACTI VI TIES THAT MEET THE MEDI CARE DEFI NI TI ON OF UNALLOABLE LOBBYI NG
(THOSE ACTI VI TI ES THAT ARE DI RECTLY RELATED TO COVMUNI CATI ONS W TH

LEA SLATORS OR ACTI ONS ON SPECI FI C LEG SLATI VE BI LLS). CHA CONTI NUES TO

I N\VEST RESOURCES ON ADVOCACY EFFORTS AND GOVERNMENTAL | NTERACTI ONS THAT

ARE SUPPORTED BY DUES AND NOT CONSI DERED UNALLOWABLE.

DUES VERE PAI D TO AMERI CAN HOSPI TAL ASSOCI ATI ON (AHA) I N THE AMOUNT OF
$47,134 DURI NG FI SCAL 2016. AHA HAD DETERM NED THAT 22.12% OF | TS
MEMBERSHI P DUES FOR CALENDAR 2016, WERE EXPENDED PM ACTI VI TI ES THAT MEET
THE MEDI CARE DEFI NI TI ON OF UNALLOWABLE LOBBYI NG. AHA CONTI NUES TO | NVEST
RESCURCES ON A BROAD RANGE OF ADVOCACY AND REPRESENTATI ON | NI TI TATI VES TO
HELP THE FI ELD UNDERSTAND AND RESPOND TO THE LEG SLATI VE AND REGULATORY
CHANGES ON THE HORI ZON AND TO SUPPORT HOSPI TALS AS THEY STRI VE TO DELI VER

AN EVER-H GHER QUALITY OF CARE I N THE FACE OF CHANGES.

ISA Schedule C (Form 990 or 990-EZ) 2015
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?F%TiDéJgLOE) b Supplemental Financial Statements OB Mo, 15450047
» Complete if the organization answered "Yes" on Form 990, 2@1 5
Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11c, 11d, 11e, 11f, 12a, or 12b.
Department of the Treasury P Attach to Form 990.
Internal Revenue Service P Information about Schedule D (Form 990) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
THE NORWALK HOSPI TAL ASSOCI ATl ON 06- 6068853

Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts.
Complete if the organization answered "Yes" on Form 990, Part IV, line 6.
(a) Donor advised funds (b) Funds and other accounts

Total number atendofyear . . .........
Aggregate value of contributions to (during year)
Aggregate value of grants from (during year) . .
Aggregate value atend ofyear. . . ... ....
Did the organization inform all donors and donor advisors in writing that the assets held in donor advised
funds are the organization's property, subject to the organization's exclusive legalcontrol? . . . ... ... .. |:| Yes |:| No
6 Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be used

only for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose

conferring impermissible private benefit? . . . . v v v a u i e e e e e e e e e e e e e e e e e e |:| Yes |:| No

Part Il Conservation Easements.
Complete if the organization answered "Yes" on Form 990, Part IV, line 7.

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

a b~ WN B

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

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

easement on the last day of the tax year. Held at the End of the Tax Year

a Total number of conservationeasements . . . . . . . . . .t i i ittt e e 2a

b Total acreage restricted by conservationeasements . . . . ... ... ... ... .. 2b

¢ 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. . . . . . . . . v o v v v v v v i v v v v v 2d

3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the

tax year p

4 Number of states where property subject to conservation easement is located »
5 Does the organization have a written policy regarding the periodic monitoring, inspection, handling of

violations, and enforcement of the conservation easementsit holds? . . . . . . . . ¢ v i v i i v v v v v v v |:| Yes |:| No
6 Staff and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
| 2
7 Amount of expenses incurred in monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
>3

8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B)(i)
and section 170M@BYI? . . . . . ..o ottt [Jves o
9 In Part XIIl, describe how the organization reports conservation easements in its revenue and expense statement, and
balance sheet, and include, if applicable, the text of the footnote to the organization’s financial statements that describes the
organization's accounting for conservation easements.
Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered "Yes" on Form 990, Part IV, line 8.

la |If the or?anlzatlon elected, as permitted under SFAS 116 %SC 958), not to report in its revenue statement and balance sheet
works of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide, in Part XIll, the text of the footnote to its flnanC|aI 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 in Form 990, Part VIIL IIne 1 . . v v v v o v v v i i e e e e e e e e e e e e >3
(ii) Assets included in FOrm 990, Part X. . v & v v v o i v it e e e e e e e e e e e e e e e e e >3

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

a Revenueincluded in Form 990, Part VIIL ine L . . . . . . . v i v i v i e e e e e e e e e e e > $
b Assets included in FOrm 990, Part X. « « & v v vt v v v i v v i e e e e e e e e e e e e e e e e e e e e > 3
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2015
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*EIsdlll 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 items (check all that apply):

a Public exhibition d Loan or exchange programs
b Scholarly research e Other
c Preservation for future generations

4  Provide a description of the organization's collections and explain how they further the organization's exempt purpose in Part

XML,

5 During the year, did the organization solicit or receive donations of art, historical treasures, or other similar

g\ Escrow and Custodial Arrangements.

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

990, Part X, line 21.

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

b If "Yes," explain the arrangement in Part Xlll and complete the following table:

Amount
c Beginningbalance . . ... ... ... ... . . e e 1lc
d Additions duringthe year , . . . . . .. ... ..ttt 1d
e Distributions duringtheyear, , ., . . . ... ... ... .. le
f Endingbalance . . . . ... ... ... . e e e e e 1f
2a Did the organization include an amount on Form 990, Part X, line 21, for escrow or custodial account liability? |_| Yes | | No

b If "Yes," explain the arrangement in Part XIll. Check here if the explanation has been provided on Part XII|

UM 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

la Beginning of year balance . . . .

Contributions . . . . . . .. ...

¢ Net investment earnings, gains,
andlosses. .+ v . v v i w e

d Grants or scholarships . . . . ..

e Other expenditures for facilities
and programs. . . . . . .0 ...

f Administrative expenses . . . . .

g End of year balance. . . . . ...
2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as:

a Board designated or quasi-endowment p %
Permanent endowment p %
Temporarily restricted endowment p %

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

3a Are there endowment funds not in the possession of the organization that are held and administered for the

organization by:

(i) unrelated organizations . . . . . . . . i i i e e e e e e e e e e e e e e e e e e e e e e e e e
(iiyrelated organizations . . . . . . . . i i i i e e e e e e e e e e e e e e e e e e e e e e e
b If "Yes" on line 3a(ii), are the related organizations listed as required on Schedule R?, . . . ... ... ..

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

Yes | No

3a(i)
3a(ii)
3b

Land, Bwldm%s and Equipment.
Complete if t

e organ|zat|0n answered "Yes" on Form 990, Part IV, line 11a. See Form 990, Part X, line 10.

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

la Land, . . . . . ... . 26, 000, 000. 26, 000, 000.
b Buildings . . . .. ... ... ... 205, 903, 566. | 120, 727, 107. 85, 176, 450.

¢ Leasehold improvements, . . . . . .. .. 11, 381, 591. 5, 243, 537. 6, 138, 054.

d Equipment . . 290, 746, 574. | 244, 577, 141. 46, 169, 433.

e Other . . . . .. ... ... 110, 140, 407.| 1, 647, 388. 108, 493, 019.
Total. Add lines 1a through le. (Column (d) must equal Form 990, Part X, column (B), line 10c.), , . . . .. | 271, 976, 965.
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CERAYIIl 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 security)

(b) Book value

(c) Method of valuation:

Cost or end-of-year market value

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

143, 647, 499.

FW

143, 647, 499.

WYl Investments - Program Related.

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

(a) Description of investment

(b) Book value

(c) Method of valuation:

Cost or end-of-year market value

(1) BEN I NT I N NORWALK HOSP. FDN

100, 837, 121.

FW

(2

(3)

(4)

()

(6)

(1)

(8)

9

Total. (Column (b) must equal Form 990, Part X, col. (B) line 13.) P>

100, 837, 121.

Part IX Other Assets.

Complete if the organization answered "Yes" on Form 990, Part IV, line 11d. See Form 990, Part X, line 15.

ATTACHVENT 1

(a) Description

(b) Book value

(1)457 PLAN ASSET 852, 186.
(2) CERNER PROJECT ALLOCATI ON 6, 446, 721.
(3) CONSTRUCT FUND/ COST | SSUANCE 256, 272.
(4) DUE FROM AFFI LI ATES 2,271, 699.
(5) ERP PRQIECT ALLOCATI ON 1,073, 039.
(6) I NTEREST | N CRT 7, 895, 307.
(7)1 T | NTEGRATI ON PRQJIECT COSTS 1, 375, 243.
(8) MALPRACTI CE RECEI VABLE 17, 267, 578.
(9) MALPRACTI CE TRUST 327.
Total. (Column (b) must equal Form 990, Part X, col. (B)line 15.). . . . . . . . . . . . v v v i i e i i u . > 40, 673, 518.

Other Liabilities.

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

line 25.
1. (a) Description of liability (b) Book value
(1) Federal income taxes ATTACHVENT 2
(2)457 PLAN LI ABI LI TY 852, 186.
(3)ASSET RETI REMENT OBLI GATI ON 9, 240, 931.
(4)DUE TO AFFI LI ATES 13, 128, 049.
(5)DUE TO THI RD PARTI ES 13, 975, 507.
(6) | NTEREST RATE SWAP 2,218, 719.
(7)LEASE - CURRENT AND LONG TERM 6, 666, 222.
(8) LONG TERM DI SABI LI TY RESERVE 1, 705, 196.
(9) MALPRACTI CE PAYABLE 17, 267, 578.
Total. (Column (b) must equal Form 990, Part X, col. (B) line 25.) P 70, 012, 347.

2. Liability for uncertain tax positions. In Part Xlll, provide the text of the footnote to the organization's financial statements that reports the
organization's liability for uncertain tax positions under FIN 48 (ASC 740). Check here if the text of the footnote has been provided in Part Xlll I:I
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Part XI Reconciliation of Revenue per Audited Financial Statements With Revenue per Return.
Complete if the organization answered "Yes" on Form 990, Part IV, line 12a.

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

a Net unrealized gains (losses) oninvestments . . . . .« . v o v o v v o v 2a

b Donated services and use of facilities . . . .« v v o 0 oo e ol 2b

¢ Recoveriesof prioryeargrantS. . . .« & v v v i i h s e e e e e e e s 2¢c

d Other (DescribeinPart XIL) v v v v v v v v e e e e e e e e et e e e e 2d

e Addlines2athrough2d . . . . v v vt i it i e e e e e e e e e 2e
3 Subtractline2e fromlinel . . . v v v it i it e e e e e e e e 3
4 Amounts included on Form 990, Part VIII, line 12, but not on line 1:

a Investment expenses not included on Form 990, Part Vlll, line7b . . . . . .. 4a

b Other (Describe iNPartXlIL) « v v v v v v v e e e e e e e e e e e e e 4b

C AddliNES4a and 4D .+ v v v v v e e e e e e e e e e e e e e e e e e e e e e e 4c
5 Total revenue. Add lines 3 and 4c. (This must equal Form 990, Partl,line12.) . . . . . .« v v v o v v 5

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

1  Total expenses and losses per audited financial statements . . . . . . . . v . o oo oo d e e e e 1
2 Amounts included on line 1 but not on Form 990, Part IX, line 25:

a Donated services and use of facilities . . .« . ¢ v o 0 00w e n e e e 2a

b Prioryearadjustments . . . . . . v i i i i e e e e e e e s 2b

C OthErI0SSES. v v v v v v v et e e e e e e e e e e e e e e e 2c

d Other (DescribeinPart XIL) v v v v v v v vt e e e e e e et e e e e e 2d

e Addlines2athrough2d . . . .« v o v i i it i e e e e e e e e e 2e
3 Subtractline2e fromlinel . . . v v v it i it e e e e e e e e 3
4 Amounts included on Form 990, Part IX, line 25, but not on line 1:

a Investment expenses not included on Form 990, Part VI, line7b . . . . . . . 4a

b Other (Describe iNPartXllL) « v« v v v v v e e e e e e e e e e e e 4b

C AddliNES 48 and 4D .+ v v v v i i e e e e e e e e e e e e e e e e e e e e e e e e 4c
5 Total expenses. Add lines 3 and 4c. (This must equal Form 990, Part I, line 18.) . . . . . . . .« .. .. 5

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

2; Part XI, lines 2d and 4b; and Part XII, lines 2d and 4b. Also complete this part to provide any additional information.
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THE NORWALK HOSPI TAL ASSCOCI ATI ON 06- 6068853 Page 5
Supplemental Information (continued)
ATTACHVENT 1
SCHEDULE D, PART | X - OTHER ASSETS
BOOK VALUE
1, 725, 144,
REEF ROAD JO NT VENTURE 1, 510, 000.
2.
TOTALS 40, 673, 518.
ATTACHVENT 2
SCHEDULE D, PART X - OTHER LI ABI LI TI ES
BOOK VALUE
MALPRACTI CE RESERVE 2,075, 127.
WORKERS COMP RESERVE 2,882, 832.
TOTALS 70,012, 347.
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SCHEDULE H
(Form 990)

Department of the Treasury
Internal Revenue Service

Hospitals

OMB No. 1545-0047

P Complete if the organization answered "Yes" on Form 990, Part IV, question 20.
P Attach to Form 990.
P Information about Schedule H (Form 990) and its instructions is at www.irs.gov/form990.

Name of the organization

THE NORWALK HOSPI TAL ASSOCI ATI ON

06- 6068853

2019

Open to Public
Inspection

Employer identification number

Financial Assistance and Certain Other Community Benefits at Cost

Yes| No
la Did the organization have a financial assistance policy during the tax year? If "No," skip to question6a . . . . . . . . la | X
b If"Yes,"wasitawrittenpolicy?. . . . & v ¢ v i i e e e e e e e e e e e e e e e e s 1b | X
2 If the organization had multiple hospital facilities, indicate which of the following best describes application of
the financial assistance policy to its various hospital facilities during the tax year.
Applied uniformly to all hospital facilities Applied uniformly to most hospital facilities
- Generally tailored to individual hospital facilities
3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of
the organization's patients during the tax year.
a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing
free care? If "Yes," indicate which of the following was the FPG family income limit for eligibility for free care: |3a|X
100% 150% 200% Other %
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes,"
indicate which of the following was the family income limit for eligibility for discounted care: , . ... .. ... ... 3b | X
200% 250% h 300% h 350% 400% Other %
¢ If the organization used factors other than FPG in determining eligibility, describe in Part VI the criteria used
for determining eligibility for free or discounted care. Include in the description whether the organization used
an asset test or other threshold, regardless of income, as a factor in determining eligibility for free or
discounted care.
4 Did the organization's financial assistance policy that applied to the largest number of its patients during the
tax year provide for free or discounted care to the "medically indigent"?, . . . . . . . . v i v i v it e 4 | X
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year? 5a | X
b If "Yes," did the organization's financial assistance expenses exceed the budgeted amount? . . . . . . . ... .. .. 5b X
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? . . . . . . .« o v i v i v i h i e e . 5¢c
6a Did the organization prepare a community benefit report during the taxyear? . . . . .. .. . o v v oo 6a | X
b If "Yes," did the organization make itavailabletothepublic? . . . . . . . . v . v v o i o i o e e e 6b | X
Complete the following table using the worksheets provided in the Schedule H instructions. Do not submit
these worksheets with the Schedule H.
7 Financial Assistance and Certain Other Community Benefits at Cost
Financial Assistance and (?c't“ﬁi??é’seér"f (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent
Means-Tested Government programs served benefit expense revenue benefit expense of total
Programs {optional) (optional) expense
a Financial Assistance at cost
(from Worksheet1) + + . . 13, 235, 188. 3, 887, 486. 9, 347, 702. 2.47
b Medicaid (from Worksheet 3,
ColUmMNa) + v v v v w e . 69, 571, 474. 46, 422, 125. 23,149, 349. 6. 10
C Costs of other means-tested
government programs (from
Worksheet 3, columnb) . .
d Total Financial Assistance and
Means-Tested Government
Programs « « « « « s a4 82, 806, 662. 50, 309, 611. 32,497, 051. 8. 57
Other Benefits
€ Community health improvement
oorations (omworkeneot 8- 11 |1497043 431, 310. 431, 310. 11
f Health professions education
(from Worksheet5) . . . . 1 2 12, 069, 004. 4,568, 893. 7,500, 111. 1.98
g Subsidized health services (from
Worksheet 6)« « « « « « « . 1 3032 2, 265, 401. 1, 025, 867. 1, 239, 534. .32
h Research (from Worksheet 7) 518, 284. 426, 677. 91, 607. . 02
i Cash and in-kind contributions
Worchon By e on 1 52. 100.
i Total. Other Benefits - « . . 14 {1500077 15, 284, 051. 6, 021, 537. 9, 262, 562. 2.43
k Total. Add lines 7d and 7. . 14 {1500077 98, 090, 713. 56, 331, 148. 41,759, 613. 11. 00
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule H (Form 990) 2015
JSA 5E1284 1.000
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Community Building Activities Complete this table if the organization conducted any community building

activities during the tax year, and describe in Part VI how its community building activities promoted the

health of the communities it serves.

(a) Number of | (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent of
activities or served building expense revenue building expense total expense
programs (optional)
(optional)
1 Physical improvements and housing
2 Economic development
3 Community support 1 400 619. 619.
4 Environmental improvements
5 Leadership development and
training for community members
6 Coalition building 1 9392 18, 746. 18, 746.
7 Community health improvement
advocacy 1 12000 1,431, 468. 1, 431, 468. .38
8 Workforce development
9 Other
10 Total 3 21792 1, 450, 833. 1, 450, 833. . 38
Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense Yes | No
1 Did the organization report bad debt expense in accordance with Healthcare Financial Management Association
StAtEMENENO. 152, & i v vt it e v et e e e e e e e e e e e e e e e e e e 1 X
2 Enter the amount of the organization's bad debt expense. Explain in Part VI the
methodology used by the organization to estimate thisamount, . . . . ... ... ... 2 4,228, 622.
3 Enter the estimated amount of the organization's bad debt expense attributable to
patients eligible under the organization's financial assistance policy. Explain in Part VI
the methodology used by the organization to estimate this amount and the rationale,
if any, for including this portion of bad debt as community benefit . . . . . . . . . .. 3 1, 888, 503.
4 Provide in Part VI 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
5 Enter total revenue received from Medicare (includingDSHand IME) . . . . . ... .. 5 104, 306, 378.
6 Enter Medicare allowable costs of care relating to paymentsonlne5.......... 6 134, 222, 103.
7 Subtract line 6 from line 5. This is the surplus (orshortfall) . . .. ............ 7 - 29, 915, 725.
8 Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community
benefit. Also describe in Part VI the costing methodology or source used to determine the amount reported
on line 6. Check the box that describes the method used:
Cost accounting system Cost to charge ratio |:| Other
Section C. Collection Practices
9a Did the organization have a written debt collection policy during the taxyear?. . . . . . . . . . .. . ... ... 9a | X
b If "Yes," did the organization's collection policy that applied to the largest number of its patients during the tax year contain provisions on the
collection practices to be followed for patients who are known to qualify for financial assistance? DescribeinPartVI , . , . . . . v « v « « &« » 9b X

Man agem ent Companies and Joint Ventures (owned 10% or more by officers, directors, trustees, key employees, and physicians - see instructions)
(a) Name of entity (b) Description of primary (c) Organization's (d) Officers, directors, (e) Physicians'
activity of entity profit % or stock trustees, or key profit % or stock
ownership % employees' profit % ownership %
or stock ownership %
1NORWALK SURGERY CTR |AMBULATORY SURGERY CENTER 63. 21000 32. 07000
2
3
4
5
6
7
8
9
10
11
12
13
o 000 Schedule H (Form 990) 2015
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Facility Information
S_ect_ion A. Hospi_tal Facilities _ _ 5 g g 5 g 3 r.?g r.?g
(list in order of size, from largest to smallest - see instructions) | 2 | @ S EIERE: N
(0] 5 - a [}
How many hospital facilities did the organization operate during | ;_J & <§ 8|S 8|~
the tax year? 1 2|212|8|8(E|°
- . N = o | = =

Name, address, primary website address, and state license | & :.—{ g8 g <
number (and if a group return, the name and EIN of the g E. Facility
subordinate hospital organization that operates the hospital g reporting
facility) - Other (describe) group

1 NORWALK HOSPI TAL

24 STEVENS STREET

NORWALK CT 06850

NORWALKHOSPI TAL. ORG

LI CENSE #0053 X | X X X

2

3

4

5

6

7

8

9

10
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Facility Information (continued)
Section B. Facility Policies and Practices
(Complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)
Name of hospital facility or letter of facility reporting group NORWALK HOSPI TAL
Line number of hospital facility, or line numbers of hospital
facilities in a facility reporting group (from Part V, Section A):
Yes No
Community Health Needs Assessment
1  Was the hospital facility first licensed, registered, or similarly recognized by a state as a hospital facility in the
current tax year or the immediately preceding tax year? . . . . . . . . . . i i i i i e e e e e e e e e e e e 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 SectionC , . . . ... .. ... 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 (CHNA)? If "No," skipto line 12 , . . . . . . . . . & . i i v i v v v v e v . 3 [ X
If "Yes," indicate what the CHNA report describes (check all that apply):
a _X A definition of the community served by the hospital facility
b _X Demographics of the community
L X Existing health care facilities and resources within the community that are available to respond to the
___ health needs of the community
d _X How data was obtained
e _X The significant health needs of the community
f _X Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
g The process for identifying and prioritizing community health needs and services to meet the
community health needs
h The process for consulting with persons representing the community's interests
i Information gaps that limit the hospital facility's ability to assess the community's health needs
j - Other (describe in Section C)
4 Indicate the tax year the hospital facility last conducted a CHNA: 20 i
5 Inconducting its mostrecent CHNA, did the hospital facility take into account input from persons who represent
the broad interests of the community served by the hospital facility, including those with special knowledge of or
expertise in public health? If "Yes," describe in Section C how the hospital facility took into account input from
persons who represent the community, and identify the persons the hospital facility consulted , . . . . ... .. 5 X
6a Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in Section C |, | | . . . . . . . i e e e e e e e e e e e e 6a X
b Was the hospital facility's CHNA conducted with one or more organizations other than hospital facilities? If "Yes,"
list the other organizations in Section C | . | . . . . . . . . i ittt et e e e e e e e 6b | X
7 Did the hospital facility make its CHNA report widely available tothe public? , . . . . ... ... ... ...... 7 X
If "Yes," indicate how the CHNA report was made widely available (check all that apply):
a Hospital facility's website (list url): VWAV NORWALKHOSPI TAL. ORG
b Other website (list url): SEE PART VI
c Made a paper copy available for public inspection without charge at the hospital facility
d - 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 CHNA? If “No," skiptoline 11, . . . . .. .. ... ... .. ... 8 | X
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 ona website? , . . .. ... ... 10 | X
a If "Yes," (list urI):SEE SCHEDULE O
b If "No," is the hospital facility's most recently adopted implementation strategy attached to this return? ., , . . . . 10b 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 Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a
CHNA as required by section 50L(1)(3)? . . . . . . . o i it it et e e e e e e e e e 12a X
If "Yes" to line 12a, did the organization file Form 4720 to report the section 4959 excisetax? . . ... ... .. 12b
If "Yes" to line 12b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilities? $
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Schedule H (Form 990) 2015 THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853 Page 5
Facility Information (continued)
Financial Assistance Policy (FAP)
Name of hospital facility or letter of facility reporting group NORWALK HOSPI TAL
Yes | No
Did the hospital facility have in place during the tax year a written financial assistance policy that:
13 Explained eligibility criteria for financial assistance, and whether such assistance included free or discounted care? | 13 X
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 200.0000 o4
~and FPG family income limit for eligibility for discounted care of =~ 400.0000 o
b || Income level other than FPG (describe in Section C)
¢ [ | Assetlevel
d [ | Medical indigency
e | X Insurance status
f _X Underinsurance status
g || Residency
h || Other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients?. . . . . . . . ... ... . ... 14 | X
15 Explained the method for applying for financial assistance?, . . . . . . . . . . . . . i i i v i v i e e e 15 | X
If "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 hospital 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
d |:| Provided the contact information of nonprofit organizations or government agencies that may be
sources of assistance with FAP applications
e |:| Other (describe in Section C)
16  Included measures to publicize the policy within the community served by the hospital facility?. . . . .. .. 16 | X
If "Yes," indicate how the hospital facility publicized the policy (check all that apply):
a The FAP was widely available on a website (list url): SEE PART VI
b The FAP application form was widely available on a website (list url): SEE PART VI
c A plain language summary of the FAP was widely available on a website (list url): SEE PART VI
d The FAP was available upon request and without charge (in public locations in the hospital facility and
by mail)
e The FAP application form was available upon request and without charge (in public locations in the
hospital facility and by mail)
f A plain language summary of the FAP was available upon request and without charge (in public
locations in the hospital facility and by mail)
g Notice of availability of the FAP was conspicuously displayed throughout the hospital facility
h - Notified members of the community who are most likely to require financial assistance about availability
of the FAP
i |:| Other (describe in Section C)
Billing and Collections
17 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party
may take UPON NON-PAYMENI?, . . .\ v v v v v et e e e e e e e et e e e e e e et e et e e ee e 17 | X
18 Check all 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 eligibility under the
facility's FAP:
a Reporting to credit agency(ies)
b Selling an individual's debt to another party
c Actions that require a legal or judicial process
d Other similar actions (describe in Section C)
e None of these actions or other similar actions were permitted
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THE NORWALK HOSPI TAL ASSCCl ATI ON 06- 6068853
Schedule H (Form 990) 2015 Page 6

Facility Information (continued)

Name of hospital facility or letter of facility reporting group NORWALK HOSPI TAL

19 Did the hospital facility or other authorized party perform any of the following actions during the tax year
before making reasonable efforts to determine the individual's eligibility under the facility's FAP? ., . . . . .. ... 19 X
If "Yes," check all 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
| Other similar actions (describe in Section C)
20 Indicate which efforts the hospital facility or other authorized party made before initiating any of the actions listed (whether or
not checked) in line 19 (check all that apply):

o 0O T o

a _X Notified individuals of the financial assistance policy on admission

b _X Notified individuals of the financial assistance policy prior to discharge

c _X Notified individuals of the financial assistance policy in communications with the individuals regarding the individuals' bills

d | X] Documented its determination of whether individuals were eligible for financial assistance under the hospital facility's
~__financial assistance policy

e || Other (describe in Section C)

f None of these efforts were made
Policy Relating to Emergency Medical Care

21 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care
that required the hospital facility to provide, without discrimination, care for emergency medical conditions to
individuals regardless of their eligibility under the hospital facility's financial assistance policy? . . ... ... ... 21 | X

If "No," indicate why:

a The hospital facility did not provide care for any emergency medical conditions
b The hospital facility's policy was not in writing
c The hospital facility limited who was eligible to receive care for emergency medical conditions (describe

in Section C)
d |:| Other (describe in Section C)
Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
22 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged
to FAP-eligible individuals for emergency or other medically necessary care.
a |:| The hospital facility used its lowest negotiated commercial insurance rate when calculating the
maximum amounts that can be charged
b The hospital facility used the average of its three lowest negotiated commercial insurance rates when
calculating the maximum amounts that can be charged
c |:| The hospital facility used the Medicare rates when calculating the maximum amounts that can be
charged
d Other (describe in Section C)

23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility
provided emergency or other medically necessary services more than the amounts generally billed to
individuals who had insurance covering such care? . . . . . . .. L 23 X
If "Yes," explain in Section C.

24  During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross
charge for any service provided to that individual? . . . . . . . . . . o i i i i i e e e e e e . 24 X

If "Yes," explain in Section C.

Schedule H (Form 990) 2015
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THE NORWALK HOSPI TAL ASSCCl ATI ON 06- 6068853
Schedule H (Form 990) 2015 Page 7

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, 6b, 7d, 11, 13b, 13h, 15e, 16i, 18d, 19d, 20e, 21c, 21d, 22d, 23, and 24. If applicable, provide separate
descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter and
hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

PART V, LINE 5 - ACCOUNT | NPUT FROM PERSONS WHO REPRESENT THE COVMUNI TY
FACI LI TY: NORWALK HOSPI TAL

I N CONDUCTI NG THE CURRENT CHNA ( COVPLETED AND APPROVED I N 2013), NORWALK
HOSPI TAL AND THE NORWALK HEALTH DEPARTMENT ENGAGED | N A COLLABCRATI VE
COVMUNI TY PLANNI NG PROCESS TO | MPROVE THE HEALTH OF THE GREATER NORWALK
AREA RESI DENTS | NCLUDI NG NORWALK, NEW CAANAN, WESTPORT, WESTON, W LTON,
DARI EN, AND FAI RFI ELD. THE I NI TI ATI VE | NCLUDED A COVMUNI TY HEALTH NEEDS
ASSESSMENT (CHNA) TO | DENTI FY THE HEALTH RELATED STRENGTHS AND NEEDS OF
THE AREA AND A COVMUNI TY HEALTH | MPROVEMENT PLAN (CHI P) TO | DENTI FY

PRI ORI TI ES, GOALS, AND | MPLEMENT AND COCRDI NATE STRATEGQ ES TO ADDRESS
THESE PRI ORI TY | SSUES ACROSS THE REG ON. FI NDI NGS FROM THE CHNA

| DENTI FI ED OBESI TY, MENTAL HEALTH AND SUBSTANCE ABUSE AS PRI ORI TI ES FOR

THE AREA

THE CHNA WAS GUI DED BY A PARTI Cl PATORY, COLLABORATI VE APPRCACH, WHI CH
EXAM NED HEALTH I N I TS BROADEST SENSE. THI S PROCESS | NCLUDED | NTEGRATI NG
EXI STI NG DATA REGARDI NG SOCI AL, ECONOM C, AND HEALTH | NDI CATORS I N THE
REG ON W TH QUALI TATI VE | NFORMATI ON FROM 15 FOCUS GROUPS W TH COVMMUNI TY
RESI DENTS AND SERVI CE PROVI DERS AND 17 | NTERVI EM6 W TH COVMUNI TY
STAKEHOLDERS. FOCUS GROUPS AND | NTERVI EW6 WERE CONDUCTED W TH | NDI VI DUALS
FROM THE 7 MUNI Cl PALI TI ES THAT COWPRI SE THE GREATER NORWALK AREA, W TH

I NDI VI DUALS REPRESENTI NG YOUTH, THE HI SPANI C AND AFRI CAN AMERI CAN

COVMUNI TI ES; | NDI VI DUALS RECEI VI NG SERVI CES FROM A FEDERALLY- QUALI FI ED
HEALTH CENTER; SCOCI AL SERVI CE, HEALTH CARE, AND MENTAL HEALTH PROVI DERS;

BUSI NESSES; HOUSI NG, LAW ENFORCEMENT; AND THE LOCAL GOVERNMENT. THI' S
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THE NORWALK HOSPI TAL ASSCCl ATI ON 06- 6068853
Schedule H (Form 990) 2015 Page 7

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, 6b, 7d, 11, 13b, 13h, 15e, 16i, 18d, 19d, 20e, 21c, 21d, 22d, 23, and 24. If applicable, provide separate
descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter and
hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

QUALI TATI VES ASSESSMENT PROCESS ENGAGED OVER 200 | NDI VI DUALS.

I N CONDUCTI NG THE CURRENT CHNA, NORWALK HOSPI TAL TOOK | NTO ACCOUNT | NPUT
FROM PERSONS WHO REPRESENTED THE BROAD | NTERESTS OF THE COMUNITY | T
SERVES. THI' S | NCLUDED THOSE W TH SPECI AL KNOALEDGE OF OR EXPERTI SE I N
PUBLI C HEALTH. LOCAL COLLABORATORS | NCLUDED THE VARI QUS HEALTH
DEPARTMENTS, POLI CE DEPARTMENTS, PUBLI C H GH SCHOOLS, SOCI AL SERVI CE
ORGANI ZATI ONS AND COMMUNI TY HEALTH CENTERS. GOVERNMENT OFFI CALS WERE ALSO
REPRESENTED AT THE STATE AND LOCAL LEVELS, SUCH AS CONNECTI CUT SENATORS

AND TOMWN MAYORS.

PART V, LINE 6B - CHNA CONDUCTED BY ORGANI ZATI ONS OTHER THAN THE HOSPI TAL
FACI LI TY: NORWALK HOSPI TAL

NORWALK HEALTH DEPARTMENT

PART V, LINE 11 - EXPLANATI ON OF NEEDS NOT ADDRESSED AND REASONS WHY

FACI LI TY: NORWALK HOSPI TAL

TO THE BEST OF THE ORGANI ZATI ON' S KNOALEDGE, ALL PRI ORI TY HEALTH | SSUES
IN THE COMWUNI TY ARE BEI NG ADDRESSED THROUGH THE 2013 CHI P. ANY NEEDS NOT
BEI NG ADDRESSED ARE THOSE THAT NORWALK HOSPI TAL DOES NOT HAVE THE FUNDS
OR CONTROL OVER, SUCH AS ENVI RONMENTAL HEALTH. | N OCRDER TO ADDRESS THE

S| GNI FI CANT NEEDS | DENTI FI ED I N THE CHNA, A COMMUNI TY HEALTH | MPROVEMENT
TASK FORCE WAS CREATED OF OVER 100 COMMUNI TY RESI DENTS AND PROFESSI ONALS
REPRESENTI NG VARI QUS ORGANI ZATI ONS. THEY | DENTI FI ED MENTAL HEALTH,

OBESI TY AND SUBSTANCE ABUSE AS THE MAIN PRI ORI TI ES TO ADDRESS. THEY
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THE NORWALK HOSPI TAL ASSCCl ATI ON 06- 6068853
Schedule H (Form 990) 2015 Page 7

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, 6b, 7d, 11, 13b, 13h, 15e, 16i, 18d, 19d, 20e, 21c, 21d, 22d, 23, and 24. If applicable, provide separate
descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter and
hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

CREATED THE 2013 COMMUNI TY HEALTH | MPROVEMENT PLAN VHI CH DETAI LS SPECI FI C
GOALS AND METRI CS FCOR EACH | DENTI FI ED NEED, AND COMMUNI TY BENEFI T

PROGRAMS THAT WOULD HELP ACHI EVE THESE GOALS.

THE NARRATI VE FOR PART || COVMMUNI TY BU LDI NG ACTI VI TI ES DESCRI BES ACTI ONS

TAKEN TO ADDRESS THE NEEDS | DENTI FI ED I N THE 2013 CHNA

PART V LINE 22 - OTHER BI LLI NG DETERM NATI ON OF | NDI VI DUALS W THOUT | NS.
FACI LI TY: NORWALK HOSPI TAL

NORWALK HOSPI TAL | NTENDS TO BE I N COVPLI ANCE W TH THE REGULATI ONS
REGARDI NG THE MAXI MUM AMOUNTS THAT CAN BE CHARGED TO FAP- ELI G BLE

I NDI VI DUALS FOR EMERGENCY AND OTHER MEDI CAL NECESSARY CARE BY THE

EFFECTI VE DATE (10/1/16).

NORWALK HOSPI TAL AS OF 10/01/16 (THE EFFECTI VE DATE OF THE 501R
REGULATI ONS), BEGAN USI NG THE 501(R) REGULATI ON COWPLI ANT " LOCK- BACK"

METHOD FOR CALCULATI NG AGB.
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THE NORWALK HOSPI TAL ASSOCI ATI ON

Schedule H (Form 990) 2015

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)

06- 6068853
Page 8

How many non-hospital health care facilities did the organization operate during the tax year? 12

Name and address

Type of Facility (describe)

1

NORWALK HOSP RADI OLOGY & NAMMOGRAPHY CTR

148 EAST AVENUE SU TE 1R

NORWALK CT 06851

RADI OLOGY AND NMAMMOGRAPHY
CENTER

NORWALK SURGERY CENTER, LLC

40 CROSS STREET

NORWALK CT 06851

AVMBULATORY SURCGERY CENTER

NORWALK HOSP OUTPATI ENT REHAB SERVI CES

520 WEST AVENUE

NORWALK CT 06850

OUTPATI ENT REHABI LI TATI ON
FACI LI TY

NORWALK HOSPI TAL SLEEP DI SORDER CENTER

520 WEST AVENUE

NORWALK CT 06850

SLEEP DI SORDER SERVI CES

NORWALK BLOCD COLLECTI ON CENTER

40 CROSS STREET

NORWALK CT 06851

BLOCD COLLECTI ON

VESTPORT BLOOD COLLECTI ON CENTER

728 POST ROAD EAST

VEESTPORT CT 06880

BLOCD COLLECTI ON

CROSS ST. RADI OLOGY

40 CROSS STREET

NORWALK CT 06851

RADI OLOGY SERVI CES

NEW CANAAN BLOOD COLLECTI ON CENTER

25-30 EAST AVENUE

NEW CANAAN CT 06840

BLOCD COLLECTI ON

NORWALK HOSPI TAL NEW CANAAN RADI OLOGY

28-30 EAST AVENUE

NEW CANAAN CT 06840

RADI OLOGY SERVI CES

10

NORWALK HOSPI TAL WESTPORT RADI OLOGY

728 POST ROAD EAST

VEESTPORT CT 06880

RADI OLOGY SERVI CES
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THE NORWALK HCSPI TAL ASSCCI ATI ON 06- 6068853
Schedule H (Form 990) 2015 Page 8
Facility Information (continued)

Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital Facility
(list in order of size, from largest to smallest)

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

Name and address Type of Facility (describe)

1 OCCUPATI ONAL HLTH & REHAB SRVCS QUTPATI ENT REHABI LI TATI ON
45 GROVE STREET SERVI CES
NEW CAANAN CT 06840

2 NORWALK BLOOD COLLECTI ON CENTER BLOOD COLLECTI ON
148 EAST AVENUE
NORWALK CT 06851

3

4

5

6

7

8

9

10
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THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853

Schedule H (Form 990) 2015 Page 9
=E1g@YIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

PART |, LINE 6A - RELATED ORGANI ZATI ON COVMUNI TY BENEFI T REPORT

LI

NE 6A & 6B: THE ORGANI ZATI ON' S COVMUNI TY BENEFI T REPORT | S SUBM TTED ON

SCHEDULE H 990 FORM ANNUALLY. | T CONTAINS THE ORGANI ZATION' S COVWUNI TY

BENEFI T PROGRAMS AND SERVI CES' DESCRI PTI ONS AND FI NANCI AL DATA. THE FORM

I S MADE AVAI LABLE TO THE PUBLI C ON THE OFFI CE OF HEALTH CARE ACCESS

VEEBSI TE:

HTTP: / / WAV CT. GOV/ DPH CWP/ VI EW ASP?A=3902&G=585448

PART |, LINE 7G - COSTS ASSOCI ATED W TH PHYSI CI ANS CLI NI CS

SUBSI DI ZED HEALTH SERVI CES LI NE G - NORWALK HOSPI TAL RECEI VES A DHVAS

GRANT FROM THE STATE OF CONNECTI CUT FOR THE OUTPATI ENT PSYCH ATRI C

CLINIC. THESE DOLLARS HELP OFFSET THE SHORTFALL FROM UNDER CR UNI NSURED

PATI ENTS.

PART 111, LINE 2 - METHODOLOGY USED TO ESTI MATE BAD DEBT EXPENSE

BAD DEBT EXPENSE |'S A FUNCTI ON OF ACTUAL BAD DEBT WRI TE- OFFS AND

ESTI MATED BAD DEBTS FOR BALANCES STILL | N ACCOUNTS RECEI VABLE (AR) AS OF

THE MEASUREMENT DATE. THE HOSPI TAL CALCULATES THE ESTI MATED BAD DEBTS I N

JSA
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THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853

Schedule H (Form 990) 2015 Page 9
=E1g@YIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

AR BY COWPUTI NG HI STORI CAL PAYMENT % BY PAYOR, SERVI CE TYPE AND BY

ACCOUNT AGE AND APPLI ES THOSE PERCENTAGES ADJUSTED FOR PRI CE | NCREASE TO

CURRENT AR.

PART 111, LINE 3 METHODOLOGY OF EST AMOUNT & RATI ONALE FOR | NC COM BENEFI T

THE PERCENT OF CHARI TY CARE APPLI CATI ONS UNDER NORWALK HOSPI TAL' S

FI NANCI AL ASSI STANCE PCLI CY THAT RESULTED I N A DI SCOUNT WAS 44.66% WE

APPLI ED THI' S % TO OUR BAD DEBT EXPENSE OF $4, 228,622 TO ARRI VE AT OUR

ESTI MVATE OF BAD DEBT EXPENSE ATTRI BUTABLE TO PATI ENTS ELI G BLE UNDER

NORWALK HOSPI TAL' S FI NANCI AL ASSI STANCE POLI CY OF $1, 888, 503.

PART 111, LINE 4 - BAD DEBT EXPENSE

PATI ENT ACCOUNTS RECEI VABLE RESULT FROM THE HEALTH CARE SERVI CES PROVI DED

BY THE HOSPI TAL. ADDI TI ONS TO THE ALLOMANCE FOR UNCOLLECTI BLE ACCCOUNTS

RESULT FROM THE PROVI SI ON FOR UNCOLLECTI BLE ACCOUNTS. ACCCUNTS WRI TTEN

OFF AS UNCCLLECTI BLE ARE DEDUCTED FROM THE ALLOMNCE FOR UNCOLLECTI BLE

ACCOUNTS.

JSA

Schedule H (Form 990) 2015

5E1327 1.000

0133KV F227 PAGE 48



THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853

Schedule H (Form 990) 2015 Page 9
=E1g@YIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

THE HOSPI TAL' S ESTI MATI ON OF THE ALLOMNCE FOR UNCOLLECTI BLE ACCOUNTS | S

BASED PRI MARI LY UPON THE TYPE AND AGE OF THE PATI ENT ACCOUNTS RECEI VABLE

AND THE EFFECTI VENESS OF THE HOSPI TAL' S COLLECTI ON EFFORTS. THE

HOSPI TAL' S PCLICY IS TO RESERVE A PORTI ON OF ALL SELF- PAY RECEI VABLES,

I NCLUDI NG AMOUNTS DUE FROM THE UNI NSURED AND AMOUNTS RELATED TO

CO- PAYMENTS AND DEDUCTI BLES, AS THESE CHARGES ARE RECORDED. ON A MONTHLY

BASI S, THE HOSPI TAL REVI EWS | TS ACCOUNTS RECEI VABLE BALANCES AND VARI QUS

ANALYTI CS TO SUPPORT THE BASIS FOR | TS ESTI MATES. THESE EFFORTS PRI MARI LY

CONSI ST OF REVI EWNG THE FOLLOW NG HI STORI CAL WRI TE- OFF AND COLLECTI ON

EXPERI ENCE USI NG A HI NDSI GHT OR LOOK- BACK APPROACH;, REVENUE AND VOLUME

TRENDS BY PAYOR, PARTI CULARLY THE SELF- PAY COMPONENTS; CHANGES | N THE

AG NG AND PAYOR M X OF ACCOUNTS RECEI VABLE, | NCLUDI NG | NCREASED FOCUS ON

ACCOUNTS DUE FROM THE UNI NSURED AND ACCOUNTS THAT REPRESENT CO- PAYMENTS

AND DEDUCTI BLES DUE FROM PATI ENTS; CASH COLLECTI ONS AS A PERCENTAGE OF

NET PATI ENT REVENUE LESS THE PROVI SI ON FOR UNCOLLECTI BLE ACCOUNTS; AND

TRENDI NG OF DAYS REVENUE | N ACCOUNTS RECEI VABLE.

THE HOSPI TAL REGULARLY PERFCORMS HI NDSI GHT PROCEDURES TO EVALUATE
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THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853

Schedule H (Form 990) 2015 Page 9
=E1g@YIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

HI STORI CAL WRI TE- OFF AND CCOLLECTI ON EXPERI ENCE THROUGHOUT THE YEAR TO

ASSI ST | N DETERM NI NG THE REASONABLENESS OF | TS PROCESS FOR ESTI MATI NG

THE ALLOWANCE FOR UNCOLLECTI BLE ACCOUNTS.

THE HOSPI TAL' S PRI MARY CONCENTRATI ON OF CREDI T RI SK | S PATI ENT ACCOUNTS

RECEI VABLE, WH CH CONSI STS OF AMOUNTS OWED BY VARI OUS GOVERNMENTAL

AGENCI ES, | NSURANCE COVPANI ES AND PRI VATE PATI ENTS.

PART 111, LINE 8 - EXPLANATI ON OF SHORTFALL AS COMMUNI TY BENEFI T

ALL HOSPI TALS MUST RECORD PROFI TS | N ORDER TO GENERATE THE CAPI TAL NEEDED

TO I NVEST IN FACI LI TI ES AND SERVI CES. SERVI CES THAT RESPOND TO PUBLI C

HEALTH NEEDS PROVI DED TO MEDI CARE PATI ENTS AT NORWALK HOSPI TAL GENERATE

NEGATI VE MARG NS AVERAG NG AROUND 25% OF COST. | T IS POSSI BLE THAT SOVE

OF THESE SERVI CES WOULD BE DI SCONTI NUED | F THE DECI SI ON WAS MADE ON A

PURELY FI NANCI AL BASIS. FOR THI S REASON, |IT WOULD BE APPROPRI ATE TO

CONSI DER THE MEDI CARE PAYMENT SHORTFALL A COWVMUNI TY BENEFI T. THE MEDI CARE

ALLOMBLE COSTS OF CARE ON PART I11, LINE 6 WERE COVPUTED USI NG THE COST

TO CHARGE RATI O FROM THE MEDI CARE COST REPORT MULTI PLI ED AGAI NST MEDI CARE
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

CHARGES.

PART 11, LINE 9B - PROVI SI ONS ON COLLECTI ON PRACTI CES FOR QUAL. PATI ENTS

NORWALK HOSPI TAL COLLECTI ON PRACTI CES CONSI ST PRI MARI LY OF BI LLI NG

NOTI CES AND FOLLOW UP COURTESY CALLS. THE PATI ENT IS NOTI FI ED OF THE

FI NANCI AL ASSI STANCE PROGRAM W TH EACH WRI TTEN NOTI FI CATI ON AND AT EACH

PO NT OF SERVI CE. NOTI FI CATI ON | S SHARED BY POSTI NGS AND VERBAL

NOTI FI CATI ON AT THE TI ME THE PROCEDURE | S SCHEDULED. |F AT ANY TI ME

DURI NG THE CCOLLECTI ON PROCESS A PATI ENT WOULD LI KE TO PARTI Cl PATE I N THE

FI NANCI AL ASSI STANCE PROGRAM CCLLECTI ON ACTI VI TY CEASES. THE PATIENT | S

THEN SENT AN APPLI CATI ON AND WORKS W TH THE FI NANCI AL COUNSELI NG TEAM FOR

APPROVAL COF FULL OR PARTI AL DI SCOUNT.

PART VI - NEEDS ASSESSMENT

IN 2012 (COMPLETED AND APPROVED I N 2013) NORWALK HOSPI TAL AND THE NORWALK

HEALTH DEPARTMENT ENGAGED | N A COLLABORATI VE COVMUNI TY PLANNI NG PROCESS

TO | MPROVE THE HEALTH OF THE GREATER NORWALK AREA RESI DENTS. THE

I NI TI ATI VE | NCLUDED A COVMUNI TY HEALTH NEEDS ASSESSMENT (CHNA) TO
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

| DENTI FY THE HEALTH RELATED STRENGTHS AND NEEDS OF THE AREA AND A

COVMUNI TY HEALTH | MPROVEMENT PLAN (CHI P) TO | DENTI FY THE PRI ORI Tl ES,

GOALS AND | MPLEMENT AND COORDI NATE STRATEG ES TO ADDRESS THESE PRI ORI TY

| SSUES ACROSS THE REG ON. THE CHNA WAS GUI DED BY A CCOLLABCRATI VE

APPROACH, WHI CH | NCLUDED | NTEGRATI NG EXI STI NG HEALTH | NDI CATORS, SOCI AL

AND ECONOM C DATA W TH QUALI TATI VE | NFORVATI ON FROM COVMUNI TY RESI DENTS

AND STAKEHOLDERS. FOCUS GROUPS AND | NTERVI EM6 WERE CONDUCTED W TH

PARTI Cl PATI ON FROM YOUTH, ETHNI C COWUNI Tl ES, SOCI AL SERVI CES, HEALTH

CARE PROVI DER BUSI NESSES, LAW ENFORCEMENT AND LOCAL GOVERNMENT AGENCI ES.

FOR EXAMPLE, M D-FAI RFI ELD CHI LD GUI DANCE CENTER PARTI Cl PATED | N THESE

FOCUS GROUPS AND | NTERVI EW6. THROUGH THE PROCESS, THEY WERE ABLE TO

| DENTI FY MENTAL HEALTH SUBSTANCE ABUSE AS A PRIORI TY NEED. THEY ALSO

PROVI DED DATA AND | NPUT ON BARRI ERS AND CHALLENGES TO ACCESS AND QUALI TY

CARE FOR CHILDREN I N THE AREA, AS WELL AS STRATEG ES ON HOW TO ENHANCE

TREATMENT AND CARE.

THROUGH WESTERN CT HEALTH NETWORK' S ANNUAL PLANNI NG PROCESS, AN

ENVI RONMENTAL ASSESSMENT | S CONDUCTED TO | DENTI FY HEALTHCARE GAPS AND

NEEDS OF THE SERVI CE AREA COVMUNI TY BROUGHT ABOUT BY LOCAL AND NATI ONAL
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

TRENDS | N ECONOM C, LEG SLATI VE, DEMOGRAPHI C, HEALTHCARE | NDUSTRY AND

OTHER ENVI RONMENTAL FACTORS. THESE FORCES ARE | NCORPORATED | N MEETI NG THE

HEALTHCARE NEEDS OF THE COMMUNI TY BY HELPI NG TO FRAME THE PRI ORI Tl ES,

GOALS AND | NI TI ATI VES OF WESTERN CT HEALTH NETWORK' S LONG RANGE AND

ANNUAL STRATEG C PLANS.

IN 2015, NORWALK HOSPI TAL, ALONG W TH THE NORWALK HEALTH DEPARTMENT AND

COVMMUNI TY MEMBERS, BEGAN THE PROCESS TO CREATE THE 2016 CHNA. COMMUNI TY

FORUMS WERE HELD I N 2016 TO DI SCUSS RESULTS AND | NDENTI FY PRI ORI TY | SSUES

FROM THE COMMUNI TY WELLBEI NG SURVEY CONDUCTED BY DATAHAVEN, A NON-PROFI T

ORGANI ZATI ON THAT WORKS TO | MPROVE QUALI TY OF LI KE BY COLLECTI NG

| NTERPRETI NG, AND SHARI NG PUBLI C DATA FOR EFFECTI VE DECI SI ON MAKI NG A

KEY | NFORVANT SURVEY WAS ALSO DEVELOPED AND DI STRI BUTED TO 200 COVMUNI TY

LEADERS | N THE NORWALK HOSPI TAL AREA FURTHER DETAI LS ON THE 2016 CHNA AND

CH P WLL BE PROVIDED I N NEXT YEAR S SCHEDULE H, 990 REPCRT.

PART VI - PATI ENT EDUCATI ON OF ELI A BILITY FOR ASSI STANCE

THE PATI ENT IS NOTI FI ED OF THE FI NANCI AL ASSI STANCE PROGRAM ( FAP) W TH

EACH WRI TTEN NOTI FI CATI ON AND AT EACH PO NT OF SERVI CE. NOTI FI CATION | S
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

SHARED BY POSTI NGS AND VERBAL NOTI FI CATI ON AT THE TI ME THE PROCEDURE | S

SCHEDULED. THE FACI LI TY ALSO EMPLOYS FI NANCI AL COUNSELORS TO FACI LI TATE

PATI ENT EDUCATI ON REGARDI NG ALL PROGRAMS AVAI LABLE TO | NCLUDE STATE,

LOCAL AND | NTERNAL. I F AT ANY TIME IN THE COLLECTI ON PROCESS A PATI ENT

WOULD LI KE TO PARTI Cl PATE I N THE FAP, COLLECTI ON ACTIVITY CEASES. THE

PATI ENT IS THEN SENT AN APPLI CATI ON AND WORKS W TH THE FI NANCI AL

COUNSELI NG TEAM FOR APPROVAL OF FULL OR PARTI AL DI SCOUNT.

PART VI - COMMUNI TY | NFORVATI ON

NORWALK HOSPI TAL SERVES AN AREA W TH A POPULATI ON OF ABOUT 161, 400

PEOPLE. THE PRI MARY SERVI CE AREA | NCLUDES NORWALK, NEW CANAAN, WESTPORT,

VESTON AND WLTON, CT, AND THE SECONDARY SERVI CE AREA | NCLUDES FAI RFI ELD,

DARI EN, REDDI NG, RI DCEFI ELD (I N FAI RFI ELD COUNTY, CT) AND SOUTH SALEM (I N

WESTCHESTER COUNTY, NY). THI'S SERVI CE AREA | S COVPRI SED OF A DENSELY

POPULATED CORE OF THE URBAN SUBURBAN CI TY OF NORWALK SURROUNDED BY

PREDOM NANTLY AFFLUENT RESI DENTI AL TOANS. NO OTHER GENERAL

MEDI CAL/ SURG CAL HOSPI TALS ARE LOCATED IN THI'S SERVICE AREA. THI S AREA | S

HOME TO A DI VERSE SOCI O- ECONOM C POPULATI ON, FROM THE AFFLUENT TO THE
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

MEDI CALLY UNDERSERVED. NORWALK HAS A MEDI AN HOUSEHOLD | NCOME OF $76, 051,

AND A POVERTY RATE OF 8. 1% THE OVERALL UNI NSURED POPULATI ON RATE FOR THE

STATE |'S ESTI MATED TO BE 3.8% ALTHOUGH THE POPULATI ON OF THE PRI MARY AND

SECONDARY SERVI CE AREAS |'S EXPECTED TO REMAI N VI RTUALLY UNCHANGED FROM

2010 TO 2020, THE COHORT AGED 65 AND OVER | S EXPECTED TO HAVE A COVPCUND

ANNUAL GROMH RATE OF 2.36% WH LE THE AGE 20-44 ACE COHORT'S RATE IS

0.

06% OVER THE SAME Tl ME PERI OD.

PART VI - COWUNI TY BUI LDI NG ACTI VI TI ES

RELATED TO PART |1, LINE #6, COALITION BU LDI NG TOTALI NG $18, 746

I N CONDUCTI NG THE CURRENT CHNA, NORWALK HOSPI TAL COLLABORATED W TH

VARI QUS COMMUNI TY ORGANI ZATI ONS TO DEVELCP, | MPLEMENT, AND MONI TOR

STRATEG ES TO ADDRESS | DENTI FI ED PRIORI TIES I N THE CH P. WORKGROUPS WERE

CREATED FOR OBESI TY, AND MENTAL HEALTH SUBSTANCE ABUSE. THE COVMUNI TY

BENEFI T I N THE COALI TI ON BUI LDl NG CATEGORY WAS PROVI DED THROUGH PLANNI NG

AND DEVELOPMENT MEETI NGS, AS WELLS AS PROGRAMS FOR EACH PRI ORI TY AREA:
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

MENTAL HEALTH AND SUBSTANCE ABUSE:

*IN APRIL 2014, NORWALK HOSPI TAL LAUNCHED A COMMUNI TY CARE TEAM W TH THE

GOAL OF TARCGETI NG MENTAL HEALTH AND SUBSTANCE ABUSE POPULATI ONS. THE

FORVATI ON CF THE GREATER NORWALK COVMUNI TY CARE TEAM (CCT) HAS ALLOWED US

TO DELI VER ENHANCED CARE TO | NDI VI DUALS W TH COVPLEX MEDI CAL AND

PSYCHOSOCI AL CHALLENGES. THI S BROAD COMMUNI TY | NI TI ATI VE PROVI DES WRAP

AROUND SERVI CES TO I NDI VI DUALS W TH HOUSI NG | NSTABI LI TY SUFFERI NG FROM

MENTAL HEALTH AND/ OR SUBSTANCE ABUSE | SSUES OR SERI QUS MEDI CAL

CONDI TI ONS.

NORWALK HOSPI TAL' S GREATER NORWALK CCT CONSI STS OF APPROXI MATELY 20

REPRESENTATI VES FROM LOCAL PROGRAMS, AGENCI ES AND | NSTI TUTI ONS. THE CCT

MEETS WEEKLY IN THE COMWWUNI TY TO DEVELOP, REVI EW | MPLEMENT, AND MONI TCR

TREATMENT PLANS FOR VULNERABLE POPULATI ONS. THE CCT NAVI GATOR WORKS TO

| MPROVE OUTCOMES BY REFERRI NG TARGETED | NDI VI DUALS TO APPROPRI ATE

COVMUNI TY- BASED MENTAL HEALTH AND SUBSTANCE ABUSE SERVI CES AND SERVI NG AS

A LI Al SON TO COORDI NATE AND LEVERAGE EXI STI NG COVMUNI TY- BASED RESOURCES.
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

AS OF SEPTEMBER 30, 2016, | NDI VI DUALI ZED CARE PLANS HAVE BEEN DEVELOPED

FOR MORE THAN 200 | NDI VI DUALS. OUTCOMES FOR PATI ENTS W TH CARE PLANS | N

PLACE | NCLUDE MAI NTAI NED SOBRI ETY, MENTAL HEALTH STABI LI ZATI ON, | MPROVED

ACCESS TO CRE, A 27% REDUCTI ON | N | NAPPROPRI ATE EMERGENCY DEPARTMENT ( ED)

VI SI TS AND REDUCED HOMVELESSNESS W TH MORE THAN 50 | NDI VI DUALS ASSI STED | N

FI NDI NG STABLE HOUSI NG

*A PI LOT COLLABORATI VE OUTREACH TEAM EFFORT BETWEEN WESTERN CONNECTI CUT

HEALTH NETWORK AND SACRED HEART UNI VERSI TY (SHU) HAS BEEN CREATED AS AN

EXTENSI ON OF THE GREATER NORWALK CCT. THE CCOLLABCRATI ON BRI NGS SHU

STUDENTS (I N AREAS OF NURSI NG, OCCUPATI ONAL THERAPY, SOCI AL WORK)

TOGETHER W TH WCHN STAFF TO FOCUS ON HI GH Rl SK EMERGENCY DEPARTMENT

FREQUENT USERS TO FURTHER ENGAGE CLI ENTS AND SPEARHEAD A MEDI CALLY

| NTEGRATED APPROACH TO DELI VER BETTER HEALTHCARE TO CUR MOST VULNERABLE

PATI ENTS. TH S APPROACH | S BASED ON THE CANMDEN COALI TI ON CARE MANAGEMENT

MODEL WHERE MULTI - DI SCI PLI NARY CARE TEAMS CONNECT QUI CKLY W TH HI GH RI SK

PATI ENTS (I N CLI ENTS HOMVES) TO ADDRESS THEI R COMPLEX NEEDS. THI S

APPRCACH HAS DEMONSTRATED AN | MPROVEMENT I N QUALI TY OF CARE, REDUCED

COSTS AND REDUCED UNNECESSARY EMERGENCY DEPARTMENT VI SI TS AND | NPATI ENT
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

STAYS - SYNONYMOUS W TH THE TRI PLE Al M APPROACH.

*THE WESTERN CONNECTI CUT HEALTH NETWORK, WHI CH | NCLUDES NORWALK HOSPI TAL,

HAS FORMED A MEDI CARE SHARED SAVI NGS PROGRAM ACCOUNTABLE CARE

ORGANI ZATI ON (ACO) TO WORK TOGETHER TO PROVI DE H GHER- QUALI TY COORDI NATED

CARE FOR OUR PATI ENTS, WH LE HELPI NG TO SLOW HEALTH CARE COST GROWMH. THE

ACO WLL ALSO HELP TO PROVI DE BETTER CARE TO MEDI CARE' S SENI ORS AND

PEOPLE W TH DI SABI LI TIES. I N ADDI TI ON TO HELPI NG US SERVE OUR COVMUNI TY

MEMBERS I N A MORE COVPREHENSI VE WAY, THE ACO WLL HELP US | DENTI FY GAPS

I N CARE.

H GH QUALI TY CARE IS DEFI NED BY MEETI NG 33 QUALI TY MEASURE BENCHVARKS | N

4

DOVAI NS:

PATI ENT CAREG VER EXPERI ENCE; CARE COORDI NATI ON; PATI ENT SAFETY;

PREVENTATI VE HEALTH, AT-RI SK POPULATI ONS. THE ACO HAS DEFI NED PROCESSES

AND PROCEDURES TO PROMOTE EVI DENCE- BASED MEDI CI NE AND PATI ENT ENGAGEMENT

AND MUST REPORT ON QUALITY AND COST MEASURES. | T MJUST ALSO MEET

PATI ENT- CENTEREDNESS CRI TERI A SUCH AS THE USE OF PATI ENT AND CAREG VER

ASSESSMENTS OR | NDI VI DUALI ZED CARE TEAM VWHICH W LL ALI GN W TH OQUR CURRENT
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Provide the following information.

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

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 policy.

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

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

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

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

organization, files a community benefit report.

GREATER NORWALK CCT I NI TI ATI VE TO | MPROVE MANAGEMENT OF COVPLEX PATI ENTS

AND REDUCED UNNECESSARY EMERGENCY DEPARTMENT VI SI TS AND ADM SS| ONS.

THE ACO SERVES APPROXI MATELY 100, 000 MEDI CARE BENEFI Cl ARI ES THROUGHOUT

OUR REG ON.

OBESI TY/ HEALTHY LI FESTYLES:

*PRQIECT LEAN (LEARNI NG W TH ENERGY FROM ACTIVITY AND NUTRITION) |S AN

I NNOVATI VE, COVMUNI TY- W DE PROGRAM COLLABORATI VE BETVEEN NORWALK

HOSPI TAL, NORWALK HEALTH DEPARTMENT, JEFFERSON AND KENDALL ELEMENTARY

SCHOOLS, AND PEPPERI DGE FARM | NC., WHI CH IS DESI GNED TO ACTI VELY ENGAGE

APPROXI MATELY 600 ELEMENTARY SCHOOL CHI LDREN W TH A HANDS- ON | NTERACTI VE
CURRI CULUM TO COVBAT CHI LDHOCOD OBESI TY. PROJECT LEAN' S GOAL IS TO | MPROVE
ATTI TUDES, | NCREASE KNOALEDGE, AND KEEP BODY MASS | NDEX AT OR BELOW THE
CENTER FOR DI SEASE CONTRCL AND PREVENTI ON AVERAGE GAI NS THROUGH NUTRI TI ON
EDUCATI ON AND | NCREASED ACTIVITY. THE AIMIS TO | MPROVE THE OVERALL

HEALTH OF THE STUDENTS THROUGH HEALTHY NUTRI TI ON AND EXERCI SE W TH THE

JSA
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

GOAL TO MAKE A SUSTAI NABLE DI FFERENCE I N THEI R LI VES.

SI NCE VEI GHT PROBLEMS | N CHI LDHOCD OFTEN CONTI NUE | NTO ADUL THOOD,

TARGETI NG THI S AGE GROUP ALLOAS US TO MAKE A LASTI NG EFFECT ON HEALTHY

LIVING M NI M ZI NG FUTURE POTENTI AL MEDI CAL RI SKS AND SI GNI FI CANTLY

| MPACTI NG THE BATTLE AGAI NST OBESI TY. ADDI Tl ONALLY, | MPLEMENTI NG THI S

PROGRAM AT THI'S PO NT IN CHI LDREN S LI VES GREATLY | NCREASES THE CHANCES

THE CHI LDREN W LL RETAIN THE | NFORMATI ON AS THEY AGE. WE STRESS THE

BENEFI T OF THE ENTI RE FAM LY WORKI NG TOGETHER TO LEAD A HEALTHY, ACTI VE

LI FESTYLE AND G VE THEM THE SKI LLS TO DO SO

*WTH THE OBJECTI VE TO | NCREASE PHYSI CAL ACTI VITY AMONG COVWUNI TY MEMBERS

AND THOSE WORKI NG W THI N THE COMMUNI TY, THE NORWALKER NEI GHBORHOOD

VWALKI NG PROJECT WAS DEVELOPED. THE PROJECT PLAN | DENTI FI ED SI XTEEN

NEI GHBORHOCDS | N NORWALK AND MAPPED OUT WALKI NG ROUTES I N EACH (A TOTAL

OF 44 WALKI NG ROUTES). USER- FRI ENDLY NEI GHBORHOCD MAPS WERE DESI GNED AND

DI STRI BUTED THROUGHOUT THE COMMUNI TY TO RESI DENTS AND BUSI NESSES TO HELP

PROMOTE ACCESS TO THE DESI GNATED WALKI NG ROUTES.

WALKI NG ROUTES RANGE FROM APPROXI MATELY A HALF-M LE TO

JSA
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

THREE- AND- A- HALF- M LES, AND CONDI TI ONS WALKERS CAN EXPECT, SUCH AS

VHEELCHAI R AND STRCOLLER FRI ENDLY ACCESS AND TERRAI N CONDI TI ONS, ARE

OUTLI NED FOR EACH ROUTE. I N 2015, ALL 44 WALKI NG ROUTES WERE AUDI TED,

UTI LI ZI NG THE CENTER FOR DI SEASE CONTRCL AND PREVENTI ON WALKABI LI TY AUDI T

TOOL, AND SEVERAL ROUTES WERE UPDATED, REDESI GNED AND G S MAPPED.

THROUGHOUT 2016, NORWALK' S MAYOR HOSTED A NORWALKER WALK EACH WEEKEND

ENCOURAG NG NORWALK RESI DENTS TO JON H M ON ONE OF THE 44 FEATURED

NORWALKER ROUTES. HE ENGAGED COMMUNI TY MEMBERS ( RANGI NG FROM 20- 40 WVEEKLY

PARTI Cl PANTS) | N DI SCUSSI ON ALONG THE WEEKLY WALKS. AS AN ADVOCATE FOR

VELLNESS, THE MAYOR EMPHASI ZED THE | MPORTANCE OF PHYSI CAL ACTIVITY FOR

OVERALL HEALTH AND WELL- BEI NG

TO FURTHER | NCREASE AWARENESS OF THE NORWALKER PROGRAM AND PROMOTE

PHYSI CAL ACTI VITY AMONG COWUNI TY MEMBERS, THE WORKGROUP HELD A SPRI NG

EVENT ON JUNE 4, 2016. MORE THAN 100 COVMUNI TY MEMBERS ATTENDED, WHI CH

FEATURED A 1.0 M LE WALK LED BY THE MAYOCR OF NORWALK AND SENATCR BCB

DUFF. HEALTH AND VELLNESS | NFORVATI ON BOOTHS FROM LOCAL ORGANI ZATI ONS;

NORWALK GROWS, NORWALK ACTS, SHOPRI TE SUPERMARKETS, NORWALK HEALTH

JSA
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

DEPARTMENT, AMERI CAN HEART ASSCCI ATI ON, NORWALK EARLY CHI LDHOCD

DEVELOPMENT, NORWALK PUBLI C LI BRARY, ETC. PROVI DED HEALTH AND WELLNESS

| NFORMATI ON TO ATTENDEES.

*THE GREATER NORWALK HEALTHY RESTAURANT | NI TI ATI VE (HRI') WAS DEVELCPED TO

HELP MEETI NG THE GOAL OF | NCREASI NG ACCESS TO AND CONSUWMPTI ON OF HEALTHY

AND AFFORDABLE FOODS. THI S HEALTHY RESTAURANT PROGRAM W LL HELP

RESTAURANTS | N THE GREATER NORWALK AREA HI GHLI GHT HEALTHY MENU OPTI ONS TO

DI NERS OF ALL AGES. THE PRI MARY PURPOSE OF THI S I NI TIATIVE IS TO PROVI DE

COVMMUNI TY MEMBERS | N THE GREATER NORWALK AREA HEALTHY MENU OPTI ONS WHEN

DI NI NG OQUT. THE PROGRAM | S VOLUNTARY FOR RESTAURANT OANERS, AND TWENTY

AREA RESTAURANTS FROM FAI RFI ELD, WESTON, W LTON, NORWALK AND NEW CANAAN

HAVE ELECTED TO PARTI Cl PATE AND COWM T TO THE PROGRAM

PARTI Cl PATI NG RESTAURANT OWNERS/ CHEFS ARE WORKI NG W TH THE HRI PROGRAM

COORDI NATOR AND REQ STERED DI ETI TI AN (RD) TO ASSESS THE NUTRI TI ONAL VALUE

OF A CURRENT MENU OPTI ON OR RECEI VE GUI DANCE | N THE DEVELOPMENT OF

HEALTHY ENTREES. ONCE A MEAL(S) MEET THE ESTABLI SHED NUTRI Tl ONAL

CRITERIA, | T WLL BE H GHLI GHTED AS A HEALTHY MENU OPTI ON ON THE MENU

JSA
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

(1 DENTI FI ED WTH A HEALTHY FOR LI FE BRANDED STI CKER) AND THE RESTAURANT

DESI GNATED AS A "HEALTHY RESTAURANT" PARTI Cl PATING IN THE HRI. MENU

OPTI ONS THAT DO NOT MEET THE NUTRI TI ONAL CRI TERI A ARE ASSESSED BY THE RD

AND CHEF AND | N COLLABCRATI ON THEY DEVELOP A SOLUTI ON AND ULTI MATELY MAKE

ADJUSTMENTS TO THE RECI PE.

*TO HELP | NCREASE THE AMOUNT OF PHYSI CAL ACTI VI TY AMONG PRESCHOOL,

ELEMENTARY, M DDLE AND HI GH SCHOOL STUDENTS THROUGHOUT THE SCHOOL DAY,

THE MOVE MORE | N SCHOOLS TOCLKI T |I'S BEI NG DEVELOPED UNDER THE GUI DANCE OF

MEMBERS FROM SEVERAL AREA BOARDS OF EDUCATI ON, SCHOOL NURSES,

ADM NI STRATORS, EDUCATORS AND COMMUNI TY MEMBERS. THE COMPREHENSI VE GUI DE

WLL PROVIDE SI MPLE, YET SPECI FI C, CONCRETE STRATEGQ ES TO | NCORPCORATE

MORE PHYSI CAL ACTIVITY I NTO THE DAY. APPENDI CES OFFER EDUCATORS HANDS- ON

ACTIVITI ES THAT ARE EASILY | NCORPORATED | NTO THE SCHOOL DAY THAT CAN BE

ACCESSED W TH LI TTLE TO NO COST OR RESOURCES.

*NORWALK HOSPI TAL AND WESTERN CONNECTI CUT HEALTH NETWORK HAS TEAMED UP

W TH THE RI VERBROOK REG ONAL YMCA TO PROMOTE HEALTH AND WELLNESS THROUGH

THE HEALTHY LI VI NG PARTNERSHI P. THE PARTNERSHI P Al MS TO DELI VER

COVMUNI TY- BASED HEALTH AND WELLNESS SERVI CES | N | NNOVATI VE NEW WAYS
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

ROOTED I N A COVMON COVM TMENT TO PREVENTI ON AND COVBATI NG CHRONI C

DI SEASE. THI S PARTNERSHI P | NCLUDES THE | NTEGRATI ON OF A WCHN RN AT THE

WLTON YMCA LOCATI ON WHO GUI DES | NTERESTED COMMUNI TY MEMBERS THROUGH

NUMEROUS CHRONI C DI SEASE MANAGEMENT PROGRAM OFFERI NGS AND SERVES AS A

HEALTH COACH FOR MEMBERS, PROMOTI NG HEALTHY LI FESTYLES, GOOD NUTRI TI ON,

PHYSI CAL ACTI VITY AND DI SEASE PREVENTI ON.

PART VI - AFFI LI ATED HEALTHCARE SYSTEM ROLES AND PROMOTI ON

VESTERN CONNECTI CUT HEALTH NETWORK (WCHN) |'S AN | NTEGRATED HEALTH CARE

DELI VERY SYSTEM COMPRI SED OF THREE COVMUNI TY HOSPI TALS AND THEI R

AFFI LI ATED ENTITIES. | N ADDI TI ON TO DANBURY HOSPI TAL, | TS NEW M LFORD

HOSPI TAL CAMPUS, AND NORWALK HCSPI TAL, THE CONTI NUUM OF CARE | NCLUDES A

LARGE MEDI CAL GROUP, HOVE HEALTH CARE SERVI CES, A NATI ONALLY RENOWNED

Bl OVEDI CAL RESEARCH | NSTI TUTE, THE WCHN FOUNDATI ON AND NORWALK HOSPI TAL

FOUNDATI ON, AND OTHER RELATED AFFI LI ATES. WCHN'S M SSION | S TO | MPROVE

THE HEALTH OF EVERY PERSON WE SERVE THROUGH THE EFFI Cl ENT DELI VERY OF

EXCELLENT, | NNOVATI VE AND COVPASSI ONATE CARE. FOR FY2016, WCHN PROVI DED

APPROXI MATELY $23, 863, 188 I N TOTAL CHARI TY CARE.
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

DANBURY HOSPI TAL, |ITS NEW M LFORD HOSPI TAL CAMPUS AND NORWALK HOSPI TAL

PROVI DED MEDI CAL SERVI CES TO THE COMMUNI TY REGARDLESS OF THE | NDI VI DUAL' S

ABI LI TY TO PAY. SERVI CES | NCLUDE ROUTI NE | NPATI ENT ANCI LLARY AND

OUTPATI ENT CARE | N SUPPORT OF THE HOSPI TAL'S M SSI ON STATEMENT AS NOTED

ABOVE. FOR FY2016, CHARITY CARE WAS WAS PROVI DED | N THE FOLLOW NG

AMOUNTS: NORWALK HOSPI TAL, APPROXI MATELY $9, 347, 702, DANBURY HOSPI TAL AND

I TS NEW M LFORD HOSPI TAL CAMPUS, APPROXI MATELY $13, 086, 486.

VESTERN CONNECTI CUT MEDI CAL GROUP: THE M SSI ON OF VWESTERN CONNECTI CUT

MEDI CAL GROUP IS TO PROVI DE SAFE, | NNOVATI VE, CONVEN ENT AND COORDI NATED

PRI MARY AND SPECI ALTY HEALTH CARE | N THE COMMUNI TI ES THEY SERVE AND

STRI VE TO BE AWARE CF AND RESPOND TO THEI R PATI ENTS' NEEDS. THEY SUPPORT

A COW TMENT TO ADVANCE THE HEALTH AND WELL- BEI NG OF | NDI VI DUALS I N THEI R

COVMMUNI TY BY DELI VERI NG QUALI TY CARE, PARTI Cl PATI NG I N MEDI CAL RESEARCH

AND MEDI CAL RESI DENCY PROGRAMS AND THE PROVI SI ON OF MEDI CAL SERVI CES TO

PATI ENTS. FOR FY2016, WCMG PROVI DED $1, 382, 000 I N CHARI TY CARE. WESTERN

CONNECTI CUT HEALTH NETWORK FOUNDATION INC S M SSION IS TO RAI SE FUNDS,

REI NVEST AND ADM NI STER THESE FUNDS AND MAKE DI STRI BUTI ONS TO DANBURY

HOSPI TAL AND OTHER NOT- FOR- PROFI T HEALTH CARE AFFI LI ATES.
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

NORWALK HOSPI TAL FOUNDATION'S M SSI ON |'S TO RAI SE FUNDS, REI NVEST AND

ADM NI STER THESE FUNDS AND MAKE DI STRI BUTI ONS TO NORWALK HOSPI TAL AND

OTHER NOT- FOR- PROFI T NORWALK HOSPI TAL AFFI LI ATES.

VESTERN CONNECTI CUT HEALTH NETWORK AFFI LI ATES PRI NClI PAL PURPCSE 1S TO

PROVI DE OUTPATI ENT HEALTH CARE SERVI CES I N VARI QUS LOCATI ONS AND ALSO

PROVI DE AMBULANCE SERVI CES TO DANBURY AND SURROUNDI NG TOMWNS, WHI LE

SERVI NG THOSE THAT CANNOT AFFORD THE CARE.

VESTERN CONNECTI CUT HOVE CARE, | NC. (WCHC) PROVI DES STATE OF THE ART

CLI Nl CAL SERVI CES RANG NG FROM PEDI ATRI C PATI ENTS TO THE ELDERLY

UTI LI ZI NG BEST PRACTI CE | N HOME CARE TO MEET THE NEEDS OF THEI R PATI ENTS.

FOR FY2016, WCHC PROVI DED $47, 000 | N CHARI TY CARE.

EASTERN NEW YORK MEDI CAL SERVI CES ( ENYM5) WAS FORMED IN APRIL, 2013. THE

M

SSION AT ENYMs |S TO PROVI DE SAFE, | NNOVATI VE, CONVEN ENT AND

COORDI NATED PRI MARY AND GASTRO HEALTH CARE I N THE COVMUNI TI ES WE SERVE

AND STRI VE TO BE AWARE OF AND RESPOND TO OUR PATI ENTS' NEEDS.
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Provide the following information.

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

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 policy.

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

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

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

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

organization, files a community benefit report.

PART VI - STATES WHERE COVMUNI TY BENEFI T REPORT FI LED

CT

ADDI TI ONAL | NFORMATI ON

PART VI, LINE 5 - PROMOTI ON OF COVMUNI TY HEALTH

I N ORDER TO PROMOTE THE HEALTH OF THE COMVMUNI TY, NORWALK HOSPI TAL | S
RESPONSI BLE FOR COORDI NATI NG THE SERVI CES OF THE HOSPI TAL W TH THOSE
OTHER HEALTH, EDUCATI ON, AND SOCI AL SERVI CES I N THE COVMUNI TY. THESE
SERVI CES ARE PROMOTED | N ORDER TO OPTIM ZE THE AVAI LABI LITY OF A FULL

SCOPE OF SERVI CES | N A COST- EFFECTI VE MANNER

IN FY16, NORWALK HOSPI TAL SERVED OVER 1.5 M LLI ON PERSONS THROUGH OVER

470 COVMUNI TY HEALTH OCCURRENCES. HOSPI TAL STAFF AND AFFI LI ATED

PHYSI Cl ANS PARTI Cl PATED | N HEALTH FAI RS, COVWUNI TY EDUCATI ON LECTURES AND

SREENI NGS W TH CONNUNI TY ORGANI ZATI ONS.  THE HEALTH TALK SHOWS Al RED ON

CABLEVI SI ON AND REACHED 1. 275 M LLI ON. NORWALK HOSPI TAL ALSO OFFERS

PROGRAM5S AND FI NANCI AL SUPPORT TO THE CI TY OF NORWALK AND SURRCUNDI NG
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

AREAS. EXAMPLES | NCLUDE THE NORWALK COVMUNI TY HEALTH CENTER (A FQHC) AND

PROGRAM SUPPORT TO THE AMERI CARES FREE CLI NI C. NORWAK HOSPI TAL

SUB- SPECI ALTY CLI NI CS ARE ALSO STAFFED BY VOLUNTEER- ATTENDI NG PHYSI CI ANS

FOR UNDERSERVED PATI ENTS.

PART |, LINE 7E - COMMUNI TY HEALTH | MPROVEMENT SERVI CES AND COVMUNI TY

BENEFI T OPERATI ONS

NORWALK HOSPI TAL PROVI DED COVMUNI TY BENEFI T THROUGH VARI QUS PROGRAMS AND

EVENTS THAT WERE MADE AVAI LABLE TO THE COVMUNI TY AT LARGE. BELOWIS A

LI ST OF ALL THE PROGRAMS OFFERED W TH A BRI EF DESCRI PTI ON:

*CANCER: 614 SERVED THROUGH BEREAVEMENT CGROUPS, CANCER ED. AT FAI RS AND

TALKS

*DI ABETES: 135 SERVED THROUGH HEALTH FAI RS

*ECONOM C DEVELOPMENT: 149 SERVED THROUGH CHAMBER EXPOS AND TALKS

*SENI OR OQUTREACH: 198 SERVED THROUGH SENI OR- ORI ENTED FAI RS

*FAM LY/ PARENTI NG ED.: 50 SERVED THROUGH "WHAT EVERY G RL WANTS TO KNOW

TALK AT PERKI N AUDI TORI UM

JSA
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THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853

Schedule H (Form 990) 2015 Page 9
=E1g@YIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

*HEALTH FAIRS: 14, 702 SERVED THROUGH THE DAY- LONG KI DSFEST, PLUS FAI RS

HELD AT CHURCHES, CORPORATIONS, LIBRARIES, ETC

*HEART DI SEASE: 720 SERVED THROUGH HANDS FOR LI FE EVENTS AND TALKS

*LECTURES: 1.476 M LLI ON SERVED THROUGH HEALTH TALK SHOAS (1 NCLUDI NG

REPEATS), SCHOOLS, LIBRARIES AND CORPORATI ONS. HEALTH TALK AIRS ON

CABLEVI SI ON; 51 SHOWS Al RED WTH A VI EWERSHI P OF 25, 000 PER SHOW

*NUTRI TI ON VELLNESS: 3, 234 SERVED THROUGH LECTURES, PRQJECT LEAN PROGRAM

AND THE AMERI CARES CLI NI CS.

*SUPPORT GROUPS: 127 SERVED THROUGH THE BARI ATRI C AND BREAST CANCER

SUPPORT GROUPS.

SCHEDULE H - PART |, LINE 7F - HEALTH PROFESSI ONAL EDUCATI ON - NORWALK

HOSPI TAL HAS AN ACGVE ACCREDI TED MEDI CAL RESI DENCY PROGRAM PARTNERED W TH

YALE UNI VERSI TY SCHOOL OF MEDI ClI NE. APPROXI MATELY 58 RESI DENTS AND

FELLOAS ROTATE IN THE MEDI CI NE, RADI OLOGY, GASTRCENTEROLOGY, PULMONARY OR

SLEEP PROGRAMS. THE ASSCCI ATED COSTS AND REVENUES ARE DERI VED FROM THE

MEDI CARE COST REPORT.

JSA
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THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853
Schedule H (Form 990) 2015 Page 9
Supplemental Information

Provide the following information.

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

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 policy.

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 promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

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

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

SCHEDULE H - PART |, LINE 7G - SUBSI DI ZED HEALTH SERVI CES - NORWALK
HOSPI TAL RECEI VES AS DHVAS GRANT FROM THE STATE OF CONNECTI CUT FOR THE
OUTPATI ENT PSYCHI ATRIC CLINI C. THESE DOLLARS HELP OFFSET THE SHORTFALL

FROM UNDER OR UNI SURED PATI ENTS.

PART Il LINE #6, COALI TI ON BUI LDI NG

AS STATED IN PART VI, LINE 2, NORWALK HOSPI TAL BEGAN THE PROCESS | N MAY
2015 TO DEVELOP THE 2016 CHNA. THI S | NCLUDES CHNA AND COVMUNI TY COALI TI ON
BUI LDI NG MEETI NGS THAT CONTRI BUTED TO THE TOTAL COALI TI ON BU LDI NG
AMOUNT. FURTHER DETAILS ON THE 2016 CHNA AND CHI P WLL BE PROVI DED IN THE

FOLLOW NG SCHEDULE H, 990 REPORT.

PART 11, LINE #3, COMMUNITY SUPPORT AND LI NE #7, COVMUNI TY HEALTH

| MPROVEMENT ADVOCACY TOTALI NG $82, 087:

COVMUNI TY SUPPORT WAS PROVI DED THROUGH NONMONETARY DONATI ONS TO BENEFI T
KIDS IN CRI SIS, GOBBLE G VE BACK, AND NURSES WEEK COLLECTI ON FOR THE

DEPARTMENT OF CHI LDREN AND FAM LI ES. STATE AND LOCAL ELECTED OFFI ClI ALS

JSA Schedule H (Form 990) 2015
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THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853

Schedule H (Form 990) 2015 Page 9
=E1g@YIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

AND AGENCY HEADS WERE LOBBI ED | N SUPPORT OF MAI NTAI NI NG PATI ENT ACCESS TO

ESSENTI AL SERVI CES FOR THE UNI NSURED AND UNDERI NSURED. THE TOTAL ADVOCACY

| NVESTMENT FOR FY2016 OS $81, 468, WH CH | NCLUDES | NDI RECT AND DI RECT

STAFFI N COSTS. FOR FY2016, NORWALK HOSPI TAL PROVI DED $1, 350, 000 I N

SUPPORT FOR NORWALK COVMUNI TY HEALTH CENTER.

PART V LINE 5 - THE MOST RECENTLY COMPLETED CHNA WAS MADE AVAI LABLE ON:

A) NORWALK HOSPI TAL' S WEBSI TE: WAV NORWALKHEALTH. ORG

B) ON THE CT HOSPI TAL ASSOCI ATI ON' S WEBSI TE:

HTTP: / / WAW CHI ME. ORG ADVOCACY/ COVMUNI TY- HEALTH/

ON THE G TY OF NORWALK WEBSI TE:

VWAV NORWALKCT. ORG DOCUMENTCENTER/ VI EW 4397

AND ON THE NORWALK HEALTH DEPARTMENT' S WEBSI TE:

HTTP: / / WAV CT. GOV/ DPH/ LI B/ DPH OHCA/ COMMUNI TY_NEEDS ASSESSMENT/ CHNA/ 2014/ NO

0

RWALK_HOSPI TAL. PDF

I S AVAI LABLE UPON REQUEST FROM THE HOSPI TAL FACI LI TY.

PART V, SECTION B, LINES 16B AND 16C - FAP | S MADE AVAI LABLE ON THE

JSA
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THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853

Schedule H (Form 990) 2015 Page 9
=E1g@YIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

FOLLOW NG LI NKS

HTTP: / / WAV NORWALKHCOSPI TAL. ORG/ PATI ENT- AND- VI SI TORS- | NFQ' Bl LLI NG BI LLI NG F

NANCI AL- ASSI STANCE- PQLI CY

JSA
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SCHEDULE J Compensation Information OMB No. 1545-0047
(Form 990) For certain Officers, Directors, Trustees, Key Employees, and Highest 2@1 5

Compensated Employees

P Complete if the organization answered "Yes" on Form 990, Part IV, line 23. o bli
Department of the Treasury ) P> Attach to Form 990. ) ) ) pen to PU IC
Internal Revenue Service P Information about Schedule J (Form 990) and its instructions is at www.irs.gov/form990. Inspection

Name of the organization

THE NORWALK HOSPI TAL ASSCCI ATI ON 06- 6068853
Questions Regarding Compensation

la

Employer identification number

Yes No

Check the appropriate box(es) if the organization provided any of the following to or for a person listed on Form
990, Part VII, Section A, line 1a. Complete Part lll to provide any relevant information regarding these items.
First-class or charter travel Housing allowance or residence for personal use
Travel for companions Payments for business use of personal residence
Tax indemnification and gross-up payments Health or social club dues or initiation fees
Discretionary spending account Personal services (e.g., maid, chauffeur, chef)

If any of the boxes on line la are checked, did the organization follow a written policy regarding payment
or reimbursement or provision of all of the expenses described above? If "No,” complete Part Ill to
EXPIAIN L L e e e e e e e e e e e e e e e e e e e e e s

1b

Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all
directors, trustees, and officers, including the CEO/Executive Director, regarding the items checked in line

Indicate which, if any, of the following the filing organization used to establish the compensation of the
organization's CEO/Executive Director. Check all that apply. Do not check any boxes for methods used by a
related organization to establish compensation of the CEO/Executive Director, but explain in Part Ill.

Compensation committee Written employment contract

Independent compensation consultant Compensation survey or study

Form 990 of other organizations Approval by the board or compensation committee

During the year, did any person listed on Form 990, Part VII, Section A, line 1a, with respect to the filing
organization or a related organization:

4a

4b

4c

If "Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part lIl.

Only section 501(c)(3), 501(c)(4), and 501(c)(29) organizations must complete lines 5-9.

For persons listed on Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of:

The Organization? . . . . @ v v v it e s e e e e e e e e e e e e e e e e e e e e e e e e e e e e e

5a

Any related organization? . . . . . . . . L L e e e e e e e e e e e e e e e e e e e e e e e e e

5b

If “Yes" to line 5a or 5b, describe in Part Ill.

For persons listed on Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of:

The Organization? . . . . @ v v v it et e e e e e e e e e e e e e e e e e e e e e e e e e e e e

6a

Any related organization? . . . . . . . . i L e e e e e e e e e e e e e e e e e e e e e e e e e e

6b

If “Yes" on line 6a or 6b, describe in Part lll.

For persons listed on Form 990, Part VI, Section A, line 1la, did the organization provide any non-fixed
payments not described on lines 5 and 67 If "Yes," describeinPartlll. . . . .. ... ... ... ... ...,

Were any amounts reported on Form 990, Part VII, paid or accrued pursuant to a contract that was subject
to the initial contract exception described in Regulations section 53.4958-4(a)(3)? If "Yes," describe
T = o

9

For Paperwork Reduction Act Notice, see the Instructions for Form 990.

JSA
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THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853

Schedule J (Form 990) 2015 Page 2
REVWMIl  Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees. Use duplicate copies if additional space is needed.

For each individual whose compensation must be reported on Schedule J, report compensation from the organization on row (i) and from related organizations, described in the
instructions, on row (ii). Do not list any individuals that are not listed on Form 990, Part VII.

Note: The sum of columns (B)(i)-(iii) for each listed individual must equal the total amount of Form 990, Part VII, Section A, line 1a, applicable column (D) and (E) amounts for that
individual.

(B) Breakdown of W-2 and/or 1099-MISC compensation

(C) Retirement and (D) Nontaxable (E) Total of columns (F) Compensation
(A) Name and Title (i) Base (i) Bonus & incentive (ili) Other other deferred benefits B)()-(D) in column (B) reported
compensation compensation reportable compensation as deferred on prior
compensation Form 990
M CHAEL DAGLI O @i) 0. 0. 0. 0. 0. 0. 0.
1PRESI DENT (ii) 433, 029. 150, 000. 2,499, 15, 600. 29, 614. 630, 742. 0.
STEVEN ROSENBERG @i) 0. 0. 0. 0. 0. 0. 0.
2CFQ TREASURER (ii) 567, 570. 190, 000. 23, 865. 13, 000. 31, 044. 825, 479. 0.
RENEE MAURI ELLO @i) 318, 060. 65, 331. 2, 260. 13, 250. 21, 904. 420, 805. 0.
3VP NURSI NG & PATI ENT CARE SERV (ii) 0. 0. 0. 0. 0. 0. 0.
JAMES HAYNES @i) 221, 483. 55, 000. 36, 116. 15, 900. 20, 154. 348, 653. 0.
4VP OPERATI ONS (ii) 0. 0. 0. 0. 0. 0. 0.
JAMES VARRONE @i) 162, 269. 30, 000. 12, 260. 12, 494, 19, 854. 236, 877. 0.
gVP SUPPLY CHAIN (ii) 0. 0. 0. 0. 0. 0. 0.
PATRI CK M NI CUS @i) 0. 0. 0. 0. 0. 0. 0.
V! CE PRESI DENT FI NANCE (ii) 386, 548. 100, 000. 18, 660. 3, 719. 31, 429. 540, 356. 0.
ROBERT CAPODANNO @i) 269, 898. 225, 442. 2,317. 15, 900. 21, 904. 535, 461. 0.
ZPHYSI G AN (ii) 0. 0. 0. 0. 0. 0. 0.
JASON FI SCHEL @i) 280, 255. 194, 834. 9, 016. 13, 250. 19, 354. 516, 709. 0.
gPHYSI G AN (ii) 0. 0. 0. 0. 0. 0. 0.
CHRI STOPHER M CHOS @i) 261, 004. 201, 165. 3,371, 13, 250. 20, 354. 499, 144, 0.
gPHYSI G AN (ii) 0. 0. 0. 0. 0. 0. 0.
BRI AN MCGOVERN @i) 281, 561. 335, 009. 29, 367. 18, 550. 21, 904. 686, 391. 0.
10PHYSI G AN (ii) 0. 0. 0. 0. 0. 0. 0.
BENJAM N GREENBLATT @i) 397, 609. 79, 759. 818. 13, 250. 21, 866. 513, 302. 0.
11CHAI RVMAN, - EMERGENCY (ii) 0. 0. 0. 0. 0. 0. 0.
0]
12 (ii)
0]
13 (ii)
0]
14 (ii)
0]
15 (ii)
0]
16 (ii)
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THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853

Schedule J (Form 990) 2015 Page 3
=E13lI[l Supplemental Information

Complete this part to provide the information, explanation, or descriptions required for Part |, lines 1a, 1b, 3, 4a, 4b, 4c, 5a, 5b, 6a, 6b, 7, and 8, and for Part II.
Also complete this part for any additional information.

PART |, LINE 4 - RECElI VED SEVERANCE, SUPPL NQ RETIRE, EQUI TY BASED COWP
SUPPLEMENTAL EXECUTI VE RETI REMENT PLANS: WESTERN CONNECTI CUT HEALTH
NETWORK (WCHN) HAS ESTABLI SHED THREE SEPARATE SUPPLEMENTAL EXECUTI VE

RETI REMENT PLANS ( SERP). THESE PLANS PROVI DE SUPPLEMENTAL RETI REMENT
BENEFI TS TO KEY MEMBERS OF THE EXECUTI VE GROUP. UNDER THE AGREEMENTS FCR
SERP PLANS #1 AND #2, AMOUNTS PROM SED TO ELI G BLE EXECUTI VES ARE BASED
ON TARCGETED RETI REMENT BENEFI TS AND THE PAYMENT OF BENEFI TS IS SUBJECT TO
VESTI NG. THE BENEFI TS AT THE VESTED AGE ARE PROVI DED | N THE FORM OF AN
ACTUARI AL EQUI VALENT LUMP SUM PLUS TAX GROSS- UP AMOUNT TO THE

PARTI Cl PANTS.

WCHN HAS ON | TS BOOKS AN ACCRUAL FOR THE PARTI Cl PANTS COF THE SERP, WHI CH

'S MAI NTAI NED SOLELY FOR ACCOUNTI NG PURPOSES AND |'S UNFUNDED.

SERP PLAN #1 - DURI NG THE FI SCAL YEAR ENDI NG SEPTEMBER 30, 2016 NO

I NDI VI DUALS LI STED I N PART VI OR SCHEDULE J, PART || PARTIClI PATED I N

SERP PLAN #1.

SERP PLAN #2 - DURI NG THE FI SCAL YEAR ENDI NG SEPTEMBER 30, 2016 NO

Schedule J (Form 990) 2015
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THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853

Schedule J (Form 990) 2015

=E13lI[l Supplemental Information

Complete this part to provide the information, explanation, or descriptions required for Part |, lines 1a, 1b, 3, 4a, 4b, 4c, 5a, 5b, 6a, 6b, 7, and 8, and for Part II.
Also complete this part for any additional information.

Page 3

PAYMENTS WERE MADE TO STEVEN H ROSENBERG, CFO OF WCHN, PARTI Cl PANT OF

SERP PLAN #2.

SERP PLAN #3 - EARNI NGS AND LOSSES ON THE | NVESTMENTS SELECTED BY
PARTI Cl PANTS OF SERP #3 ARE ADDED TO THE BALANCE OF THE ACCOUNT. DURI NG
THE FI SCAL YEAR ENDI NG SEPTEMBER 30, 2016, NO PAYMENTS WERE MADE TO

M CHAEL DAGLI O, CHI EF OPERATI NG OFFI CER, PARTI Cl PANT OF SERP PLAN #3.

PART |, LINE 6 - COVPENSATI ON CONTI NGENT ON NET EARNI NGS OF RELATED ORGS

SUMVARY OF EXECUTI VE | NCENTI VE PLAN

THE PLAN | S ADM NI STERED BY THE EXECUTI VE COVPENSATI ON COW TTEE ( THE

COW TTEE) OF WESTERN CONNECTI CUT HEALTH NETWORK, I NC. (WHCN)

ELIG BILITY TO PARTI Cl PATE IN THE PLAN IS LI M TED TO THOSE EXEMPT
EXECUTI VES EMPLOYED BY WCHN AND | TS SUBSI DI ARI ES ( THE NETWORK) DURI NG THE
PLAN YEAR VWHO ARE I N POSI TIONS I N WHI CH THEI R DECI SI ONS, ACTI ONS AND

COUNSEL Sl GNI FI CANTLY AFFECT THE OPERATI ONS OF THE NETWORK.

Schedule J (Form 990) 2015
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THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853

Schedule J (Form 990) 2015

=E13lI[l Supplemental Information

Complete this part to provide the information, explanation, or descriptions required for Part |, lines 1a, 1b, 3, 4a, 4b, 4c, 5a, 5b, 6a, 6b, 7, and 8, and for Part II.
Also complete this part for any additional information.

Page 3

THE COWM TTEE, W TH | NPUT PROVI DED BY SENI OR MANAGEMENT OF THE NETWORK
W LL DETERM NE WHI CH ELI G BLE EXECUTI VE EMPLOYEES OF THE NETWORK W LL

PARTI Cl PATE | N THE PLAN.

PRI OR TO THE BEG NNI NG OF EACH PLAN YEAR, OR AS SOON THEREAFTER AS
PRACTI CABLE, THE COW TTEE W LL ESTABLI SH TARGET AND MAXI MUM AWARD
OPPORTUNI TY FOR THE PARTI Cl PANTS, | N THE APPROPRI ATE TIER I N THE PLAN,

ALONG W TH A TEAM SCORECARD OF PLAN MEASURES.

SOON AFTER THE CLOSE OF THE PLAN YEAR, ACTUAL ORGANI ZATI ON AND | NDI VI DUAL
PERFORVMANCE AND RESULTS W LL BE MEASURED AND ASSESSED | N COVPARI SON TO
PUBLI SHED GOALS AND EXPECTATI ONS ESTABLI SHED FOR SUCH PLAN YEAR
RECOMMENDATI ONS FCR | NDI VI DUAL | NCENTI VE AWARDS W LL BE PREPARED AND

SUBM TTED TO THE COVMM TTEE FOR EVALUATI ON AND APPROVAL.

NOTW THSTANDI NG ANY OTHER PROVI SI ON OF THE PLAN, AT THE DI SCRETI ON OF THE
COW TTEE, AWARDS NMAY NOT BE PAI D UNDER THE PLAN FOR ANY PLAN YEAR | F THE

LEVEL OF PERFORMANCE SPECI FI ED I N ONE OR MORE NETWORK LEVEL "CIRCU T

Schedule J (Form 990) 2015
JSA
5E1505 1.000

0133KV F227 PAGE 77



THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853

Schedule J (Form 990) 2015 Page 3

=E13lI[l Supplemental Information

Complete this part to provide the information, explanation, or descriptions required for Part |, lines 1a, 1b, 3, 4a, 4b, 4c, 5a, 5b, 6a, 6b, 7, and 8, and for Part II.
Also complete this part for any additional information.

BREAKER GOALS" | S NOT ACH EVED DURI NG THE PLAN YEAR

PART 11 - ADDI TI ONAL | NFORVATI ON
THE ORGANI ZATI ON RELI ED ON RELATED ORGANI ZATI ONS, WESTERN CONNECTI CUT
HEALTH NETWORK, | NC. WH CH USED THE FOLLOW NG METHODS DESCRI BED BELOW TO

ESTABLI SH TOP MANAGEMENT' S COVPENSATI ON:

- COVPENSATI ON COWM TTEE

- | NDEPENDENT COMPENSATI ON CONSULTANT
-VWRI TTEN EMPLOYMENT CONTRACT

- COVPENSATI ON SURVEY OR STUDY

- APPROVAL BY BCOARD OR COVPENSATI ON COWM TTEE

Schedule J (Form 990) 2015
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SCHEDULE K
(Form 990)

Department of the Treasury
Internal Revenue Service

ST OF CT HLTH & EDUC FAC
Supplemental Information on Tax-Exempt Bonds

» Complete if the organization answered "Yes" on Form 990, Part IV, line 24a. Provide descriptions,
explanations, and any additional information in Part VI.

» Attach to Form 990.
» Information about Schedule K (Form 990) and its instructions is at www.irs.gov/form990.

OMB No. 1545-0047

Name of the organization

2019

Open to Public
Inspection

Employer identification number

THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853
Uil  Bond Issues
(a) Issuer name (b) Issuer EIN (c) CUSIP # | (d) Date issued (e) Issue price (f) Description of purpose (9) Defeased bEahfgaolfnof gi)nzr?gilﬁg
Issuer
Yes | No | Yes | No | Yes | No
A ST OF CT HLTH & EDUC FAC 06- 0806186 000000000 12/ 09/ 2010 46, 840, 000. | SEE PART VI X X X
B st oF cr HLTH & EDUC FAC 06- 0806186 000000000 12/ 07/ 2012 82, 000, 000. | SEE PART VI X X X
C
D
Proceeds
A B
1 Amountof bonds retired | . . . . . i i it e e e e e e e e e e e e e e e e e 16, 350, 000. 3, 940, 000.
2 Amountof bonds legallydefeased, . . .. ... .... ... ... . ...
3 Total proceeds Of ISSUB . . . . . v v v v v e e e e e e e e e e e e e e e e e e e e e e e 46, 844, 821. 82,014, 610.
4 Gross proceedsinreservefunds . . . . . . .. ... e e e e e e
5 Capitalized interest from proceeds. . . . . . . . v v v v v e e e e e e e e e e e 1, 010, 853.
6 Proceedsinrefunding @SCrOwWs, . . . . . . . . . it i e
7 Issuance costS from ProCeEAS . . . . v v v v v v e e e e e e e e e e e e e e e e e e e 829, 268. 639, 886.
8 Credit enhancementfromproceeds . . . . . . . . . . . . . ittt
9 Working capital expenditures from proceeds . . . . . . . . . e e e e e e 463, 600.
10 Capital expenditures from proceeds . . . . . . . v v i i i i e e 44,541, 100. 81, 374, 724.
11 Other Spent proCceeds . . . . i i i i i v i i e e e e e e e e e e e e e e e
12 Other unspent proceeds . . . . . . i v v v v v vt e e e e e e e e et
13 Year of substantial completion . . . . . . . . ... e 2013 2017
Yes No Yes No Yes No Yes No
14 Were the bonds issued as part of a current refundingissue? . . . . ... ... ... ... X X
15 Were the bonds issued as part of an advance refundingissue?, . . . ... .. ... ... X X
16 Has the final allocation of proceeds beenmade? . . . . . . . .. ... .. uuuu... X X
17 Does the organization maintain adequate books and records to support the
final allocation Of Proceeds? . . . . . .. ... X X
Private Business Use
A B
1 Was the organization a partner in a partnership, or a member of an LLC, Yes No Yes No Yes No Yes No
which owned property financed by tax-exemptbonds? , , . . ... ... .. . ... X X
2 Are there any lease arrangements that may result in private business use of
bond-financed property? . . L L L. e X X

ESoAr Paperwork Reduction Act Notice, see the Instructions for Form 990.
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Private Business Use (Continued) ST OF CT HLTH & EDUC FAC
A B D
3a Are there any management or service contracts that may result in private Yes No Yes No Yes No Yes No
business use of bond-financed property?, . . . . . . . v v i e e e e e e e e e e X X
b If "Yes" to line 3a, does the organization routinely engage bond counsel or other outside
counsel to review any management or service contracts relating to the financed property? . . . . .
c Are there any research agreements that may result in private business use of
bond-financed property? . . . . . . . i i i e e e e e e e e e e e e e e e e e e X X
d If "Yes" to line 3c, does the organization routinely engage bond counsel or other
outside counsel to review any research agreements relating to the financed property?. . X X
4  Enter the percentage of financed property used in a private business use by entities
other than a section 501(c)(3) organization or a state or local government . . . . . . » . 5700 % % % %
5 Enter the percentage of financed property used in a private business use as a
result of unrelated trade or business activity carried on by your organization,
another section 501(c)(3) organization, or a state or local government . . ... ... > . 4600 % % % %
6 Totalof iNesS 4 and 5 . . v v v v vt ittt et e e - 0300 % % % %
7 Does the bond issue meet the private security or paymenttest? _ . . . . . . . ... ... X X
8a Has there been a sale or disposition of any of the bond-financed property to a
nongovernmental person other than a 501(c)(3) organization since the bonds were issued? X X
b If "Yes" to line 8a, enter the percentage of bond-financed property sold or
disposed of . . . . i L e e e e e e e e e e e e % % % %
¢ If"Yes" to line 8a, was any remedial action taken pursuant to Regulations
sections 1.141-12 and 1.145-27 . . . . v i v i i i i i e e e e e e e
9 Has the organization established written procedures to ensure that all
nonqualified bonds of the issue are remediated in accordance with the
requirements under Regulations sections 1.141-12 and 1.145-2? ., , . . .. ... .. .. X X
Arbitrage
A B D
1 Has the issuer filed Form 8038-T, Arbitrage Rebate, Yield Reduction and Yes No Yes No Yes No Yes No
Penalty in Lieu of Arbitrage Rebate? . . . . . v v v v v v vt e e e e e e e X X
2 If"No" to line 1, did the following apply?. . . & v v i v i i it et e e e e e e e
a Rebate notdue yet?, . . . i it i it i et e e e e e e e e X X
b Exceptiontorebate? . . . i i i i i i i i i e e e e e e e et e eeeeee e X X
NOrebate dUB? . o v v v v i i i e e e e e e e e e e e e e e e e e e e X X
If “Yes” to line 2c, provide in Part VI the date the rebate computation was
performed. . . . . . i e e e e e e e e e e e e e e e e e e e e e e e s
3 Is the bond issue a variable rate ISSUE?. . . « « v v o 4 e ettt e e e e e e X X
4a Has the organization or the governmental issuer entered into a qualified
hedge with respecttothe bondissue?. . . . ... ... ... ... v . X X
b Nameof provider . . . . . . . 0 i v i i i i it e e s e e e e e e e e e e e e PEOPLES UNI TED BANK
C Termofhedge. . v v v v v it it e e e e e e e e e e e e e e e e e e 12. 000
d Was the hedge superintegrated?. . . . . v v v v v v v v e v h e e e e e X
e Wasthe hedgeterminated?. . . . . . . . o v v v v i i i e e e e e e e e e e e s X
ISA Schedule K (Form 990) 2015
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THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853
Schedule K (Form 990) 2015 Page 3
Arbitrage (Continued)
B D
Yes No Yes No Yes No Yes No
5a Were gross proceeds invested in a guaranteed investment contract (GIC)? . . . . .. .. X X
b Name of provider . . . . . . . . . i i i i i e e e e e e e e e eaaea
C Termof GIC . . . . . e et e e e e e e e u e e e a e e e e a e e e e e e e s
d Was the regulatory safe harbor for establishing the fair market value of the GIC satisfied? . . . . . .
6 Were any gross proceeds invested beyond an available temporary period? . . . .. ... X X
7 Has the organization established written procedures to monitor the
requirements of SECHON 1482 . v v v v v v v v vttt X X
m Procedures To Undertake Corrective Action
B D
Has the organization established written procedures to ensure that violations Yes No Yes No Yes No Yes No
of federal tax requirements are timely identified and corrected through the
voluntary closing agreement program if self-remediation is not available
under applicable regulations? X X

EVgAYl Supplemental Information. Provide additional information for responses to questions on Schedule K (see instructions).
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AVl Supplemental Information. Provide additional information for responses to questions on Schedule K (see instructions) (Continued)

ADDI TI ONAL | NFORMATI ON

PART | - BOND I SSUE, (A) |SSUER NAME - A CHEFA SERIES G H AND | - STATE

OF CONNECTI CUT HEALTH AND EDUCATI ONAL FACI LI TI ES AUTHORI TY.

PART | - BOND I SSUE, (A) |SSUER NAME - B CHEFA SERIES J - STATE CF

CONNECTI CUT HEALTH AND EDUCATI ONAL FACI LI TI ES AUTHORI TY

PART | - BOND | SSUE, (F) DESCRI PTI ON OF PURPCSE A CHEFA SERIES G, H AND
|. THE PROCEEDS OF THE BOND WERE USED FOR CONSTRUCTI ON OF A PARKI NG

GARAGE AND FOR THE PURCHASE OF OTHER CAPI TAL EQUI PMENT.

PART | - BOND | SSUE, (F) DESCRI PTI ON OF PURPCSE - B CHEFA SERIES J
THE PROCEEDS OF THE BOND ARE BEI NG USED FOR CONSTRUCTI ON OF AN AMBULATORY

PAVI LI ON AND FOR THE PURCHASE COF OTHER CAPI TAL EQUI PMENT.

PART 11 - PROCEEDS, A CHEFA SERIES G H AND | - TOTAL PRCCEEDS OF | SSUE
I NCLUDES | NTEREST | NCOVE OF $4, 821 RECEI VED ON THE CONSTRUCTI ON FUND,

COST OF | SSUANCE FUND AND CAPI TALI ZED | NTEREST FUND.

PART 11 - PROCCEEDS, B CHEFA SERIES J - TOTAL PROCEEDS OF | SSUE | NCLUDES

| NTEREST | NCOVE OF $14, 610 RECEI VED ON THE CONSTRUCTI ON FUND AND COST OF

JSA
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Schedule K (Form 990) 2015 Page 4
Supplemental Information. Provide additional information for responses to questions on Schedule K (see instructions) (Continued)

| SSUANCE FUND

PART 1l - PRIVATE BUSINESS USE - A CHEFA SERIES G H AND | - PRI VATE
BUSI NESS USE | S BASED ON PHYSI CI AN RESERVED SPACES | N FI NANCED PARKI NG
GARAGE. THESE RESERVED SPACES ARE USED BY BOTH EMPLOYEES AND ATTENDI NG

PHYSI CI ANS VI SI TI NG HOSPI TAL PATI ENTS TO FURTHER THE HOSPI TAL' S M SSI ON.

PART 11 - PRI VATE BUSINESS USE - B CHEFA SERIES J - NO PRI VATE BUSI NESS
USE I N FI SCAL 2016 - THE PORTI ON OF THE PAVI LI ON COVWLETE AND OCCUPI ED
DOES NOT | NCLUDE ANY PRI VATE BUSI NESS USE. A PCRTI ON OF THE CANCER CENTER
VWH CH WLL BE LOCATED | N THE NEW PAVI LI ON AND W LL BE DEDI CATED TO CANCER
RESEARCH ONCE THE PAVI LI ON | S COVPLETE AND OPERATI ONAL. THE FUNDI NG OF
THE PAVI LI ON W LL | NCLUDE $30, 000, 000 OF PHI LANTHROPY AND APPROXI MATELY
$2, 300, 000 OF WORKI NG CAPI TAL. THESE AMOUNTS W LL BE ALLOCATED TO THE

PORTI ON OF THE PAVI LI ON THAT WLL BE USED BY QUTSI DE ENTI TI ES.

PART 11, LINE 9 POST | SSUANCE COVPLI ANCE - NONQUALI FI ED BONDS

EFFECTI VE 1/1/ 2014, WESTERN CONNECTI CUT HEALTH NETWORK (WCHN) BECAME THE

SOLE CORPCORATE MEMBER OF NORWALK HEALTH SERVI CES CORPORATI ON AND A

CORPORATE AFFI LI ATI ON WAS COVWPLETED. NORWALK HEALTH SERVI CES CORPORATI ON

JSA
5E1511 1.000 Schedule K (Form 990) 2015
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AVl Supplemental Information. Provide additional information for responses to questions on Schedule K (see instructions) (Continued)

AND ALL SUBSI DI ARI ES ARE COVERED UNDER THE POLI CI ES OF WCHN AND AS SUCH,

THE TAX EXEMPT DEBT POLI CY APPLIES TO NORWALK HOSPI TAL AS OF 1/1/2014.

PART |V - ARBI TRAGE LI NE 4B - NAME OF PROVI DER - CHEFA SERIES J PECPLE S

UNI TED BANK

PART V - PROCEDURES TO UNDERTAKE CORRECTI VE ACTI ON

EFFECTI VE 1/1/ 2014, WESTERN CONNECTI CUT HEALTH NETWORK (WCHN) BECAME THE
SOLE CORPCORATE MEMBER OF NORWALK HEALTH SERVI CES CORPORATI ON AND A

CORPORATE AFFI LI ATI ON WAS COWPLETED. NORWALK HEALTH SERVI CES CORPORATI ON
AND ALL SUBSI DI ARI ES ARE COVERED UNDER THE POLI CI ES OF WCHN AND AS SUCH,

THE TAX EXEMPT DEBT POLI CY APPLIES TO NORWALK HOSPI TAL AS COF 1/1/2014.

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

(Form 990 or 990-EZ)[p Complete if the organization answered "Yes" on Form 990, Part IV, line 25a, 25b, 26, 27, 28a, 2@1 5
28b, or 28c, or Form 990-EZ, Part V, line 38a or 40b.
Department of the Treasury P-Attach to Form 990 or Form 990-EZ. Open To Public
Internal Revenue Service P Information about Schedule L (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
THE NORWALK HOSPI TAL ASSOCI ATl ON 06- 6068853
Excess Benefit Transactions (section 501(c)(3), section 501(c)(4), and 501(c)(29) organizations only).
Complete if the organization answered “Yes” on Form 990, Part IV, line 25a or 25b, or Form 990-EZ, Part V, line 40b.
1 (a) Name of disqualified person (b) Relationship bg:\évzﬁir;:ti;?]ualified person and (c) Description of transaction (::;:":e:
(1)
(2)
(3
(4
(5
(6)
2 Enter the amount of tax incurred by the organization managers or disqualified persons during the year
UNder SECHON 4958 . . . . i i i s s s e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e > $
3 Enter the amount of tax, if any, on line 2, above, reimbursed by the organization. . . ... ......... > $
Loans to and/or From Interested Persons.

Complete if the organization answered "Yes" on Form 990-EZ, Part V, line 38a or Form 990, Part IV, line 26; or if the
organization reported an amount on Form 990, Part X, line 5, 6, or 22.

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

To | From Yes No Yes No Yes No

(1)
(2)
(3)
(4)
(5)
(6)
(7
(8)
(9)
(10)
o) - | > $

REWHIN Grants or Assistance Benefiting Interested Persons.
Complete if the organization answered “Yes” on Form 990, Part IV, line 27.

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

(1)
(2)
(3
4
(5
(6)
(7
(8)
(9
(10)
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule L (Form 990 or 990-EZ) 2015
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Schedule L (Form 990 or 990-EZ) 2015

06- 6068853

Page 2

@I\ Business Transactions Involving Interested Persons.

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

(a) Name of interested person (b) Relationship between
interested person and the
organization

(c) Amount of
transaction

(d) Description of transaction

(e) sharing of
organization's
revenues?

Yes | No

(1)  JILLENE MAHONY SEE PART V

66, 036.

COVPENSATI ON

X

(2

(3)

(4)

)

(6)

(1)

(8)

)

10
w Supplemental Information

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

SCHEDULE L, PART IV

JILLENE MAHONY IS THE DAUGHTER OF ED MAHONY, NORWALK HOSPI TAL CHAI RVAN OF

THE BOARD. SHE |'S EMPLOYED AS A NURSE AT THE HOSPI TAL EFFECTI VE FEBRUARY

2016.

JSA
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. OMB No. 1545-0047
SCHEDULE O Supplemental Information to Form 990 or 990-EZ
(Form 990 or 990-EZ) 2@1 5

Complete to provide information for responses to specific questions on

benartment of the Treasu Form 990 or 990-EZ or to provide any additional information. Open to Public
Intgmal Revenue Service i PA'['[aCh '[0 Form 990 or 990'EZ |nSpeCt|on
Name of the organization Employer identification number
THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853

JO NT VENTURE POLI CY FORM 990, PART VI, SECTION B, LINE 16B
VH LE A WRI TTEN POLI CY HAS NOT BEEN ADOPTED REGARDI NG THE EVALUATI ON OF

PARTI Cl PATI ON I N JO NT VENTURES, MANAGEMENT FOLLOAS A PROCEDURE | N VWHI CH
ALL PGCSSI BLE JO NT VENTURE ARRANGEMENTS ARE EVALUATED UNDER APPLI CABLE
FEDERAL TAX LAWS. MANAGEMENT UTI LI ZED THE SERVI CES OF APPROPRI ATE
CONSULTANTS AND LEGAL COUNSEL TO EVALUATE EACH JO NT VENTURE OPPORTUNI TY.
THI'S EVALUATI ON ALSO | NCLUDES AN ANALYSI S OF HOW THE JO NT VENTURE W LL
FURTHER THE HOSPI TAL' S M SSI ON.  THE HOSPI TAL HAS TAKEN ALL APPROPRI ATE
STEPS TO SAFEGUARD | TS TAX EXEMPT STATUS W TH RESPECTS TO ALL JO NT
VENTURE ARRANGEMENTS. JO NT VENTURE ARRANGEMENTS ARE APPROVED BY THE

BOARD OF TRUSTEES.

FORM 990, OFFI CERS AND TRUSTEES, PART VI |

THOVAS AYOUB, MD - TRUSTEE AND CH EF OF STAFF, COWMPENSATI ON RECEI VED | S

FOR SERVI CES AS CHI EF OF STAFF OF NORWALK HOSPI TAL.

FOR THOSE OFFI CERS AND TOP 5 EMPLOYEES, FOR WHI CH ONLY 40 HOURS | S NOTED

TO REFLECT PAI D HOURS, ACTUAL HOURS WORKED EXCEEDED THI S AMOUNT.

NOTE - ALL AMOUNT I N COLUWN F, OF PART VII, "ESTI MATED AMOUNT OF OTHER
COVPENSATI ON', REPRESENT BENEFI TS, AND DO NOT REFLECT ANY COMPENSATI ON

FOR VWHI CH THE AVERAGE AMOUNT OF TI ME WORK CAN BE REFLECTED.

SCHEDULE H, PART V, LINE 10A - URL | MPLEMENTATI ON STRATEGY
MOST RECENTLY ADOPTED | MPLEMENTATI ON STRATEGY TO MEET THE SI GNI FI CANT

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2015)
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Name of the organization Employer identification number

THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853

COVMMUNI TY HEALTH NEEDS CAN BE FOUND AT:
HTTP: / / WAV NORWALKHOSPI TAL. ORG ABOUT- US/ ABOUT- NORWALK- HOSPI TAL/ COVMUNI TY- B
ENEFI T

TI TLED GREATER NORWALK CHA CHI P REPORT DECEMBER 2012

FORM 990, PART I1Il, LINE 1 - ORGAN ZATI ON M SSI ON
THE M SSI ON OF NORWALK HOSPI TAL IS TO | MPROVE THE HEALTH OF EVERY PERSON

VE SERVE THROUGH THE EFFI Cl ENT DELI VERY OF EXCELLENT, | NNOVATI VE AND

COVPASSI ONATE CARE.

VI SI ON 2020: WESTERN CONNECTI CUT HEALTH NETWORK (WCHN), OF WHI CH NORWALK
HOSPI TAL IS A MEMBER, W LL BE THE PREFERRED PARTNER | N HEALTH AND
PROVI DER OF CARE FOR THE COMVUNI TI ES WE SERVE AND W LL BE AMONG THE MOST

RESPECTED COVMUNI TY HEALTHCARE SYSTEMS | N THE NATI ON.

VALUES: OUR VALUES REFLECT WHO WE ARE AS AN ORGAN ZATI ON. THEY PROVI DE
CLEAR GUI DANCE AS TO BEHAVI OR EXPECTATI ONS AND MOTI VATE US BY PROMOTI NG A
SENSE OF BELONGS AND PRI DE. WE ARE ALL ACCOUNTABLE FOR LIVING UP TO AND

DEMONSTRATI NG THESE VALUES | N OUR DAY- TO- DAY ACTI ONS.

- EXCELLENCE: WE DELI VER THE H GHEST QUALI TY CARE AND SERVI CE AND SURPASS
ESTABLI SH STANDARDS THROUGH A CONTI NUOUS FOCUS ON | MPROVEMENT, | NNOVATI ON

AND EDUCATI ON.

-I NTEGRI TY: WE APPRCACH OUR WORK W TH THE HI GHEST STANDARDS OF OPENNESS,

HONESTY AND ETHI CAL BEHAVI OR, W TH FREEDOM FROM ANY | NAPPROPRI ATE

ISA Schedule O (Form 990 or 990-EZ) 2015
5E1228 1.000
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Name of the organization Employer identification number

THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853

I NFLUENCE OR MOTI VE.

- COVPASSI ON: WVE SERVE OTHERS W TH EMPATHY AND A DESI RE TO ALLEVI ATE THEI R

SUFFERI NG VWHI LE HONCRI NG EACH I NDI VIDUAL' S DI GNI TY AND PRI VACY.

- TEAMAORK: WE WORK TOGETHER | N A COOPERATI VE, COORDI NATED AND SUPPORTI VE
ENVI RONMVENT THAT PLACES THE TEAM S OR ORGANI ZATI ON' S GOALS AHEAD OF

I NDI VI DUAL GOALS.

- FI SCAL RESPONSI BI LI TY: WE ACHI EVE OUR M SSSI ON THROUGH EFFI CI ENT AND
EFFECTI VE USE OF OUR RESOURCES AND PERSONAL ACCOUNTABI LI TY FOR ENSURI NG

FI NANCI AL | NTEGRI TY AND PERFORVANCE.

FORM 990, PART 111, LINE 4A - PROGRAM SERVI CE ACCOVPLI SHVENTS
MEDI CI NE SERVI CE LI NE: NORWALK HOSPI TAL' S MEDI CI NE SERVI CE LI NE CONSI STS

OF THE FOLLOW NG SERVI CES:

| NPATI ENT DI SCHARCES:

GASTRO NTESTI NAL 1, 067
I NFECTI QUS DI SEASE 1, 073
| NTERNAL MEDI Cl NE 794
NEUROLOGY MEDI CAL 322
PULMONARY MEDI Cl NE 883
ALL OTHER 1, 241
IsA Schedule O (Form 990 or 990-EZ) 2015
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Name of the organization Employer identification number

THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853

OUTPATI ENT SERVI CE LI NE VOLUME:

O P MEDI Cl NE 5,291
O P MEDI CI NE COMMUNITY CLINIC 3,924
O P MEDI CAL ONCOLOGY 5, 860
O P PULMONARY MEDI Cl NE 5, 504

OUR DI GESTI VE DI SEASE CENTER | S STAFFED BY RENOMNED FELLOWSHI P- TRAI NED
GASTRCENTERCOLOG STS. VE USE ADVANCED DI AGNOSTI C AND TREATMENT TECHNOLOGY
I N A COWPASS|I ONATE AND SUPPORTI VE MANNER. THE FOLLOW NG SERVI CES ARE
PROVI DED: ABLATI ON THERAPY FOR BARRETT' S ESOPHAGUS, RADI OFREQUENCY
ABLATI ON, COLON CANCER SCREENI NG, COLONOSCOPY, TH RD EYE RETROSCOPI C,
CRYOTHERAPY, DCUBLE BALLOON- ASSI STED ENTEROSCOPY, ENDOSCOPY, ENDOSCOPI C
MJUCCSAL RESECTI ON, ENDOSCOPI C ULTRASOUND AND FI NE- NEEDLE ASPI RATI ON,
ESOPHAGEL MANOVETRY AND PH TESTI NG, LACTOSE TOLERANCE TESTI NG, LI NX
REFLUX MANAGEMENT SYSTEM FOR TREATMENT OF GERD, W RELESS CAPSULE

ENDCSCOPY AND LAPARCSCOPI C FUNDOPLI CATI ON FOR GERD.

NORWALK HOSPI TAL' S | NFECTI QUS DI SEASE SPECI ALI STS TREAT THE FULL RANGE OF
I NFECTI QUS DI SEASES, | NCLUDI NG CONDI TI ONS CAUSED BY LI VI NG ORGANI SMS
(BACTERI A, VI RUSES, FUNG AND PARASI TES), HIV, AND RELATED CONDI TI ONS,
LYME DI SEASE, CHRONI C AND WOUND- RELATED | NFECTI ON, AND TRAVEL- RELATED

I NFECTI ON. OUR DOCTORS HAVE EXPERTI SE | N THE PROPER USE OF ANTI BI OTl CS
AND OTHER ANTI - | NFECTI VE MEDI CI NES TO TREAT DI SEASE AND ALSO COLLABCRATE

W TH PRI MARY CARE DOCTCRS, SPECI ALI STS AND SURGEONS TO PROVI DE

ISA Schedule O (Form 990 or 990-EZ) 2015
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Name of the organization Employer identification number

THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853

I NDI VI DUALI ZED TREATMENT FOR EACH PATI ENT.

VE OFFER EXPERTI SE | N TREATMENT OF NEUROLOGQ CAL DI SORDERS, | NCLUDI NG
STROKE, EPI LEPSY, HEADACHE, PARKI NSON S DI SEASE, ALZHEI MER S DI SEASE AND
VERTI GO. ONE OF THE NATION S FI RST HOSPI TALS TO EARN PRI MARY STROKE
CENTER ACCREDI TATI ON FROM THE JO NT COWM SSI ON, WE HAVE BEEN REGULARLY
RECOGNI ZED BY THE CONNECTI CUT DEPARTMENT OF PUBLI C HEALTH FOR

CONSI STENTLY DEMONSTRATI NG THE ABI LI TY TO RAPI DLY DI AGNOSE AND TREAT
STROKE. COMM TTED TO REMAI NI NG ON THE FOREFRONT OF RAPI D AND EFFECTI VE

STROKE CARE, WVEE CONTI NUE TO | NCORPORATE THE LATEST EFFECTI VE TREATMENTS.

VE OFFER OUTSTANDI NG DI AGNCSI S, TREATMENT AND CARE FOR PATI ENTS W TH ALL
TYPES OF PULMONARY CONDI TI ONS. WE PERFORM SPECI ALI ZED SERVI CES, SUCH AS

CARDI OPULMONARY EXERCI SE TESTI NG TO MEASURE DEGREE OF FI TNESS AND AID IN
THE ASSESSMENT OF SHORTNESS OF BREATH; SPECI FI C DI AGNCSTI C ASTHVA

TESTI NG AND TESTI NG TO DETERM NE THE NEED FOR SUPPLEMENTAL OXYCGEN FOR

EVERYDAY LI VI NG AND Al R TRAVEL.

ALL PROGRAMS ARE ADM NI STERED CONSI STENT W TH NORWALK HOSPI TAL' S

FI NANCI AL ASSI STANCE PCLI CY.

FORM 990, PART 111, LINE 4B - PROGRAM SERVI CE ACCOVPLI SHVENTS
SURGERY SERVI CE LI NE: NORWALK HOSPI TAL' S SURGERY SERVI CE LI NE CONSI STS OF

THE FOLLOW NG SERVI CES:

| NPATI ENT DI SCHARCGES:
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MAJOR JO NT REPLACEMENT

TRAUVA SURGERY

M NOR G SURGERY

GENERAL SURGERY

URCLOGY SURGERY

COLOV BOVNEL SURCGERY

OBESI TY SURGERY

SPI NAL SURGERY

ALL OTHER | NPATI ENT SURGERY

OUTPATI ENT SERVI CE LI NE VOLUME:

ABDOVEN G SURCGERY

BREAST SURGERY- NON PLASTI C

ENDCSCOPY

M SC GENERAL SURGERY

ORTHO SURGERY

URCLOGY

PAI'N | NJECTI ON PROCEDURES

OTOLARY HEAD NECK SURGERY

PLASTI C SURGERY

ALL OTHER OUTPATI ENT SURGERY

483
339
209
227
125
183
124
132

389

316
248
6, 502
799
445
400
740
118
385

929

NORWALK HOSPI TAL OFFERS A JO NT REPLACEMENT CENTER, ONE OF OUR CENTERS OF

JSA
5E1228 1.000
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EXCELLENCE. WE OFFER COVPREHENSI VE, MJLTI DI SCI PLI NARY, PERSONALI ZED JO NT
REPLACEMENT CARE | NCLUDI NG TOTAL H P REPLACEMENT, TOTAL KNEE REPLACEMENT

AND TOTAL SHOULDER REPLACEMENT.

AS A LEVEL Il TRAUVA CENTER, NORWALK HOSPI TAL'S TEAM OF BOARD CERTI FI ED
SURGEONS PROVI DE | MVEDI ATE, 24/7 CARE FOR ACUTE AND LI FE- THREATEN NG

I NDJURI ES TO CHI LDREN AND ADULTS.

OUR EXPERT GENERAL AND DI GESTI VE DI SEASE SURGEONS SPECI ALI ZE | N MAJOR AND
M NOR SURA CAL PROCEDURES OF THE ABDOVEN, DI GESTI VE TRACT, ENDOCRI NE

SYSTEM BREASTS, SKIN AND BLOOD VESSELS.

NORWALK HOSPI TAL UROLOG STS ARE KNOWN NATI ONALLY FOR | NNOVATI ON.
PROCEDURES PERFORMED | NCLUDE: EXTRACORPOREAL SHOCK WAVE LI THOTRI PSY FOR
KI DNEY STONES; LAPAROSCOPI C NEPHRECTOWY, M NI MALLY | NVASI VE

PHOTO- VAPCRI ZATI ON OF THE PROSTATE;, M NI MALLY | NVASI VE SURG CAL TREATMENT

FOR FEMALE | NCONTI NENCE AND PYELOPLASTY.

KNOMWN FOR EXCELLENCE AND EXPERTI SE, OUR COLON AND RECTAL SURGEONS PERFCRM
MORE ROBOTI C COLORECTAL SURGERI ES THAN ANY OTHER HOSPI TAL | N FAI RFI ELD
COUNTY. CERTI FI ED BY THE AMERI CAN BOARD OF COLON AND RECTAL SURGEONS, OUR
COLORECTAL SURGEONS PROVI DE ADVANCED, | NNOVATI VE, PERSONALI ZED CARE FOR A
W DE RANGE OF CONDI TI ONS. OUR SURGEONS ARE EXPERTS I N THE SURG CAL
MANAGEMENT OF COLON AND RECTAL CANCER; CROHN S DI SEASE; DI VERTI CULI TI S,

AND ULCERATI VE COLI TI S.
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THE SURG CAL WEI GHT LOSS CENTER IS NATI ONALLY ACCREDI TED. WE OFFER
SEVERAL TYPES COF BARI ATRI C SURGERY | NCLUDI NG LAPARCSCCPI C ADJUSTABLE
GASTRI C BANDI NG SI NGLE | NCI SI ON GASTRI C BANDI NG, LAPARCSCOPI C GASTRI C
SLEEVE, LAPAROSCOPI C GASTRI C BYPASS, REVI SI ONAL BARI ATRI C SURGERY AND

ROBCTI C BARI ATRI C SURCERY.

BOARD- CERTI FI ED NEUROSURGEONS DI AGNOSE AND TREAT DI SORDERS THAT AFFECT
ANY PORTI ON OF THE NERVOUS SYSTEM | NCLUDI NG THE BRAIN, SPI NAL CORD AND
PERI PHERAL NERVES. CONDI TI ONS | NCLUDE BRAI N ANEURYSM5, CEREBRAL
ANEURYSMS, CHRONI C SUBDURAL HEMATOVA, COVA, CONCUSSI ONS, DECGENERATI VE
DI SC DI SEASE, DI SC HERNI ATI ON, EPI LEPSY, HEAD TRAUMA, SCOLI Csl S,

SElI ZURES, SPI NAL COVPRESSI ON FRACTURES, SPI NAL CORD | NJURY, SPI NAL CORD

TUMORS, STENOSIS, STROKE, AND TORTI COLLI S.

ALL PROGRAMS ARE ADM NI STERED CONSI STENT W TH NORWALK HOSPI TAL' S

FI NANCI AL ASSI STANCE PCLI CY.

FORM 990, PART 111, LINE 4C - PROGRAM SERVI CE ACCOVPLI SHVENTS
WOVEN AND CHI LDREN S SERVI CE LI NE: NORWALK HOSPI TAL' S WOVEN' S AND

CHI LDREN S DERI VE LI NE CONSI STS OF THE FOLLOW NG SERVI CES:

| NPATI ENT DI SCHARCGES:

ANTE/ POST- PARTUM 86
C SECTI ON DELI VERI ES 448
GYN ONCOLOGY 33
ISA Schedule O (Form 990 or 990-EZ) 2015
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GYNECCOLOGY 70

VAG NAL DELI VERI ES 793

NI CU 212

NURSERY 1,077

PEDI ATRI C MEDI CAL 229

PEDI ATRI C SURGERY 19

OUTPATI ENT SERVI CE LI NE VOLUME:

GYNECOLOGY 740
ULTRASOUND TESTI NG 3, 037
OBSERVATI ON 737
PEDI ATRI C OP PROCEDURES 148
PEDI ATRI C OBSERVATI ON 505

OUR WOMEN S AND CHI LDREN S SERVI CES FEATURES A TOP NOTCH TEAM OF

OBSTETRI Cl ANS, GYNECOLOG ST, PEDI ATRI CI ANS, CERTI FI ED M DW VES, PEDI ATRI C
HOSPI TALI STS, NEONATOLOAQ STS, PEDI ATRI C SPECI ALI STS, PHYSI Cl AN ASSI STANTS
AND NURSES. OUR OBSTETRI Cl ANS AND CERTI FI ED NURSE M DW VES DELI VER BABI ES
IN THE HOSPI TAL' S MODERN, HOVE- LI KE CHI LD Bl RTH CENTER. THE CENTER
FEATURES | N-SUI TE AMENI TI ES, | NCLUDI NG PRI VATE ROOM5, MASSAGE THERAPY FOR
| NFANTS AND MOTHERS AND W RELESS | NTERNET ACCESS. | N ADDI TI ON ADVANCES,

M NI MALLY | NVASI VE ROBOTI C SURGERY FOR SEVERAL GYNECOLOG C PROCEDURES,

| NCLUDI NG HYSTERECTOM ES, FI BRO D REMOVAL, VAGQ NAL PROLAPSE CORRECTI ON,

TO STOP MENORRHAG A AND TO TREAT CERTAI N FORMS OF CERVI CAL AND UTERI NE
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CANCERS, ARE AVAI LABLE AT THE HOSPI TAL.

THE NORWALK HOSPI TAL PEDI ATRI C SERVI CES | NCLUDE THE JEFFREY PETER BAUER
NEWBORN | NTENSI VE CARE UNIT (NI CU), PEDI ATRI C | NPATI ENT CARE, PEDI ATRIC

SUBSPECI ALTY CARE, AND THE PEDI ATRI C DEVELOPVENT THERAPY CENTER

ALL PROGRAMS ARE ADM NI STERED CONSI STENT W TH NORWALK HOSPI TAL' S

FI NANCI AL ASSI STANCE PCLI CY.

FORM 990, PART 111, LINE 4D - OTHER PROGRAM SERVI CES DESCRI PTI ON
OTHER PROGRAM SERVI CES | NCLUDE:

EVMERGENCY SERVI CES - NORWALK HOSPI TAL PROVI DES A COVPREHENSI VE RANGE OF
H G4 QUALI TY EMERGENCY MEDI CAL SERVI CES, FOR THE MOST CRI TI CALLY | LL AND
| NJURED PATI ENTS, FROM PRE- HOSPI TAL EMS/ PARAMEDI C SERVI CES TO AN
EVMERGENCY DEPARTMENT FEATURI NG A LEVEL || TRAUMA CENTER TO A NATI ONALLY
RECOGNI ZED CRI TI CAL CARE UNI T. OUR EMERGENCY DEPARTMENT FEATURES MODERN
LI FESAVI NG TECHNOLOGY AND | S STAFFED BY BOARD- CERTI FI ED PHYSI CI ANS AND
EXPERI ENCED NURSES W TH ADVANCED SKI LLS. FOR PATI ENTS EXPERI ENCI NG A
STROKE, NORWALK HOSPI TAL |'S CERTI FI ED AS A STRCKE CENTER BY THE JO NT
COWM SSI ON.  FOR PATI ENTS EXPERI ENCI NG AN ACUTE HEART ATTACK, NORWALK
HOSPI TAL |'S CERTI FI ED AS A PRI MARY ANG OPLASTY CENTER. ONCE | DENTI FI ED AS
A CANDI DATE BY EM5 OR BY THE EMERGENCY PHYSI Cl AN, A CRI TI CAL PATHWAY
ENSURES THE RAPI D EVALUATI ON OF THE PATI ENT AND MOVEMENT TO THE CARDI AC
CATH LAB FOR DEFI NI TIVE CARE TO M NI M ZE LONG TERM CONSEQUENCES. NORWALK
HOSPI TAL' S CRI TI CAL CARE UNI T HAS BEEN NATI ONALLY RECOGNI ZED FOR THE

EXEMPLARY LEVEL OF CARE PROVI DED. THE UNI T' S NURSES HAVE BEEN AWARDED THE
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BEACON AWARD FOR CRI TI CAL CARE EXCELLENCE BY THE AMERI CAN ASSCCI ATI ON COF
CRITI CAL CARE NURSES THREE TI MES. THE EMERGENCY DEPARTMENT HAD 38, 061

TREATED AND RELEASED VI SI TS 9/ 30/ 2016.

CARDI OVASCULAR SERVI CES - NORWALK HOSPI TAL OFFERS A PREM ER

CARDI OVASCULAR PROGRAM TO MEET THE NEEDS OF PATI ENTS W TH CARDI AC AND
VASCULAR PROBLEMS. LED BY A SPECI ALI ST TEAM OF CARDI OLOd STS,

| NTERVENTI ONAL CARDI OLOG@ STS AND VASCULAR SURGEONS, THI S PROGRAM HAS

ACHI EVED W DE ACCLAI M FOR PROVI DI NG LEADI NG EDGE PREVENTI QN, DI AGNCSI S,
TREATMENT AND REHABI LI TATI ON OF CARDI OVASCULAR DI SEASE. ONE OF NORWALK
HOSPI TAL' S SI GNATURE CLI NI CAL SERVI CES, OUR CARDI OVASCULAR PROGRAM COFFERS
OUTSTANDI NG | NPATI ENT AND OUTPATI ENT CARE FOR THOSE SUFFERI NG A HEART
ATTACK OR FROM HEART DI SEASE, CONGESTI VE HEART FAI LURE, ANG NA,
ATHEROSCLERGCSI S, AND VASCULAR CONDI TI ONS, | NCLUDI NG ACRTI C ANEURYSMS,
CAROTI D ARTERY STENOSI' S, DEEP VEI N THROVBCSI S AND PERI PHERAL ARTERY

DI SEASE. ADDI TI ONALLY, THE HOSPI TAL HAS ON STAFF SEVERAL | NTERVENTI ONAL
CARDI OLOG STS WHO PERFORM DI AGNOSTI C CARDI AC CATHERI ZATI ONS AND EMERGENCY
CARDI AC ANGl OPLASTY AMONG OTHER | NVASI VE PROCEDURES. OUR CARDI AC

REHABI LI TATI ON PROGRAM HELPS CARDI AC PATI ENTS LI VE LI FE TO THE FULLEST
AND | S ACCREDI TED BY THE AMERI CAN ASSCOCI ATI ON OF CARDI OVASCULAR AND
PULMONARY REHABI LI TATI ON FOR PROVI DI NG THE H GHEST STANDARD OF CARE.

CARDI OVASCULAR SERVI CES HAD 1, 374 | NPATI ENT DI SCHARCES; 4, 286 OUTPATI ENT

VCLUME FOR THE FI SCAL YEAR ENDED 9/ 30/ 2016.

PSYCHI ATRY - NORWALK HOSPI TAL PROVI DES | NPATI ENT PSYCHI ATRI C SERVI CES FOR
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ADULT AND GERI ATRI C PATI ENTS. THE 20 BED UNI' T PROVI DES | NDI VI DUALI ZED
CARE FOR PATI ENTS W TH ACUTE PSYCHI ATRI C | LLNESS, COWPLEX

MEDI CAL- PSYCHI ATRI C | LLNESS OR A NEED FCOR DUAL- DI AGNCSI S DETOXI FI CATI ON.
NORWALK HOSPI TAL ALSO PROVI DES AN | NTENSI VE OUTPATI ENT PROGRAM  OFFERI NG
BOTH | NDI VI DUAL TREATMENT AND GROUP THERAPY. PSYCHI ATRY HAD | NPATI ENT

DI SCHARGES OF 675 AND 5,898 BI LLED MONTHS FOR THE FI SCAL YEAR ENDED

9/ 30/ 2016.

RADI OLOGY - NORWALK HOSPI TAL OFFERS A VARI ETY OF RADI OLOGY SERVI CES

I NCLUDI NG, CT, PET/CT, CT LUNG SCREENI NG, VI RTUAL COLONOGRAPHY, MRl AND
OPEN MR, ULTRASOUND, BONE DENSI TY MEASUREMENT/ OSTEOPORCSI S SCREENI NG
GENERAL X- RAY, DI G TAL MAMMOGRAPHY, DI G TAL BREAST TOMOSYNTHESI S, BREAST
MRl AND ULTRASOUND, STEREOCTACTIC, MR -GU DED AND ULTRASOUND GUI DED BREAST
Bl OPSY, NUCLEAR MEDI CI NE, | NTERVENTI ONAL RADI OLOGY, CANCER SCREENI NG
STEREOTACTI C RADI OSURGERY, | NTENSI TY- MODULATED RADI ATl ON THERAPY (| MRT)
AND PROSTATE CANCER TREATMENT W TH RADI OACTI VE SEEDS. RADI OLOGY SERVI CES

PERFORMED 65, 787 PROCEDURES FOR THE FI SCAL YEAR ENDED 9/ 30/ 2016.

PATHOLOGY AND LABCRATORY MEDI CI NE - THE DEPARTMENT OF PATHOLOGY AND
LABCRATORY MEDI CI NE |'S FULLY ACCREDI TED BY THE COLLEGE OF AMERI CAN
PATHOLOG STS. THE DEPARTMENT PROVI DES COMPREHENSI VE ANATOM C AND CLI NI CAL
PATHOLOGY TESTI NG SERVI CES | NCLUDI NG BLOOD BANK & TRANSFUSI ON SERVI CES,
CLI Nl CAL CHEM STRY, M CROBI OLOGY, CYTCOLOGY,

HEMATOLOGY/ COAGULATI ON URI NALYSI S, | MMUNOLOGY AND FLOW CYTOVETRY,

SURG CAL PATHOLOGY, AUTOPSY SERVI CE, CYTOGENETI C AND MOLECULAR
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DI AGNCSTI CS AND BLOOD COLLECTI ON.  THE PATHOLOGY AND LABORATORY DEPARTMENT
PERFORM APPROXI MATELY, 1.5 M LLION TESTS EVERY YEAR, UTILIZI NG THE LATEST

TECHNOLOGY | N ROBOTI C AUTOVATI ON AND BARCODE SPECI MEN TRACKI NG

FORM 990, PART VI, LINE 2
BUSI NESS OR FAM LY RELATI ONSHI P OF COFFI CERS, DI RECTORS, ETC.

A BUSI NESS RELATI ONSHI P EXI STS BETVEEN FRED AFRAGCLA, VI CTCOR LI SS AND

GEORGE BAUER.

A BUSI NESS RELATI ONSHI P EXI STS BETVEEN RI CHARD JABARA AND ERVI N SHAMES

FORM 990, PART VI, LINE 4 - SIGN FI CANT CHANGES TO ORGANI ZATI ONAL
DOCUMENTS
CHANGES | N GOVERNI NG DOCUMENTS

FORM 990, PART VI, QUESTION 4

THE FOLLOW NG SI GNI FI CANT CHANGES WERE MADE TO THE BYLAWS OF NORWALK

HOSPI TAL ASSCCI ATI ON FOR THE FI SCAL YEAR ENDED SEPTEMBER 30, 2016:

SECTION 3.2. TH S SECTI ON OF THE BYLAWS OUTLI NES THE NUMBER AND

COVPCSI TI ON OF THE NORWALK HOSPI TAL ASSOCI ATI ON (" NHA") BOARD OF

DI RECTORS. THI S SECTI ON WAS AMENDED TO REMOVE THE REQUI REMENT THAT NHA' S
BOARD OF DI RECTORS MUST, AT ALL TIMES, | NCLUDE AT LEAST TWO | NDI VI DUALS
WHO ALSO SERVE AS DI RECTORS OF THE MEMBER (VESTERN CONNECTI CUT HEALTH

NETWORK) AND DANBURY HOSPI TAL (A RELATED ORGANI ZATI ON) .
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SECTION 5.3. TH S SECTI ON OF THE BYLAWS QUTLI NES THE PONERS AND
RESPONSI BI LI TIES OF THE BUDGET AND FI NANCE COWM TTEE. THI' S SECTI ON OF THE

BYLAWS WAS REMOVED ENTI RELY.

FORM 990, PART VI, LINE 6
EXPLANATI ON OF CLASSES OF MEMBERS OR SHAREHOLDERS

VESTERN CONNECTI CUT HEALTH NETWORK, INC. (WCHN), IS THE SOLE MEMBER OF

NHA.

FORM 990, PART VI, LINE 7A

HOW MEMBERS OR SHAREHOLDERS ELECT GOVERNI NG BODY

THE SCLE MEMBER SHALL BE RESPONSI BLE FOR ELECTI NG AT THE ANNUAL MEETI NG
OF THE MEMBERSHI P, THE MEMBERS OF THE BOARD OF TRUSTEES OF THE HOSPI TAL
TO SERVE FOR THREE YEAR TERMS AND UNTI L THEI R SUCCESSCORS ARE ELECTED AND

HAVE QUALI FI ED.

FORM 990, PART VI, LINE 7B
DECI SI ONS OF GOVERNI NG BODY APPROVAL OF MEMBERS OR SHAREHOLDERS

CERTAI N FUNDAMENTAL DECI SI ONS TO BE UNDERTAKEN BY THE HOSPI TAL REQUI RE

THE APPROVAL BY THE MEMBER

A) THE ACTI ONS LI STED BELOW TAKEN FOR THE HOSPI TAL OR IN I TS CAPACI TY
VOTI NG AS A SHAREHOLDER OR MEMBER OF A SUBSI DI ARY (" DANBURY SUBSI DI ARY")
SHALL NOT REQUI RE APPROVAL BY THE BOARD AND ARE RESERVED SOLELY TO THE

MEMBER:
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- THE AMENDMENT OF THE HOSPI TAL' S BYLAWS;

- THE ELECTI ON OR REMOVAL OF A DI RECTOR;

- APPROVAL COF | NVESTMENT PQLI ClI ES;

- APPROVAL OF THE ADCPTI ON OF OR AMENDMENT TO ANY QUALI FI ED OR ANY

NON- QUALI FI ED BENEFI T PLAN;

- APPROVAL COF THE ADCPTI ON OF OR ANY AMENDMENT TO THE PQOLI CI ES AND
PROCEDURES GOVERNI NG A) | NDEMNI FI CATI ON OF DI RECTORS AND OFFI CERS OF THE
HOSPI TAL OR ANY DANBURY SUBSI DI ARY; B) CONFLICTS OR DUALITIES OF

| NTEREST; C) ACCOUNTI NG AND | NVESTMENT STANDARDS AND PRACTI CES AND D)
SUCH OTHER POLI CI ES THE MEMBER MAY DETERM NE;

- APPROVAL OF SYSTEM W DE QUALITY, PERFORMANCE AND CREDENTI ALI NG STANDARDS
AND PROCEDURES TO VWHI CH THE HOSPI TAL OR ANY DANBURY SUBSI DI ARY | S
EXPECTED TO ADHERE; AND

- APPROVAL OF REGULATORY COVPLI ANCE AND METHODOLOGY FOR PHYSI Cl AN

COVPENSATI ON ARRANGEMENTS.

THE ACTI ONS LI STED BELOW TAKEN FOR THE HOSPI TAL OR I N I TS CAPACI TY
VOTI NG AS A SHAREHOLDER OR MEMBER OF A DANBURY SUBSI DI ARY, VWH CH REQUI RE

APPROVAL COF THE BOARD, MJST ALSO BE APPROVED BY THE MEMBER:

- THE ELECTI ON AND REMOVAL OF A DI RECTOCR OF A DANBURY SUBSI DI ARY;

- THE ELECTI ON OF THE OFFI CERS OF THE HOSPI TAL,

- APPROVAL OF ALL OPERATI NG AND CAPI TAL BUDCGETS OF THE HOSPI TAL AND
DANBURY SUBSI DI ARY;

- APPROVAL OF ANY AMENDMENT OR RESTATEMENT OF THE HOSPI TAL' S CERTI FI CATE
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OF | NCORPORATI ON, BYLAWS, OR OPERATI NG AGREEMENT OF ANY DANBURY

SUBSI DI ARY;

- APPROVAL OF ANY SALE, LEASE, EXCHANGE, OR OTHER DI SPOSI TION OF ALL OR
SUBSTANTI ALLY ALL THE PROPERTY OR ASSETS OF THE HOSPI TAL OR ANY DANBURY
SUBI DI ARY;

- APPROVAL OF THE CREATI ON OF ANY CORPCRATI ON OF WHI CH THE HOSPI TAL OR A
DANBURY SUBSI DI ARY | S THE SOLE OR CONTRCLLI NG MEMBER COR SCLE OR
CONTROLLI NG SHAREHOLDER, THE MERGER OR CONSOL|I DATI ON OF THE HOSPI TAL OR
ANY DANBURY SUBI DI ARY W TH ANOTHER CORPORATI ON; AND THE REORGANI ZATI ON,
LI QUI DATI ON OR DI SSOLUTI ON OF THE HOSPI TAL OR ANY DANBURY SUBSI DI ARY;

- APPROVAL COF ANY LOANS BY THE HOSPI TAL OR ANY DANBURY SUBSI DI ARY, OR THE
I NCURRI NG OF ANY | NDEBTEDNESS, SECURED OR UNSECURED, WHI CH EXCEEDS TWO
M LLI ON DOLLARS ($2.0 M LLION) OR WHI CH HAS A TERM LONGER THAN ONE YEAR;
- APPROVAL OF UNBUDGETED EXPENDI TURES | N EXCESS OF TWO M LLI ON DOLLARS
($2.0 MLLION) OR ANY | NCREASE | N ANY APPROVED ANNUAL OPERATI NG OR

CAPI TAL BUDCGET.

- APPROVAL OF ANY AGREEMENT OR TRANSACTI ON OF THE HOSPI TAL OR ANY DANBURY
SUBSI DI ARY | NVOLVI NG AN AMOUNT GREATER THAN TWO M LLI ON DOLLARS ($2.0

M LLION) W TH ANOTHER | NDI VI DUAL OR ENTI TY;

- APPROVAL OF THE AFFI LI ATI ON OF THE HOSPI TAL OR ANY DANBURY SUBSI DI ARY
W TH ANY OTHER ENTITY FOR THE PURPOSES OF THE JO NT CONDUCT OF BUSI NESS;
- CREATI ON OF ANY COWM TTEE WHI CH SHALL HAVE THE AUTHORI TY TO ACT ON
BEHALF OF THE BOARD OR ON BEHALF OF ANY DANBURY SUBSI DI ARY;

- APPROVAL COF ANY CONVEYANCE COF, OR THE GRANTI NG OF MORTGAGES OR TRUSTS ON

ANY REAL PROPERTY ASSETS OF THE HOSPI TAL OR OF ANY DANBURY SUBSI DI ARY;
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- APPROVAL OF THE STRATEG C PLAN OF THE HOSPI TAL AND OF ANY DANBURY
SUBSI DI ARY; AND

- APPROVAL COF ANY COMVENCEMENT, CESSATI ON, LOCATI ON, RELOCATI ON OR
CONSOLI DATI ON OF SI GNI FI CANT CLI NI CAL SERVI CES PROVI DED BY THE HOSPI TAL

OR ANY DANBURY SUBSI DI ARY.

FORM 990, PART VI, LINE 11B
FORM 990 REVI EW PROCESS

STEVEN ROSENBERG, CFO OF WCHN, W LL REVIEW THE 990 PRIOR TO I T BEI NG SENT
TO THE I RS. A PRELI M NARY 990, |S PRESENTED TO THE AUDIT COW TTEE I N
JUNE, WHO REVIEWS I T ON BEHALF OF THE BOARD. E&Y IS ON HAND TO REVI EW
THE 990 WTH THE AUDI T COW TTEE AND ANSWER ANY QUESTI ONS. PRI OR TO THE
990 BEING FILED WTH THE I RS, THE BOARD W LL RECEI VE A FULL AND ACCURATE

COPY ON A SECURED WVEBSI TE FOR THEI R REVI EW

FORM 990, PART VI, LINE 12C

EXPLANATI ON OF MONI TORI NG AND ENFORCEMENT OF CONFLI CTS
THE ORGANI ZATI ON'S PROCESS FOR MONI TORI NG AND ENFORCI NG CONFLI CTS OF

| NTEREST

THE WESTERN CONNECTI CUT HEALTH NETWORK AND | TS AFFI LI ATES ( THE NETWORK)

CONFLI CT OF | NTEREST POLI CY PROVI DES THAT ANNUALLY, | TS REPRESENTATI VES

SHALL SI GN A STATEMENT AFFI RM NG THAT THEY DI SCLOSED ALL POTENTI AL

CONFLI CTS, AS DOCUMENTED I N THE CONFLI CT OF | NTEREST PCLI CY. | N ADDI Tl ON,
GENERAL COUNSEL |I'S PART OF THE ROUTI NE CONTRACTS REVI EW PROCESS AND

WATCHES FOR POTENTI AL CONFLI CTS W TH ANY OF THE NETWORK' S
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REPRESENTATI VES.

VWHO | S COVERED BY THE PCLI CY

THE NETWORK' S CONFLI CT OF | NTEREST PCLI CY COVERS EACH DI RECTOR, OFFI CER

AND MANAGER OF THE NETWORK, ALSO REFERRED TO AS " REPRESENTATI VES".

LEVEL AT WH CH DETERM NATI ONS OF WHETHER THERE 1S A CONFLI CT

I N CONNECTI ON W TH ANY ACTUAL COR PGSSI BLE CONFLI CT OF | NTEREST, AN
| NTERESTED PERSON MUST DI SCLOSE THE FACTS OF THE CONFLI CT. THE COVPLI ANCE
OFFI CER AND THE AUDI T COW TTEE REVI EW AND EVALUATE EACH DI SCLOSURE TO

DETERM NE | F THERE IS A CONFLI CT OF | NTEREST.

AFTER PRESENTATI ON OF A POTENTI AL TRANSACTI ON OR ARRANGEMENT | S MADE BY
AN | NTERESTED PERSCQN, THE REMAI NI NG DI SI NTERESTED BOARD OR COWM TTEE

MEMBERS SHALL DECIDE | F A CONFLI CT OF | NTEREST EXI ST.

LEVEL THAT REVI EW5 AND DETERM NES WHAT TO DO I F THERE IS A CONFLI CT

AFTER EXERCI SI NG DUE DI LI GENCE THE FULL BOARD WOULD DETERM NE VAT
ACTI ONS SHOULD BE TAKEN FOR ALL CONFLI CTS BY OFFI CERS AND DI RECTORS. ANY
CONFLI CTS OCCURRI NG BY A MANAGER ARE REVI EWED BY THE COWVPLI ANCE COWM TTEE

TO DETERM NE WHAT FURTHER ACTI ON SHOULD BE TAKEN.

ISA Schedule O (Form 990 or 990-EZ) 2015
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Name of the organization Employer identification number

THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853

RESTRI CTI ONS ON THE CONFLI CTED PERSON

NO DI RECTOR HAVI NG A CONFLI CT OF | NTEREST ON ANY MATTER SHALL VOTE ON
THAT MATTER OR BE COUNTED | N DETERM NI NG THE QUORUM FOR THE MEETI NG AT
VH CH THE VOTE IS TAKEN, EVEN WHEN PERM TTED BY LAW NO REPRESENTATI VE
HAVI NG A CONFLI CT OF | NTEREST ON ANY MATTER SHALL USE HI S OR HER PERSONAL

| NFLUENCE ON THE MATTER

| F THE BOARD OF DI RECTCRS, IN I TS SCLE DI SCRETI ON, DETERM NES THAT ANY
REPRESENTATI VE HAS CONFLI CTS OF | NTEREST SUFFI Cl ENT | N NUVBER AND/ OR
| MPORTANCE THAT THE EFFECTI VENESS OF SUCH | NDI VI DUAL ON BEHALF OF THE
NETWORK MAY BE S| GNI FI CANTLY | MPAI RED, THE BOARD MAY ASK THE | NDI VI DUAL

TO RESI G\

FORM 990, PART VI, LINE 15B
COVPENSATI ON REVI EW & APPROVAL PROCESS- OFFI CERS & KEY EMPLOYEES

COVPENSATI ON OF CEO

IN ORDER TO ACHI EVE I TS M SSION AND | TS OVERALL PERFORVANCE OBJECTI VES,
VESTERN CONNECTI CUT HEALTH NETWORK, | NC. EMPLOYS A PERFORVANCE- BASED
TOTAL COVPENSATI ON PROGRAM FOR | TS SENI OR EXECUTI VES THAT | S MARKET
COVPETI Tl VE, COWPLI ANT W TH REGULATORY GUI DELI NES, AND REPRESENTATI VE OF
BEST PRACTI CES. ELI G BLE EXECUTI VES ARE GENERALLY DI RECT REPORTS COF THE

CEO ALONG W TH OTHER EXECUTI VES DESI GNATED BY THE CEO.

TO MEET WESTERN CONNECTI CUT HEALTH NETWORK I NC. 'S TOTAL COVPENSATI ON

ISA Schedule O (Form 990 or 990-EZ) 2015
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Name of the organization Employer identification number

THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853

OBJECTI VES FOR EXECUTI VES, THE FOLLOW NG SURVEY SOURCES ARE USED FOR

COVPARI SON PURPCSES:

- BLEND OF NATI ONAL CONFI DENTI AL SOURCE, | HS, AND HAY GROUP PO NTS,
HEALTHCARE DATA (WHERE DATA AVAI LABLE), PLUS 15% GEOGRAPHI C DI FFERENTI AL.

TI TLE MATCH DATA CUTS SELECTED BASED ON REVENUE S| ZE.

- FOR PHYSI CI AN EXECUTI VES, SURVEYS COVERI NG PHYSI CI AN COVPENSATI ON | N
ACCREDI TED MEDI CAL SCHOCLS (AAMC) ARE USED | N COVBI NATI ON W TH
PROPRI ETARY SURVEYS COWPI LED BY NATI ONALLY KNOWN CONSULTI NG FI RM

SULLI VAN COTTER AND THE MEDI CAL GROUP MANAGEMENT ASSOCI ATI ON ( MGWA) .

VESTERN CONNECTI CUT HEALTH NETWORK, | NC. TARGETS CASH COVPENSATI ON AT
MARKET COWPETI Tl VE LEVELS. BASE SALARY PLUS SHORT- TERM ( ANNUAL) | NCENTI VE
AWARDS ( TOTAL CASH) APPROXI MATES A RANGE BETWEEN THE 50TH AND 75TH
PERCENTI LES FOR TOTAL CASH COVPENSATI ON. EXECUTI VE PERFORVANCE | S
EXPECTED TO MEET OR EXCEED PREDETERM NED OPERATI ONAL AND FI NANCI AL

METRI CS.

OTHER FACTCRS, SUCH AS COVPETI Tl VE MARKET FORCES, JOB PERFORVANCE, UNI QUE
QUALI FI CATI ONS, AND/ OR | NDI VI DUAL JOB RESPONSI BI LI TI ES ARE ALSO
CONSI DERED | N WESTERN CONNECTI CUT HEALTH NETWORK, | NC S EXECUTI VE

COVPENSATI ON DECI SI ONS.

ROLES OF THE COVPENSATI ON COWM TTEE AND KEY EXECUTI VES | N THE EXECUTI VE

ISA Schedule O (Form 990 or 990-EZ) 2015
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Name of the organization Employer identification number

THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853

COVPENSATI ON PROCESS

- THE COVPENSATI ON COWM TTEE | N CONSULTATI ON W TH THE CEO AND THE SVP
HUMAN RESCURCES (HR) SELECTS THE QUTSI DE COMPENSATI ON CONSULTANTS. THE
CURRENT CONSULTANT | S THE KORN FERRY CGROUP, WHOSE PURPCSE | S TO PROVI DE A
VALI D | NDEPENDENT ASSESSMENT OF THE RELEVENT MARKET RATES AND PAY

PRACTI CES FOR HEALTHCARE EXECUTI VES, PHYSI Cl AN EXECUTI VES AND FOR

PHYSI Cl ANS | N GENERAL.

- THE COVPENSATI ON CONSULTI NG FI RM COWPI LES APPROPRI ATE MARKET DATA, JOB
EVALUATI ON AND RANKI NG | NFORVATI ON FOR ALL EXECUTI VES AND PHYSI Cl ANS OF
THE ORGAN ZATI ON, EXCLUDI NG THE CEO, AND W LL SUPPLY THI S MATERI AL TO THE
CEO AND SVP HR FOR REVI EW AND AGREEMENT. ONCE THE REPORT IS FINAL, IT
WLL BE SUPPLI ED TO THE COVPENSATI ON COW TTEE FOR THEI R CONSI DERATI ON
AND ACCEPTANCE.

- THE COVPENSATI ON COWM TTEE DETERM NES THE CEO S SALARY BASED ON OVERALL
PERFORMANCE AND MARKET DATA SUPPLI ED BY THE QUTSI DE COMPENSATI ON

CONSULTANT.

THE LAST EXECUTI VE COVPENSATI ON EVALUATI ON BY AN CQUTSI DE CONSULTANT WAS

DONE | N DECEMBER, 2016.

COVPENSATI ON FOR OTHER OFFI CERS AND KEY EMPLOYEES:

COVPENSATI ON REVI EW AND APPROVAL PROCESS | S | DENTI CAL TO THE PROCESS FOR

THE CEO AND EXECUTI VES.

ISA Schedule O (Form 990 or 990-EZ) 2015
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Name of the organization Employer identification number

THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853

FORM 990, PART VI LINE 19
OTHER ORGANI ZATI ON DOCUMENTS PUBLI CLY AVAI LABLE

THE GOVERNI NG DOCUMENTS, CONFLI CT OF | NTEREST POLI CY AND FI NANCI AL

STATEMENTS ARE AVAI LABLE TO THE PUBLI C UPON REQUEST.

FORM 990, PART X, LINE 9

OTHER CHANGES | N NET ASSETS OR FUND BALANCES

CHANGE IN PENSION OBLIGATION. . ... oo 28,772, 311.
DECREASE BEN | NT I N NHF - TEMPORARY RESTRI CTED.... -22,516, 838.
I NCREASE BEN | NTEREST I N NHF - PERM RESTRI CTED. . .. 121, 035.
I NCREASE BEN | NTEREST I N NHF - UNRESTRI CTED.. ... .. 24,910, 524.
I NCREASE | N BEN | NT CHARI TABLE REMAI NER TRUST. . . .. 339, 521.
NET UNRESTRI CTED CHANGES IN JO NT VENTURE. ........ 3,677,927.
NORWALK SURG CENTER/ JO NT VENTURE INCOME......... - 3,469, 202.

PEN RELATED CHAN. OTHER THAN NET PERI ODI C BENEF COST 6, 123, 771.
TRANSFER FROM NORWALK HOSPI TAL FOUNDATION. . ....... 12,422, 644.

TOTAL 50, 381, 693.

ATTACHVENT 1

990, PART VII- COVPENSATION CF THE FI VE HI GHEST PAI D | ND. CONTRACTORS

NAME AND ADDRESS DESCRI PTI ON OF SERVI CES COVPENSATI ON

MORRI SON MANAGEMENT SPECI ALI STS | NC FOOD SERVI CE 3,577, 507.
P. O BOX 102289
ATLANTA, GA 30342

RI GHTSOURCI NG | NC STAFFI NG SERVI CES 1, 780, 529.
PO BOX 9695
UNI ONDALE, NY 11555

NORWALK RADI CLOGY CONSULTANTS, PC PHYSI ClI ANS- RADI OLOGY 1, 349, 854.
148 EAST AVENUE
NORWALK, CT 06851

ISA Schedule O (Form 990 or 990-EZ) 2015
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Name of the organization

THE NORWALK HOSPI TAL ASSOCI ATI ON

Employer identification number
06- 6068853
ATTACHVENT 1 (CONT' D)

990, PART VII- COVPENSATI ON CF THE FI VE HI GHEST PAI D | ND. CONTRACTORS

NAME AND ADDRESS DESCRI PTI ON OF SERVI CES COVPENSATI ON
US SECURI TY ASSOCI ATES SECURI TY SERVI CES 1, 218, 495.
200 MANSELL COURT

ROSWELL, GA 30076

CARDI OLOGY ASSCCI ATES OF FAI RFELD COUNTY CARDI OLOGY SERVI CES 1,187, 669.
40 CROSS STREET #200

NORWALK, CT 06851

ATTACHVENT 2

FORM 990, PART | X - OTHER FEES

(A (B) (O (D

TOTAL PROGRAM MANAGEMENT  FUNDRAI SI NG

DESCRI PTI ON FEES SERVI CE EXP. AND GENERAL EXPENSES
AGENCY & TEMP HELP 2,863, 162. 2,611, 053. 252, 109.
COLLECTI ON EXPENSE 1, 615, 906. 1, 615, 906.
CONTRACT MANAGEMENT 9,179, 484. 5,990, 747. 3, 188, 737.
CORPORATE DEPT. ALLOCATI ONS 14, 604, 454. 6, 496, 474. 8,107, 980.
OTHER 822, 430. 759, 974. 62, 456.
QUTSI DE SERVI CES 4, 834, 746. 3, 850, 007. 984, 739.
PATI ENT CARE & ADM N SERVI CES 4,017, 177. 4,017, 177.
PHYSI CI AN FEES 10, 626, 144. 10, 626, 144.
PROFESSI ONAL FEES - CONSULTI NG 2,484, 419. 1, 022, 565. 1, 461, 854.
STRATEG C SUPPORT TO WCMG 21,741,619. 21,741, 619.
TOTALS 72,789,541. 58,731,666. 14, 057, 875.
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THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853

| OMB No. 1545-0047

(SFCE)'?E,DQJQLOE)R Related Organizations and Unrelated Partnerships
» Complete if the organization answered "Yes" on Form 990, Part IV, line 33, 34, 35b, 36, or 37. 2@1 5
> Attach to Form 990. Open to Public
afgigmxg&gg:izw P Information about Schedule R (Form 990) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853
Identification of Disregarded Entities Complete if the organization answered "Yes" on Form 990, Part IV, line 33.
(CY] (b) ©) (d) (e) ) ®
Name, address, and EIN (if applicable) of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling
or foreign country) entity
1)
(2)
(3)
(4)
©)]
(6)
- Identification of Related Tax-Exempt Organizations Complete if the organization answered "Yes" on Form 990, Part IV, line 34 because it had
LM one or more related tax-exempt organizations during the tax year.
@ (b) ©) (d) (e) ® )
Name, address, and EIN of related organization Primary activity Legal domicile (state | Exempt Code section | Public charity status Direct controlling Section 512(b)(13)
or foreign country) (if section 501(c)(3)) entity cc;r;]ttrigﬂ;ad
Yes No
(1) NORWALK HOSPI TAL FOUNDATI ON, | NC 25-2577708
24 STEVENS STREET NORWALK, CT 06850 FUNDRAI SI NG CT 501(C) (3) 7 NHA X
2) ADVANCED CENTER FOR REHABI LI TATI ON 06- 1304799
24 STEVENS STREET NCRVWALK, CT 06850 I NACTI VE CT 501(C) (3) 11 TYPE 2 WCHN X
(3) DANBURY HOSPI TAL 06- 0646597
24 HOSPI TAL AVENUE DANBURY, CT 06810 ACUTE CARE CT 501(C) (3) 3 WCHN X
(4) VESTERN CONNECTI CUT HEALTH NETWORK 22-2594977
24 HOSPI TAL AVENUE DANBURY, CT 06810 PRGM DEVELOP CT 501(C) (3) 11 TYPE 2 N A X
(5) VESTERN CT HEALTH NETWORK AFFI LI ATES 22-2594968
24 HOSPI TAL AVENUE DANBURY, CT 06810 HLTH CARE SV |CT 501(C) (3) 9 WCHN X
(6) DH AND NVH FOUNDATI ON, | NC. 23- 7425557
24 HOSPI TAL AVENUE DANBURY, CT 06810 ADM N CONTRI B | CT 501(C) (3) 7 WCHN X
(7) VESTERN CONNECTI CUT HOVE CARE, | NC. 06- 0655138
4 LI BERTY STREET DANBURY, CT 06810 HOVE HLTHCARE | CT 501( C) (3) 9 WCHN X
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule R (Form 990) 2015
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THE NORWALK HOSPI TAL ASSCCI ATI ON 06- 6068853

: : : OMB No. 1545-0047
(S%'E]DggLoE) R Related Organizations and Unrelated Partnerships | >
» Complete if the organization answered "Yes" on Form 990, Part IV, line 33, 34, 35b, 36, or 37. 2@1 5
Department of the Treasury . P Attach to FOI’Im _990' X . . Open to Public
Internal Revenue Service P Information about Schedule R (Form 990) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853
Identification of Disregarded Entities Complete if the organization answered "Yes" on Form 990, Part IV, line 33.
(CY] (b) ©) (d) (e) ) ®
Name, address, and EIN (if applicable) of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling
or foreign country) entity
1)
(2)
(3)
(4)
©)]
(6)
Identification of Related Tax-Exempt Organizations Complete if the organization answered "Yes" on Form 990, Part IV, line 34 because it had
art one or more related tax-exempt organizations during the tax year.
@ (b) ©) (d) (e) ® @
Name, address, and EIN of related organization Primary activity Legal domicile (state | Exempt Code section | Public charity status Direct controlling Section 512(b)(13)
or foreign country) (if section 501(c)(3)) entity Czr:]‘tfifyfd
Yes No
(1) VESTERN CT MEDI CAL GROUP, | NC. 06- 1137531
14 RESEARCH DRI VE, SU TE 201A BETHEL, CT 06801 PHYS PRACTI CE |CT 501(C) (3) 9 WCHN X
2) EASTERN NY MEDI CAL SERVI CES, PC 45-5431389
14 RESEARCH DRI VE, SU TE 201A BETHEL, CT 06801 PHYS PRACTI CE | NY 501(C) (3) 9 WCHN X
(3)
(4)
©)]
(6)
(N
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule R (Form 990) 2015
JSA
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THE NORWALK HOSPI TAL ASSCOCI ATI ON 06- 6068853
Schedule R (Form 990) 2015 Page 2
=P |dentification of Related Organizations Taxable as a Partnership Complete if the organization answered "Yes" on Form 990, Part IV, line 34
because it had one or more related organizations treated as a partnership during the tax year.
(@) (b) © (d) ). (® 9 (h) 0] 0 (k)
Name, address, and EIN of Primary activity Legal Direct controlling _ Predominant Share of total Share of end-of- | pisproportionate Code V-UBI General or | Percentage
related organization domicile entity income (related, income year assets alocatins? | @amount in box 20 | managing | ownership
unrelated,
(state or excluded from of Schedule K-1 partner?
foreign tax under (Form 1065)
country) sections 512-514)
Yes| No Yes| No
(1) NORWALK SURGERY CENTER, LLC
SEE PART VI | SURGERY CENTER cT NONE RELATED 3, 469, 202. 4,542, 773. X X 63. 2100
(2) NEWM LFORD MRI_JV, LLC
SEE PART VI | | NACTI VE cT NVH 0 0. X X
(3) WCHN I NVESTMENTS, LLC
SEE PART VI | | NVESTMVENTS cT VICHN RELATED 8,192, 762. 143, 647, 499. X X 32. 8500
4
(5
(6)
(N
Part IV Identification of Related Organizations Taxable as a Corporation or Trust Complete if the organization answered "Yes" on Form 990, Part IV,
line 34 because it had one or more related organizations treated as a corporation or trust during the tax year.
(@) (b) © (d) () ® @) (h) 0]
Name, address, and EIN of related organization Primary activity Legal domicile | Direct controlling Type of entity Share of total Share of Percentage| Section
(state or foreign entity (C corp, S corp, or income end-of-year assets |ownership Sczlni(ttr)gl(lfé)
country) trust) entity?
Yes|No
(1) swc coRPORATI ON 22-2577718
24 STEVENS STREET NORWALK, CT 06850 PHARMACY cr VCHN C ooRP 0. 0. X
(2) MEDICAL SERVI CES OF DANBURY 06- 1635945
24 HOSPI TAL AVENUE DANBURY, CT 06811 HEAL THCARE cr WOMG C ooRP 0. 0. X
(38) WESTERN CT HEALTH NETWORK | NSU 98- 0438151
23 LIME TREE BAY, PO BOX 105 GRAND CAYMAN, CJ | NSURANCE CAPTIVE|  CJ DANBURY HOSP  [C CORP 0. 0. X
4
(5
(6)
)
JSA Schedule R (Form 990) 2015
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THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853

Schedule R (Form 990) 2015 Page 3
Transactions With Related Organizations Complete if the organization answered "Yes" on Form 990, Part IV, line 34, 35b, or 36.
Note. Complete line 1 if any entity is listed in Parts Il, lll, or IV of this schedule. Yes| No
1 During the tax year, did the organization engage in any of the following transactions with one or more related organizations listed in Parts II-IV?
a Receipt of (i) interest, (ii) annuities, (iii) royalties, or (iv) rent from a controlled entity ., . . . . . . . . . . . . i i i e e e e e e e e e e e e e e e e e e e e e la X
b Gift, grant, or capital contribution to related organization(S) . . . . . . . . . i i i i it e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1b X
¢ Gift, grant, or capital contribution from related organization(s), . . . . . . . . ... ... e e e lc| X
d Loans or loan guarantees to or for related organization(S) . . . . . . i i i i i i i e ek e ek e e e e e e e e e e e e e e e e 1d X
e Loans or loan guarantees by related organization(S) . . . . . . i i i i i i i i e e e e e e e e e e e e e e e e e e e e e e le X
f Dividends from related organization(S). . . . . . . . . v e e e e e e e e 1f X
g Sale of assets torelated organization(S) . . . . v v v vt v i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1g X
h Purchase of assets from related organization(s), . . . . . . . . . . . . ... e e e e e e e 1h X
i Exchange of assets with related organization(s), . . . . . . . . . . . . . . e e e e e e e Li| X
j Lease of facilities, equipment, or other assets to related organization(S) . . . . . . . . . . ot 0 e 1j | X
k Lease of facilities, equipment, or other assets from related organization(S) . . . . . . . . . . o v i i i e e e e e e e e e e e e e e e e e e e e e e e e e e k| X
| Performance of services or membership or fundraising solicitations for related organization(s) . . . . . . . . . . . i i i v i i e e e e e e e e e e e e e e e e e e 1l X
m Performance of services or membership or fundraising solicitations by related organization(S). . . . . . . . . . . i i i i e e e e e e e e e e e e e e e e e e e im| X
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(S) . . . . . . . . . . v o i i i i i e e e e e e e e e e e e e e e e e e e e 1n X
0 Sharing of paid employees with related organization(S) . . . . . . i v i i i i i e e e e e e e e e e e e e 1o X
p Reimbursement paid to related organization(s) for EXPENSES. . . . . v v v v i i vt e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1p | X
g Reimbursement paid by related organization(s) for EXPENSES . . . . . . . i v i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 19| X
r Other transfer of cash or property to related organization(s) , . . . . . . . . . . ..ttt e e e e e e e e e ir | X
s _Other transfer of cash or property from related organization(S). . . . . . . ot it v it i i e 4 e 4 e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1s| X

2 If the answer to any of the above is "Yes," see the instructions for information on who must complete this line, including covered relationships and transaction thresholds.

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

(1) NORWALK HOSPI TAL FOUNDATI ON, | NC C 2,903, 188. | COST

(2) NORWALK HOSPI TAL FOUNDATI ON, | NC J 43, 200. | COST

(3) NORWALK HOSPI TAL FOUNDATI ON, | NC ®) 18, 964. | COST

(4) NORWALK HOSPI TAL FOUNDATI ON, | NC Q 215,734. | COST

(5) NORWALK HOSPI TAL FOUNDATI ON, | NC S 2,963, 380. | COST

(6) DANBURY HOSPI TAL | 763, 789. | COST

ISA Schedule R (Form 990) 2015
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THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853

Schedule R (Form 990) 2015 Page 3

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

Note. Complete line 1 if any entity is listed in Parts Il, lll, or IV of this schedule. Yes| No
1 During the tax year, did the organization engage in any of the following transactions with one or more related organizations listed in Parts II-IV?
a Receipt of (i) interest, (ii) annuities, (iii) royalties, or (iv) rent from a controlled entity ., . . . . . . . . . . . . i i i e e e e e e e e e e e e e e e e e e e e e la
b Gift, grant, or capital contribution to related organization(S) . . . . . . . . . i i i i it e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1b
¢ Gift, grant, or capital contribution from related organization(s), . . . . . . . . ... ... e e e 1lc
d Loans or loan guarantees to or for related organization(S) . . . . . . i i i i i i i e ek e ek e e e e e e e e e e e e e e e e 1d
e Loans or loan guarantees by related organization(S) . . . . . . . . . i i i i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e le
f Dividends from related organization(S), . . . . . . . . v v i i i i s e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1f
g Sale of assetstorelated Organization(S) . . . . . v v vt i i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1g
h Purchase of assets from related organization(s), . . . . . . . . . . . . ... e e e e e e e ih
i Exchange of assets with related organization(s), . . . . . . . . . . . . . . e e e e e e e 1i
j Lease of facilities, equipment, or other assets to related organization(S) . . . . . . . . . . ot 0 e 1j
k Lease of facilities, equipment, or other assets from related organization(S) . . . . . . . . . . o v i i i e e e e e e e e e e e e e e e e e e e e e e e e e e 1k
| Performance of services or membership or fundraising solicitations for related organization(s) . . . . . . . . . . . i i i v i i e e e e e e e e e e e e e e e e e e 1l
m Performance of services or membership or fundraising solicitations by related organization(S). . . . . . . . . . . i i i i e e e e e e e e e e e e e e e e e e e im
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(S) . . . . . . . . . . v o i i i i i e e e e e e e e e e e e e e e e e e e e 1n
o Sharing of paid employees with related organization(S) . . . . . . . . v i i v v i it e e e e e e e e e e e e e e e e e e e e e e e e e e lo
p Reimbursement paid to related organization(S) for EXPENSES. . . . . v i v i i it e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1p
g Reimbursement paid by related organization(s) for EXPENSES . . . . . . i L i i i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1q
r Other transfer of cash or property to related organization(s) , . . . . . . . . . . ..ttt e e e e e e e e e ir
s Other transfer of cash or property from related organization(S). . . v v vt vt v v vt i v et e e e e e e e e e e e e e ee e e e ee e e e eee e e 1s
2 If the answer to any of the above is "Yes," see the instructions for information on who must complete this line, including covered relationships and transaction thresholds.
(@) (b) ©) (d)
Name of related organization Transaction Amount involved Method of determining
type (a-s) amount involved
(1) DANBURY HOSPI TAL K 301, 000. COSsT
(2) DANBURY HOSPI TAL M 15, 854, 127. COSsT
(3) DANBURY HOSPI TAL O 13, 528, 574. COSsT
(4) DANBURY HOSPI TAL P 18, 581, 095. COSsT
(5)  DANBURY HOSPI TAL R 46, 010, 857. COSsT
(6) VESTERN CT HEALTH NETWORK AFFI LI ATES O 133, 881. COST
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THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853

Schedule R (Form 990) 2015 Page 3
Transactions With Related Organizations Complete if the organization answered "Yes" on Form 990, Part IV, line 34, 35b, or 36.
Note. Complete line 1 if any entity is listed in Parts Il, lll, or IV of this schedule. Yes| No
1 During the tax year, did the organization engage in any of the following transactions with one or more related organizations listed in Parts II-IV?
a Receipt of (i) interest, (ii) annuities, (iii) royalties, or (iv) rent from a controlled entity ., . . . . . . . . . . . . i i i e e e e e e e e e e e e e e e e e e e e e la
b Gift, grant, or capital contribution to related organization(S) . . . . . . . . . i i i i it e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1b
¢ Gift, grant, or capital contribution from related organization(s), . . . . . . . . ... ... e e e 1lc
d Loans or loan guarantees to or for related organization(S) . . . . . . i i i i i i i e ek e ek e e e e e e e e e e e e e e e e 1d
e Loans or loan guarantees by related organization(S) . . . . . . . . . i i i i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e le
f Dividends from related organization(S), . . . . . . . . v v i i i i s e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1f
g Sale of assetstorelated Organization(S) . . . . . v v vt i i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1g
h Purchase of assets from related organization(s), . . . . . . . . . . . . ... e e e e e e e ih
i Exchange of assets with related organization(s), . . . . . . . . . . . . . . e e e e e e e 1i
j Lease of facilities, equipment, or other assets to related organization(S) . . . . . . . . . . ot 0 e 1j
k Lease of facilities, equipment, or other assets from related organization(S) . . . . . . . . . . o v i i i e e e e e e e e e e e e e e e e e e e e e e e e e e 1k
| Performance of services or membership or fundraising solicitations for related organization(s) . . . . . . . . . . . i i i v i i e e e e e e e e e e e e e e e e e e 1l
m Performance of services or membership or fundraising solicitations by related organization(S). . . . . . . . . . . i i i i e e e e e e e e e e e e e e e e e e e im
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(S) . . . . . . . . . . v o i i i i i e e e e e e e e e e e e e e e e e e e e 1n
o Sharing of paid employees with related organization(S) . . . . . . . . v i i v v i it e e e e e e e e e e e e e e e e e e e e e e e e e e lo
p Reimbursement paid to related organization(S) for EXPENSES. . . . . v i v i i it e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1p
g Reimbursement paid by related organization(s) for EXPENSES . . . . . . i L i i i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1q
r Other transfer of cash or property to related organization(s) , . . . . . . . . . . ..ttt e e e e e e e e e ir
s _Other transfer of cash or property from related organization(S). . . . . . . ot it v it i i e 4 e 4 e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1s

2 If the answer to any of the above is "Yes," see the instructions for information on who must complete this line, including covered relationships and transaction thresholds.

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

(1) WESTERN CT HEALTH NETWORK AFFI LI ATES Q 10, 800. | COST

(2) WESTERN CT HEALTH NETWORK AFFI LI ATES S 114, 449. | COST

(3) WESTERN CT MEDI CAL GROUP, | NC. J 901, 532. | COST

(4) WESTERN CT MEDI CAL GROUP, | NC. M 28,092, 161. | COST

(5) WESTERN CT MEDI CAL GROUP, | NC. O 849, 812. | COST

(6) VESTERN CT MEDI CAL GROUP, | NC. Q 186, 904. | COST
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THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853

Schedule R (Form 990) 2015 Page 3

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

Note. Complete line 1 if any entity is listed in Parts Il, lll, or IV of this schedule. Yes| No
1 During the tax year, did the organization engage in any of the following transactions with one or more related organizations listed in Parts II-IV?
a Receipt of (i) interest, (ii) annuities, (iii) royalties, or (iv) rent from a controlled entity ., . . . . . . . . . . . . i i i e e e e e e e e e e e e e e e e e e e e e la
b Gift, grant, or capital contribution to related organization(S) . . . . . . . . . i i i i it e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1b
¢ Gift, grant, or capital contribution from related organization(s), . . . . . . . . ... ... e e e 1lc
d Loans or loan guarantees to or for related organization(S) . . . . . . i i i i i i i e ek e ek e e e e e e e e e e e e e e e e 1d
e Loans or loan guarantees by related organization(S) . . . . . . . . . i i i i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e le
f Dividends from related organization(S), . . . . . . . . v v i i i i s e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1f
g Sale of assetstorelated Organization(S) . . . . . v v vt i i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1g
h Purchase of assets from related organization(s), . . . . . . . . . . . . ... e e e e e e e ih
i Exchange of assets with related organization(s), . . . . . . . . . . . . . . e e e e e e e 1i
j Lease of facilities, equipment, or other assets to related organization(S) . . . . . . . . . . ot 0 e 1j
k Lease of facilities, equipment, or other assets from related organization(S) . . . . . . . . . . o v i i i e e e e e e e e e e e e e e e e e e e e e e e e e e 1k
| Performance of services or membership or fundraising solicitations for related organization(s) . . . . . . . . . . . i i i v i i e e e e e e e e e e e e e e e e e e 1l
m Performance of services or membership or fundraising solicitations by related organization(S). . . . . . . . . . . i i i i e e e e e e e e e e e e e e e e e e e im
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(S) . . . . . . . . . . v o i i i i i e e e e e e e e e e e e e e e e e e e e 1n
o Sharing of paid employees with related organization(S) . . . . . . . . v i i v v i it e e e e e e e e e e e e e e e e e e e e e e e e e e lo
p Reimbursement paid to related organization(S) for EXPENSES. . . . . v i v i i it e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1p
g Reimbursement paid by related organization(s) for EXPENSES . . . . . . i L i i i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1q
r Other transfer of cash or property to related organization(s) , . . . . . . . . . . ..ttt e e e e e e e e e ir
s _Other transfer of cash or property from related organization(S). . . . . . . ot it v it i i e 4 e 4 e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1s
2 If the answer to any of the above is "Yes," see the instructions for information on who must complete this line, including covered relationships and transaction thresholds.
(@) (b) ©) (d)
Name of related organization Transaction Amount involved Method of determining
type (a-s) amount involved
(1) WESTERN CT MEDI CAL GROUP, | NC. R 25, 864, 235. COSsT
(2) SWC CORPCORATI ON J 28, 532. COSsT
(3) SWC CORPCORATI ON M 3, 264, 294. COSsT
(4) SWC CORPCORATI ON P 21, 709. COSsT
(5) SWC CORPCORATI ON Q 603, 278. COSsT
(6) SWC CORPORATI ON S 3, 364, 180. COST
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THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853

Schedule R (Form 990) 2015 Page 3

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

Note. Complete line 1 if any entity is listed in Parts Il, lll, or IV of this schedule. Yes| No
1 During the tax year, did the organization engage in any of the following transactions with one or more related organizations listed in Parts II-IV?
a Receipt of (i) interest, (ii) annuities, (iii) royalties, or (iv) rent from a controlled entity ., . . . . . . . . . . . . i i i e e e e e e e e e e e e e e e e e e e e e la
b Gift, grant, or capital contribution to related organization(S) . . . . . . . . . i i i i it e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1b
¢ Gift, grant, or capital contribution from related organization(s), . . . . . . . . ... ... e e e 1lc
d Loans or loan guarantees to or for related organization(S) . . . . . . i i i i i i i e ek e ek e e e e e e e e e e e e e e e e 1d
e Loans or loan guarantees by related organization(S) . . . . . . . . . i i i i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e le
f Dividends from related organization(S), . . . . . . . . v v i i i i s e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1f
g Sale of assetstorelated Organization(S) . . . . . v v vt i i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1g
h Purchase of assets from related organization(s), . . . . . . . . . . . . ... e e e e e e e ih
i Exchange of assets with related organization(s), . . . . . . . . . . . . . . e e e e e e e 1i
j Lease of facilities, equipment, or other assets to related organization(S) . . . . . . . . . . ot 0 e 1j
k Lease of facilities, equipment, or other assets from related organization(S) . . . . . . . . . . o v i i i e e e e e e e e e e e e e e e e e e e e e e e e e e 1k
| Performance of services or membership or fundraising solicitations for related organization(s) . . . . . . . . . . . i i i v i i e e e e e e e e e e e e e e e e e e 1l
m Performance of services or membership or fundraising solicitations by related organization(S). . . . . . . . . . . i i i i e e e e e e e e e e e e e e e e e e e im
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(S) . . . . . . . . . . v o i i i i i e e e e e e e e e e e e e e e e e e e e 1n
o Sharing of paid employees with related organization(S) . . . . . . . . v i i v v i it e e e e e e e e e e e e e e e e e e e e e e e e e e lo
p Reimbursement paid to related organization(S) for EXPENSES. . . . . v i v i i it e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1p
g Reimbursement paid by related organization(s) for EXPENSES . . . . . . i L i i i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1q
r Other transfer of cash or property to related organization(s) , . . . . . . . . . . ..ttt e e e e e e e e e ir
s _Other transfer of cash or property from related organization(S). . . . . . . ot it v it i i e 4 e 4 e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1s
2 If the answer to any of the above is "Yes," see the instructions for information on who must complete this line, including covered relationships and transaction thresholds.
(@) (b) () (d)
Name of related organization Transaction Amount involved Method of determining
type (a-s) amount involved
(1) WESTERN CT HEALTH NETWORK | NSURANCE CO R 2,094, 155. COSsT
(2)
3
4
(5
(6)
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THE NORWALK HOSPI TAL ASSCCI ATI ON

06- 6068853

Page 4

Unrelated Organizations Taxable as a Partnership Complete if the organization answered "Yes" on Form 990, Part IV, line 37.

Provide the following information for each entity taxed as a partnership through which the organization conducted more than five percent of its activities (measured by total assets
or gross revenue) that was not a related organization. See instructions regarding exclusion for certain investment partnerships.

(a)

Name, address, and EIN of entity

(b)

Primary activity

(c)
Legal domicile
(state or foreign
country)

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

(e)
Are all partners
section
501(c)(3)
organizations?

Yes | No

®
Share of
total income

@)
Share of
end-of-year
assets

Dispro

(h)

portionate

allocations?

Yes

No

[0}

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

@)
General or
managing

partner?

Yes | No

(k)
Percentage
ownership

1)

(2

(3

4

(5)

(6)

@)

(8)

9)

(10)

(11)

(12)

(13)

(14)

(15)

(16)

JSA
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0133KV F227

Schedule R (Form 990) 2015

PAGE 118



THE NORWALK HOSPI TAL ASSOCI ATI ON 06- 6068853

Schedule R (Form 990) 2015 Page 5
Supplemental Information
Complete this part to provide additional information for responses to questions on Schedule R (see
instructions).

PART 111 - PARTNERSHI P FULL NAME, ADDRESS, FEIN
NORWALK SURGERY CENTER, LLC - 27-2394942

40 CROSS STREET NORWALK, CT 06850

NEW M LFORD MR JV, LLC - 27-1877801

21 ELM STREET NEW M LFORD, CT 06776

WCHN | NVESTMENTS, LLC - 47-5523212

24 HOSPI TAL AVENUE DANBURY, CT 06810
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