e 1 DAY KIMBALL HEALTHCARE

Decermber 23, 2015

[{%E@EBWE H
DEC 2 3 2015

Mr. Jack Huber
Health Care Analyst .
Department of Public Health e AUHOSZ‘;{EEO;CC £s8
410 Capital Avenue

PO Box 340308

MS #13HCA

Hartford, Connecticut 06134

Dear Mr. Huber,

As fequired by Section 33-182bb(c) the following and attached information is being submitted on behalf
of Day Kimball Medical Group (DKMG), @ medical foundation of Day Kimball Healthcare [DKH). Ifin
reviewing this information should you have questions or requife additional information, please feel free
to contact me.

1. Mission: Day Kimiball Medical Group is committed to provide the residents of Northeastern CT
timely access to quality arid cost effective medical and surgical services through a rietwork of
multispecially practitioners.

2. DKMG’s scope of medical and surgical séfvices: The scope of physician services include:
o Primary care — Pediatrics, Family Medicine, Internal Medicine
o Sub-specialty services — OB/GYN, Maternal and Fetal Medicine (MFM), Adult Hospitalist,
Pediatric Hospitalist, Dermatology, Pulmonaiogy
o Surgical Services — General surgical services

3. Description of any significant changes in DKMG’s scope of services: in the preceding year, there
have been na significant changes to the medical group. Qur scape of services remain
linchanged, there havée been no reduction or expanision of services or populations served and all
our practice locations continue Lo serve the communities of eastern and central Windham
County and northeastern Connecticut.

4. Reguested financial reports are attached.

If in reviewing the above and attached should you have any further questions, please feel free to call
me.

Vice President of Operations
Day Kimball Medical Group

cc. file

320 Pomfret Street | Putnam, CT 06260 | (860) 228-6541 | (860Q) 774-3366 B daykimball.org
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IRS e-file Si e Authorization oM Mo, 518-1878

ror S8 7T9-EQ for an Ex rganization ‘

‘For oatencar your 2018, o fiscat yoar begihring ~OIC L & -, 2018, 30d ending SEP 30 w i_&m 20 13
Depariment of the Treasury I Do not send to the IRS. Keep for your records. .
Infernal Revenus Seriice P Informetion about Eorm 8879-E0 and its instructions s ot wuny iig gov/formBR7Sec _
Wane of exelopt organization. i : Zﬁpﬁiayef Tdentiication rumber
DAY KIMBALL HEALTHCARE, INC. e 06-0646599
Kame ang Hitle of officer o

ROBERT SMANIK
PRESIDENT & CEO

~Type of Return and Retum Information (Weole Dollars Oniy}

Check the box for the retism: for which you are using thits Form B579-EQ and erder the applicable amaiint, if any, frorm the retum. i you chesk the box '

on line 18, 2a, Sa; 4a, or Ba, below, .a_rzd he amount o that line for the returd belng filed with this form was blank, then leave ling 1b, 2b, 3b, 4b, or 5b,
whichever is applicable, blank (do not enter 0+, But, ¥ you amiered -0 on the retum, then enter O- onthe applicable line below. Do not complete more
than 1 fine in Part L,

1a Form 930 checkhere B & Total revenus, if any (Form 990, Part VIll, colurm Al ine 12 .
2a Form DOG-EZ check here [T 4 Totalrevenue, Fany Form QQ0EZ ne® ...
3a Form 1120-POL checkhere B[] b Total tax (Fomn 1120POL NG 2B} 1. oiovrcircrsnniecionivon
4z Eorm 990FF chegkhera P L1 b Tax based 6n investment income (Form S80-PF, PaitVl, fine §) .
5 Form 8868 checkhers B»L_| b Balance Dusé (Form 8668, Part §, five ¢ or Part . it 80) v

111,181,353,

geede

~—Declaration and Signature Authorization of Officer

Under penalties of perjury, | declare thatt aman. officar pf the above organization and that | have éxamined a copy of the organization's 2013
slactronic retum and accompanying schedules and statéiments and to the best ptmy kmowisdgs and belief, they are true, correct, and somplete. 1
further detiare that the ameunt in Part | above is the arhount shown ol the copy of the organization’s electronic returm. | gonsent to aliow my
intermadiate service provider, transmitisr, oF slactronic retum originator {ERO) 1o send the orpanization's retum to the IRS and to receive from the IRS
{a) an ackriowledgement of réceipt or reason #or rejaction of the Iransmission, {b} the reason for any delay in processing the retum of refund, and {c}
the date of any refund. If applicable, | mithorize the 1.8, Treasury and fte designated Financial Agent to intiate an slestronic funds withdrawal (direct
debit) anfry to the finanoial institution séoount indidated in the tax preparation software for payment of the organization's fadaral taxes owed on this
retum, and ihe finaricial mstiution to detill the entry to Bis acoount To revcies a payment, T must contact the U.S. Treasury Financial Agent at
1.888-353-4557 no fatar than 2 business days prior o the payment {settlement] date. | also authorizé the financil instiuticns nvolved in the
srocessing of the glactronic payment of taxss to receive confidential information necessary o answer inguiries and resclve issues relgiad to the
payment. | have solected 2 personal idenfification mumber {PING a5 my signatura for the organization’s slectronic retum and, if applicable; the
organizetion’s consent to slectronic kinds withdrawai.

Officer's PIN: check ons box only
%0 | authorize CROWE HORWATH, LLP i _ toentermypin|_86539 ]
ERC firm name Enter five numbats, but
#u not snter all zéros

a8 my signature on the organization's tax year 2013 slectronically fied retuin, if | have indicated within this returmn thet a copy of the refuim

Is being filed with.a state agency(ies) reguisting charities ag part of the IRS Fad/State program, | also ainhorize the aforementionsd ERQ 1o
nter my PIN on the retumn's disclosure consant screen,
’EZZ{ As an officer of the crganization, | wili enter my PN as ny signature on the organization’s tax year 2113 slectronically filed return, If | have

#hdicatad within this retum that & copy of the retiem s being fied with & state agency{es) ragisating charities as part ot the IRS Fed/State
program, | will enter my PIN on the ehum’s disglostre conserg sereen.

A O S o/ B

Pa Certfication and Authentication _
ERO’s EFIN/PIN, Enter your six-digit electronic fling identification ]

nurmber {EFIN) foliowed by your fivedigit self setected PIN. [T06560533253 |
' a0 not erter all zeros

{ cariify that the above numeric entry is my PN, which is my signature on the 2013 elactronically fled retur for the organization indicated above. |
confirm that | am submitting this retum i accordance with the requirerients of Pub, 4163, Modemized o-File fVieF} Information for Autharized IRS
&-fie Providers for Busifiess Fetumns.

ERDYs signature * Dale.

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

LHA For Paperwork Fedustion Act Notics, see Instructions. © Form 8879-EC (2013)
1§-931-13

$9550720 794336 DAYRIMBALL 2013.06000 DAY KIMBALL HEALTHCARE, INC DAYKIMB1




Caution: Forms printed from within Adobe Acrobat products may not meet IRS or state taxing agency
specifications. When using Acrobat 5.x products, uncheck the "Shrink oversized pages o paper size” and
uncheck the "Expand small pages to paper size" options, in the Adobe "Print" dialog. When using Acrobat
6.x and later products versions, select "None" in the "Page Scaling” selection box in the Adobe "Print” dialog.

CLIENT'S COPY




TAX RETURN FILING INSTRUCTIONS

FORM 950

FOR THE YEAR ENPING
SEPTEMBER 30, 2014

Prepared for

DAY KIMBALL HEALTHCARE, INC.
320 POMFRET STREET
PUTNAM, CT 06260

Prepared by

CROWE HORWATH, LLP
175 POWDER FOREST DRIVE
SIMSBURY, CT 06083

Amount due
or refund

NOT APPLICABLE

Make check
payable to

NOT APPLICABLE

Mail tax return
and check (if
applicable) to

NOT APPLICABLE

Return must be
mailed on
or before

NOT APPLICABLE

Special
Instructions

THTS RETURN HAS QUALIFIED FOR ELECTRONIC FILING. THE RETURN
HAS BEEN TRANSMITTED ELECTRONICALLY TO THE IRS AND NO FURTHER
ACTION IS REQUIRED.

3060841
05-01-13




IRS e-file Signature Authorization OME No. 1545-1678

rom 3879-EO for an Exempt Organization
For calendar year 2013, or fiscal year heginning OCT 1. , 2013, and ending SEP 3 O 20 E.-é_ 20 1 3

Department of the Trazsury P Do not send to the IRS. Keep for your records.

internal Revenue Service P Information about Form 8879-EO and its instructions is at yny jre gov/formBR7gec

Name of exempt organization Employer identification number
DAY KIMBALL HEALTHCARE, INC. 06-0646599

Name and title of officer

ROBERT SMANTK

PRESIDENT & CEO

Type of Return and Return information (whole Dollars Only)

Check the box for the return for which you are using this Forr 8878-EC and enter the applicable amount, i any, from the return. If you check the box
on line 1a, 2a, 3a, 4a, or 5a, below, and the amount on that line for the return being filed with this form was biank, then leave line 1b, 2b, 3b, 4b, or 5b,
whichever is applicable, blank {do not enter -0-). But, if you entered -0- on the return, then enter -0- on the applicable line below. Do not complete more
than 1 fine in Part I

1a Form 990 check here P b Total revenue, if any (Form 990, Part VI, column (&8, line 12} ... . i 111,181,353.
2a Form 990-EZ check here > I:I b Total revenue, if any (Form 980-EZ, line®) ... 2b

8a Form 1120-POL check here P> I:j b Total tax (Form 1120POL Ine 22) . ... e, 3b

4a Form 990-PF check here P D b Tax based on investment income {Form 990-PF, Part VI, line 5} ... 4b

Ba Fonm B&68 check here P D b Batance Due (Form 8868, Part |, ine 3¢ or Part li, line 8C) ... 5b

[Partli | Declaration and Signature Authorization of Officer

Under penalties of perjury, | declare that | am an officer of the above organization and that | have examined a copy of the organization's 2013
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 retum. | consent to allow my
intermediate service provider, transmitter, or electronic retwm originator (ERQ) to send the organization’s retum to the IRS and to receive from the IRS
{a) an acknowledgement of receipt or reason for rejection of the transmission, (b) the reason for any delay in processing the return or refund, and {c)
the date of any refund. if applicable, | authorize the U.S. Treasury and its designated Financial Agent o initiate an electronic funds withdrawal {direct
debit) entry to the financial institution account indicated in the tax preparation software for payment of the organization's federal taxes owed on this
retum, and the financial institution to debit the entry 1o this account. To revoke a payment, | must contact the U.S. Treasury Financial Agent at
1.888.353-4537 no later than 2 business days prior to the payment {settlement) date. | also authorize the financiat institutions involved in the
processing of the electronic payment of taxes to receive confidential information necessary to answer inquiries and resolve issues refated to the
payment. | have selected a personal identification number (PIN) as my signature for the organization’s electronic retum and, if applicable, the
organization’s consent 1o electronic funds withdrawal.

Officer’s PIN: check one box only

| authorize CROWE HORWATH, LLP toentermy PINl__ 46599

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

as my signature on the organization's tax year 2013 electronically filed return, If | have indicated within this return that a copy of the return
is being filed with a state agency{ies) regulating charities as part of the IRS Fed/State program, | also authorize the aforementioned ERO to
enter my PIN on the return's disclosure consent screen.

D As an officer of the organization, 1 will enter my PIN as my signature on the organization’s tax year 2013 electronically filed return. if | have
indicated within this return that a copy of the return is being filed with a state agency(ies) regulating charities as part of the 1RS Fed/State
prograrn, | witl enter my PIN on the return’s disclosure consent screen.

:

] o

II] Certification and Authentication
ERC’s EFIN/PIN. Enter your six-digit electronic filing identification

number (EFIN) foliowed by your five-digit self-selected PIN. 06560933253 |
do not enter all zeros

I certify that the above numeric entry is my PIN, which is my signature on the 2013 electronically filed return for the organization indicated above. |
confirm that | am submitting this return in accordance with the requirements of Pub. 4163, Modernized e-File (MeF) Information for Authorized IRS
e-file Providers for Business Retumns.

ERO's signature Date

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

'52%\5 , For Paperwork Reduction Act Notice, see instructions. Form 8879-EO (2013)
10-01-13

09550720 794336 DAYKIMBALL 2013.06000 DAY KIMBALI HEALTHCARE, INC DAYKIMB1




OMB No. 1545-0047

. 990 Return of Organization Exempt From Income Tax 20 1 3

Under section 501(c), 527, or 4947{a}( 1} of the Internal Revenue Code {except private foundations}
P Do not enter Social Security numbers on this form as it may be made public.
intemnal Revenue Service P information about Form 990 and its instructions is at ywww ire pov/iformosn

Department of the Treasury

A For the 2013 calendar year, or tax year beginning QCT 1, 2013 andending SEP 30, 2014

B Check it C Name of organization
applicable:

e | DAY KIMBALL HEALTHCARE, INC.

D Employer identification number

[ Jeeree | Doing BusinessAs DAY KIMBALL HOSPITAL

06-0646599

Initial

return Number and strest (07 P.0. box if mail is not delivered to street address) Room/suite | E Telephone number
Seoin- 320 POMFRET STREET 860-928-6541
remended City or town, state or province, country, and ZIP or foreign postal code G Gross receipis 111, 255,983.

[ laesic= | PYUTNAM, CT 06260

H{a) Is this a group retum

pending F Name and address of principal officerROBERT SMANTIK
SAME AS C ABOVE

for subordinates? EYes No

H{b} Are all subordinates included?lj Yes I:j No

| Tax-exempt status: [X] 581(c)(3) L_l 501{c) ( )4 (insert no.) [ ] 4947(a)(1) or [ 507 If "No," attach a list. {see instructions)

J Website: p» WWW . DAYKIMBALL . ORG

H{c) Group exemption number P

1 Year of formatior: 18 9 4] m State of legal domicike: CT

K Form of organization; | X | Corperation Trust || Association Other p»
; 1 Summary

o | 1 Briefly describe the organization’s mission or most significant activities: SHORT ~TERM GENERAL CARE HOSPITAL
é PROVIDING HEALTHCARE NEEDS TO THE NORTHEASTERN CT COMMUNITY.
g 2 Check this box L_J if the organization discontinued its operaticns or disposed of more than 25% of its net assets.
a | 3 Number of voting members of the governing body (Part VI, ine 1a) ., 3 i5
g 4 Number of independent voting merribers of the govemning body (Part Vi, line1b) . .. ... ... 4 11
@ | 5 Total number of individuals employed in calendar year 2013 (Part V, tne 2a) . ... 5 1138
E 6 Total number of volunteers (estimate if NeCeSSaNY) e 6 244
E 7 a Total unrelated business revenue from Part VI, column (C), line 12, 7a 0.
b Net unrefated business taxable income from Form 9907, line 34 .. e tiiciresreiosescaeiieiioes . ... |7b 0.
Prior Year Current Year
o | 8 Contributions and grants Part VI, line $h) e 1,668,273, 877,381.
§ 9 Program service revenue (Part VL Tine 29) 109,135,523.] 104,825,634.
é 10 Investment income (Part VI, column {A}L lines 3,4, and 7d) ... 161,402. 76,213,
11 Other revenue (Part VIil, column (), lines 5, 6d, 8¢, 9¢, 10¢, and 116) 4,470,460. 5,402,125.
12 Total revenue - add lines 8 through 11 (must equal Part VIIl, column (A), line 12) ... 115,436, 658.] 111,181, 353.
13 Grants and similar amounts paid (Part IX, column {&), lines 1-3) ... 0. 0.
14 Benefits paid 1o or for members (Part IX, coluran (A), ine 4y 0. 0.
@ 15 Salaries, other compensation, employee benefits (Part IX, column (A}, lines 510) 69,228,340. 63,585,291,
g 16a Professional fundraising fees (Part 1X, column (&), line 11e) 0. 0.
g b Total fundraising expenses (Part IX, column (D), line 25)
W 147 Other expenses (Part IX, column (A}, lines 11a-11d, 118&24e) 48,178,460.] 45,480,203.
18 Total expenses. Add fines 13-17 (must equal Part EX, column {A), line2%) . 117,406,800.] 109,065,494.
19 Revenue less expenses. Subtract line 18 fromline 12 . ..o -1,970,142. 2,115, 859.
.5§ Beginning of Carrent Year End of Year
25| 20 Total assets (Part X, ine 16) . 97,043,905, 95,892,459,
<2l 21 Total liabilities (Part X, ine26) 80,958,982.] 91,053,826.
55 22 Net assets or fund batances, Subtract line 21 from line 20 16,084,923, 4,838,633,
i Signature Block

Under penalties of perjury, | declare ihat | have examined this return, including accompanying schedules and statements, and to the best of my knowledge and befief, it is

true, correct, and complete. Declaration of preparer {other than officer) is based on all information of which preparer has any knowledge.

} Signature of officer

Sign Date
Here ROBERT SMANIK, PRESIDENT & CEO
Type or print name ang title
Print/Type preparer's name Preparer's signature Daie eheo ||} PTIN

Paid BETH THURZ

geﬁ-smgloyed P00346435

Preparer |{Firm'sname  p CROWE HORWATH, LLP

FrmsEiNy 35-0921680

Use Only | Firm's address 175 POWDER FOREST DRIVE
SIMSBURY, CT 060885

Phonene.860-678-9200

May the IRS discuss this return with the preparer showrn above? (see instructions} ...

iil Yes [_J No

332001 10-25-13  LHA For Paperwork Reduction Act Notice, see the separate instructions. Form 990 (2013)




Form 990 (2013) DAY KIMBALL HEALTHCARE, INC. 06-0646599 page2
‘Part 1l | Statement of Program Service Accomplishments

Check if Schedule O contains aresponse ornote teany fineinthisPart . e e eeeeeieeaieeieee: D
1 Briefly describe the organization’s mission:

THE MISSION OF DAY KIMBALL HEALTHCARE IS TO MEET THE HEALTH NEEDS OF
OUR COMMUNITY THROUGH OUR CORE VALUES OF CLINICAL QUALITY, CUSTOMER
SERVICE, FISCAL RESPONSIBILITY AND LOCAL CONTROL.

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

the prior FOrm @90 0F B90-EZT i eee oo s e ee e e L Jves No
If "Yes," describe these new services on Schedule 0.
3 Did the organization cease conducting, or make significant changes in how it conducts, any program services? ... DYes No

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

4  Describe the organization's program setvice 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 granis and allocations to others, the total expenses, and
revenue, i any, for each program service reported.

4a (Code: } (Expenses § 94 f 421 . 931. including grants of § ) {Reverue$ 108 P 528 ’ 723, }
DAY KIMBALL HEALTHCARE PROVIDES A COMPREHENSIVE HEALTHCARE SYSTEM
OFFERING PRIMARY CARE AND A MULTITUDE OF MEDICAL AND SURGICAL
SPECTALTIES ALONG WITH LEADING-EDGE TECHNOLOGY AND SOPHISTICATED
DIACNOSTICS. OUR SERVICE AREA INCLUDES NORTHEAST CONNECTICUT AS WELL

AC NEARBY MASGACHUSETTS AND RHODE ISLAND COMMUNITIES. DAY KIMBALL
HEALTHCARE'S COMPREHENSIVE NETWORK OFFERS MORE THAN 1,000 EMPLOYEES
TNCLUDING MORE THAN 200 HIGHLY-SKILLED PHYSICIANS, SURGECNS AND

SPECTALISTS.

4b  (Code: ) (Expenses $ 60 ] 612, ingluding grants of $ ) (Revenus$ -21 ; 702. )
PHYSTICIAN OFFICE PROVIDING PRIMARY CARE AND QUTPATIENT VISITS TO
NORTHEASTERN CONNECTICUT COMMUNITIES.

4c  [(Code: ) {Expenses § inclucing grants of 3 ) (Revenue$ )

4d Cther program services {Describe in Schedule Q)

(Expenses $ inclugding grants of } (Revenue $ )
4e  Total program service expenges - 94,482,543.
Form 990 (2013)
332009
10-29-13
2
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Form 990 (201 3) DAY KIMBALL HEALTHCARE, INC. 06-0646599  page3

1 Checklist of Required Schedules

Yes | No
1 Is the orgarization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)?
IF'VES, " COMPIEtE SCRBAUIB A ettt e eea e SRR 1| X
2 s the arganization required to complete Schedule B, Schedule of Contributors? 2 | X
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition te candidates for
public office? If "Yes," complete Schedule G, Partl 3 X
4 Section 501(c)3) organizations. Did the organization engage in iobbying activities, or have a section 501{h) election in effect
during the tax year? If "Yes," complete Schedule C, PrtIl ..o 4 | X
5 Is the organization a section 501(c}{4), 501(c}(5), or 501 (c)(B) organization that recelves membership dues, assessments or
similar amounts as defined in Revenue Procedure 98-197 if "Yes," complete Schedule C, Part M 5 X
6 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 | 6 X
7 Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? /f "Yes," complete Schedule O, Part Il ... 7 X
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? if "Yes," complete
SCREAUIE D, Pt M e e e e 8 X
9 Did the organization report an amount in Part X, line 21, for escrow or custodial account liability; serve as a custodlan for
amounts not listed in Part X; or provu:le credit counseling, debt management, credit repair, or debt negotiation services?
I "Yes," complete SCREAUIR D, PAIEIV e e 9 X
10 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, Bart Vs
11  If the organization’s answer to any of the following questions is "Yes,” then complete Schedule D, Parts VI, VIL VL 1X, or X
as applicable.
a Did the organization report an amount for land, buildings, and equipment in Part X, line 107 If "Yes, " complete Schedule D,
PVl e 1a] X
b Did the organization report an amount for investments - other securities in Part X, line 12 that is 5% or more of its total
assets reported in Part X, ling 167 If "Yes," complete Schedule D, ATt Ve iib| X
c Did the organization report an amount for investments - program related in Part X, line 13 that is 5% or more of its total
assets reported in Part X, line 167 If “Yes, " complete Schedule D, Part VIl | 1ic X
d Did the organization report an amount for oiher 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 ||| 11d X
e Did the organization report an amount for other iabilities in Part X, line 257 If "Yes," complete Schedu!e D PartX 11| X
§ Did the orgarization’s separate or consolidated financial statements for the tax vear include a footnote that addresses
the organization’s liability for uncertain tax pesitions under FIN 48 (ASC 740)7 If "Yes,” complete Schedule D, Part X 11| X
12a Did the organization obtain separate, indepsndent audited financial statements for the tax year? if "Yes, " complete
Sohedule D, Parts X a0 Xl e 12a X
b Was the organization included in consolidated, independent audited financial statements for the tax year?
If "“Yes," and if the organization answered "No" to line 12a, then completing Schedule D, Parts Xl and X!l is optional 12 X
13 s the organization a school described in section 170(b)1)ANI)? If "Yes," complete Schedule E 13 X
14a Did the organization maintain an office, employees, or agents outside of the United States? . 14a X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking, fundraising, business,
investrment, and program service activities outside the United States, or aggregate foreign investments valued at $100,000
or more? If "Yes," complete Schedule F, Parfs 1and IV e 14b X
15 Did the organization report on Part IX, column {A), tine 3, more than $5,000 of grants or other assistance to orfor any
foreign organization? If "Yes," complete Schedule F, Parts lland IV e 15 X
16 Did the organization report on Part X, column (A}, line 3, more than $5,000 of aggregate grants or other assistance to
or for foreign individuals? /f "Yes,” complete Schedule F, Farts and Y s 16 X
17 Did the organization report a total of more than $15,000 of expenses for professional fundraising services on Part IX,
column (A), lines 6 and 11e? /f *Yes, " complete Schedule G, Pa e 17 X
18 Did the organization report more than %15,000 total of fundraising event gross income and contnbutlons on Part VI, lines
1c and 8a? If "Yes, " complete Schedule G, PArt H e 18| X
19 Did the organization report more than $15,000 of gross income from gaming activities on Part VIII line 9a? if "Yes,"
complote SCREAUIE G, PAIt Il e 19 X
20a Did the organization operats one or more hospital facilities? If "Yes, " complete Schedule H .. 20a| X
b I "Yes' to line 20z, did the organization attach a copy of its audited financial statements tothisretum? ..o oob| X
Form 990 (2013)
232003
10-29-13
3 .
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ﬁmn%mgms DAY KIMBALIL HEALTHCARE, INC. 06-0646599 paged
[ Checklist of Required Schedules (continued;
Yes | No
21 Did the organization report more than $5,000 of grants or other assistance to any domestic organization or
govermment on Part IX, column (&), line 17 If "Yes," complete Scheduie I, Parts Tand Il e, 21 X
22 Did the organization report more than $5,000 of grants or other assistance to individuals in the United States on Part IX,
column {&), fine 27 If "Yes," complete Schedule I, Parts | A e 22 X
23 Did the organization answer "Yes" to Part VII, Section A, line 3, 4, or 5 about compensation of the organization's current
and former officers, directors, trustees, key employees, and highest compensated employees? If "Yes," complete
SOREAUIE d e e 23 | X
24a Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than $100,000 as of the
last day of the year, that was issued after December 31, 20027 IF "Yes, " answer lines 24b through 24d and complete
Schedule K 1 'ND", GO TOBIE 258 e e e 24a| X
b Did the organization invest any proceeds of tax-exempt bonds beyond a tfemporary period exception? 24b X
¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year fo defease
APY EEXOXEIMPE BONGS? oo e 24c X
d Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year? .. ... 24d X
25a Section 501{c)(3) and 501(c}{4) organizations. Did the organization engage in an excess benefit transaction with a
disquatified person during the year? /f "Yes, " complete Schedule L, Pt s 25a X
b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior year, and
that the transaction has not been reported on any of the organization’s prior Forms 280 or 990-EZ7? If "Yes," complete
SOREAUIE Ly At L e 25b X
26 Did the organization report any amount on Part X, line 5, 8, or 22 for receivables from or payables to any current or
former officers, directors, trustees, key employses, highest compensated employees, or disqualified persons? If s0,
Complete SchedUle L, Part Il oo 26 X
27 Did the organization provide a grant or other assistance o an officer, director, trustee, key employee, substantial
comtributor or employee thereof, a grant selection committee member, orto a 135% controfled entity or family member
of any of these persons? Jf "Yes," complete Schedule L, Part et
28 Was the organization a party to a business transaction with cne of the foliowing parties (see Schedule L, Part 1V
instructions for appiicable filing threshoids, conditions, and exceptions):
a A current or former officer, director, trustee, or key employee? If "Yes, " complete Schedule L, Part vV X
b A family member of a current or former officer, director, trustes, or key employee? If "Yes," complete Schedule L, PartlV 28b X
¢ An entity of which a current or forrmer officer, director, trustee, or key employee (or a family member thereof) was an officer,
director, trustes, or direct or indirect owner? If "Yes, " complete Schedule L Part IV 28¢ A
29 Did the organization receive more than $25,000 in non-cash contributions? If "Yes," complete Schedule M ... 29 | X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or gualified conservation
contributions? If "Yes," COmplete SCNEGUIE M e e 30 X
31 Did the organization liquidate, terminate, or dissolve and cease operations?
If "Yes," complete Schedule N, Part] e b 31 X
32 Did the organization sell, exchangs, dispose of, or transfer more than 25% of its net assets?/f "Yes," compiete
SOBULIE N, PaIt I e et etaeeRe e AR e 32 X
33 Did the organization own 100% of an entity disregarded as separate from the organization under Hegulatlons
sections 301.7701-2 and 301.7701-37 If "Yes, " complete Schedule R, Part! a3 | X
34 Was the organization related o any tax-exempt or taxable entity? if "Yes," compilete Schedule R, Part Ii, i, or IV, and
PV, 08 1 o et 34 | X
35a Did the organization have a controlled entity within the meaning of sectlon oS (o) [ 1) A 35a X
b If "Yes" to line 35a, did the organization receive any payment from or engage in any transaction with a controlled entity
within the meaning of section 512(b)(13)7 If "Yes, " complete Schedule R, Part V8 2 L 35b
36 Section 501{c){3) organizations. Did the organization make any transfers to an exempt ner-charitable related organization?
If "Yes,* complete Schedule R, PArt Vi lNE 2. e 36 X
37 Did the organization conduct more than 5% of its activities through an entity that is not a refated organization
and that is treated as a partnership for federal income tax purposes? If "Yes," complete Schedule B, Part VI 37 X
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 1tb and 197
Note. All Form 990 filers are required tocomplete Schedule O Lo i 33 | X
Form 990 (2013)
332804
10-28-13
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Form 290

(2013) DAY KIMBALIL HEALTHCARE, TINC. 06-0646599  page5

Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response or note to any line in this Part V

1a

b Enter the number of Forms W-2G included in fine 1a. Enter -0- if not applicable CL1e
¢ Did the organization comply with backup withholding rules for reportable payments to vendors and reportabie gaming

5a

b Did any taxable party notify the organization that it was or is a party to a prohibited tax shefter transaciion?

Enter the number reported in Box 3 of Fortn 1096, Enter -0- if not applicable 1a

{gambling) winnings to prize winners? ... e et
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

If at least one is reported on line 2a, did the organization file all required federal employment tax returns?
Note, If the sum of lines ta and 2a is greater than 250, you may be required to e-file (see instructions)
Did the organization have unrelated business gross income of $1,000 or more during the year? ... ..
If "Yes," has it filed a Form 990-T for this year? If "No," to fine 3b, provide an explanation in Schedule O
At any time during the calendar year, did the organization have an interest in, or a signature or other authority over, a
financial account in a foreign country (such as a bank account, securities account, or other financial account)?
If “Yes,” enter the name of the foreign country: »
See instructions for filing requirements for Form TD F 90-22.1, Report of Foreign Bank and Financial Accounts,
Was the organization a party to a prohibited tax sheiter transaction at any time during the tax year?

c If "Yes," to Yine 5a or 5b, did the crganization file FOIM B80T e e

Ba

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 CoMtiDUONS T e e
If "Yes," did the organization include with every solicitation an express statement that such contributions or gifts

were not tax deductible?

4a X

6a X

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 goeds and services provided te the payor? | 7a X
b If "Yes," did the organization notify the donor of the value of the goods or services provided? .. 7b
¢ Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was reguired
O FilE FOMN 82827 oot er e e e 7c X
d If "Yes," indicate the number of Forms 8282 filed during the year
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? ...
f Did the organization, during the year, pay premiums, directly or indirecity, on a personat benefit contract? .
g If the organization received a contribution of qualified intellectual property, did the organization fiie Form 8829 as required?
h If the organization received a contribution of cars, hoats, airplanes, or other vehicles, did the organization fie a Form 1098-C?
8 Sponsoring organizations maintaining denor advised funds and section 509(a){3) supporting organizations. Did the supporting
organization, or a donor advised fund maintained by a sponsoring organization, have excess busingss holdings at any time during the year?
9 Sponsoring organizations maintaining donor advised funds.
a Did the organization make any taxable distributions BNger Section 40867 e
b Did the organization make a diskribution to a donor, donor advisor, or related person?
10 Section 501(c){7) organizations. Enter:
a Inftiation fees and capital contributions included on Part VIIL ine 12 10a
b Gross receipts, included on Form 890, Part VIH, fine 12, for public use of club facifities . . 16b
11 Section 501(c){12) organizations. Enter:
a Gross income from members or shareholders | 11a
b Gross income from other sources (Do net net amounts due or paid to other sources against
amounts due or received FromENEM.) iib
123 Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 10417
b 1f "Yes," enter the amount of tax-exempt interest received or accrued duringtheyear ... 12b
13 Section 501(c)(29) qualified nonprofit health insurance issuers. LHETEE
a Is the organization licensed to issue qualified health plans inmore than one state? 13a
Note. Ses the instructions for additional information the organization must report on Schedute 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 ... .. . ]13b
c Enterthe amount of reserves ONhand | . 13¢
14a Did the crganization receive any payments for indoor tanning services during thetaxyear? o 14a X
b If "Yes," has it filed a Form 720 to report these payments? If "Ng, " provide an explanation in Schedule O ... ... 14b
Form 890 (2013)
332005
10-29-13
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Form 990 (2018) DAY KIMBALL HEALTHCARE, INC. 06-0646599  page6

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

Check if Schedule O contains & response or note to any line inthisPartvi ... i ieieiiiiiiiiiiiiiiiiiiias

1 Governance, Management and Disclosure For each "Yes" response fu lines 2 through 7b befow, and for a "No'" response

Section A. Governing Body and Management

1a Enter the number of voting members of the governing body at the end of the taxyear . ia
If there are material differences in voting rights ameng members of the governing bedy, or i the geverning
body delegated broad authorlty to an executive committee or similar committee, explain in Schedule C.
b Enter the number of voting members included in line 1a, above, who are independent 1b
2 Did any officer, director, trustee, or key employee have a family relationship or a business reIationsmp with any other

officer, dirtector, trustee, OF KBY BMDIOYOE Y e

3 Did the organization delegate control aver managemant duties customarily performed by or under the direct supervision
of officers, directors, or trustees, of key employees to a management company or other person? . ...

4 Did the organization make any significant changes to its govermning documents since the prior Form 990 was flled’?

&)

Did the organization become aware during the year of a sigrificant diversion of the organization’s assets?

S |[h i

6 Did the organization have members or Stockholders? e s

bl P

7a Did the organization have members, stockhelders, or other persons who had the power fo elect or appoint one or
more mernbers of the governing body? N 7a | X

b Are any govemance decisions of the organization reserved to (or subject to approval by} members, stockholders, or
persons other than the governing body?

8 Did the organization contemporaneously document the meetmgs heid or written actions undertaken during the year hy the foliowing:

A TN GOVIMING DOy ? e e e e et e

b Each committee with authority to act on behalf of the governing body? et

9 s there any officer, director, trustee, or key smployee listed in Part VII, Section A, who cannot be reached at the

organization's mailing address? /f "Yes," provide the names and addresses in Schedule O e 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? : 10a X
b 1f "Yes," did the organization have written policies and procedures goverming the activities of such chapters, aﬂillates
and branches to ensure their operations are consistent with the organization's exempt purposes? ... 10b
X

11a Has the organization provided a complete copy of this Form 980 to all members of its governing body before filing the form? | 11a

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? # "No, " go fo fine 13 12a

b Were officers, directors, or trustees, and kay employees required to discluse annuaily interests that could give rise to conflicts? 12b

¢ Did the organization regularly and consistently monitor and enforce compliance with the policy? # "Yes, " describe
in Schedule O how this was done i2c

13 Did the organization have a written whistieblower polncy’) ___________________________________________________________________________________________________

pal D[ B4 Epe| P

14 Did the organization have & written document retention and destruction policy?

15 Did the process for determining compensation of the following persons include a review and approval by |ndependent

persons, comparability data, and contemporaneous substantiation of the deliberation and decision?

a The organization’s CEQ, Executive Director, or top management official 15a

| e

b Cther officers or key employees of the Organization s

If “Yes" to line 15z or 15b, describe the process in Schedule G (see instructions).

16a Did the organization invest in, contribute assets to, or pariicipate in a joint venture or similar arrangement with a
taxable entity during the YEAIT e e

b If "Yes," did the crganization follow a written policy or procedure requiring the organlzatlon to evaluate its participation
in joint venture arrangements under applicable federal tax law, and take steps to safeguard the organization’s
exempi status with respect to such arrangements? ... R i iiiiiiiiiiiiiieiiiiiiiiiis

Section C. Disclosure

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

18 Section 6104 requires an organization to make its. Forms 1023 (or 1024 ¥ applicable), 990, and 980-T (Section 501 (€)}{3)s only} available
for public inspection. Indicate how you made these available. Check all that apply.
Own website | Ancther's website Upon request Other (explain in Schedule O)
19 Describe in Schedule O whether {and if so, how), the organization made its goveming documents, conflict of interest policy, and financial
statemenits available to the public during the tax year.
20 State the name, physical address, and telephone number of the person who possesses the books and records of the erganization: b

DOUGLAS P. GLAZIER - (860) 928-6541

320 POMFRET STREET, PUTNAM, CT 06260

332006 10-29- 13 Ferm 990 (2013)
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Form 990 (2013) DAY KIMBALL HEALTHCARE, INC. 06-0646599 page?

‘Part-VHi Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated
Employees, and Independent Contractors
Check if Schedule O contains a response or note to any fine in this Part MU e et D

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

® 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.
® |ist all of the organization's current key employess, if any. See instructions for definition of "key employee.”

* | ist the organization's five current highest compensated employees (other than an officer, director, trustee, or key employee) who received report-
able compensation (Box 5 of Form W-2 and/or Box 7 of Form 1089-MISC) of more than $100,000 from the organization and any related organizations.
® |ist all of the organization's former officers, key employees, and highest compensated employees who received more than $100,000 of
reportable compensation from the organ ization and any related organizations.
® | ist ali 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.

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

{A) B8) ) {D) {E} (F)
Name and Title Average | oo cligf'ﬂgg i one Reportable Reportable Estimated
hours per | box, unless person is both an compensation compensation amount of
week officer and & directorftrustes) from from retated other
{list any -;é, the organizations compensation
hours for | € = organization (W-2/1099-MISC) from the
related |2 |2 z (W-2/1093-MISC) organization
organizations| £ | £ gl and related
below § § 5 g gé z organizations
line) HEEE R
(1) ATTY. WILLIAM ST, ONGE 1.00
DIRECTOR X 0. 0. 0.
(2! GARFIELD DANENHOWER, MD 1.00
DIRECTOR X 0. 0. 0.
(3} HADI BOZORGMANESH 1.00
DIRECTOR X 0. 0. 0.
{4) JACK BURKE 1.00
CHAIRMAN (2013 & 2014) X X 0. 0. 0.
(5) JANICE THURLCW 1.00
TREASURER X X 0. 0. 0.
(6) JOHN GRAHAM, MD 40.00
DIRECTOR 1.001X 0. 0. 0.
{7) JOSEPH ADILETTA 1.00
VICE CHAIRMAN X X 0. 0. 0.
(8} CJOSEPH ALESSANDRO, DO 1.00
DIRECTOR 2.001|X 49,293. 52,046. 0.
{9) JOSEPH BOTTA, MD 1.00
ASST. TREASURER/ ASST, SECRETARY X X 0. 0. 0.
{10) KAREN A, COLE 1.00
SECRETARY X X 0. 0. 0.
{11) ROBERT E, SMANIK,K FACHE 40.00
PRESIDENT & CEQ 2.00|X X 444 ,827. 0.| 38,887.
{12} ROCHELLE ALIX 1.00
TREASURER (2013 & 2014) X X 0. 0. 0.
{13) SHAWN MCNERNEY 1.00
DIRECTOR X 0. 0. 0.
(14) STEVEN SCHIMMEL,K MD 1.00
DIRECTOR X 0. 0. 0.
{15) WILLIAM JOHNSON 1.00
DIRECTOR 40.00|X 26,400. 251,89%91.] 22,384.
{(16) DONALD ST, ONGE 40.00
C0O0/CNO X 217,120. 0.] 18,949.
(17) DOUGLAS WAITE, MD 40.00
YP OF MED. AFFAIRS {THROUGH 12/13) 1.00 X 285,020. 0. 28,8%9%91.
332007 16-28-13 Form 990 (2013)
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memm@mm DAY KIMBALL HEALTHCARE, INC. 06-0646598 Page8
L “i Section A. Officers, Direciors, Trustees, Key Employees, and Highest Compensated Employees {continued)
(A} (B} < (D) (E} F)
Name and title Average | POSHON o one Reportable Reportable Estimated
hours per | box, unless person is both an compensation compensation amount of
week afficer and a directorfirustee) from from related cther
{istany |32 the organizations compensation
hours for | = = organization (W-2/1099-MISC} from the
related Z % E (W-2/1099-MISC} organization
organizations| £ | = 8 |& and related
below E E % gl . organizations
i) |2 |E|E |5 E5| S
(18) JULIE DROUIN 40.00
VP OF FINANCE (THROUGH 12/13) X 186,001. 0.] 27,857.
{19} SARA BRANDON 40,00
VE OF MARKETING/COMMUNICAT X 119,821. 0.1 11,433.
{20} JOEN O'KEEPFE 40.00
VP OF PATTENT CARE SERVICE X 129, 215. 0. 3,876.
(21) MANTSH SAPRA 40.00
MENTAL HEALTH PHYSICIAN X 194,143. 0.] 20,113.
{22} JOHN MODICE 40.00
ICU PHYSTCIAN X 255,049. 0.| 26,666,
(23) AMIT RATHI 40.00
MENTAL HEALTH PHYSICIAN X 216,219. 0., 21,580.
{24) SARA JANE DEASIS 40.00
MENTAL HEALTH PHYSICIAN X 209,683. 0. 19,762.
(25) STEPHEN BURKE 40.00
CORPORATE CONTROLLER p.4 154,152. 0. 25,781.
(%6) JOHN P. MILLER 40.00
HR DIRECTOR - FORMER CHATRMAN X 124,790. 0.l 19,270.
b SUBOEAl s e »| 2,621,733.] 303,937.] 285,459.
¢ Total from continuation sheets to Part Vil, Section A ... > 0. 0. 0.
d Total (addtines Tband 16} ... g » 2,621,733. 303,937. 285,459,
2 Total number of individuals (including but not fimited to those Its’ted above) who received more than $100,000 of reportable
compensation from the organization | 52
Yes | No
3 Did the organization list any former officer, director, or trustes, key employee, or highest compensated employee on
line 1a? If "Yes, " complete Schedufe J for SUCH INGIVITUSE ||
4 For any individual listed on line 1a, is the sum of repottable compensation and other compensation from the orgamzahon
and related organizations greater than $150,000? If "Yes, " complefe Schedule J for such individual ...
5 Did any person listed on line 12 recelve or accrue compensation from any unrelated organization or individual for services
rendered to the organization? If "Yes, " complete Schedule J For SUCGH PErsON ..o i o 5 X
Section B. iIndependent 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
DOWNES CONSTRUCTION CO LLC, 200 STANLEY CONSTRUCTION
STREET, PO BOX 727, NEW BRITAIN, CT 06050 [SERVICES 5,317,104.
EASTERN CT HEMA & ONCOLOGY, 330 WASHINGTON
STREET, SUITE 200, NORWICH, CT 06360 PHYSICIAN SERVICES 741,006.
SOUTHWIND
PO BOX 79461, BALTIMORE, MD 212793 FTNANCIAL CONSULTING| 634,661.
TLABORATORY CORP OF AMERICA
PO BOX 12140, BURLINGTON, NC 27216 LABORATORY SERVICES 608,636.
RDW GROUP, INC.
125 HOLDEN STREET, PROVIDENCE, RI 02908 401,426

VERTISING SERVICES

2  Total number of independent contractors

{including but not fimited to those fisted above) who received more than

$100,000 of compensation from the organization »

20

332008
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DAY KIMBALL HEALTHCARE,

INC.

06-0646599  Page9

For_m 900 (2013

Statement of Revenue

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

A}
Total revenue

(B)
Related or
exempt function

revenue

Unrelated
business

revenue

(5)]
Revenue excluded
from tax under
sections
512 - 514

- 0 Q0 T

(=]

Contributions, Gifts, Grants
and Other Similar Amounts

o

Federated campaigns

Membership dues

Fundraisingevents ... ...

Related organizations ...

Government grants {contributions) 1e

679,671

All other coniributions, gifts, grants, and
similar amounts nct included above | 1f

197,710

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

Total. Add lines 1a-1f ... ...

Program Service
Revenue
fn @ Qo O T

Business Cod

PATIENT SERVICE REVENUE

622110

104 847,336,

PHYSICIAN OFFICE VISITS

621110

-21 702,

All other program service revenue

Total. Addlines2a-2f _ ...

104,825,634

o

Cther Revenue

10 a

b Less: rental expenses

d Net rental incoms or {losg)

b Less: direct expenses b

Investment income (including dividends, interest, and

other similar amounts)

Income from investment of tax-exempt bond proceeds »

Royalties ... O .

............. >

52,802.

52,802,

(i} Real

Gross rents 740,162,

a,

Rental income or (loss} 740,162,

740,162,

Gross amount from sales of {i) Securities

assets other than inventory 17,411,

L ess; cost or other basis
and sales expenses 0.

Gain or (loss) 17,411,

MNet gain or {IoSS) ..o

Gross incotme from fundraising events {not
incluging $ of
contributions reported on fine 1¢). See

Part IV, line 18 a

327,841,

74,630,

Net income or {lass) from fundraising events

Gross income from gaming activities, See
PartIV,line 19 . ...
Less: direct expenses

Net income or (loss) from garming activities

Gross sales of inventory, less returns
and allowances

Less: cost of goods sold

Net income or {loss} from sales of inveniory ...

Miscellaneous Revenue

Rk

MISC PROGRAMS AND SERVICES

900099

3,681,387,

CAFETERIA REVENUE

722210

642 946,

642,946,

PHARMACY REVENUE

446110

89,419,

89,413,

All other revenue

Total. Add lines 11a-11d . ...
Total revenue. Seg instructions.

4,413,752,

111,181,353,

108,507,021,

1,796,951,

E12
33200
10-20-12
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DAY KIMBALL HEALTHCARE,

INC.

06-0646599 pag:10

Form 990 {2013}

| Statement of Functional Expenses

Section 501(c)(3) and 507 (c){4) organizations must complefe all columns. All other organizations must complete column {A).

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

Do not inciude amounts reported on lines 6b,

(A}
Total expenses

Program service

D}
Management and Fundraising

7b, 8b, 9b, and 10b of Part Vill. expenses general expenses expenses
1 Grants and other assisiance to governments and
organizations in the Unitzd States. See Part 1V, fine 21
2 Grants and other assistance to individuals in
the United States. See Part IV, ine 22 |
3 Grants and other assistance to govermnments,
organizations, and individuals outside the
United States. See Part IV, ines 15 and 16 |
4 Benefils paidto or formembers ...
5 Compensation of current officers, directors,
trustees, and key employees .. 1,464,463, 1,269,255, 195, 208.
6 Compensation nat inciuded above, to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(¢)(3)B) .
7 Othersalaries and wages ... . 46,214,538.] 40,054,289. 6,160,249.
8 Pension plan accruals and contributions (include
section 40-(k) and 403(b} employer contributions) 4,230,705.] 3,666,766, 563,939.
9 Other employee benefits 8,157,472.] 7,070,107.] 1,087,365,
10 Payrollitaxes .. ... 3,518,113.] 3,049,160. 468,953.
11 Fees for services (non-employees):
a
b 608,720. 608,720.
c 75,225, 75,225,
d LOBBYING e e, 28,480. 28,480.
e Professiona fundraising services. See Part [V, ling 17
f Investment managementfees ... .
g Other. (I line 11g amount exceeds 10% of ine 25,
column {A} amount, list line 11g expenses on Sch 0.) 10,080,775.] 8,761,724, 1,319,051,
12 Advertising and promotion . ... 572,545- 495,227- 76,318- .
13 Office eXpenses .. 17,584,693- 15,240,645. 2,344,048.
14 information technology ... ... ... 2,367,483. 2,051,905- 315,578-
15 Rovalies ...
16 Occupancy .o e, L 2,223,477- 1,927,095- 296,382.
17 Travel 366,618. 317,749. 48,869.
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials
19 Conferences, conventions, and meetings 24,7 63. 21, 462. 3,30 1.
20 interest e, 1,850,677.] 1,850,677.
21 Paymentstoaffilates ...
22 Depreciation, depletion, and amertization 5,132,780.] 4,448,597, 684,183.
23  Insurance ... TR 2,303,744 1,996,662, 307,082-
24 (ther expenses. temize expenses not covered
ahove. (List miscellaneaus expenses in line 24e. If lin
24e amount exceeds 10% of line 25, column (A)
amount, list line 24e expenses on Schedule 0.) .. E o
a REPATRS & MAINTENANCE 1,792,343, 1,792,343.
» RESTR CONTR EXPENDITURE 467 ,880. 467,880.
c
d
e All other expenses
o5  Total functional expenses. Add lines 1 through 24¢ [L09, 065,434, 94 ,482,543.] 14,582,951, 0.
26  Joint costs. Complete this Ene only i the organization ’
reported in column (B) jeint costs froma combined
educational campaign and fundraising solicitation.
Check here - D if fallowing SOP 98-2 (ASC 958-720)
532010 10-26-15 Form 990 (2613}
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Form 990 (2013) DAY KIMBALL HEALTHCARE, INC. 06-06465959 page i
| Balance Sheet
Check if Schedule O contains a response or note to any fineinthis Part X .. l_i
(A} (B)
Beginning of year End of year
1 Cash - NOMHNIEres D aI T e e 4,773,821.] 4 4,419,679,
2 Savings and temporary cash investments 3,263,088, 2 4,775,518.
3 Pledges and grants receivable, net . 1,246,375.] 3 569,207.
4 Accounts receivable, Net s 12,870,085.] 4 12,518,755.
5 |.oans and cther receivables from current and former of‘hcers directors,
trustees, key employees, and highest compensated employees. Complete
PartHofSchedule L s
6 loans and other receivables from other disqualified persons {as defined under
section 4958(f)(1)), persons described in section 4958(ck3}(B), and contributing
employers and sponsoring organizations of section 501(c)(8) voluntary &
] employees’ beneficiary organizations (ses instr). Complete Part llof SchL 6
E 7  Notes and loans receivable, net . 7
< | 8 Inventories forsaleoruse . 2,148,305.] 8 2,189,585,
9 Pmmﬂemaw%aMdawmddmm% 492,155 9 360,982.
10a Land, buildings, and equipment: cost or other
basis. Complete Part VI of Schedule D 10a| 120,312,904
b Less: accumulated depreciation 10b 72.130,092- 41;299,987- 10¢ 48,182,812.
11 Investments - publicly traded secwrities ' 11
12 Investments - other securities, See Part IV, line 11 28,043,306.1 12 21,084,302,
13 Investments - program-related. See Part IV, line 11 613,449.] 13 ~479,627.
14 Intangibleassets | 14
15  Otherassets. See Part IV, Ine 1 e 2,293,334- 15 2,271,246-
16 Total assets. Add lines 1 through 15 (mustequal fine 34) . ... 97:043;905- 16 95;892,459-
17  Accounts payable and accrued expenses 16,790,150.] 17 19,569,488.
18 Grants payable | ... 18
19 Deferred FeVENUS e e 19
20 Taxexemptbond fabilities e 30,330,000- 20 31,428,396.
21 Escrow or custodial account liability. Complete Part IV of Schedule D ,,,,,,,,,,,,
4 22  Loans and other payables to current and former officers, directors, trustees,
Z key employees, highest compensated employees, and disqualified persons.
_':3 Complete Part llof Schedule L e 22
- |23 Secured mortgages and notes payable to unrelated third parties ... 1,689,90 9.f 23 1,07 0,205.
24 Unsecured notes and loans payable to unrelated third parties ... 24
25  QOther liabilities (including federal income tax, payables to related third
parties, and other liabilities not included on lines 17-24). Complete Part X of
SGhedUIE D e 32,148,923, 25| 38,985,737,
26 Total liabilities. Add lines 17 through 25 , 80,958,982.] 26| 91,053,826
Organizations that follow SFAS 117 (ASC 958}, check here p- P X and
2 complete lines 27 through 29, and fines 33 and 34. it
% 27 Unrestricted netassets . 7,050,300, 27 —2,707,529-
& |28 Temporarily restricted net assets 4,728,936. 28 3,198,536,
'g 29 Permanently restricted netassets 4,305, 687.] 29 4,347,626.
z Organizations that do not foliow SFAS 117 {ASC 958), check here | 3 1:
S and complete lines 30 through 34.
% 30 Capital stock or trust principal, orcurrentfunds . .
E 31 Paid-in or capital surplus, or land, building, or equipmentfund .
% | 32  Retained earnings, endowment, accumulated income, or ather funds 32
Z |33 Totalnetassets orfund BAIANGES o, 16,084,923.] as 4,838,633.
34  Total liabilities and net assets/fund balances ... 97,043,905.] 34 95,892, 458.
Form 990 (2013)
332011
10-29-13
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646599 page12

Form 990 (2013) DAY KIMBALL HEALTHCARE, INC. 06-0

XI Reconciliation of Net Assets

Check if Schedule O contains a response or note to any line in this Part Xl o e e et aneieae
1 Total revenue {must equal Part VIIl, column {A), line 12) 1 111,181,353.
2  Total expensas (must equal Part (X, column (A}, line 25) 2 109,065,494,
3 Revenue less expenses. Subtract ine 2 frem line 1 e 3 2, 115, 859.
4 Net assets or fund balances at beginning of year (must equal Part X, fine 33, column (A)) 4 16,084,823.
5 Nei unrealized gains (josses) on investments 5 470,390.
6 Donated services and use of facilities ... 6
7 investmentexpenses ... ... e e e 7
8 Prior period adjustments | et 8
9 Other changes in net assets or fund balances (explain in Schedule O) 9 -13,832,5 39,
40  Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line 33,
GOIMIN (BY) oo e e 10 4,838,633-

o

X1 Financial Statements and Reporting

Check if Schedule O contains a response of notetoany lineinthis Part XN ... ..o e

2a

3a

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 "Cther,” expléin in Schedule O.

Were the organization’s financial statements compiled or reviewed by an independent accountard?

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:
E] Separate basis |:! Consolidated basis [:] Both consolidated and separate basis

Were the organization’s financial statements audited by an independent accountant?

If "Yes," check a box below o indicate whether the financial statements for the year were audited on a separate basis,

consolidated basis, or both:
D Separate basis Consolidated basis i:] Both consclidated and separate basis
If "Yes" to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight of the audit,

review, or compilation of its financial statements and selection of an independent accountant? . ...

if the organization changed efther its oversight process or selection process during the tax year, explain in Schedute O.
As a result of a federal award, was the organization reguired to undergo an audit or audits as set forth in the Single Audit

At AN OMB CICUIEE A 33T oo ettt a e es e

If "Yes," did the organization undergo the required audit or audits? If the organization did not underge the required audit

or audits, explain why in Schedule C and describe any steps takentoundergo suchaudits ..o

sal X

3| X

332012

10-29-13
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SCHEDULE A OME No. 1545-0047

{Form 990 or 990-EZ)}

Public Charity Status and Public Support 201 3

Complete if the organizationis a section 501(c){3) organization or a section
4947{a)(1) nonexempt charitable trust.

Department of the Treasury B Attach to Form 990 or Form 990-EZ.

Interrial Revenue Service P Information about Schedule A {Form 890 or 990-EZ) and its instructions is at www.jrs gov/fo rm990.

Name of the organization Employer identification number
DAY KIMBALIL HEALTHCARE, INC. 06-0646599

Reason for Public Charity STatus (All organizations must complete this part) See instructions.

1

L]
]

BbWBN

0 00 0

10
11

N

el |

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){ THAN-

A school described in section 170{b}(1){A){ii). (Attach Schedule £}

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

A medical research organization operated in conjunction with a hospital described in section 170(b){1){(A)iii}. Enter the hospital’s name,
city, and state:
An organization operated for the benefit of a college or university owned or operated by a governmental unit described in

section 170(b){1)(A)iv). (Complete Part 11}

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 T70(b)(1)(A){vi}. (Complete Part 1) o

A comfﬁunity trust described in section 170(b}{1)(A)[vi)'. {Complete Part 1L}

An organization that normally receives: (1) more than 33 1/3% of its support from contributions, membership fees, and gross receipts from
activities related to its exempt functions - subject to certain exceptions, and (2) no more than 33 1/3% of its support from gross investment
income and unrelated business taxable income (less section 511 tax) from businesses acquired by the organization after June 30, 1975.
See section 509(a)(2). (Complete Part l1L)

An organization organized and opetated exclusively 1o fest for public safety. See section 509(a)(4).

An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the purposes of one or
more publicly supported organizations described in section 509(a}{1} or section 509{(a)(2). See section 509(a)(3). Check the box that
describes the type of supporting organization and complete lines 11e through 11h.

a [j Type | b D Type il [+ lj Type ! - Functionally integrated d E___] Type HI - Non-functionally integrated
By checking this box, [ certify that the organization is not controlled directly or indirectly by one or more disqualified persons ather than
foundation managers and other than one or more publicly supported organizations described in section 509(z)(1) or section 509(a)(2).

f If the organization received a written determination from the IRS that it is a Type 1, Type II, or Type il}
supporting organization, check this DOX .. e e ]
g Since August 17, 2006, has the organization accepted any gift or contribution from any of the following persons?
(i) A personwho directly or indirectly controls, either alone or together with persons described in (i) and (ji) below, Yes | No
the governing body of the supported organization? 11g(i)
(i} A family member of & person described in (i} above? 11g(ii)
{ii} A 35% controlied entity of a person described in () or (i) BDOVE? | e e 11g(iii}
h Provide the following information about the supported organization(s}.
(i} Name of supported (i} EIN (iif) Type of organization l(i\') Is the organzation] (v} Did you notfy the | (MSThE 1 fyit) Amount of monetary
organization (described on fines 1-9fin col. (i) listed in your| organization in col. (i)gorganizedlinn%ﬂé support
above or IRC section  [governing document?} (i} of your support? us.?
(see instructions)) Yes Ne Yoo o Yoz No
Total i :
L HA For Paperwork Reduction Act Notice, see the Instructions for Schedule A (Form 990 or 990-EZ) 2013

Form 990 or 990-EZ.

382021
09-25-13
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o 990 or 990.E7) 2013 DAY KIMBALL HEALTHCARE, INC. 06-0646599 pagez

upport Schedule for Organizations Described In Sections 170(b

(Complete only if you checked the box cn fine 5, 7, or 8 of Part | or if the organization failed to qualify under Part LI 1f the organization

fails to qualify under the tests listed below, piease complete Part !ll}

Section A. Public Support

Calendar year (or fiscal year beginning in) »- (a) 2009 (b} 2010 {c} 2011 (d) 2012 (e} 2013 {f) Total

1 Gifts, grants, contributions, and

membership fees received. (Do not
include any "unusual grants.”)

Schedule A (F

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

3 The value of services or facilities
furished by a governmental unit 1o
the organization without charge

4 Total. Add lines 1 through 3 |

5 The portion of total contributions
by each person (other than a
governmental unit or publicly

supported organization) included
online 1 that exceeds 2% of the
amount shown on line 11,
column {f)

6 Public support. subtract line 5 from fine 4.
Section B. Total Support
Galendar year (or fiscal year beginning in) {a) 2009 {b) 2010 {c} 2011 {d} 2012 (e} 2013 {fj Total

7 Amountsfromlined ...

8 Gross income from interest,

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

9 Neat income from unrelated business

activities, whether or not the
business is regularly carried on
16 Other income. Do not include gain
or loss from the sale of capital
assets (ExplaininPart IV}
11 Total support. Add lines 7 through 10
12 Gross receipts from related activities, etc. (see INStUCHONS) e
43 First five years. If the Form 990 is for the organization’s first, second, third, fourth, or fifth tax year as a section 501 {cH3)

organization, check this box and stop here ... e e
Section C. Computation of Public Support Percentage

14 Public support percentage for 2013 {line 6, column () divided by fine 11, column (M) ... R 14 %
15 Public support percentage from 2012 Schedule A, Part . line 14 . i 15 %
18a 33 1/3% support test - 2013. If the organization did not check the box on line 13, and line 14 is 33 1/3% or more, check this box and
stop here. The organization qualifies as a publicly supported organization > D
b 33 1/3% support test - 2012. 1f the organization did not check a box on line 13 or 16a, and line 15 is 33 1/3% or more, check this box
and stop here. The organization gualifies as a publicly supporied organization e e » D

17a 10% -facts-and-circumstances test - 2013. If the organization did not check a box on line 13, 163, 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 1V how the organization
meets the "facts-and-circumstances” test. The organization qualifies as a publicly supported organization ... »
b 10% -facts-and-circumstances test - 2012. If the organization did not check a box on fine 13, 16a, 16b, or 1743, 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 1V how the
organization mests the "facts-and-circumstances” test. The organization gualifies as a publicly supported organization ... .. > Ij
18 Private foundation. If the organization did not check a box on line 13, 16a, 18b, 17a, or 17b, check this box and see instructions . P> D
Schedule A (Form 990 or 990-EZ) 2013

332022
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orm 990 or 980-

Schedule A (F

(Complete only if you checked the box on line 8 o

so13 DAY KIMBAL
upport Schedule for Organizations

I, HEALTHCARE,

INC.

06-0646599 Page 3

qualify under the tests listed below, please complete Part it}

Pescribed in Section 509(a)(2)
f Part | or if the organization failed to qualify under Part Il. If the organization fails to

Section A. Public Support

Calendar year (or fiscal yeas beginning in) P>
1 Gifts, grants, contributions, and
membership fees received. (Do not
include any "unusual grants.")

2 Gross receipts from admissions,
merchandise sold or services per-
formed, or facilities fumished in
any activity that is related to the
organization’s tax-exempt purpose

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

4 Tax revenues levied for the organ-
ization’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

6 Total. Add lines 1 through 5 .

7a Amounis included on lines 1, 2, and
3 received from disqualified persons

b Ameounts ingluded 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

cAddlines7aand7b .. ... ..
8 _Public support subtractlins 7¢ from line 6.}

(a) 2009

{b) 2010

{c) 2011

{d) 2012

(e} 2013

() Total

Section B. Total Support

Galendar year (of fiscal year beginning in) >

9 Amountsfromline8 ...
10a Gross income from interest,
dividends, payments received on
securities loans, rents, royalties
and income from similar sources

b Unrelated business taxable income
{less section 511 laxes) from businesses
acquired after June 30, 1975

cAddlines 10aand i0b ... .
11 Net income from unrelated business
activities not inclded in line 10b,
whether or not the business is
regularly carriedon
12 Other income. Do not include gain
or loss from the sale of capital
assets (Explain in Part IV.)
13 Total suppoert. (Add lines 9, 10, 11, and 12

14 First five years. If the Form 990 is for the orgarization’s first, second, third, fourth, or
check this box and stop here _......._.. T R T TSP VOOV DOy P OOy OO p U S UP TP oo PP TS URTPPERISVELIRPPPrET FLLIEEP L EELLE

(a} 2009

{b} 2010

{c} 2011

(d) 2012

{e} 2013

{f) Total

fifth tax year as a section 501(c){3) organization,

pL ]

Section C. Computation of Public Support Percentage

15 Public support percentage for 2013 {line 8, column (i divided by line 13, column {f}} ... 15 Y%
16 Public support percentage from 2012 Schedule A, Part W ine 15 e 16 %
Section D. Computation of Investment income Percentage

17 Investment income percentage for 2013 {ine 10c, column {f) divided by line 13, column {f)) ... 17 %
18 Investment income percentage from 2012 Schadule A Part NLINE 17 s 18 %

19a 33 1/3% support tests - 2013. If the organization did not check the box on line 14, and line 15 is more than 33 1/3%, and line 17 is not

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

b 33 1/3% support tests - 2012, If the organization did not check a box
line 18 is not more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization

50 Private foundation. If the organization did not check a box on line 14, 19a, or 18D, check this boxand s

on line 14 or line 19a, and line 16 is more than 33 1/3%, and

ee instructions

332023 08-25-13

09550720 794336 DAYKIMBALL
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Schedule A (Form 990 or 990-E7) 2013 DAY KIMBALL HEALTHCARE, INC. 06-0646599 pagea

V] Supplemental Information. Provide the explanations required by Part Il line 10; Part Il, line 72 or 17b; and Part lll, ine 12.

Also complete this part for any additional information. (See instructions).

332024 09-25-13

09550720 794336 DAYKIMBALL
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Schedule B Schedule of Contributors B K. 1545.0047

g‘g&?ﬁg; 990-EZ, P Attach te Form 990, Form 990-EZ, or Form 990-PF.

e P e o S o 2013

Name of the organization Employer identification number
DAY KIMBALL HEALTHCARE, INC. 06-0646599

Organization type (check one):

Filers of: Section:

Form 990 or 980-EZ X[ s01(e) 3 ) {enter number) organization

4947(a)(1) nonexempt charitable trust not treated as a private foundation
527 pofitical organization

Form 990-PF

501(c)(3) exempt private foundation

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

OooooUH

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 290, 990-EZ, or 990-PF that received, during the year, $5,000 or more {in money or property) from any one
contributor. Complete Parts | and 11

Special Rules

[:] For a section 501(c}(3) organization filing Form 900 or 090-E7 that met the 33 1/3% support test of the regulations under sections
509(2)(1) and 170(b)(1){A){vi) and received from any one contributor, during the year, a contribution of the greater of (1) $5,000 or (2} 2%
of the amount on {i} Form 290, Part VIIL, fine 1h, or (i) Form 990-EZ, line 1. Complete Parts [ and Il

D For a section 501(c}(7), {8), or {10} organization filing Form 990 or 980-EZ that received from any one contributor, during the year,
total contributions of more than $1,000 for use exclusively for religious, charitable, scientific, fiterary, or educational purposes, or
the prevention of cruelty 1o children or animals. Complete Parts |, I}, and L.

[:‘ For a section 501(c)(7). {8), or (10) organization filing Form 990 or BI0-EZ that received from any ane contributor, during the year,
contributions for use exclusively for religious, chatritable, stc., purposes, but these confributions did not total to 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 10 this organization because it received nonexclusively
religious, charitable, etc., contributions of $5,000 or more during ihe year » 5

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 L, line 2, to
certify that it does not meet the filing reguirements of Schedule B {Form 990, 990-EZ, or 990-PF).

LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990, 990-EZ, or 990-PF. Schedule B {(Form 990, 990-EZ, or 990-PF) (2013)

323451
10-24-13




Schedule B (Form 980, 990-EZ, or 990-PF) (2013}

Page 2

Name of organization

DAY KIMBALL HEALTHCARE, INC.

Employer identification number

06-0646599

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

{a) (b} (c) {d}
No. Name, address, and ZIP + 4 Total contributions Type of contribution
1 | ACCESS AGENCY - WINDHAM WIC Person
Payroll E]
1315 MATN STREET, SUITE 2 242,921. Noncash
{Compiete Part 1l for
WILLIMANTIC, CT 06226 noncash contributions.)
(a} (b} {c} (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 | ACCESS AGENCY - WINDHAM WIC Person ]
Payroll E:]
1315 MAIN STREET, SUITE 2 628,926, Noncash
{Complete Part [l for.
WILLIMANTIC, CT 06226 noncash contributions.)
{a} (b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
3 | STEVEN H. TOWNSEND Person
Payroll []
169 BARRETT HILL ROAD 150,000. Noncash [ |
(Compiete Part I} for
BROOKLYN, CT 06234 noncash contributions.)
(a} {b} {c} {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
4 | NORTHEAST CANCER CRUSADERS Person X]
Payroll D
37 TUNK CITY ROAD 14,000. Noncash [ |
{Complete Part 1l for
DANIELSON, CT 06239 noncash contributions.)
(a) (b) {c} {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
5 | PUTNAM BANK Person
Payroll E:l
40 MAIN STREET, P.0O. BOX 151 20,000. Noncash [ |
{Complete Part Il for
PUTNAM, CT 06260 noncash contributions.
(a} (b} (c) {c)
No. Name, address, and ZIP + 4 Total confributions Type of contribution
6 | SHERIDAN HEALTHCARE OF CT, P.C. Person
Payrott ||
1613 NORTH HARRISON PARKWAY, SUITE 20 0 5,000. Noncash [ _|

SUNRISE, FL 33323

[Complete Part t for
noncash contributions.)

323452 10-24-13
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Schedule B {Form 990, 990-EZ, or 390-PF) (2013)

Page 2

Name of organization

DAY KIMBALL HEALTHCARE, TNC.

Employer identification number

06-0646599

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

(a) (b} {e) {d)
No. Name, address, and ZIP + 4 Total contributio_ns Type of contribution
7 | STATE OF CT - CHILDREN'S TRUST FUND Person
Payroll D
410 CAPITAL AVENUE 203,421. Noncash
{Complete Part 11 for
HARTFORD, CT 06106 noncash contributions.)
{a} (b} {c} (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
STATE OF CT - DEPARTMENT OF CHILDREN
8 | AND FAMILIES Person
Payroll D
505 HUDSON STREET 69,565. Noncash [ |
{Complete Part | for
HARTFORD, CT 06106-7107 noncash contributions.}
(a) (b} (¢} (d)
No. MName, address, and ZIP + 4 Total contributions Type of contribution
STATE OF CT - DEPARTMENT OF MENTAL
9 | HEALTH & ADDICTION SERVIC Person
Payroll [ |
410 CAPITAL AVENUE, P.0O. BOX 341431 68,055. Noncash [ |
{Complete Part |l for
HARTFORD, CT 06134 noncash contributions.)
{a} (b} {c} ()
No. Name, address, and ZIP + 4 Total contributions Type of confribution
STATE OF CT - DEPARTMENT OF PUBL IC
1 D HEALTH Person
Payroll
410 CAPITAL AVENUE, P.O. BOX 340308 30,000. Noncash | _]
{Complete Part Il for
HARTFORD, CT 06134-0308 noncash contributions.)
(a) (b} (e} (d)
Nao. Name, address, and ZIP + 4 Total contributions Type of contribution
11 | THE CENTER FOR BONE & JOINT CARE Person
Payroll D
35 KENNEDY DRIVE 5,000. Noncash [ |
{Complete Part Il for
PUTNAM, CT 06260 nohcash contributions.)
(a} (b) {c) ()
No. Name, address, and ZIP + 4 Total contributions Type of contribution
12 | THE CITIZENS NATIONAL BANK Person
Payroll [j
182 MAIN ST., P.O. BOX 6002 60,000. Noncash | |

PUTNAM, CT 06260

(Cornplete Part It for
noncash contributions.)

323452 10-24-13

09550720 794336 DAYKIMBALL
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Schedule B (Form 990, 990-EZ, or 8890-PF) (2013)

Page 2

Name of organization

DAY KIMBALL HEALTHCARE, INC.

Employer identification number

06-0646599

Contributors (see instructions). Use duplicate copies of Part 1 if additional space is needed.

(a) (b} {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of confribution
13 | UNITED COMMUNITY & FAMILY SERVICES Person
Payroll [:|
34 EAST TOWN STREET 52,070. Noncash [_ |
{Complete Part 11 for
NORWICH, CT 06360-2326 noncash contributions.}
(a) (b} {c} {d}
No. Name, address, and ZIP + 4 Total contributions Type of contribution
14 | SENIOR RESOURCES AGENCY ON AGING Person
. Payroll [:i
4 BROADWAY, 3RD FLOOR 15,000. Noncash [ |
(Complete Part 11 for
NORWICH, CT 06360 noncash contributions.}
{a) (o) {c) (d}
No. Name, address, and ZIP + 4 Total contributions Type of contribution
15 | MICHAEL BAUM Person
Payroll !:]
375 WRIGHTS CROSSING ROAD 10,000. | Noncash [ |
(Complete Part i for
POMFRET, CT 06258 noncash contributions.)
(a) {b) (c) (d}
Ne. Name, address, and ZIP + 4 Total contributions Type of contribution
16 | DAVID CONRAD Person
Payrofl
P.0O. BOX 536 5,000. Noncash [_|
{Complete Part |} for
PUTNAM, CT 06260 noncash contributions )
{a} (b} (c) (d)
No. Name, address, and ZIP + 4 Total contributions ‘Type of contribution
17 | b.K.H. WOMAN'S BOARD Person
Payroll
320 POMFRET STREET 23,057. Noncash [ |
(Complate Part I for
PUPNAM, CT 06260 noncash contributions.)
(a) (b) {c} (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
18 | GLEN DASH Person
Payrofli D
P.O. BOX 290 5,000. Noncash [ |
(Complete Part Il for
POMFRET CENTER, CT 062589 noncash contributions.)

223452 10-24-13
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Schedule B (Form 980, 990-EZ, or 990-PF} (2013}

Page 2

Name of organization

DAY KIMBALIL HEALTHCARE, INC.

Employer identification number

06-0646599

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

(a} (b} {c} (d}
No. Name, address, and ZIP + 4 Total contributions Type of contribution
19 | DOWNES CONSTRUCTION CO., LLC Person
Payroll E
200 STANLEY STREET 10,000. Noncash [ |
{Compiete Part Il for
NEW BRITAIN, CT 06050 noncash contributions.)
{a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
20 | JEFFERSON RADIOLOGY Person [ X]
) . Payroll |:|
111 FOUNDERS PLAZA, SUITE 400 5,000. Moncash [ |
{Complete Part Il for
EAST HARTFORD, CT 06108 noncash contributions.)
(a) (b} (c} {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 1 NUMA TOOL Person
Payroll [
646 THOMPSON ROAD 8,200. Noncash [ ]
(Complete Pari i for
THOMPSON, CT 06277 noncash contributions.)
{a} 1) {c} (d}
No. Name, address, and ZIP + 4 Total contributions Type of contribution
22 | SPTROL INTERNATIONAL Person
Payroll E:]
30 ROCK AVENUE 10,000. Noncash [ |
{Complete Part il for
DANTIELSON, CT 06239 noncash contributions.)
{a} 1] (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
23 | ROBERT VINCENT Person
Payroll D
112 COUNTY HOME ROAD 10,000. Noncash [ |
{Complete Part Il for
THOMPSON, CT 06277 noncash contributions.)
{a} (b) (e} {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
STATE OF CT - DEPARTMENT OF PUBLIC
24 | HEALTH Person |
Payroll D
410 CAPITAL AVENUE, MS#13GCT 624,247, Noncash
{Complete Part I for
HARTFORD, CT 06134 noncash contributions.}

323452 10-24-13

03550720 754336 DAYKIMBALL
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Schedule B (Form 990, 990-EZ, or 990-PF) (2013)

Page 2

Name of organization

DAY KIMBALL HEALTHCARE,

ING.

Employet identification number

06-0646599

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

tb)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

25 | CCA, INC.

PO BOX 93

& 9,000.

CROMWELL, CT 06416

Person
payroll [
Noncash [ |

(Complete Part |l for
noncash contributions.)

{a) (b} (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
26 | JAMES DANDENEAU Person
o Payroll ]
80 CHASE ROAD $ 20,031, Noncash [ |
(Compiete Part Il for
DAYVILLE, CT 06241 noncash contributions.)
(a) (b) {c) (c}
No. Name, address, and ZIP + & Total contributions Type of contribution
27 | JEWET'T CITY SAVINGS BANK Person
Payroll
111 MAIN STREET, P.0. BOX 335 % 5,000. Noncash [ |

JEWETT CITY, CT 06351

{Gomnplete Part Ii for
noncash contributions.)

(a) {b)

No. Name, address, and ZIP + 4

(<)

Total contributions

{d)
Type of contribution

28 | LINEMASTER SWITCH CORP.

29 PLAINE HILL ROAD, PO BOX 238 $

20,000.

WOODSTOCK, CT 06281

Person
Payrotl D
Noncash [ |

(Complete Part 1l for
noncash contributions.)

{a (&)

No. Name, address, and ZIP + 4

{c)
Total contributions

(d}

Type of contribution

29 | ROGERS CORPORATION

1 TECHNOLOGY DRIVE, PO BOX 188 $

25,000.

ROGERS, CT 06263

Person
Payroll lj
Noncash [ |

(Complete Part Il for
noncash contributions.}

(a) (b)

No. Name, address, and ZIP + 4

(c)
Total contributions

{d)
Type of contribution

30 | STEVEN D. SCHIMMEL

48 MILL BROOK LANE

$ 5,000.

WOODSTOCK, CT 06281

Person
Payroll
Noncash D

(Compiete Part 1 for
noncash contributions.)

323452 10-24-13
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Schedule B {Form 980, 990-EZ, or 980-PF) (2013)

Page 2

Name of organization

DAY KIMBALL HEALTHCARE, INC.

Employer identification number

06-0646589

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

(a) {b} (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
31 | 8T FINANCIAL GROUP FOUNDATION, INC. Person
Payroll
803 MAIN STREET 5,000. Noncash [ |
{Complete Part Il for
WILLIMANTIC, CT 06226 noncash contributions.)
(a) (b) {c) (d}
No. Name, address, and ZIP + 4 Total contributions Type of coniribution
CONNECTICUT HEALTH & EDUCATIONAL
32 | FACILITIES AUTHORITY (CHEFA) Person
‘ . ' Payroll D
10 COLUMBUS BLVD 75,000. Noncash [ |
{Complete Part Il for
HARTFORD, CT 060160-197 noncash contributions.)
(a {b) (c} (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
33 | A & A DRYWALL & ACQUSTICS Person
Payroll E]
66 QUIRK ROAD 20,000. Noncash | |
{Complete Part Ii for
MILFORD, CT 06460 noncash contributions.}
(a} (b} (e} (d}
No. Name, address, and ZIP + 4 Total contributions Type of contribution
34 | ARCHAMBAULT INSURANCE ASSOCIATES Person
Payroll E:]
143 PROVIDENCE STREET, PO BOX 153 16,000. Noncash
(Complete Part 1 for
PUTNAM, CT 06260-0153 noncash contributions.)
{a) (b) {c) (d}
No. Name, address, and ZIP + 4 Total contributions Type of contribution
ARTHUR J. GALLAGHER & CO OF NEW YORK,
35 INC. Person
Payroll |:|
250 PARK AVENUE, 3RD FLOOR 7,833. Noncash | |
(Complete Part 1 for
NEW YORK, NY 10177 noncash contributions.)
(a) (b} (c) (c}
No. Name, address, and ZIP + 4 Total contributions Type of contribution
36 | JEAN BURDICK Person
Payroll [ _|
230 KENYON ROAD 5,000. Noncash [ |

HAMPTON, CT 06247

(Complete Part Il for
noncash contributions.)

323452 10-24-13

09550720 794336 DAYKIMBALL
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Schedule B (Form 990, 920-E7, or 990-PF) (2013)

Page 2

Name of organization

DAY KIMBALL HEALTHCARE, INC.

Employer identification number

06-0646599

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

(a)

(b)

{c)

{d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
37 | W. MURRY BUTTNER Person
Payroll ||
294 WRIGHTS CROSSING ROAD, PO BOX 105 5,000. Noncash [ |
{Complete Part Ii for
POMFRET CENTER, CT 06259-1834 noncash contributions.}
(a) (b} (c} (d}
No. Name, address, and ZIP + 4 Total contributions Type of contribution
38 | ESTATE OF MARIE (. LILLIBRIDGE Person
Payroll ||
32 SOUTH STREET 10,000. Noncash [ |
(Complete Part i for
VERNON, CT 06066 noncash contributions.}
(a) {b} {c} (d)
No. Name, address, and ZIP + 4 Total confributions Type of contribution
39 | ESTATE OF VICTOR W. PAOUNOFF Person
Payroll D
226 LAKEWQOD DRIVE 5,000. Noncash [ |
(Complete Part H for
CROSSVILLE, TN 38558 noncash contributions.)
(a) (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
40 | NEW ENGLAND PATRIOTS FOUNDATION Person
Payroll D
1 PATRIOT PLACE 5,000. | Noncash [_]
(Complete Part 1l for
FOXBORO, MA 02035 noncash contributions.)
{a} (b) {c} (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
41 { NNY HOPE FOR HAITI Person ||
Payroll ]
19983 NYS RT. 3 8,500. Noncash [X]
{Compiete Part Hl for
WATERTOWN, NY 03601 noncash contributions.)
(a) {b} (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
42 | WHEELABRATOR PUTNAM, INC. Person
Payroit L__I
4 LIBERTYT LANE WEST 5,000. Noncash | |

HAMPTON, NH 03842

(Complete Part It for
noncash contributions.)

323452 10-24-13

09550720 794336 DAYKIMBALL
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Schedule B (Form 990, 990-EZ, or 990-PF) (2013}

Page 2

Name of organization

Employer identification number

DAY KIMBALIL HEALTHCARE, INC. 06-0646598%
: Contributors (zee instructions). Use duplicate copies of Part | i additional space is needed.
(a) (b} {c} (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
43 | SHERRY KROLL Person
Payroll ||
368 DEERFIELD ROAD $ 5,000. Noncash |[_ |

POMFRET CENTER, CT 06259

{Complete Part 1 for
noncash contributions.)

(a)
No.

(b}

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

44 | RURAL DEVELOPMENT OFFICE

238 WEST TOWN STREET

$ 40,000.

NORWICH, CT 06360

Person [:Zg
Payrolt [:]

Noncash

{Complete Part Il for
noncash contributions.)

{a)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

{d)

Type of contribution

Person D
Payrol D
Noncash I::]

{Complete Part i for
noncash contributions.)

(=)
No.

(b}
Name, address, and ZIP + 4

(e}

Total contributions

()

Type of contribution

Person . |:|
Payroli [:I
Noncash |:]

{Compiste Part !l for
noncash contributions.)

(a)
Na.

(b}
Name, address, and ZIP + 4

(c}
Totat contributions

()

Type of contribution

Person D
Payroll [:'
Noncash i::l

{Complete Part Il for
noncash contributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

(©)
Total contributions

{d)

Type of contribution

Person Ej
Payroll |:| '
Noncash [ |

(Complete Part |l for
noncash contributions.)

323452 10-24-13

09550720 794336 DAYKIMBALL
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Schedule B (Form 990, 990-EZ, or 990-PF} {2013) Page 3
Name of crganization Employer identification number

DAY KIMBALL HEALTHCARE, INC. 06-0646599

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

(a) ()

No. o {b} ) FMV {or estimate} (d) .
from Description of noncash property given {see instructions) Date received
Part |

WIC PROGRAM VQUCHERS
2
$ 628,926, 09/30/14
(a)
(c)

No. . (b) i FMV (or estimate)} {d) .
from Description of noncash property given (see instructions) Date received
Part |

VACCINES
24
$ 624,247, 09/30/14
{a)
{c)

- - (b} " FMV (or estimate} (d) .
from Description of nencash property given (see Instructions) Date received
Parti

PHARMACY MEDICATIONS
41
$ 8,500. 09/30/14
{a)
(c}

No. o (b} _ FMV {or estimate} () .
from Description of noncash property given (see instructions) Date received
Part1

$

{a)

(¢}

Nao. o (b) _ FMV (or estimate} (d) .
from Description of noncash property given (see instructions) Date received
Parti

$

(a)

(c)

No. o (b) ) FMV (or estimate) () .
from Description of nencash property given {see instructions) Date received
Part i

$ — —
323453 10-24-13 Schedule B (Form 990, 990-EZ, or 990-PF) (2013)
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Schedule B {Form 990, 990-EZ, or 990-PF} (2013)

Page 4

Mame of organizaticn

DAY KIMBALL HEALTHCARE, TNC.

EXC:'UEIV&:' re'l‘glous cRantablie, eic., individuat contributions 10 section (4

year.

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

Employer identification number

06-0646599

organizations that total mose than 1, orthe

omplete columns (a)thmugh (e) ‘and the following line entry. For organizations completlng Part I, enter
the total of exclusively religious, charitable, etc., coniributions of $1,000 ot fess for the Year. et information oace)

{a} No.
;’roTl {b) Purpose of gift {c) Use of gift (d} Description of how gift is held
ar
(e} Transfer of gift
Transferee’s name, address, and ZIP + 4 Relationship of transferor to transferee
(a) No.
gOTl (b} Purpose of gift {c) Use of gift (d} Description of how gift is held
ar
(e} Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
{a) No.
I!‘rortnl {b) Purpose of gift (c) Use of gift {d) Description of how gift is held
ar
{e) Transfer of gift
Transferee’s name, address, and ZIP + 4 Relationship of transferor to fransferee
(a)} No.
gOYtﬂl (b} Purpose of gift (c} Use of gift (d} Description of how gift is held
ar .
(e} Transfer of gift

Transferee's name, address, and ZIP + 4

Relationship of transferor to transferee

323454 10-24-13

09550720 794336 DAYKIMBALL
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SCHEDULE € Political Campaign and Lobbying Activities OME No. 5450047

{Form 990 or 890-EZ) o i .
For Organizations Exempt From Income Tax Under section 501(c} and seclion 527

> Complete if the organization is described below. P Attach to Form 990 or Form 990-EZ.
ﬂfg:’:”:::g;‘%;’:ﬁiw P See separate instructions. P Information about Schedule C (Form 990 or 890-EZ} and its
instructions Is &t www jrs gov/form090

If the organization answered “Yes," to Form 990, Part IV, line 3, or Form 990-EZ, Part V, line 46 (Politicai Campaign Activities}, then

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

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

® Section 527 organizations: Complete Part A only.
If the organization answered "Yes," to Form 990, Part IV, line 4, or Form 990-EZ, Part VI, line 47 (Eobbying Activities), then

® Section 501(c)(3) organizations that have filed Form 5768 (election under section 501 (n)): Gomplete Part 1A, Do not complete Part 1I-B.

® Section 501(c)(3) organizations that have NOT filed Form 5768 {election under section 501h)): Complete Part 1I-B. Do not complete Part lI-A.
If the organization answered "Yes," to Form 990, Part IV, iine 5 {Proxy Tax) or Form 990-EZ, Part V, line 35¢c (Proxy Tax), then

& Section 501{c)(4), (5}, or {6} organizations: Complete Part HI.
Name of organization

Employer identification number

DAY KIMBALL HEALTHCARE, INC. 06-0646559
Complete i 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 1V,
2 Political expenditures ... ettt e
3 Volunteer hours

1 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 ... >3
2 Enter the amount of any excise tax incurred by organization managers under sectionn 4955 | g3
3 If the organization incurred a section 4955 tax, did it file Form 4720 for this year? i ]_.j Yes LI No
4a Was a correction made? .. et et b an e e e e oe e en e e e [ Ives I———I No

b If “Yes describe in Part IV.
: T-C| Complete if the organization is exempt under section 501{c), except section 501{c}(3).

1 En‘terthe amount directly expended by the filing organization for section 527 exempt function activities | | 3
2 Enter the amount of the filing organization’s funds contributed to other organizations for section 527
exempt UNCHON ACHIVIIES et >
3 Total exempt function expenditures. Add lines 1 and 2. Enter here and on Fcrm 1120-POL,
N8 17 ot B >
4 Did the filing organization file Form 1120-POL for this year? [ Ives L No

5 FEnter the names, addresses and employer identification number (EIN} of all section 527 pOlItICBI 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 1o a separate political organization, such as a separate segregated fund or a
political action commitiee (PAC). If additional space is needed, provide informmation in Part IV,

{a) Name {b} Address (c} EIN {d) Amount paid from {e) Amount of poiitical
filing organization's | contributions received and
funds. If none, enter -0-. promptly and directly

delivered to a separate
political organization.
If none, enter -0-.

For Paperwork Reduction Act Notice, see the Insiructions for Form 990 or 990-EZ. Schedule C (Form 990 or 990-EZ) 2013
LHA
332041
11-08-13
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smammcmmmgmuwwogamnsDAY KIMBALL HEALTHCARE, INC. 06-0646599 page2
F Complete it the organization is exempt under section 501(c){3) and filed Form 5768
(election under section 501(h)).
A Check P L] if the filing organization belongs to an affiliated group (and list in Part IV each affliiated group member's name, address, EIN,
expenses, and share of excess lobbying expenditures).
B Check P [:] if the filing organization checked box A and "limited control® provisions apply.

Limits on Lobbying Expenditures org(:z;iggn’s b} Afﬁig:;c; group

(The term "expenditures” means amounts paid or incurred.) totals

Total lobbying expenditures to influence public opinion (grass roots lobbying)
Total Iobbying expenditures to influence a legislative body (direct lobbying)
Totat lobbying expenditures (add lines 1z and 1bj}
Other exempt purpose expenditures s
Total exempt purpose expenditures add lines tcand 1d} .
Lobbying nontaxable amount. Enter the amount from the following table in both coiumns

- o O 0 oo

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

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

Over $500,000 but not over $1,000,000 $100,000 plus 15% of the excess over $500,000.
Over $1,000,000 but not over $1,500,000 $175,000 plus 10% of the excess over $1,000,000
Over $1,500,000 but not over $17,000,000 $225,000 plus 5% of the excess over $1,500,000.
Qver $17,000,000 $1,000,000,

g Grassroots nontaxable amount {(enter 25% of line if)
h Subtract line tg from line 1a. If zero or less, enter -0-
i Subtract line tf from line 1. If zero or less, enter O e,
j Ifthere is an amount cther than zero on either line 1h or line 1i, did the organization file Form 4720

reporting section 4911 1ax for this Year? o e e [:j Yes D No

4-Year Averaglng 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 instructions for lines 2a through 2f on page 4.}

Lobbying Expenditures During 4-Year Averaging Period

or ﬁsc(;laylfir;driregiﬁ;ing ) (2} 2010 {b} 2011 {c} 2012 {d) 2013 (e) Total

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

¢ Total lobbying expenditures

d Grassroots nontaxable amount

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

f_Grassroots lobbying expenditures

Schedule C (Form 990 or 990-EZ) 2013
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Schedule C (Form 990 or 990.£7) 2013 DAY KIMBALL HEALTHCARE, INC.

06-0646599 pages

Complete 1T the organization is exempt under section 501(c)(3) and has NOT filed Forrn 5768
{election under section 501(h)).

For each "Yes," response fo lines Ta through 17 below, provide i Part IV a detailed description

(a)

(b}

of the lobbying activity. Yes

No Amount

1 During the year, did the filing organization attempt to influence foreign, national, state or

local legistation, including any attempt to influence public opinion on a legislative matter

or referendum, through the use of:

VOIINTEAIED s

Paid staff or management (include compensation in expenses reparted on hnes 1¢ through 1?7 .

Media advertisements?

Mailings to members, legistators, or the public?

Publications, or published or broadcast statements?
Grants to other organizations for lobbying purposes? s

Direct contact with legislators, their staffs, govemment officials, or a legisiativebody?

T = 0 o O g QD

Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means?

PA] B D) P! D) D) b 4

Other aCtiVItIES? e

28,480.

Total. Add ines 1 through 18 e e

[

Did the activities in line T cause the organization to be not described in section 501(cK3)?
b If "Yes," enter the amount of any tax incurred under section 49712
c If "Yes," enter the amount of any tax incurred by organization managers under section 4912

N
o

d_If the filing organization incurred a section 4912 tax, did it file Form 4720 forthisyear? ...

501(c)(6).

Complete it the organization is exempt under section 501(c}{4), section 501(c){5), or section

Yes No
1  Were substantially all (30% or more) dues received nondeductible by members? . ... 1
2 Did the organization make only in-house lobbying expenditures of $2,000 orless? e 2
D|d the arganization agree to carry aver lobbying and political expenditures from the prior year? ... .o 3

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 llI-A, line 3, is

answered "Yes."

1 Dués, assessments and similar amounts frommembers e
2 Section 162(e) nondeductible lobbying and political expenditures (do not include amounts of political
expenses for which the section 527(f) tax was paid).
8 CUITBINE YEAE e ettt ettt et et m e eb e e e
B Camyover oMU IBSE YA | e e e etttk
€ TOtal et e e e e
3 Aggregate amount reported in section 6033(e)(1)(A) notices of nondeductible section 162(e) dues
4 If notices were sent and the amount on line 2¢ axceeds 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
eXPendiUre MeXE YEAI? et
5 ?axab!e amount of lobbying and political expenditures (see instructions)

Supplemental Information

09550720 794336 DAYKIMBALL

Prowde the descriptions required for Part 1A, line 1; Part I-B, line 4; Part I-C, line 5; Part II-A {affiliated group list); Part II-A, fine 2; and Part II-8, line 1.

Also, complete this part for any additional information.

PART II-B, LINE 1, LOBBYING ACTIVITIES:

DAY KIMBALI: HEALTHCARE, INC. PAID LOBBYING EXPENSES TO THE

FOLLOWING ORGANIZATIONS:

AMERICAN HOSPITAL ASSOCIATION IN THE AMOUNT OF $5,477

CONNECTICUT HOSPITAL ASSOCIATION TN THE AMOUNT OF $23,003

Schedule C (Form 950 or 990-EZ) 2013

332043
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OMB No, 1545-0047

SCHEDULE D Supplemental Financial Statements
(Form 990) p- Complete if the organization answered "Yes," to Form 980, 20 1 3
Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11¢, 11d, 11e, 11f, 12a, or 12b.
Department of the Treasury - Attach to Form 990.
Internal Reyenue Service P Information about Schedule D (Form 990} and its instructions is at www ire gou/forma9n
Name of the organization Employer identification number
DAY KIMBALL HEALTHCARE, INC. 06-0646599

Organizations Maintaining Ponor Advised Funds or Other Similar Funds or Accounts.Compiete if the
organization answered "Yes" to Form 990, Part IV, line 6.

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

Total numberatend of vear .
Aggregate contributions to (during year}
Aggregate grants from (during year)

Aggregate value atend of year ...
Did the organization inform all donors and donor advisors in writing that the assets heid in donor advised funds
are the organization's property, subject to the organization’s exclusive legal control? . i:j Yes [:] No
6 Did the organization inform ail grantees, donors, and doner advisors in writing that grant funds can be used only
for charitable purposes and nat for the benefit of the donor or donor advisor, or for any other purpose conferring

tm ermissible private benafit? i D Yes D No
Pat Conservation Easements. Complete if the organization answered "Yes* to Form 990, Part IV, iine 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply}.
Preservation of land for public use (e.qg., recreation or education) Preservation of an historically important land area

Protection of natural habitat l:[ Preservation of a certified historic structure

[, I N A R\ RN

Preservation of open space
2 Compilete 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 conservation easements e, 2a
b Total acreage restricted by conservation easements 2b
¢ Number of conservation easements on a certified historic structure inckuded in(®) ... 2C
d Number of conservation easements inctuded in (c) acguired after 8/17/06, and not on a historic stnicture

listed in the National Register 2d

3 Number of conservation easements modified, fransferred, released, extinguished, ortermlnated by the organization during the tax
year p

4 Number of states where property subject to conservation easement is located P
5 Does the organization have a written policy regarding the periodic monitoring, inspection, handling of
violations, and enforcement of the conservation easements f RolaS? :I Yes D No
6 Staff and volunteer hours devoted to monitoring, inspecting, and enforcing conservation easements during the vear
7 Amount of expenses incurred in monitoring, inspecting, and enforcing conservation sasements during the year - $
8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170{h}(4}B) (i}
and Section 170N AN BN ? e ves [ INo
9 In Part XIli, 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

conservatlon easements.
* | Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered "Yes" to Form 980, Part IV, line 8.
1a If the organization elected, as permitted under SFAS 116 {ASC 958), not to report in its revenue statement and balance sheet works of art,
historical treasures, or other similar assets held for public exhibition, educaticn, or research in furtherance of public service, provide, in Part XllI,
the texi of the footnote 1o its financial statements that describes these items.

b If the organization elected, as permitted under SFAS 116 (ASC 958}, to report in its revenue statement and batance sheet works of art, historicat
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} Revenues included in Form 820, Part VIIl, line 1 e T T T VT T T T 5
(i} Assetsincluded in Form 890, Part X e i, |

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

a Revenues included in Form 990, Part VI, ine 1 e N P $
b Assets included in Form 890, Part X e, oS
LHA For Paperwork Recduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2013
i
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[Partiil

_| Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assetsicontinued)

{check all that apply):
a Public exhibition
b |:] Scholarly research

c |:| Preservation for future generations
4 Provide a description of the organization’s coliections and explain how they further the organization’s exempt purpose in Part XIIl.
5 During the year, did the organization soiicit or receive donations of art, historical treasures, or other similar assets

to be sold to raise funds rather than to be maintained as part of the organization’s collection? ...

d |::| Loan or exchange programs

e |__—| Other

3 Using the organization’s acquisition, accession, and other records, check any of the following that are a significant use of its collection items

D Yes

[:jNo

reported an amount on Form 990, Part X, line 21.

V:| Escrow and Custodial Arrangements. Complete if the organization answered "Yes" to Form 990, Part IV, line 9, or

1a Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not included

on Form 990, Part X?

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

Beginning balance

= o0 oo

Additions duringthe year ... SO UROTTUTRP
Distributions during the year
ENAiNG DaIAMKCE - | e ettt n e e 1
2a Did the organization include an amount on Form 990 Part X, line 217

b If "Yes " explain the arrangement in Part XIll. Check here if the explanation has been provided in Part Xl

[:]No

Amount
1ic
1d
1e
_E Yes

1 Endowment Funds. Complete if the organization answered *Yes" to Form 990, Part IV, line 10.

{a} Current year {b) Prior year {c) Two years back | {d) Three years back | (e) Four years back
1a Beginning of year balance ... 15,007,697, 14 006,580, 11,061 361, 9,596,540, §,240,275,
b Contributions 1, 543,560, 2,046,244, 1,960 237, 1,894 638, 382,611,
¢ Net investment eamings, gains, and Iosses 452,041, 1,177,581, 1,537,535, -130 663, 1,054,131,
d Grants orscholarships ..
e Other expenditures for facilities
and programs 3,449 846, 2,77%,816, 464 083, 529 839, 1,017,578,
f Administrative expenses ... 127,273, 112,027, 88,470, 75,932, 62 899,
g Endofyearbalance ... 13,426,179, 14,338,962, 14,006,580, 10,754,744, 9,596,540,
2  Provide the estimated percentage of the current year end balance (line 1g, column ()} held as:
a Board designated or quasiendowment P 78.62 %
b Permanent endowment p» 11.08 %
¢ Temporarily restricted endowment = 10.29 %

The percentages in lines 2a, 2b, and 2¢ should equal 100%.
3a Arethere endowment funds not in the possession of the organization that are held and administered for the organization

by:

(i) unrelated organizations

(ii) related organizations

b If "Yes" to 3a(ii), are the related organizations listed as required on Schedule R?

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

Yes | No

3ali) X

3ali) X
3b

1 Land, Buildings, and Equipment.

Complete if the organization answered "Yes" to Form 990, Part [V, line 11a. See Form 890, Part X, line 10.

Description of property

(a) Cost ot other
basis (investment)

(b} Cost or other
basis {other)

(¢} Accumulated
depreciation

{d) Book value

Ta Land 3,516,235. 3,516,235,
b Buidings 68,651,480.] 47,049,590.[ 21,601,850.
¢ Leasehold improvements ...

d Equipment 35,269,700.] 25,080,502.[ 10,185,1958.
e Oter ... .. ... 12, 875 489. 12,875,4889.

p | 48,182,812.

332052
09-25-13
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Schedule D (Form 990) 2013 DAY KIMBALL HEALTHCARE, INC. 06-0646599 page3
P /Ill Invesitments - Other Securities.

Compiete if the organization answered "Yes" to Form 920, 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

{1) Financial derivatives .
{2} Closely-held equity interests

{3) Other
in) INVESTMENTS IN REAL
® ESTATE 222,619.] COST
() FUNDS HELD IN TRUST BY
@ OTHERS 4,675,704, END-OF-YEAR MARKET VALUE
¢ FUNDS HELD UNDER BOND
) LINDENTURE 3,329,007.] END-OF-YEAR MARKET VALUE
iz BOARD RESTRICTED
) ENDOWMENT FUNDS 10,555,721.] END-OF-YEAR MARKET VALUE

Total. (Col. (b) must equal Form 990, Part X, col. (B) line 12.) > 21,084,302,
Part VIIl{ Investments - Program Related.

Complete if the organization answered "Yes" to Form 990, Part IV, fine 11c. See Form 290, Part X, line 13,
(a) Description of investment {b} Book value {c) Method of valuation: Cost or end-of-year market value

()

5]

{7}

8

9
Total, {Col. {b) must equal Form 990, Part X, col. (B} ine 13.}
‘PartIX| Other Assets.

Complete if the organization answered "Yes" to Form 990, Part IV, fine 11d. See Form 990, Part X, line 15.
{a) Description (b} Book value
]
{2)
3
4
(5)
(6)
7
8
)]
. (Column (b) must equal Form 990, Pant X, col (B)fine 15.) ... ... i |

i| Other Liabilities.
Complete if the organization answered "Yes" to Form 990, Part IV, fine 11e or 11f. See Form

1. {a) Description of liability {b) Book value
(1) Federal income taxes
¢y PENSION LIABILITIES 38,251,488.
(3 DUE TO THIRD PARTIES 734,249
{4)
5)
{6)
{7
(8)
9
Total. (Coiumn (b) must equal Form 990, Part X, col. (B) fne 25) . ... . pi 38,985,737,

2. Liability for uncertain tax positions. In Part XIll, provide the text of the footnote fo 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 XN
Schedule D (Form 990} 2013

s SEE PART XIV FOR CONTINUATIONS
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P #{ Reconciliation of Revenue per Audited Financial Statements With Revenue per Return.
Complete if the organization answered "Yes" to Form 890, Part IV, line 12a.
1 Total revenue, gains, and other support per audited financiaf statements B ] 1 [112,012,559.
Amounts included on line 1 but not on Form 880, Part Vi, line 12:

Net unrealized gains on investments
Donated services and use of facilities
Recovetries of prior year grants
Other (Describe in Part X1}
Add lines 2athrough 2d e
3 SUbLACtINe 2 M NG T e
4  Amounts included on Forer 993G, Part Vill, Ilne 12 but not on line 1:

a Investment expenses not included on Form 990, Part VI, line 7b da

b Other (Describe in Part X1} 4b

G AdANES 48 aNd 4D e e 4c 230,186.

5 Total revenue. Add lines 3 and 4c. (This must equal Form 980, Part! e 12) 5 111,181,353,
art (] Reconciliation of Expenses per Audited Financial Statements With E Expenses per Retumn.

Complete if the organization answered "Yes" to Form 990, Part IV, line 12a.

mn.ncrm“

1,061,392,
110,951,167.

1 Total expenses and losses peraudited financial statements 1 P09 ) 065 , 494,
2 Amounts included on line 1 but not on Form 990, Part IX, line 25:

a Donated services and use of faclities 2a

b Prioryear adjustments e 2b

© OtherloSSES e e 2c

d Other (Describe in Part XIL} e 2d

e AGdNeS 2AHOUGN 2 . e 0.
3 Subtractline 2e from iNe T e 3 [109,065,494.
4 Amounts included on Form 990, Part IX, fine 25, but not on line 1: ]

a Investment expenses not included on Form 890, Part VIll, ine 7b ... 4a

b Other (Describe in Part XL} e, 4b

e A IINGS 4 and b e 0.

Total expenses. Add lines 3 and 4¢. (This must equal Form 990, Part |, 1€ 18} ooooooooeeoooooovoooooo._. . ... | 5 {05,065,454,

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

PART V, LINE 4:

THE HOSPTIAL'S ENDOWMENT CONSISTS OF MULTIPLE FUNDS

ESTABLISHED FOR A VARIETY OF PURPOSES INCLUDING CAPITAL EXPENDITURES,

OPERATIONS, AND OTHER DONOR-SPECIFIED RESTRICTIONS.

PART X, LINE 2:

THE HOSPITAL ACCOUNTS FOR UNCERTAIN TAX POSITIONS IN

ACCORDANCE WITH PROVISIONS OF FASB ASC 740, "INCOME TAXES" WHICH PROVIDES

A FRAMEWORK FOR HOW COMPANIES SHOULD RECOGNIZE, MEASURE, PRESENT AND

DISCLOSE UNCERTAIN TAX POSITIONS IN THEIR CONSOLIDATED FINANCIAL

STATEMENTS. THE HOSPITAL MAY RECOGNIZE THE TAX BENEFIT FROM AN UNCERTAIN

TAX POSITION ONLY IF IT IS MORE LIKELY THAN NOT THAT THE TAX POSITION WILL

o Schedule D (Form 990} 2013
34

09550720 794336 DAYKIMBALL 2013.06000 DAY KIMBALL HEALTHCARE, INC DAYKIMBI1



Schedule D {Form 990) 2013 DAY KIMBALL HEALTHCARE, INC. 06-0646599 pages

Pa I Supplemental Information (continued)

BE SUSTAINED ON EXAMINATION BY THE TAXING AUTHORITIES, BASED ON THE

TECHNICAL MERITS OF THE POSITION. THE HOSPITAL DOES NOT HAVE ANY

UNCERTAIN TAX POSITIONS AS OF SEPTEMBER 30, 2014 AND 2013. AS OF

SEPTEMEER 30, 2014 AND 2013, THE HOSPITAL DID NOT RECORD ANY PENALTIES OR

INTEREST ASSOCIATED WITH UNCERTAIN TAX POSITIONS. THE HOSPITAL'S PRIOR

THREE TAX YEARS ARE OPEN AND SUBJECT TO EXAMINATION BY THE INTERNAL

REVENUE SERVICE.

PART XI, LINE 2D - OTHER ADJUSTMENTS:

ASSETS RELEASED FROM RESTRICTIONS FOR OPERATIONS 542,228.
NON-OPERATING GAINS 519,164.
TOTAL TO SCHEDULE D, PART XI, LINE 2D 1,061,352,

PART XI, LINE 4B - OTHER ADJUSTMENTS:

TEMORARILY RESTRICTED CONTRIBUTIONS 230,186.

Schedule D {Form 980) 2013
832055
09-25-13
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‘Part XIH:{ Supplemental Information (continued)

Part Vil] Investments - Other Securities. See Form 990, Part X, fine 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

DONOR RESTRICTED ENDOWMENT FUNDS 2,301,251.

MV

332421 05-01-13
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OMB No. 1545-0047
SCHEDULE G Supp]emental |nf0rma‘ti0n Regarding Fundl’aiSing or Gaming ACtiViﬁes T Y I
{Form 990 or 990-EZ} 20 13

Complete if the organization answered "Yes" to Form 990, Part [V, lines 17, 18, or 19, or if the
organization entered more than $15,000 on Form 890-EZ, jine 6a.

Department of the Treasury P Attach to Form 990 or Form 890-EZ.
interna Revenue Servica
P Information about Schedule G {Form 990 or 990-EZ} and its instructions is atwww frs gov/form 200
Name of the organization Employer identification number
DAY KIMBALL HEALTHCARE, INC. 06-0646595

Fundraising Activities. Complete if the organization answered “Yes* to Form 990, Part IV, line 17. Form 990-EZ filers are not
required to complete this part.

1 Indicate whether the organization raised funds through any of the following activities. Check all that apply.

a Mail solicitations e Solicitation of non-government grants
b [:' Internet and email solicitations f :l Solicitation of government grants
c E:' Phone solicitations 1] E:l Special fundraising events

d [:l In-person solicitations
2 a Did the organization have a written or oral agreement with any individual (including officers, directors, trustees or
key employees listed in Form 990, Part VII} or entity in connection with professional fundraising services? D Yes D No
b If "Yes," list the ten highest paid individuals or entities (fundraisers) pursuant to agreements under which the fundraiser is to be
compensated at least $5,000 by the organization.

jil} Dic v) Amount paid . .
{iy Name and address of individual L A0, (iv} Gross receipts tSJ %or Totained by) | (vi} Amount paid
or entity (fundraiser) (1) Activity o onarel | from activit fundraiser | 0 {or retained by)
COntr . -
sanibutons? ¥ listed in col. (i) organization
Yes | No
TORBL oo et e eeiei e e |
3 List all states in which the orgamzation is registered or Iloensed to SOllCIt contributions or has been notified it is exempt from registration
or licensing.
LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule G (Form 990 or 990-EZ} 2013
332081
09-12-13
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Part 1l

Fundraising Eventis. Complete if the organization answered "Yes” to Form 980, Part IV, line 18, or reparted more than $15,000
of fundraising event contributions and gross income on Form 980-EZ, lines 1 and 6b. List events with gross receipts greater than $5,000.

(a) Event #1 (b} Event #2 {c) Other events
d) Total events
GOLF DEARY ROAD (acj et
TOURNAMENT [RACE, WALK & 6 )
col. (&)
o (event type) (event type) (total number}
=3
o
o
é 1 Grossrecelpts 114,325- 66,942- 141,574- 322,841-
2 \Less: Contributions
3 Grossincome (line 1 minus line2) ... 114,325. 66,942, 141,574. 322,841.
4 Cashprzes L 10,726. 1,651. 12,377.
5 Noncashprizes 4,875. 951- 61- 5,887.
w
QO
[}
5|6 Renvtaciity costs ... 11,486. 11,486.
i
8|7 Foodandbeverages ... ... 14,103. B,626. 22,729.
5
8 Entertainment
9 Otherdirectexpenses ... ... 1,176- 9,442- 11,533- 22,151.
10 Direct expense summary. Add lines 4 through 9 incolumn {d} .. » 74,630,
11 Net income summary. Subtract line 10 fromline 3, column (d) ... > 248, 211.
|||=,_: Gaming. Complete if the organization answered "Yes" to Form 990, Part IV, line 19, or reported more than
$15,000 on Form 990-EZ, line Ba.
) {b) Pull tabs/instant . {d) Total gaming (add
@
2 (a) Bingo bingo/progressive bingo | (S Oer9aming 1o through col. (cl)
5
o
1 Grossrevenue . ...
w|2 Cashprizes .
&
€
813 Noncashprizes ...
i
G
£ 4 Rentfacilitycosts ..
=
5 Otherdirectexpenses ...
Clves  w|lJves 9|l _lves %
6 Volunteerlabor D No [ INo |:l No
7 Direct expense summary. Add lines 2 through Sincolumn () e, >
8 Net gaming income summary. Subtractline 7 fromline L,column{d) ... |

9 Enter the state{s) in which the organization operates gaming activilies:

b K"

a Is the organization licensed to operate gaming activities in each of these states? . ... |_J Yes [ INo
No," explain:
10a Were any of the organization’s gaming licenses revoked, suspended or terminated during the tax year? [_] Yes L_INo

b if'

"Yes," explain:

332082 09-12-13
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11 Does the organization operate gaming activities with nonmembers? L] Yes L_Ino

I:l Yes [:‘ No

12 Is the organization a grantor, beneficiary or trustee of a trust or a member of a partnership or other entlty formed
to administer charitable gaming?

13 Indicate the percentage of gaming activity operated in:

a The organization’s facility 13a %

by An outside facility
14 Enter the name and address of the person who prepares the organlzatlon s gaming/special events books and records:

13b %

Name P

Address P

15a Does the organization have a contract with a third party from whom the crganization receives gaming revenue? D Yes i:] No

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

Name P

Address b

16 Gaming manager information:

Name

Gaming manager compensation p %

Description of services provided b

D Director/officer D Employee i:] Independent contractor

17 Mandatory distributions:
a Is the organization required under state law to make charitable distributions from the gaming proceeds to
retain the state gaming HCBNSO? et [ Ives [Ino
b Enter the amount of distributions reguired under state law to be distributed to other exempt organizations or spent in the
organization’'s own exempt activities during the tax year |
Supplemental Information. Provide the explanations required by Part |, line 2b, columns {iil} and (v}, and Part lll, lines 9, 9b, 10b, 15b,

15¢, 16, and 17b, as applicable. Also complete this part to provide any additional infermation (see instructions).

332083 09-12-13 Schedule G (Form 920 or 990-EZ} 2013
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SCHEDULE H
(Form 930)

P Complete if the organization answered "Yes" to Form 990, Part IV, guestion 20.

Departmenit of the Treasury

Internal Revenue Service

‘Hospitals

p Attach to Form 990. P See separate instructions.

P Information about Schedule H (Form 990) and its instructions is at yww. jrs, gov/formggo -

OMB No. 1545-0047

2013

Name of the organization

DAY RIMBALL HEALTHCARE,

INC.

Employer |dent|flcatlon number

06-0646598

Financial Assistance and Geriain Other Community Benefits at Cost

Did the organization have a financial assistance policy during the tax year? If "No," skip to question 6a .

HE'Yes," Was It @ WHHEN PORCY? ..o i el
i the crganlzatlun had multipie haspital facilities, indicate which of the following best describes apphcatlon of the financial assistance policy to its various hospitat

Yes { No

2 facilities during the tax year.
Applied uniformly to all hospital facilifies E] Applied uniformly to most hospital facilities
Generally tailored to individual hospital facilities
3 Answer the following based on the financlal 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 carer .
100% [Jiso% [l2o0% [Xlother 250 %
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: | . ...
(1 2009% Xosow [Jaoow (Jasowe [ Jaoow [ lother %
¢ If the organization used factors other than FPG in determining eligibility, describe in Part VI the income based criteria 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 financiat assistance policy that applied to the largest number of its patients during the tax year provide for free o discounted care to the
"medically IAIGENT™ ..ottt et et h oot ihm it e o re e ne e et e e e et Ra e e oo e en e oo a L bt
5a Did the organization budget amounts for free or discounted care provided under its financial assistance nolicy during the fax year?
b If "Yes," did the organization’s financial assistance expenses exceed the budgeted AMOUN
¢ 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 CArGT e
6a Did the organization prepare a community benefit report during the tax year?
b If “Yes,” did the organization make it avaifable to the public? s
Gomplete the following table using the worksheets provided in the Scheduie H instructions. Do not submit these worksheets with the Schadule H.
7 Financial Assistance and Gertain Other Community Benefits at Cost
Financial Assistance and 18) Hmer o ) Poreens Joroa, (L mireet REEEY e s
Means-Tested Government Programs pregrams (optional) {opticnal) benefit expense revenue benefit expense
a Financial Assistance at cost (from
Worksheet 1) 357 240,713. 240,713- -22%
b Medicaid {from Worksheet 3,
coumna) 38,78821900826. 21900826.| 20.08%
¢ Costs of other means-tested
governmertt programs (from
Worksheet 3, column b) . 219,342.; 219, 342.
d Total Financial Assistance and
Means-Tested Gavernment Programs ......_.. 39,14522360881- 219,342-22141539- 20-30%
Other Benefits
e Community health
improvement services and
community benefit operations
(from Worksheet 4) 18 2,600 65,239. 1,985.] 63,254. .06%
f Health professions education -
(from Worksheet5) ... 3 290| 142,518. 142,518. .13%
g Subsidized health services
(from Worksheet &) . . . 1 87,986. 87;986- .08%
h Research {from Worksheet 7} 0
i Cash and irrkind contributions
for community benefit (from
Worksheet 8) ... 1
i Total. Other Benefits 23 2,890 295,743. 1,985.] 293,758. L27%
k Total. Addlines7dand7] ... 23 A2 ,035122656624.] 221,327.[22435297.] 20.57%

332091 10-03-13
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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.

(e} Net
community

{d} Direct
offsetting revenue

(b} Persons
served (optional)

(€} Total
community

{a) Number of
activities or programs

[T} Percent of
total expense

{optional} building expense building expense
1 Physical improvemenis and kousing
2 Economic development
3 Community support
4  Environmental improvements
5 leadership development and
training for community members
6  Coalition building
7 Community health improvement
advocacy
8 Woridorce development
9 Other
10 Tot_al

1 Bad Debt, Medicare, & Collection Practices

Sectlon A. Bad Debt Expense
1 Did the organization report bad debt expensg in accordance with Healthcare Financial Management Association
SHEtEMMENt NO. 157 e e
2  Enter the amount of the organization’s bad debt expense. Explain in Part Vl the .
methodology used by the organization to estimate this amount 2 2,027,815,

Yes | No

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 1,022,200.

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 {including DSHand IME) ... 5 31,234,869,
6 Enter Medicare allowable costs of care relating to paymentsonline5 ... 6 40,506,3 62.
7 Subtract line 6 fromiine 5. This is the surplus (orshortfall) . 7 -9,27 1,493,
8 Describe in Part VI the extent to which any shortfall reported int line 7 should be treated as community benefit.

Also describe in Part VI the costing methodology or scurce 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 poficy during the tax year? .. ...
b M "Yes, did the organization’s collection policy that applied to the largest number of its patients during the tax year contain provisions on the

collectmn practices 1o be followed for patients who are known fo qualify for financial assistance? Describe in Part V|

X

9a

ob | X

Management Companles and Joint Ventures owned 10% or more by officers, directors, trustess, key employess, and physicians - see insfructions}

(¢) Organization’s
profit % or stock
ownership %

(d} Officers, direct-
ors, trusiees, or
key employess’
profit % or stock

ownership %

(b} Description of primary
activity of entity

(@} Name of entity

{e) Physicians’
profit % or
stock
ownership %

[EX 12d9i)
10-03-13
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[PartV:] Facility Information

Section A. Hospital Facilities
{list in order of size, from largest to smatlest)

How many hospital facifities did the organization operate

during the tax year?

Facility

Name, address, primary website address, and state license number

reporting

Gen. medical & surgical
Critical access hospital
Research facility
ER-24 hours

ER-other

Qther {describe) group

licensed hospital
IChildren’s hospital
Teaching hospital

1 DAY KIMBALL HEALTHCARE

320 POMFRET STREET

PUTNAM, CT 06260

00043
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Fagcility 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 facility reporting group DAY KIMBALL HEALTHCARE

If reporting on Part V, Section B for a single hospital facility only: line number of
hospital facility (from Schedule H, Part V, Section A) 1

Community Health Needs Assessment (Lines 1 through 8c are optionat for tax years beginning on or before March 23, 2012)

1 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a community health
needs assessment (CHNAY? If "N, Sk 10 N8 O e e e s
If "Yes," indicate what the CHNA report describes {check all that apply):

A definition of the community served by the hospital facility

Demographics of the community

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

of the community

How data was obtained

The health needs of the community .

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

groups

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

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

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

Cther (describe in Section C}

2 Indicate the tax year the hospital facility fast conducted a CHNA: 20 &

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

4 Was the hospital facility's CHNA conducted with one or more other hospitai facilities? If "Yes,“ list the other
hospital facilities N SeCtON C et e e

5 Did the hospital facility make its CHNA repost widely avaslable to the public?

If "Yes," indicate how the CHNA report was made widely available {check all that apply):

Hospital facility's website (ist ur): WWW . DAYKIMBATLL.ORG

Other website {list url):
Available upon request from the hospital facility
L1 Other (describe in Section G}

6 If the hospital facility addressed needs identified in its most recently conducted CHNA, indicate how (check all
that apply as of the end of the tax year):

a Adoption of an implementation strategy that addresses each of the community health needs identified
through the CHNA

Execution of the implementation strategy

Participation in the devefopment of a community-wide plan

Participation in the execution of a community-wide plan

Inciusion of a community benefit section in operational plans

Adoption of a budget for provision of services that address the needs identified in the CHNA

Prioritization of health nesds in its community

Pricritization of services that the hospital faciiity will undertake to meet health needs in its community
i Other (describe in Section C)

7 Did the hospital facility address all of the needs identified in its most recently conducted CHNA? If "No," explain
in Section C which needs it has not addressed and the reasons why it has not addressed suchneeds | 7 X

8a Did the crganization incur an excise tax under section 4959 for the hospitat facility’s failure to conduct a CHNA
as required by section BOT{TB)? e e e
b If “Yes" to line 8a, did the organization file Form 4720 to report the section 4959 excise tax’r' ,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,

¢ If "Yes" to line 8b, what is the total amount of section 4959 excise tax the organization reported on Form 4?20

for all of its hospital facilities? $

332084 10-03-13 Schedule H {Form 990} 2013
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T Facility Information ooy DAY KIMBALL HEALTHCARE

Financial Assistance Policy

Did the hospital facility have in place during the tax year a written financial assistance policy that:
9 Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted care?

10 Used federal poverty guidelines (FPG) to determine eligibility for providing free care?
if "Yes," indicate the FPG family income limit for eligibility for free care: 250
If "Nio," explain in Section C the critetia the hospital facility used.

11 Used FPG to determine eligibility for providing discounted care?
If "Yes," indicate the FPG family income limit for efigibility for discounted care:
If "No," explain in Section C the criteria the hospital facility used.

12 Explained the basis for calculating amounts charged to patients?
If “Yes," indicate the factors used in determining such amounts (check all that apply):

Income level

Asset level

Medical indigency

Insurance status

Uninsured discount

Medicaid/Medicare

State regulation

Residency

Other (describe in Section C}

13 Explained the method for applying for financiat assistance?

14 Included measures to publicize the policy within the community served by the hospital facility?

if "Yes," indicate how the hospital facility publicized the policy (check all that apply):

The policy was posted on the hospital facility’s website

The policy was attached to billing invoices

The pdiicy was posted in the hospital facility's emergency rooms or waiting rooms

The policy was posted in the hospital facility's admissions offices

The policy was provided, in writing, 1o patients on admission to the hospital facility

T @ "0 Qo O oo

LI kel ol

g a0 T oo

[1bdbd 4]

The policy was available on request
g Other (describe in Section C)

bl

Billing and Collections

15 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 actions the hospital facility may take upon non-payment?

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

Reporting to credit agency

Lawsuits

X | Liens on residences

Body attachments

Other similar actions {describe in Section C)

17 Did the hospital facility or an authorized third party perform any of the following actions during the tax year before making
reasonable efforts to determine the individual's eligibiity under the facility’s FAP?
If "Yes,” check all actions in which the hospital facifity or a third party engaged:

Reporting to credit agency

Lawsuits

Liens on residences

Bedy attachments

Qther similar actions (describe in Section C)

MO

UMD
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tPart:v | Facility Information continveq) DAY KIMBALL HEALTHCARE

18 indicate which efforts the hospiial facility made before initiating any of the actions listed in line 17 {check all that
ADPIY. e e e

Notified individuals of the financial assistance policy on admission
Notified individuals of the financial assistance policy prior to discharge
Notified individuals of the financial assistance policy in communications with the individuals regarding the individuals’ bills
Documented its determination of whether individuals were eligible for financial assistance under the hospital facility’s
financial assistance policy

e L] Other (describe in Section C)
Policy Relating to Emergency Medical Care

a
b
c
d

P b ]

Yes | No

19 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care that requires the
hospital facility to provide, without discrimination, care for emergency medical conditions to individuals regardless of their
eligibiiity under the hospital facility’s financial assistance policy?

I "No," indicate why:

a The hospital facility did not provide care for any emergency medical conditions

b D The hospital facility's policy was not in writing

c D 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)
20 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 D The hospital facility used its lowest negotiated commercial insurance rate when calculating the maximum amounts

that can be charged
b l:[ The hospital facility used the average of its three lowest negotiated commercial insurance rates when calculating
the maximum amounts that can be charged
< E The hospital facility used the Medicare rates when calculating the maximum amounts that can be charged
d Other {describe in Section C)
21 During the tax year, did the hospital facility charge any FAP-giigible individual to whom the hospital facility provided
emergency or other medically necessary services more than the amounts generally bilied to individuals whe had

insurance covering suchcare? ... ... e

If "Yes,"” explain in Section C.
22 During the tax year, did the hospital facility charge any FAP-eligible individiual an amount equal to the gross charge for any
service provided 1o that individual? | e e e e e, 22

X

If "Yes," explain in Section C.

Schedule H (Form 920) 2013
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‘Pa Facility Information {continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines 1j, 3, 4, 5d, 6i, 7, 10, 11,
121, 14g, 16e, 178, 188, 19¢, 19d, 20d, 21, and 22. I applicable, provide separate descriptions for each facility in a facility reporting group,
designated by "Facility A, * "Facility B," efc.

DAY KIMBALL HEALTHCARE:

PART V, SECTION B, LINE 3: DAY XIMBALL HEALTHCARE ALONG WITH THE OTHER

MEMBERS OF THE WINDHAM COUNTY HEALTHCARE CONSORTIUM (WINDHAM HOSPITAL, DAY

KIMBALL HEALTHCARE, NATCHAUG HOSPITAL, GENERATIONS FAMILY HEALTH CENTER,

UNITED SERVICES, VNA EAST, NORTHEAST DISTRICT DEPARTMENT COF HEALTH AND

COMMUNITY HEALTH RESOURCES (CHR)) UTILIZED THE CENTER FOR RESEARCH AND

PUBLIC POLICY (CRPP), AN INDEPENDENT RESEARCH FIRM, TO CONDUCT A

COMPREHENSIVE NEEDS ASSESSMENT UTILIZING FOCUS GROUPS AND PHONE SURVEYS OF

COUNTY RESIDENTS ALONG WITH STATE AND FEDERAL DATA TO IDENTIFY AND

PRICRITIZE THE HEALTHCARE NEEDS IN WINDHAM COUNTY.

DAY KIMBALL HEALTHCARE:

PART V, SECTION B, LINE 4: DAY KIMBALL HEALTHCARE CONDUCTED ITS NEEDS

ASSESSMENT IN CONJUCTION WITH THE WINDHAM COUNTY HEALTHCARE CONSORTIUM.

THE MEMBERS OF THIS CONSORTIUM INCLUDE WINDHAM HOSPITAL, DAY KIMBALL

HEALTHCARE, NATCHAUG HOSPITAL, GENERATIONS FAMILY HEALTH CENTER, UNITED

SERVICES, VNA EAST, NORTHEAST DISTRICT DEPARTMENT OF HEALTH AND COMMUNITY

HEALTH RESOURCES (CHR).

DAY KIMBALL HEALTHCARE:

PART V, SECTION B, LINE 7: MOST OF THE HEALTH NEEDS IDENTIFIED IN THE

ASSESSMENT ARE ALREADY ADDRESSED BY DAY KIMBALL HEALTHCARE, EITHER BY

DIRECT DELIVERY OF SERVICE TO THE COMMUNITY OR THROUGH OUR COLLABORATIONS

WITH SUCH ORGANIZATIONS AS HEALTHQUEST. THESE INCLUDE SERVICES AND

332097 10-03-13 Schedule H {Form 990} 2013
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ATt Facility Information {continued)

Sectlorl C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines 1j, 3, 4, 5d, 6i, 7, 10, 11,

12i, 14g, 18e, 17e, 18e, 19¢, 194, 20d, 21, and 22. If applicable, provide separate descriptions for each facility in a facility reporting group,
designated by "Facility A, " *Facility B," etc.

PROGR2AMS SUCH AS:

~ EXPANDING OF OQUR INPATIENT AND OUTPATIENT BEHAVIORAL HEALTH SERVICES

- PARTNERING WITH WHOLESOME WAVE, WIC AND THE LOCAL FARMER'S MARKET TO

SUBSIDIZE MARKET COUPONS, DOUBLING THEIR VALUE, FOR FAMILIES WITH CHILDREN

~ WORKING WITH HEALTHQUEST AS AN ACTIVE MEMBER AND FUNDER ON SUCH PROGRAMS

AS FOLLOW THE FIFTY, HEART HEALTH PROGRAM FOR WOMEN AND WRITE STEPS, AN

ELEMENTARY SCHOOL-BASED WALKING AND WRITING PROGRAM TO IMPROVE HEALTH (IN

PARTICULAR OBESITY IN CHILDREN) AND EDUCATION

- BECOMING A SMOKE-FREE QRGANIZATION AND OFFERING SMOKING CESSATION

CLASSES TO OUR EMPLOYEES AND CONTINUING TOC OFFER CLASSES TO THE COMMUNITY

- OFFERING DIABETES CARE MANAGEMENT SERVICES IN ALL OUR PRIMARY CARE

OFFICES

- IMPLEMENTING A SERTIES OF COMMUNITY-BASED FLU SHOT CLINICS TO IMPROVE

ACCESS

- EXPANDING OUR SLEEP LAB WITH IN-HOME TESTING NOW AVAILAELE

—~ CONDUCTING EDUCATIONAL SEMINARS ON COLON CANCER AND COLONOSCOPIES HOSTED

BY QUR SPECIALTY TEAM OF PROVIDERS

DAY KIMBALL HEALTHCARE'S STRATEGY INCLUDES THE ADOPTION OF A "MEDICAL

HOME" SERVICE DELIVERY MODEL THROUGH THE ESTABLISHMENT OF A STRONG PRIMARY

CARE PRATICE. ADDITIONALLY, WE ARE INTEGRATING OQOUR SERVICES ACROSS OUR

MEDICAL NETWORK (DAY KIMBALL HOSPITAL, DAY KIMBALL HEALTHCARE CENTERS, DAY

KIMBALIL MEDICAL GROUP - OUR PHYSICIAN PRACTICES WHICH IS CURRENTLY

TRANSITIONING TO THIS NOT-FOR-PROFIT FOUNDATION, DAY KIMBALL HOMECARE, DAY

KIMBALL HOMEMAKERS, HOSPICE & PALLIATIVE CARE OF NORTHEASTERN CONNECTICUT)

TO0 PROVIDE SEAMLESS CARE TO OUR PATIENTS. WE ARE IN THE PROCESS OF

332097 10-03-13 Schedule H (Form 990} 2013
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Part V!l Facility Information (continued;
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines 1j, 3, 4, 5d, 6i, 7, 10, 11,
12i, 14g, 168, 17e, 18e, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions for each facility in a faclity reporting group,
designated by "Facility A, " "Faciity B," etc.

FORMALLY DOCUMENTING OUR STRATEGIC PLANNING AND IMPLEMENTATION PROCESS,

AND WHILE WE DC TRACK OUR COMMUNITY BENEFIT PROGRAMS, WE HAVE NOT YET DONE

SO IN RELATIONSHIP TO ADDRESSING THE HEALTH NEEDS OF THE COMMUNITY.

DAY KTMBALL HEALTHCARE:

PART V, SECTION B, LINE 10: DAY KIMBALL HEALTHCARE USED THE FEDERAL

POVERTY GUIDELINES (FPG) TO DETERMINE ELIGIBILITY FOR PROVIDING FREE CARE.

DAY KIMBALL HEALTHCARE:

PART V, SECTION B, LINE 11: Y KIMBALL HEALTHCARE USED THE FEDERAL POVERTY

GUIDELINES (FPG} TO DETERMINE ELTIGIBILITY FOR PROVIDING DISCOUNTED CARE.

DAY KIMBALL HEALTHCARE:

PART V, SECTION B, LINE 20D: DAY KIMBALL HEALTHCARE USES A COST-TO-CHARGE

RATIO TO DETERMINE THE MAXIMUM AMOUNTS THAT CAN BE CHARGED TO FAP-ELIGIBLE

INDIVIDUALS FOR EMERGENCY OR OTHER MEDICALLY NECESSARY CARE.

332087 10-03-13 Schedule H (Form 990) 2013
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Facility Information continued;

Sec’non 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 hor-hospital health care facilities did the organization operate during the tax year?

14

Name and address

Type of Facility (describe)}

1 PLATINFIELD HEALTHCARE CENTER PRIMARY CARE; PEDIATRICS;
31 DOW ROAD / 12 LATHROP ROAD WOMEN'S HEALTH; LABORATORY;
PLAINFIELD, CT 06374 DIAGNOSTIC IMAGING

2 DANTELSON HEALTHCARE CENTER DIAGNOSTIC IMAGING;

55 GREEN HOLLOW ROAD LABORATORY; PHYSICAL MEDICINE
DANTELSON, CT 06239 SERVICES

3 DANIELSON MEDICAL ASSOCIATES
45 GREEN HOLLOW ROAD
DANTELSON, CT 06239 PRIMARY CARE SERVICES

4 PUTNAM SURGICAL ASSOCIATES
346 POMFRET STREET CONSULTATIVE AND SURGICAL
PUTNAM, CT 06260 SERVICES

5 WOODSTOCK MEDICAL ASSOCIATES
168 ROUTE 171
SQUTH WOODSTOCK, CT 06267 PRIMARY CARE SERVICES

6 NORTHEAST CONNECTICUT DERMATOLOGY
55 GREEN HOLLOW ROAD
DANTELSON, CT 06239 DERMATOLOGY SERVICES

7 MRI KENNEDY DRIVE
39 KENNEDY DRIVE
PUTNAM, CT 06260 MRI SERVICES

9 MEDICAL CENTER OF NORTHEAST CONNECTIC
612 HARTFORD PIKE GERIATRICS; INTERNAL MEDICINE;
DAYVILLE, CT 06241 PULMONOLOGY SERVIEICES

10 POMFRET STREET FAMILY MEDICAL ASSOCIA
235 POMFRET STREET ‘

PUTNAM, CT 06260 PRTIMARY CARE SERVICES

11 THOMPSON HEALTHCARE CENTER
415 RIVERSIDE DRIVE
NORTH GROSVENORDALE, CT 06255 PEDIATRIC CENTER
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Schedule
[Part

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)

12 CANTERBURY FAMIILY MEDICAL ASSOCIATES

132 WESTMINISTER ROAD

CANTERBURY, CT 06331

PRIMARY CARE SERVICES

13 THOMPSON FAMILY MEDICAL ASSOCIATES

415 RIVERSIDE DRIVE

NORTH GROSVENORDALE, CT 06255

PRTMARY CARE SERVICES

14 DAYVILLE HEALTHCARE CENTER

11 DOG HILL ROAD

DAYVILLE, CT 06241

OB/GYN; DIABETES MANAGEMENT;
GERIATRICS SERVICES

16 PUTNAM HEALTHCARE CENTER

6-12 SQUTH MAIN STREET

PUTNAM, CT 06260

DURABLE MEDICAL EQUIPMENT
SALES; PHYSICAL THERAPY; LAB
DRAW
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‘Part VI.{ Supplemental Information

Provide the following information.

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

2 Needs assessment. Describe how the organization assesses the heaith 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 gecgraphic area and demographic
constituents it serves.

5 Promotion of community health. Provide any other information important to describing how the organization’s hospital facilities or other health
care facilities further its exempt purpose by promaoting the 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 heafth 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 applicabie, identify all states with which the organization, or a related organization, files a
cormmunity benefit report.

PART T, LINE 3C:

DAY KIMBALI HEALTHCARE DOES USE FEDERAL POVERTY GUIDELINES

{(FPG) TO DETERMINE ELIGIBILITY.

PART I, LINE 6A:

DAY KIMBALL HEALTHCARE COMPLETED A COMMUNITY NEEDS ASSESSMENT

AND A COMMUNITY BENEFIT REPORT IN CONJUNCTION WITH THE WINDHAM COUNTY

HEALTHCARE CONSORTIUM WHICH IS MADE UP OF WINDHAM HOSPITAL, DAY KIMBALL

HEALTHCARE, NATCHAUG HOSPTITAL, GENERATIONS FAMILY HEALTH CENTER, UNITED

SERVICES, VNA EAST, NORTHEAST DISTRICT DEPARTMENT OF HEALTH AND COMMUNITY

HEALTH RESOURCES (CHR).

PART I, LINE 7:

THE COSTING METHODOLOGY THAT WAS USED TC CALCULATE THE

AMOUNTS REPCRTED IN THE TABLE WAS DAY KIMBALL HEALTHCARE'S COST-TO-CHARGE

RATIO THAT WAS REPORTED IN THE FY2014 MEDICARE COST REPORT.

PART I, LINE 7G:
332099 10-03-13 Scheduie H {Form 990) 2013
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T] Supplemental Information continuation)

DAY KIMBALL HEALTHCARE PARTNERS WITH NORTHEASTERN CONNECTICUT

COUNCIL OF GOVERNMENTS (NECCOG) TO PROVIDE LOCAL PARAMEDIC INTERCEPT

SERVICES. DAY KIMBALL HEALTHCARE AND NECCOG AGREED THAT THE ABSENCE OF

PARAMEDIC INTERCEPT SERVICES IN NORTHEASTERN CONNECTICUT, COMPRISED OF

MANY RURAL TOWNS, WOULD CREATE A SIGNIFICANT DEFICIENCY IN THE

AVATLABRILITY AND ACCESSIBILITY QOF MEDICAL SERVICES IN THE COMMUNITY. THE

HOSPITAL PROVIDES CERTAIN MONETARY AND IN-KIND SERVICES FOR THE PROVISION

OF PARAMEDIC INTERCEPT SERVICES.

PART ITI, LINE 4:

PLEASE REFER TO THE ATTACHED AUDITED FINANCIAL STATEMENTS FOR

NOTE 3 - REVENUES FROM SERVICES TOQO PATIENTS AND CHARITY CARE ON PAGE 11

THROUGH PAGE 13,

PART ITII, LINE §:

THE SHORTFALL BETWEEN DAY KIMBALL HEALTHCARE'S MEDICARE COSTS

~ AND PAYMENTS ARE CONSIDERED COMMUNITY BENEFIT BECAUSE THE SERVICES WERE

PROVIDED BY DAY KIMBALL HEALTHCARE EVEN THOUGH THE COSTS WEREN'T COVERED

OR REIMBURSED. THE COSTING METHODOLOGY USED TO DETERMINE THE AMOUNT

REPORTED ON LINE 6 WAS GROSS CHARGES REDUCED BY THE COST TQO CHARGE RATIO

THAT WAS REPORTED IN THE FY2014 MEDICARE COST REPORT.

PART III, LINE 9B:

IT IS THE PHILOSOPHY AND POLICY OF DAY KIMBALL HEALTHCARE

THAT MEDICALLY NECESSARY HEALTH CARE SERVICES SHOULD BE AVAILABLE TO ALL

TNDIVIDUALS REGARDLESS OF THEIR ABILITY TO PAY. THE POLICY HAS BEEN

WRITTEN IN ACCORDANCE WITH SECTION 9007 OF THE PATIENT PROTECTION AND

AFFORDABLE CARE ACT (ACT), SIGNED INTO LAW ON MARCH 23, 2010, WHICH ADDS
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NEW SECTIONS 501(R} AND 4959 TO THE INTERNAL REVENUE CODE. SECTION 501(R)

INCLUDES A SERIES OF SPECIFIC REQUIREMENTS FOR HOSPITALS TO RECEIVE AND

MAINTAIN SECTION 501(C)(3) ("TAX EXEMPT") STATUS.

PART VI, LINE 2:

DAY KIMBALL HEALTHCARE HAS RECENTLY COMPLETED A COMMUNITY

NEEDS ASSESSMENT IN CONJUNCTION WITH THE WINDHAM COUNTY HEALTHCARE

CONSORTIUM. THE CONSORTIUM UTILIZED A NATIONAL CONSULTING FIRM TO ASSIST

IN THE PROCESS OF IDENTIFYING SPECIFIC HEALTH CARE NEEDS TN WINDHAM

COUNTY. FOCUS GROUPS, TELEPHONE SURVEYS AND STATE AND FEDERAL DATA WAS

USED TO IDENTIFY THE SPECIFIC HEALTH CARE NEEDS DURING THIS ASSESSMENT.

PART VI, LINE 3:

ALL PATIENTS WHO ARE UNINSURED ARE REFERRED TO THE FINANCTAL

COUNSELING DEPARTMENT; INPATIENTS ARE ALL VISITED BY A FINANCTAL COUNSELOR

(OR GIVEN A FINANCIAL COUNSELING PACKET) PRIOR TO DISCHARGE WITH ALL OF

THE AVAILABLE PROGRAMS THAT ARE AVAILABLE THROUGH OUR FINANCIAL ASSISTANCE

{CHARITY CARE) POLICY. ANY SCHEDULED PATIENTS WHO ARE UNINSURED ARE

CALLED BY THE FINANCIAL COUNSELORS IN ADVANCE TO PROVIDE ALL OF THE

OPTIONS INCLUDING SCREENING FOR MEDICAID ASSISTANCE, CHARITY CARE, AS WELL

AS SEVERAL: OTHER LOCAL FUNDING SOURCES THAT THEY MAY QUALIFY FOR. ALL

PATIENT STATEMENTS HAVE INFORMATION ABOUT OUR CHARITY CARE POLICY AS WELL

AS A DOWNLOADABLE CHARITY CARE APPLICATION. ALL OF OUR THIRD PARTY

VENDORS, INCLUDING OUR BAD DEBT AGENCIES AND OUR LONG TERM PATIENT

FINANCING PROGRAM THROUGH CAREPAYMENT ALSC PROVIDE QUR CHARITY CARE POLICY

TO PATIENTS UPON REQUEST. OUR FINANCIAL ASSISTANCE GUIDELINES ARE ALSO

POSTED IN ALL PATIENT REGISTRATION AREAS OF THE HOSPITAL.

Scheduie H {Form 990)
332271
08-13-13

53

09550720 794336 DAYKIMBALL 2013.06000 DAY KIMBALL HEALTHCARE, INC DAYKIMB1




Schedule H (Form 990) DAY KIMBALIL HEALTHCARE, INC. 06-0646595 pageo

1] Supplemental Information continuation)

PART VI, LINE 4:

DAY KIMBALL HEALTHCARE'S PRIMARY SERVICE AREA CONSISTS OF 13

TOWNS IN THE NORTHEASTERN CORNER OF CONNECTICUT AS WELL AS BORDERING

MASSACHUSETTS AND RHODE ISLAND TOWNS. DAY KIMBALL'S SERVICE AREA IS OVER

438 SQUARE MILES AND CONTAINS APPROXIMATELY 117,604 IN WINDHAM COUNTY.

THE POPULATION RANGES FROM LONG-TERM, MULTI-GENERATIONAL FAMILIES TO NEWLY

IMMIGRATED RESIDENTS FROM URBAN AREAS. ACCORDING TO THE 2010 CENSUS,

11.7% OF THE POPULATION IS UNDER POVERTY LEVEL AND 14.3% ARE OVER AGE 65.

THERE IS A WIDE RANGE QF SQCIO-ECONOMIC FACTORS INCLUDING VERY HIGH INCOME

TO POVERTY; ADVANCED EDUCATION TO INCOMPLETE HIGH SCHOOL. THE MEDIAN

HOUSEHOLD INCOME IN 2010 IN WINDHAM COUNTY WAS $58,489% (THE LOWEST INCOME

OF ANY COUNTY IN THE STATE OF CONNECTICUT), WHILE THE STATE MEDIAN WAS

$69,519. ACCORDING TO THE HEALTHY CONNECTICUT 2020 STATE HEALTH

ASSESSMENT THAT WAS RELEASED IN MARCH 2014 THE LEADING CAUSES OF DEATH IN

CONNECTICUT ARE HEART DISEASE AND CANCER.

PART VI, LINE 5:

THE MISSTION OF DAY KIMBALL HEALTHCARE IS TC MEET THE HEALTH

NEEDS OF OUR COMMUNITY THROUGH QUR CORE VALUES OF CLINICAL QUALITY,

CUSTOMER SERVICE, FISCAL RESPONSIBILITY AND LOCAL CONTROL. DAY KIMBAILL

HEALTHCARE IS GOVERNED BY A BOARD OF DIRECTORS COMPRISED OF COMMUNITY

MEMBERS AND PHYSICIANS. THE MEDICAL STAFF IS OPEN TO ALL PHYSICIANS IN

THE COMMUNITY WHO MEET MEMBERSHIP AND CLINICAL PRIVILEGE REQUIREMENTS.

INPATIENT, OUTPATIENT AND EMERGENCY SERVICES THAT ARE MEDICALLY NECESSARY

ARE PROVIDED TO ALL PATIENTS REGARDLESS OF THEIR ABILITY TO PAY.

PART VI, LINE 6:

DAY KIMBALI HEALTHCARE HAS A RELATIONSHIP WITH UMASS MEMORIAL

Schedule H {Form 990}

332271
08-13-13

54
09550720 794336 DAYKIMBALL 2013.06000 DAY KIMBALL HEALTHCARE, INC DAYKIMBI1




Schedule H (Form 990) DAY KIMBALL HEALTHCARE, INC. 06-0646599 Ppagos

fI] Supplemental Information (continuation)

MEDICAL CENTER AS ITS TERTIARY CARE SITE. WHEN PATIENTS' CARE REQUIRES

SPECIALIZED TREATMENTS, DAY KIMBALL COLLABORATES WITH PROMINENT MEDICAL

CENTERS TO PROVIDE THE CARE THEY NEED. FOR INSTANCE, DAY KIMBALL PARTNERS

WITH UMASS MEMORIAL MEDICAL CENTER IN WORCESTER, MA FOR CARDIAC CARE AND

HAS DEVELOPED A SYSTEMATIC APPROACH TO STABILIZING AND TRANSPORTING HEART

ATTACK PATIENTS TO UMASS FOR FURTHER TREATMENT.

Schedule H {Form 990)
332271
08-13-18
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SCHEDULE J Compensation Information

(Form 990} For certain Officers, Directors, Trustees, Key Employees, and Highest
Compensated Employees
p- Complete if the organization answered "Yes" on Form 990, Part IV, line 23.

OMB No. 1545-0047

2013

Department of the Treasury P Attach to Form 990. P See separate instructions.

Internal Revenue Service P Information about Schedule J (Form 990) and its instructions is at www i gov/ifomaan :

Name of the crganization Employer identification number
DAY KIMBALL HEALTHCARE, INC. 06-0646599

Questions Regarding Compensation

1a Check the appropriate box(es) if the organization provided any of the following to or for a person listed in Form 880,
Part VII, Section A, line 1a. Complete Part Il to provide any relevant information regarding these items.

First-class or charter travel D Housing allowance or residence for personal use -
!_—_I Travel for companions l:| Payments for business use of personal residence
Tax indemnification and gross-up payments [:l Health or sociat club dues or initiation fees
|____J Discretionary spending account [:] Personal services (e.g., maid, chauffeur, chef)

b If any of the boxes on line 1a are checked, did the organization follow a written policy regarding payment or
reimbursement or provision of all of the expenses described above? If "No," complete Part 1il to explain

2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all directors,
trustees, and officers, including the CEG/Executive Director, regarding the items checked in line 1a?

3 Indicate which, if any, of the following the filing organization used to establish the compensation of the organization's
CEO/Executive Director. Check all that apply. Do not check any boxes for methods used by a related organization to
establish compensation of the CEO/Executive Director, but explain in Part 1.

Compensation comimittee [ written employment contract
[j Independent compensation consultant |::| Compensation survey or study
Form 990 of other organizations I::I Approval by the board or compensation committee

4 During the vear, did any person listed in Form 280G, Part VII, Section A, line 1a, with respect to the filing
organization or a related organization:

a Receive a severance payment or change-of-control payment?

b Participate in, or receive payment from, a supplemental nonqualified retirement plan? ___

¢ Participate in, or receive payment from, an equity-based compensation arrangement?

H "Yes" to any of fines da-c, list the persons and provide the applicable amounts for each item in Part lll.

Only section 501(c}{3) and 501(c)(4) organizations must complete lines 5-9.
5 For persons listed in Form 990, Part Vi1, Section A, line 1a, did the organization pay or accrue any compensation
contingent on the revenues of:
a The organization?
b Any related organization?
If "Yes" to line 5a or 5b, describe in Part lil.
6 For persons listed in Form 890, Part VI, Section A, line 14, did the organization pay or accrue any compensation
contingent on the net earnings of:
a The organization?
b Any related organization?
If "Yes" to line Ba or 6b, describe in Part Il
7 For persons listed in Form 990, Part VI, Section A, line 1a, did the organization provide any non-fixed payments
not described in lines 5 and 67 if “Yes," describe in Part IH
8 Woers any amounts reported in Form 890, Part Vil, paid or accrued pursuant to a contract that was subject to the
initial contract exception described in Regulations section 53.4958-4(a}(3)? If “Yes," describe in Part Hi
9 If "Yes" to line 8, did the organization also follow the rebuttable presumption procedure described in

Bagulations SeCtion S A0 8-00C) T L o

Yes { No

LHA For Paperwork Reduction Act Notice, see the Instructions for Form 920. Schedule J (Form 990) 2013
332111
09-13-13
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Schedul_e J {Form 980} 2013

DAY KIMBALL HEALTHCARE,

INC.

06-0646599

‘Bart i Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees. Use duplicate copies if additional space is needed.

Page 2

For each individual whose compensation must be reporied in Schedule J, repart compensation from the organization on row (i) and from related organizations, described in the instructions, on row (i
Do nat list any individuals that are not fisted on Form 990, Part VIl

Note. The sum of colurrns (B)I)-(iii) for each listed individual must equal the total amount of Form 990, Part VI, Section A, line 1a, appkcable column (5} and {F) amaounts for that individual,

{B} Breakdown of W-2 and/or 1089-MISC compensation

{C) Retirement and

{D} Nontaxable

{E} Total of columns

{F) Compensation

- — other defered benefits (B)i-{D) reported as deferred
(A) Name and Title conmoncgion | Uhoeve. | reporame | cOPenSon in prior Form 590
compensation compensation

(1) ROBERT B. SMANTK,K FACHE m{ 3%7,109. 12,000. 35,718, 22,950. 15,947, 483,724, 0.
PRESIDENT & CEO (i} Q. 0. G. 0. 0. 0. 0.
(2) WILLIAM JOHNSON i) 26,400, 0. 0. 0. 0. 26,400. 0.
DIRECTOR gy 212,210. 0. 39,681. 6,866, 15,518. 274,275, 0.
(3) DONALD ST. ONGE ] 217,120. 0. 0. 3,331. 15,618, 236,069, 0.
COC/CHO (i} 0. 0. 0. 0. 0. 0. 0.
(4) DOUGLAS WAITE, MD ml 295,020. 0. 0. 7,650. 21,241, 323,911, 0.
VP OF MED, AFFATRS (TEROUGH 12/13) [fi} 0. 0. 0. 0. 0. 0. 0.
(5) JULIE DROUTN | 186,0C01. 0. 0. 5,754. 22,103, 213,858, 0.
VP OF FINANCE {THROUGH 12/13) {ii} 0. 0. 0. 0. 0. 0. 0.
(6) MANTSH SAPRA | 187,143. Q. 7,000. 5,900. 14,213, 214,256, 0.
MENTAL HEALTH PHYSICIAN (i} 0. 0. 0. 0. 0. 0. 0.
(7) JOHN MODTCA al 3150,486. 0. 104,553. 13,620. 13,046, 281,715, 0.
TCU PHYSICIAN {ii} 0. 0. 0. 0. 0. 0. 0.
(8) AMIT RATHI @l 216,219. 0. 0. 6,579. 15,001. 237,799, 0.
MENTAL HEALTH PHYSICIAN i) 0. 0. 0. 0. C. . 0. 0.
(9) SARA JANE DEASIS ml 204,683. 0. 5,000. 4,790, 14,972, 229,445, 0.
MENTAL HEALTH PHYSICIAN {H) 0. 0. 0. 0. C. 0. 0.
(10} STEPHEN BURKE i 154,152, 0. 0. 3,591. 22,180. 179,933, 0.
CORPORATE CONTROLLER {ii) 0. 0. 0. 0. C. G. 0.
(11) JOHN P, MILLER mi 124,790. 0. 0. 3,B60. 15,410. 144,060, 0.
HR DIRECTOR - FORMER CHAIRMAN {ii) 0 0. 0. 0. 0. 0. G.

®

1)

®

i

U}

i)

i)

{if)

{i)

fii}
Schedule .J {Form 990} 2013
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dule J (Form 990} 2013 DAY RIMBALL HEALTHCARE, INC.
1il| Supplemental information

06-0646599

Page3

Provide the information, explanation, or descriptions required for Part |, lines 1a, 1b, 3, 4a, 4b, 4¢, 5a, 5b, 8a, 6b, 7, and 8, and for Part Il. Also complete this part for any additional inforrmation.

PART I, LINE 4B:

ROBERT SMANIK, $35,718 PAYMENT RECEIVED FOR 4537(F) PLAN,

INCLUDED IN W-2 WAGES AS REPORTED ON THIS RETURN, WHICH INCLUDES A GROSS-UP

FOR TAXES.

Schedule J {Form 990) 2013
232113

068-13-13
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SCHEDULE K
{Form 95()

L s it of the Treas:
emal Rovenue Serwice, || - Attach to Form 990. B See separate instructions.

Supplemental Information on Tax-Exempt Bonds
P Complete if the organization answered "Yes" on Form 990, Part IV, line 24a. Provide descriptions,
explanations, and any additional information in Part V1.

B Information about Schedule K {Form 990 and its insiructions Is at wunw jre goifonnaan

OMB No. 1545-0047

2013

Iniemal Ravenue Service
Name of the arganization Employer |denuﬁca1:|on number
DAY KIMBALL HEALTHCARE, INC. 06-0646599
Bond | SEE PART VI FOR COLUMN (F) CONTINUATIONS
{a) Issuer name {b) lssuer EIN {c} CUSIP # (d) Date issued (e) Issue price {f) Description of purpose (g) Defeasedl{h) On behalf] {i) Pooled
otissuer { financing
Yes | No [Yes ! No | Yes | No
EMERGENCY
s CHEFA SERIES B 06-0806186R0OTTAYPCH 06/06/13 30330000.PEPARTMENT EXPANS] X X X
B
C
Proceeds
A B B
1 Amount of bonds retired
2 Amount of bonds legally defeased
3 Totai procseds of issue ... 30,330,000,
4 Gross proceeds in reserve funds 2,340,522,
5 _ Capitalized interest from proceeds 1 r 170 r 295,
6 Proceeds in refunding escrows
7 lssuance costs from proceeds 606 i 600.
8 Credit enhancement from proceeds
9 Working capital expenditures from proceeds
10 Capital expenditures from proceeds 16,723,350.
11 Other spent proceeds
12  Other unspent proceeds . 3,824.
13 Year of substantial compietion 2014
Yes No Yes No Yes No Yes No
14 Woere the bonds issued as part of & current refunding issue? X
15  Ware the bonds issued as part of an advance refunding issue? ... . ... X
16 Has the final allocation of proceeds been madae? X
17 Dues the organization maintaln adequate books and records o support the final of procesds? .. X
¢ Private Bt Use
A B D
1 Was the organization & partner in a partnership, or a member of an LLC, Yes Na Yes No Yes No Yes No
which owned property financed by tax-exempt bonds? ... X
2 Arethere any lease arangements that may result in private busmess use of
bondfinanced property? ... X
1o-0a.12 LHA For Paperwork Reductlnn Act Notlce, see the Inslructluns for Form 990 59 Schedule K (Form 990) 2013




Schedule K (Farm 890) 2018 DAY KIMBALL HEALTHCARE, INC.

06-0646599

Page2

Private Business Use (Coniinued)

3a Arethere any management or service contracts that may result in private
business use of bondfinanced property? ...

Yes

No

b If “Yes® to line 3a, does the organization routinely engage bond counsei or other cutside

counsel to review any rmanagement or service contracts relating to the financed praperty?
¢ Are there any research agreements that may result in private business use ef bond-financed property?

d If "Yes" to line 3¢, does the organization routinely engage bond counsel or other autside
counsel 1c review any research agreements relating to the financed property? ... ...

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 oriocal govemment .. P

%

%

%

5 Enter the percentage of financed property used in a private business tse as a result of
unrelated frade or business activity carried on by your organization, another
section 501 (c)(3) organization, or a state or local government ... P

%

%

%

6 Totaloflines 4and 5

%

%

7 Does the bond issue meet the private security or payment test?

8a Has thera been a sale or disposition of any of the bond-financed property to a non-
governmental person other than a 501(c}{3) organization since the bonds were issued?

b If “Yes” to line 8a, enter the percentage of bond-financed property sold or disposed
of

%

%

¢ If "Yes" to line 8a, was any remedial acticn taken pursuant to Regulations sections
1.14112and 114527 ...

9 Has the organization established written procedures to ensure that all nonqualified
bonds of the issue are remediated in accordance with the reguirements under
Regulations sections 1.141-12 and 114527 .o

PE

Arbitrage

1 Has the issuer filed Form 8038-T, Arkitrage Rebate, Yield Reduction and
Penalty in Lieu of Arbitrage Rebate?

Ne

Yes

No

Yes

No

2 If "No" to line 1, did the folowing apply?

a Rebatenotdueyet? ...

b Exception to rebate?

c_No rebate due?

if you checked "No rebate due" in line 2c, provide in Part VI the date the rebate
computation was performed

3 Isthe bond issue a variable rate issue? . ... ..o

4a Has the organization or the governmental issuer entered into a qualified
hedge with respect to the bond issue?

b Name of provider .........cocoiiiieee e

c_Termofhedge ...

d_Was the hedge superintegrated? .

e_Was the hedge terminated?

212,
10-09-13

Schedule K {Form 990) 2013




Schedule K {Forrm 990) 2013 DAY KIMBALL HEALTHCARE, INC. 06-06465589

Page 3

UPHEAIV Arbitrage (Continued)

A B

Yes Neo Yes No

No

Na

Sa_Were gross proceeds invested in a guaranteed investment contract (GICY? .. ... .. X

b Narme of provider

c TemofGIC ... =

d Wasthe regulatory safs harbor for establishing the fair market value of the GIC satisfied?

6 Were any gross proceeds invesied beyond an available temporary perod? ... X

7 Has the organization established written procedures to monitor the requirements of
section 1487 ... X

Procedures To Undertake Comrective Action

Yes No Yes No

Yes

No

Yes

Has the organization established written procedures to ensure that violations of
federal tax requirements are timely identified and corrected through the voluntary
closing agreemsnt program if self-remediation is not available under applicable
regulations? .............

P, /I: Supplemental Information. Provide additionat information for responses to questions on Schedule K (see instructions).

SCHEDULE K, PART T, BOND ISGUES:

(A} 1S5UBR NAME: CHEFA SERIES B

(F) DESCRIPTICN OF PURPOSE: EMERGENCY DEPARTMENT EXPANSION AND RENOVATION

TR
10-09-13
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SCHEDULE M Noncash Contributions OME No. 1546 0047
{Form 990)
> Complete if the crganizations answered "Yes" on Form 990, Part IV, lines 29 or 30.
Departmeant of the Treasury P Attach to Form 990,

internal Revenue Service

2013

P Information about Schedule M (Form 990) and its instructions is at v irs gov/

Name of the organization

Employer identification number

-
-0 0 8 N0 AW -

12
13

14
15
16
17
18
19

21

DAY KIMBALL HEALTHCARE, TINC. 06-0646599
Types of Property
(a) (b} {c} (d}
Check if Number of Noncash contribution Method of determining
applicable | contributions or | amounts reported on noncash contribution amounts

items contributed| Form 990, Part Vill, line 1g

Art - Works of art

Art - Historical treasures

Art - Fractional interests

Books and publications .

Clothing and hoiusehold goods

Cars and other vehicles

Boats and planes

Intellectual property

Securities - Publicly traded

Securities - Closely held stock

Securities - Partnership, LLGC, or
trust interests

Qualified conservation contribution -
Historic structures

Qualified conservation contribution - Other

Real estate - Residential

Real estate - Gommerciat

Rsal estate - Other

Collectibles .

Food inventory

Drugs and medical supplies X 2 632,747, [COST

Taxidermy

Historical artifacts .

Scientific specimens

24 Archeological artifacts ...
25 Other P (WIC VOUCHERS ) X 1 628,926. PROGRAM VOUCHERS
26 Other P )
27 Other P ¢ )
28 Other P )
29  Number of Forms 8283 received by the organization during the tax year for contributions
for which the organization completed Form 8283, Part IV, Donee Acknowledgement 29
30a During the vear, did the organization receive by contribution any property reported in Part i, lines 1 - 28, that it must hold for

31
32a

b
33

at least three years from the date of the initial contribution, and which is not required to be used for exempt purposes for

the BREIre OGP OO Y e ettt |

If "Yes," describe the arrangement in Part |l
Does the organization have a gift acceptance policy that requires the review of any non-standard contributions?

Does the organization hire or use third parties or related organizations to solicit, process, or sell noncash

GO U IS ? e e
If "Yes," describe in Part .

If the organization did not report an amount in column (c) for a type of property for which column (@) is checked,

describe in Part I

LHA

332141

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule M {Form 990) (2013)
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Shmmemmmmgm»@mm DAY KIMBALL HEALTHCARE, INC.

06-06465989 Page2

this part for any additionai information.

Suppiemental Information. Provide the information required by Part 1, lines 30b, 32b, and 33, and whether the organization
is reporting in Part 1, column (b}, the number of contributions, the number of items received, or a combination of both. Also complete

SCHEDULE M, LINE 33:

NON-CASH CONTRIBUTIONS OF VACCINES AND WIC PROGRAM

VOUCHERS WERE NOT INCLUDED AS REVENUE IN THE ORGANIZATICN'S FINANCIAL

STATEMENTS.

Schedule M (Form 990) (2013}
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OMB No. 1545-0047

SCHEDULE O Supglemental Information to Form 990 or 990-EZ

(Form 990 or 890-EZ) omplete to provide information for responses to specific questions on 20 1 3

Form 990 or 990-EZ or to provide any additionat information.
p Attach to Form 990 or 990-EZ,

Department of the Treasury
Internal Revenue Service P informati

Name of the organization Employer identification number

DAY KIMBALL HEALTHCARE, INC. 06-0646599

F0-EZ) and jts jnstructio

FORM 990, PART VI, SECTION A, LINE 7A:

THE HOSPITAIL HAS MORE THAN 400 CORPORATORS WHO ARE DEDICATED

TO THE HOSPITAL'S MISSION. CORPORATORS ARE INDIVIDUALS INTERESTED IN THE

PURPOSES OF THE HOSPITAL AND REPRESENT THE COMMUNITIES SERVED. CORPORATORS

HAVE THE RIGHT TO PARTICIPATE IN THE ELECTION OF DIRECTORS AND OFFICERS.

FORM 990, PART VI, SECTION B, LINE 11:

THE FORM 990 IS REVIEWED BY ROBERT SMANIK, PRESIDENT, AND

DOUGLAS GLAZIER, INTERIM CFO, PRIOR TO FILING. A COPY OF THE 9350 IS MADE

AVAILABLE T0O ALL BOARD MEMBERS.

FORM 990, PART VI, SECTION B, L.INE 12C:

EVERY JANUARY THE BOARD OF DIRECTORS ARE REQUIRED TO FILL OUT

A CONFLICT OF POLICY DISCLOSURE FORM. IF ANY CHANGE IN THE FORM ARISES

THROUGHOUT THE YEAR THEY ARE REQUIRED TO REPORT THE CHANGE PROMPTLY TO THE

CHAIR OF THE BOARD OF DIRECTORS OR THE PRESIDENT OF DAY KIMBALL HEALTHCARE.

FORM 990, PART VI, SECTION B, LINE 15:

DAY KIMBALI, HEALTHCARE PARTNERS WITH AN EXTERNAL CONSULTANT TO

ANALYZE ALL LEVELS OF COMPENSATION WITHIN THE ORGANIZATION. THIS ENABLES

US TO ENSURE THAT THERE IS A SOLID FRAMEWORK TO MAKE EFFECTIVE, CONSISTENT,

STRATEGIC AND OPERATIONAL COMPENSATION DECISIONS THAT IMPACT OUR EMPLOYEES

FOR THE SUPPORT THEY PROVIDE TO THE OVERALL MISSTION AND STRATEGY OF DAY

KTMBALL HEALTHCARE. ANY CHANGES THAT INVOLVE SIGNIFICANT FINANCIAL

ADJUSTMENTS ARE PRESENTED TO THE BOARD OF DIRECTORS FOR APPROVAL.

332211

LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O {Form 990 or 990-EZ} {2013)
05-04-12 .
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Schedule O (Form 290 or 990-E7) {2013) Page 2
Name of the organization : Employer identification number

DAY KIMBALL HEALTHCARE, INC. 06-0646599

FORM 950, PART VI, SECTION C, LINE 19:

THE ORGANIZATION MAKES ITS GOVERNING DOCUMENTS, CONFLICT OF

INTEREST POLICY, AND FINANCTIAL STATEMENTS AVAILABLE TO THE PUBLIC UPON

REQUEST.

FORM 950, PART XI, LINE 9, CHANGES IN NET ASSETS:

CHANGE IN PERMANENTLY RESTRICTED NET ASSETS 41,939.

CHANGE IN FUNDS HELD IN TRUST L 95,016.

PENSTION RELATED CHANGES OTHER THAN NET PERIOEIC PENSION

COST -6,094,072.
NON-QPERATING GAINS 519,164.
TRANSFER TO DAY KIMBALL MEDICAL GROUP -3,164,311.
CHANGE IN INVESTMENT IN AFFILIATES -5,230,275,
TOTAL TOC FORM 950, PART XI, LINE 9 -13,832,539.

FORM 990, PART XI, LINE 2C:

THE FINANCE COMMITTEE OF THE BOARD HAS THE RESPONSIBILITY

FOR THE SELECTION OF INDEPEDENT ACCOUNTANTS AND OVERSIGHT OF THE AUDILIT

OF THE ORGANTIZATION'S FINANCIAL STATEMENTS.

000413 Schedule O (Form 990 or 990-EZ) (2013)
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SCHEDULE R
{Form 990}

Depertment of the Treasury
Internal Revenue Servica

p-Complete if the organization answered "Yes" on Form 290, Part IV, line 33, 34, 35b, 36, or 37.
P g

P-Information about Schedule R {Form 990} and its insiructions is at s irs cov/fammgan

OMB No, 1545-0047

Related Organizations and Unrelated Partnerships

- Attach to Form 990, P See separate instructions.

Name of the organization

Empltoyer identification number

DAY KIMBALL HEALTHCARE, INC. 06-0646599
Identification of Disregarded Entities Complete if the organization answered *Yes" on Form 980, Part IV, line 33.
(a} (b} {c) (d) (e) L}
Name, address, and EIN (if applicabie) Primary activity Legal domiciie (state or Total incame End-cf-vear assets Direct controliing
of disregarded entity foreign country) entity

PHYSICIAN SERVICES OF NORTHEAST CCONNECTICUT,
LLC - 26-2565787, 45 GREEN HOLLOW ROAD, DAY KIMBALL HEALTHCARE,
DENIELSON, CT 06239 PHYSICIAN SERVICES CONNECTICUT -49,693, 6 Jrwe,

identification of Related Tax-Exempt Organiza
organizations during the tax year.

tions Complets if the organization answered "Yes" on Form 920, Part IV, line 34 becauss it had one or more related tax-exempt

=) . o . [c) (d) _{e} ) _ 0 ) Seciion(?‘\)z(b)na]
Name, address, and EIN Primary activity Legal domicile (state or Exemnpt Code { Public charity Direct controlling controlled
of related organization foreign country) section status {if section entity antity?
501cH3) Yes | No

DAY KIMBALL HOMEMAKERS - 06-1136893
320 PCMFRET STREET HOMEMAKER AND CHORE pPAY KTMBALL
PUTNAM, CT 06260-1836 [COMPANION SERVICES FormEcTICUT Fo1(C)(3) 3] EEALTHCARE, INC, X
DAY RKIMBALL MEDICAL GROUP, INC, - 45-4077626
320 POMFRET STREET PAY KIMBATYL
PUTHEM, CT 06260-1836 FEYSICIAN SERVICES CONNECTICUT 501(C) (3} B FIEATTHCARE , INC, X
For Paperwork Reduction Act Notice, see the Instructions for Form 990, Schedule R (Form 880) 2013
Gorre LHA 66




Schedule & {Form 290) 2013 DAY KIMBALL HEALTHCARE, INC. 06-0646589 Page 2
Identification of Related Organizations Taxable as a Partnership Complete if the organization answered "Yes" on Form 990, Part IV, line 34 because it had one or more related
organizations treated as a partnership during the tax year.

(a) (b} (c} () {e} n {9 {h} U] il {k}
Name, address, and EIN Primary activity d';f"?';‘i“s Direct controlling | Predominantincome | Share of total Share of Disproportionate | Code V-UBI  Jesnesal ofPercentage
of related organization {state or entiy ({Ekﬂe{i. unrelated, income end-of-year doalionsy | Aount in box ownership
Toreign excludad fram tax under assets 20 of Schadule |rarner?
country sections 512-514) Yes | No | K1 (Form 106E) [YegNo

Identification of Related Organizations Taxable as a Corporation or Trust Complete if the organization answered "Yes" on Form 990, Part [V, line 34 because it had one or more related
arganizations treated as a corporaticn or trust during the tax year.

(@) {b) fc) -{d} (e) 4] ) {h) sgtcim
Name, address, and EIN Primary activity Legal domiclle | Direct controling | Tvpe of entity Share of total Share of Percentagef 51213
of related organization © entity (Ccomp, S cop, incame end-of-year [ownership| coniroiied
;gumr:lgrr;’) or frust) assels entity
Yes | No
67 Schedule R (Form 990) 2013

332162 09-12-33




Schedule B (Form 920) 2013~ DAY KIMBALIL HEALTHCARE, INC.

06-0646599  pages

Transactions With Related Organizations Complete if the organization answered *Yes" on Form 980, Part iV, line 34, 35b, or 36.

Note. Compleie line 1 if any entity is listed in Parts {l, lIl, or IV of this schedule.
1 During the tax year, did the organization engage in any of the following transactions with one or more related organizations listed in Parts 11-V?

Receipt of (i} interest (if) annuities (iii) royatties or {iv) rent from a comtrolled @NTY ettt et e

a

b Gift, grant, or capital contribiiion to related organization(s)

¢ Gift, grant, or capital contribution from related organization(s}
d Loans or loan guarantees to or for related organization(s}
e Loans or loan guarantees by related organization(s)

Dividends from related OrganiZation ) | e

f

g Sale of assets to related organization(s)
h Purchase of assets from related organization(s)
i Exchange of assets with related organizationis)

j Lease of faciliies, equipment, or other assets to refated organization(s)

=

{ eage of facilities, equipment, or other agsets from related organizationtsy
Performance of services or membership or fundraising solicitations for related organization(s) __
Performance of services or membership of fundraising solicitations by related organization{s}
Sharing of facilities, equipment, mailing fists, or other assets with related organization{s} .
Sharing of paid employees with refated organization(s)

e 33 =

h=]

Reimburserment paid to related organization(s) for expenses e
q Reimbursement paid by related organization S for 6PN e

r  Cther transfer of cash or property to related organization(s} ir X
s _Other fransfer of cash ar property from related organization{s) _ N 1s X
2 lfthe answer to any of the above is "Yes," see the instructions for information on who must complete this ling, including covered relationships and transaction thresholds.
{a) L (b} {c) (d)
Name of related organization Transaction Amount invelved Methed of determining amount involved
type (a-s}

(1 DAY XIMBALL MEDICAL GROUP, INC. B 4,071,500 RACTUAL
(zy DAY KIMBALL MEDICAL GROUP, INC. C 213,389 .IACTUAL
(3 DAY KTIMBALL MEDICAL GROUP, INC, ) 2,682,964 .ACTUAL
(@) DAY KTIMBALL MEDICAL GROUP, TINC. K 481,339 .iALIaOCATED COST
{5 DAY KIMBALI. HOMEMAKERS Q 54,506 .]ACTUAL
(5]
332163 09-12-13 68 Schedule R {(Form 990} 2013




Schedule R (Formoon) 2013 DAY KIMBALL HEALTHCARE, INC. 06-0646599 Page 4

Unrelated QOrganizations Taxable as a Partnership Complete if the organization answered "Yes" on Form €90, Part IV, fine 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 ceriain investment partnerships.

(a) ] { (d) (e) in {a} (h} 0] i {k} B
Name, address, and EiN Primary activity Legal domicile | Predominant incame [y acase | Share of Share of Dispropor-]  Code V-UBl __[Senerat orlParcentage
of entity (state or foreign g:éal:fddéd”?r:,er:ﬂ%i- e total enc-ofyear |k aggostclzweldnutl!gﬁ ,216 parimert | CWNErShip
) coLntry} under section 512-514) YeS'ND income assefs lreslno] {Form 1065) fesino

Schedule R {Form 990} 2013
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Schedule R (Form 990) 2013 DAY KIMBALI. HEALTHCARE, INC. 06~0646589 pages
‘Part VI | Supplemental Information
Provide additional information for responses to questions on Schedule R (see instructions).

332165 09-12-13 Schedule R {Form 990) 2013
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Form 8868 (Hev. 1-2014) i Page 2

® if you are filing for an Additional {Not Automatic) 3-Month Extension, complete only Part lNand checkthisbox
Note. Only compiete Part It if you have already been granted an automatic 3-month extension on a previously filed Form 8868.

e If you are filing for an Automatic 3-Month Extension, compiete only Part 1 {on page 1).

] Additional (Not Automatic) 3-Month Extension of Time. Only file the original (no copies needed).

Enter filer’s identifying number, see instructions

Type or Name of exempt organization or other filer, see instructions. Employer identification number {EIN} or
print
Fleoythe DAY KIMBALL HEALTHCARE, TINC. 06-0646599
g::gdfsz:w Number, street, and reom or suite no. If a P.0. box, see instructions. Social security number {SSN)
return. See 3 2 0 POI'IFRET STREET
instructions. | iy, town or post office, state, and ZIP code. For a foreign address, see instructions.

PUTNAM, CT 06260

Enter the Retum code for the retum that this application is for (file a separate application for each return}

Application Return | Application Return
Is For Code JlisFor Code
Form 990 or Form 990-EZ ot §

Forrm 990-BL 02 Form $041-A 03
Form 4720 (individual} 03 Form 4720 {other than individual} 09
Form 990-PF 04 Form 5227 10
Form 980-T {sec. 401(a) or 408(a) trust) 05 Form B0&9 11
Form 990-T {trust other than above) 06 Form 8870 12

STOP! Do not complete Part Il if you were not already granted an automatic 3-month extension on a previously filed Form 8868.

DOUGLAS P. GLAZIER
® The books are inthe care of p 320 POMFRET STREET -~ PUTNAM, CT 06260

Telephone No. - (860) §28-6541 Fax No. }(860) 928-5341
® I the organization does not have an office or place of business in the United States, checkthisbox . ... ... > L]
# [f this is for a Group Return, enter the organization’s four digit Group Exemnption Number (GEN) . If this is for the whole group, check this

box D . H it is for part of the group, check this box P> D and attach a list with the names and EINs of all members the extension is for.
4 | request an additional 3-month extension of time untit AUGUST 15, 2015 .
5  For calendar year , o other tax year beginning  QCT 1, 2013 ,and ending SEP 30, 2014
6 If the tax year entered in line 5 is for less than 12 months, check reason: LJ Initial return J_J Final retum
Change in accounting period
7  State in detail why you need the extension

ADDITIONAL TIME IS REQUIRED TO PREPARE A COMPLETE AND ACCURATE RETURN
AND TO ALLOW ADEQUATE TIME FOR THE BOARD TO REVIEW PRIOR TO FILING.

8a I this application is for Forms 990-BL, 990-PF, 996-T, 4720, or 8069, enter the tentative tax, less any
nonrefundable credits. See instructions.
b If this application is for Forms 980-PF, 990-T, 4720, or 6069, enter any refundable credits and estimated
tax payments made. Include any prior year overpayment allowed as a credit and any amount paid
previously with Form 8868. 8b| 8§ 0.
¢ Balance due. Subtract line 8b from line 8a. Include your payment with this form, if required, by using
EFTPS (Electronic Federal Tax Payment System). See instructions. 8c | & 0.
Signature and Verification must be completed for Part H only.
Under penalties of perjury, | declare that | have examined this form, inciuding accempanying schedules and statements, and to the best of my knowledge and helief,
it is trae, correct, and complete, and that [ am autharized to prepare this form.

Signature Title - CPA Date

Form 8868 (Rev. 1-2014)

3z2ag42
12-31-13
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