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990
&

Department of the Treasury
Internal Revenue Service

Return of Organization Exempt From Income Tax

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

benefit trust or private foundation)

OMB No 1545-0047

2010

*Th t h t fth turn t tisfy stat " ¢ Open to Public
€ organization may nave (o use a copy o IS return to satisty state reporting requirements Inspection

A For the 2010 calendar year, or tax year beginning 01-01-2010

and ending 12-31-2010

B Check If applicable
I_ Address change

C Name of organization
PROVENA HOSPITALS

D Employer identification number

36-4195126

|_ Name change

Doing Business As

E Telephone number

I_ Initial return

|_ Terminated

Number and street (or P O box if mail i1s not delivered to street address)
9223 WEST ST FRANCIS ROAD

Room/suite

(815)469-4888

I_ Amended return

|_ Application pending

City or town, state or country, and ZIP + 4

FRANKFORT, IL 60423

G Gross receipts $ 1,118,705,459

F Name and address of principal officer

Anthony Filer

19065 Hickory Creek Drive

Mokena,IL 60448

I Tax-exempt status

M s01(c)3) T 501(c) (

) 4 (insert no )

[~ 4947(a)(1) or [ 527

J Website: = www provena org

H(b) Are all affiiates included?

H(c)

H(a) Is this a group return for affiliates? l_ Yes |7 No

|_ Yes |_ No

If "No," attach a list (see Instructions)
Group exemption number &

K Form of organization |7 Corporation I_ Trust I_ Association I_ Other

L Year of formation 1997

M State of legal domicile IL

Summary

TECHNO

LOGIES

1 Briefly describe the organization’s mission or most significant activities
THE ORGANIZATION STRIVES TO MAINTAIN AND IMPROVE THE HEALTH OF THE COMMUNITIES IT SERVES BY
PROVIDING SERVICES THAT EMPHASIZE AVOIDING ILLNESS THROUGH PREVENTIVE CARE AND STATE-OF-THE-ART

ACTIVNIES & GoYellialice

2 Check this box M if the organization discontinued its operations or disposed of more than 25% of its net assets
3 Number of voting members of the governing body (Part VI, line 1a) 3 15
4 Number of iIndependent voting members of the governing body (Part VI, line 1b) 4 14
5 Total number of Individuals employed in calendar year 2010 (Part V, line 2a) 5 8,333
6 Total number of volunteers (estimate If necessary) 6 2,133
7aTotal unrelated business revenue from Part VIII, column (C), line 12 7a 3,006,522
b Net unrelated business taxable income from Form 990-T, line 34 7b 0
Prior Year Current Year
Contributions and grants (Part VIII, line 1h) 3,727,459 3,897,876
% 9 Program service revenue (Part VIII, line 2g) 1,132,832,621 1,099,490,773
% 10 Investment income (Part VIII, column (A), ines 3,4, and 7d) 1,369,419 2,331,917
= 11 Other revenue (Part VIII, column (A), ines 5,6d, 8c,9c, 10c,and 11e) 6,462,913 12,139,052
12 Total revenue—add lines 8 through 11 (must equal Part VIII, column (A), line
12) .. . 1,144,392,412 1,117,859,618
13 Grants and similar amounts paid (Part IX, column (A), ines 1-3) 0 108,667
14 Benefits paid to or for members (Part IX, column (A), line 4) 0 0
15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-
$ 10) 439,668,163 455,649,344
% 16a Professional fundraising fees (Part IX, column (A), ine 11e) 48,510 36,015
E b Total fundraising expenses (Part IX, column (D), line 25) »2,832,565
17 Other expenses (PartIX, column (A), ines 11a-11d, 11f-24f) 684,372,474 651,770,742
18 Total expenses Add lines 13-17 (must equal PartIX, column (A), line 25) 1,124,089,147 1,107,564,768
19 Revenue less expenses Subtract line 18 from line 12 20,303,265 10,294,850
E$ Beginning of Current End of Year
g% Year
EE 20 Total assets (Part X, line 16) 841,206,423 850,791,814
.;'E 21 Total lhlabilities (Part X, line 26) 222,379,525 226,154,854
ZI-? 22 Net assets or fund balances Subtract line 21 from line 20 618,826,898 624,636,960

Signature Block

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

knowledge.
’ A 2011-10-26
Sign Signature of officer Date
Here ANTHONY J FILER SENIOR VICE PRESIDENT, COO
Type or print name and title

Print/Type Preparer's signature Date Check If self- PTIN

preparer's name employed ¥ [~
Eald Firm’s name * KPMG LLP Firm's EIN b

reparer
P Firm’s address * 191 West Nationwide Blvd Ste 500 b
Use OnIy Phone no (614) 249-
2300
Columbus, OH 432152568

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

I_Yes I_No

For Paperwork Reduction Act Notice, see the separate instructions.

Cat No 11282Y

Form 990 (2010)



Form 990 (2010) Page 2

[EITEii] Statement of Program Service Accomplishments
Check If Schedule O contains a response to any question in this Part III . . . . . . . . . T

1 Briefly describe the organization’s mission

THE ORGANIZATION STRIVES TO MAKE AVAILABLE A FULL CONTINUUM OF SERVICES, BOTH PRIMARY AND SPECIALTY,
APPROPRIATE TO MAINTAIN AND IMPROVE THE HEALTH OF THE COMMUNITIES IT SERVES THESE SERVICES EMPHASIZE
AVOIDING ILLNESS THROUGH PREVENTIVE PRIMARY CARE, AS WELL AS OFFERING ACCESS TO THE ADVANCED AND STATE-OF-
THE-ART TECHNOLOGIES NECESSARY TO RESTORE HEALTH

2 Did the organization undertake any significant program services during the year which were not listed on
the prior Form 990 or 990-EZ? . . . . . . . . . . . . . . . . . . . . I_Yes |7No
If “Yes,” describe these new services on Schedule O

3 Did the organization cease conducting, or make significant changes in how it conducts, any program
services? . . . . . . . . . . . . . . . . . . . . . . . . . . |_Yes |7 No

If “Yes,” describe these changes on Schedule O

4 Describe the exempt purpose achievements for each of the organization’s three largest program services by expenses
Section 501 (c)(3) and 501 (c)(4) organizations and section 4947 (a)(1) trusts are required to report the amount of grants and
allocations to others, the total expenses, and revenue, iIf any, for each program service reported

da (Code ) (Expenses $ 906,358,227 including grants of $ 108,667 ) (Revenue $ 1,099,490,773)

THE HOSPITALS PROVIDED INPATIENT MEDICAL CARE, MATERNITY SERVICES AND CHARITY CARE THE HOSPITALS SERVED BOTH THE AGED AND THE POOR BY
PARTICIPATION IN THE MEDICARE AND MEDICAID PROGRAMS THE HOSPITALS PROVIDED OUTPATIENT SERVICES TO MEMBERS OF THE COMMUNITY REGARDLESS
OF ABILITY TO PAY

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

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

ad Other program services (Describe in Schedule O )
(Expenses $ including grants of $ ) (Revenue $ )

de Total program service expensesk$ 906,358,227

Form 990 (2010)
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11

12a

13

14a

15

16

17

18

19

20a

III

Page 3
m Checklist of Required Schedules

Yes No
Is the organization described in section 501 (c)(3) or4947(a)(1) (other than a private foundation)? If "Yes,” Yes
complete Schedule A'E 1
Is the organization required to complete Schedule B, Schedule of Contributors (see instruction)? ] 2 Yes
Did the organization engage In direct or indirect political campaign activities on behalf of or in opposition to No
candidates for public office? If "Yes,” complete Schedule C, Part I 3
Section 501(c)(3) organizations. Did the organization engage In lobbying activities, or have a section 501 (h) No
election in effect during the tax year? If "Yes,” complete Schedule C, Part II 4
Is the organization a section 501(c)(4), 501(c)(5), or 501 (c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-197 If "Yes,” complete Schedule C, Part 5
Did the organization maintain any donor advised funds or any similar funds or accounts where donors have the
right to provide advice on the distribution or iInvestment of amounts in such funds or accounts? If "Yes,” complete
Schedule D, Part I 6 No
Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas or historic structures? If "Yes,” complete Schedule D, Part II 7 No
Did the organization maintain collections of works of art, historical treasures, or other similar assets? If "Yes,”
complete Schedule D, Part 11T & . 8 No
Did the organization report an amount in Part X, line 21, serve as a custodian for amounts not listed in Part X, or
provide credit counseling, debt management, credit repair, or debt negotiation services? If "Yes,”
complete Schedule D, Part I 9 No
Did the organization, directly or through a related organization, hold assets Iin term, permanent,or quasi- 10 Yes
endowments? If "Yes,” complete Schedule D, Part
If the organization’s answer to any of the following questions 1s 'Yes,”then complete Schedule D, Parts VI, VII,
VIII,IX, or X as applicable
Did the organization report an amount for land, buildings, and equipment in Part X, inel0? If "Yes,” complete
Schedule D, Part V. %5 11a | 7°S
Did the organization report an amount for investments —other securities in Part X, line 12 that 1s 5% or more of
Its total assets reported in Part X, line 16? If "Yes,” complete Schedule D, Part VII.E 11b No
Did the organization report an amount for investments —program related in Part X, line 13 that 1s 5% or more of
Its total assets reported in Part X, line 16? If "Yes,” complete Schedule D, Part VIII.'E 1ic No
Did the organization report an amount for other assets in Part X, line 15 that 1s 5% or more of its total assets
reported in Part X, line 16? If "Yes,” complete Schedule D, Part IX.'E 11d No
Did the organization report an amount for other liabilities in Part X, line 25? If "Yes,” complete Schedule D, Part X.'E 11 Yes

e

Did the organization’s separate or consolidated financial statements for the tax year include a footnote that
addresses the organization’s liability for uncertain tax positions under FIN 48 (ASC 740)? If "Yes,” complete 11f Yes
Schedule D, Part X.
Did the organization obtain separate, independent audited financial statements for the tax year? If "Yes,”
complete Schedule D, Parts XI, XII, and XIII 12a No
Was the organization included in consolidated, independent audited financial statements for the tax year? If
“Yes,” and If the organization answered '‘No’to line 12a, then completing Schedule D, Parts XI, XII, and XIII 1s optional 12b | ves
Is the organization a school described in section 170(b)(1)(A)(1)? If "Yes,” complete Schedule E 13 .
Did the organization maintain an office, employees, or agents outside of the United States? 14a No
Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking, fundraising, business, and program
service activities outside the United States? If "Yes,” complete Schedule F, Parts I and IV . 14b No
Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or assistance to any
organization or entity located outside the U S ? If "Yes,” complete Schedule F, Parts II and IV . 15 No
Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or assistance to
individuals located outside the U S ? If "Yes,” complete Schedule F, Parts III and IV . 16 No
Did the organization report a total of more than $15,000, of expenses for professional fundraising services on 17 Yes
Part IX, column (A), ines 6 and 11e? If "Yes,” complete Schedule G, Part I (see instructions)
Did the organization report more than $15,000 total of fundraising event gross income and contributions on Part
VIII, lines 1c and 8a? If "Yes,” complete Schedule G, Part II 18 | Yes
Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a? If 19 No
"Yes,” complete Schedule G, Part III
Did the organization operate one or more hospitals? If "Yes,” complete ScheduleH . . . . . ‘E 20a | Yes
If “Yes” to line 20a, did the organization attach its audited financial statement to this return? Note. Some Form 20b | Yes

990 filers that operate one or more hospitals must attach audited financial statements (see instructions)

Form 990 (2010)
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Part II

v

Part I

and V, Iine 1

Page 4
m Checklist of Required Schedules (continued)

Did the organization report more than $5,000 of grants and other assistance to governments and organizations in 21 No
the United States on Part IX, column (A), line 1? If "Yes,” complete Schedule I, Parts I and II
Did the organization report more than $5,000 of grants and other assistance to individuals in the United States 22 v
onPartIX, column (A), line 2? If "Yes,” complete Schedule I, Parts I and III es
Did the organization answer “Yes” to Part VII, Section A, questions 3,4, or 5, about compensation of the v
organization’s current and former officers, directors, trustees, key employees, and highest compensated 23 es
employees? If "Yes,” complete Schedule ]
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-24d and "
complete Schedule K. If "No,” go to line 25 24a 0
Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? 24b
Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt bonds? 24c
Did the organization act as an “on behalf of” Issuer for bonds outstanding at any time during the year? 24d
Section 501(c)(3) and 501(c)(4) organizations. Did the organization engage 1n an excess benefit transaction with
a disqualified person during the year? If "Yes,” complete Schedule L, Part I 25a No
Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior
year, and that the transaction has not been reported on any of the organization’s prior Forms 990 or 990-EZ? If | 25b No
"Yes,” complete Schedule L, Part I
Was a loan to or by a current or former officer, director, trustee, key employee, highly compensated employee, or
disqualified person outstanding as of the end of the organization’s tax year? If "Yes,” complete Schedule L, 26 No
Did the organization provide a grant or other assistance to an officer, director, trustee, key employee, substantial
contributor, or a grant selection committee member, or to a person related to such an individual? If "Yes,” 27 No
complete Schedule L, Part III
Was the organization a party to a business transaction with one of the following parties? (see Schedule L, Part IV
instructions for applicable filing thresholds, conditions, and exceptions)
A current or former officer, director, trustee, or key employee? If "Yes,” complete Schedule L, Part

28a No
A family member of a current or former officer, director, trustee, or key employee? If "Yes,” N
complete Schedule L, Part IV 28b °
An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof) was N
an officer, director, trustee, or direct or indirect owner? If "Yes,” complete Schedule L, Part IV . 28c °
Did the organization receive more than $25,000 in non-cash contributions? If "Yes,” complete Schedule M'E 29 Yes
Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified "
conservation contributions? If "Yes,” complete Schedule M 30 °
Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes,” complete Schedule N, No

31
Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,” complete "
Schedule N, Part I1 32 0
Did the organization own 100% of an entity disregarded as separate from the organization under Regulations v
sections 301 7701-2 and 301 7701-3? If "Yes,” complete Schedule R, Part I 33 es
Was the organization related to any tax-exempt or taxable entity? If "Yes,” complete Schedule R, Parts II, III, IV, Ves

34
Is any related organization a controlled entity within the meaning of section 512(b)(13)? 35 "

o

Did the organization receive any payment from or engage in any transaction with a controlled entity within the
meaning of section 512(b)(13)? If "Yes,” complete Schedule R, Part V, Iine2 . . . ‘E [ Yes [¥ No
Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable related "
organization? If "Yes,” complete Schedule R, Part V, Iine 2 36 °
Did the organization conduct more than 5% of its activities through an entity that is not a related organization N
and that 1s treated as a partnership for federal iIncome tax purposes? If "Yes,” complete Schedule R, Part VI 37 °
Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11 and 197 v
Note. All Form 990 filers are required to complete Schedule O 38 es

Form 990 (2010)



Form 990 (2010)
m Statements Regarding Other IRS Filings and Tax Compliance

Page B

Check iIf Schedule O contains a response to any question in this Part V T
Yes No
1la Enter the numberreported in Box 3 of Form 1096 Enter -0- if not applicable
1a 634
b Enter the number of Forms W-2G included in line 1a Enter -0- If not applicable b
1 3
c Did the organization comply with backup withholding rules for reportable payments to vendors and reportable
gaming (gambling) winnings to prize winners? 1c
2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax
Statements filed for the calendar year ending with or within the year covered by this
return . . . . . v e e e e e e e e e e e e e e ] 2a 8,333
b If at least one 1s reported on line 2a, did the organization file all required federal employment tax returns?
2b Yes
Note. If the sum of lines 1a and 2a i1s greater than 250, you may be required to e-file (see instructions)
3a Did the organization have unrelated business gross income of $1,000 or more during the
year? 3a Yes
b If“Yes,” has it filed a Form 990-T for this year? If "No,” provide an explanation in Schedule O 3b Yes
d4a 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)? 4a No
b 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
5a Was the organization a party to a prohibited tax shelter transaction at any time during the tax year? 5a No
b Did any taxable party notify the organization that it was or1s a party to a prohibited tax shelter transaction? Sb No
c If“Yes”to line 5a or 5b, did the organization file Form 8886-T?
5¢
6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the 6a No
organization solicit any contributions that were not tax deductible?
b If“Yes,” did the organization include with every solicitation an express statement that such contributions or gifts
were not tax deductible? 6b
7 Organizations that may receive deductible contributions under section 170(c).
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods and 7a Yes
services provided to the payor?
b If “Yes,” did the organization notify the donor of the value of the goods or services provided? 7b Yes
c Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was required to
file Form 82827 e e e e e e e e e e . e . 7c No
d If“Yes,” indicate the number of Forms 8282 filed during the year . . . . | 7d |
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit
contract? 7e No
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? 7f No
g Ifthe organization received a contribution of qualified intellectual property, did the organization file Form 8899 as
required? 79
h Ifthe organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a
Form 1098-C? 7h
8 Sponsoring organizations maintaining donor advised funds and section 509(a)(3) supporting organizations. Did
the supporting organization, or a donor advised fund maintained by a sponsoring organization, have excess
business holdings at any time during the year? 8 No
9 Sponsoring organizations maintaining donor advised f unds.
Did the organization make any taxable distributions under section 49662 9a No
Did the organization make a distribution to a donor, donor advisor, or related person? 9b No
10 Section 501(c)(7) organizations. Enter
Initiation fees and capital contributions included on Part VIII, ine 12 . . . 10a
Gross recelpts, Included on Form 990, Part VIII, line 12, for public use of club 10b
facilities
11 Section 501(c)(12) organizations. Enter
Gross income from members or shareholders . . . . . . . . . 1la
Gross Income from other sources (Do not net amounts due or paid to other sources
against amounts due or received from them) . . . . . . . . 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 10417 12a
b If “Yes,” enter the amount of tax-exempt interest received or accrued during the
year 12b
13 Section 501(c)(29) qualified nonprofit health insurance issuers.
a Is the organization licensed to 1ssue qualified health plans in more than one state?
Note. See the Instructions for additional information the organization must report on Schedule O 13a
b Enter the amount of reserves the organization i1s required to maintain by the states
in which the organization 1s licensed to iIssue qualified health plans 13b
c Enter the amount of reserves on hand
13c
14a Did the organization recelve any payments for indoor tanning services during the tax year? 14a No
b If"Yes," has it filled a Form 720 to report these payments? If "No,” provide an explanation in Schedule O 14b

Form 990 (2010)
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m Governance, Management, and Disclosure For each “Yes” response to lines 2 through 7b below, and for
a "“No” response to lines 8a, 8b, or 10b below, describe the circumstances, processes, or changes in Schedule

Page 6

O. See Instructions.

Check iIf Schedule O contains a response to any question in this Part VI e
Section A. Governing Body and Management
Yes No
1a Enter the number of voting members of the governing body at the end of the tax
year . . v 4 4w e e a 1a 15
b Enter the number of voting members included in line 1a, above, who are
independent . . . . . . . . 4w ea e e ib 14
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with any
other officer, director, trustee, or key employee? 2 Yes
3 Did the organization delegate control over management duties customarily performed by or under the direct
supervision of officers, directors or trustees, or key employees to a management company or other person? 3 No
4 Did the organization make any significant changes to its governing documents since the prior Form 990 was
filed? No
Did the organization become aware during the year of a significant diversion of the organization’s assets? No
Does the organization have members or stockholders? No
7a Does the organization have members, stockholders, or other persons who may elect one or more members of the
governing body? 7a Yes
b Are any decisions of the governing body subject to approval by members, stockholders, or other persons? 7b Yes
8 Did the organization contemporaneously document the meetings held or written actions undertaken during the
year by the following
The governing body? 8a Yes
Each committee with authority to act on behalf of the governing body? 8b Yes
9 Is there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannot be reached at the
organization’s mailing address? If“Yes " provide the names and addresses n Schedule (o} 9 No
Section B. Policies (This Section B requests information about policies not required by the Internal
Revenue Code.)
Yes No
10a Does the organization have local chapters, branches, or affiliates? 10a | Yes
b If“Yes,” does the organization have written policies and procedures governing the activities of such chapters,
affiliates, and branches to ensure their operations are consistent with those of the organization? 10b | Yes
11a Has the organization provided a copy of this Form 990 to all members of its governing body before filing the form?
11a Yes
b Describe in Schedule O the process, iIf any, used by the organization to review this Form 990
12a Does the organization have a written conflict of interest policy? If "No,”go toline 13 12a | Yes
b Are officers, directors or trustees, and key employees required to disclose annually interests that could give rise
to conflicts? 12b | Yes
¢ Does the organization regularly and consistently monitor and enforce compliance with the policy? If “Yes,”
describe in Schedule O how this 1s done 12c | Yes
13 Does the organization have a written whistleblower policy? 13 Yes
14 Does the organization have a written document retention and destruction policy? 14 Yes
15 Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
The organization’s CEO, Executive Director, or top management official 15a | Yes
Other officers or key employees of the organization 15b | Yes
If"Yes" to line 15a or 15b, describe the process in Schedule O (See instructions )
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement with a
taxable entity during the year? 16a | Yes
b If“Yes,” has the organization adopted a written policy or procedure requiring the organization to evaluate Its
participation in joint venture arrangements under applicable federal tax law, and taken steps to safeguard the
organization’s exempt status with respect to such arrangements? 16b Yes

Section C. Disclosure

17
18

19

20

List the States with which a copy of this Form 990 1s required to be filedIL

Section 6104 requires an organization to make 1ts Form 1023 (or 1024 if applicable), 990, and 990-T (501(c)
(3)s only) available for public inspection Indicate how you make these available Check all that apply

[V own website | Another's website [ Upon request

Describe in Schedule O whether (and If so, how), the organization makes its governing documents, conflict of
interest policy, and financial statements available to the public See Additional Data Table

State the name, physical address, and telephone number of the person who possesses the books and records of the organization &

PATRICK QUINN
9223 WEST ST FRANCIS ROAD
FRANKFORT,IL 60423
(815)806-2328

Form 990 (2010)
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Page 7

m Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated

Employees, and Independent Contractors

Check iIf Schedule O contains a response to any question in this Part VII

T

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

1a Complete this table for all persons required to be listed Report compensation for the calendar year ending with or within the organization’s

tax year

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

# List all of the organization’s current key employees, If any See instructions for definition of "key employee

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

organization and any related organizations

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

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

List persons in the following order individual trustees or directors, institutional trustees, officers, key employees, highest

compensated employees, and former such persons

[~ Check this box If neither the organization nor any related organization compensated any current officer, director, or trustee

(B)
Average
hours
per
week
(describe
hours
for
related
organizations
In
Schedule
0)

(A)

Name and Title

Q)
Position (check all
that apply)
o T
— | = 2o
Q =] Z > (L=
oz |2 =2
= = = ] 1
oo = i
oc |2 g S |mE |2
gE |z |E T 2|2
= o B = =R
e = - O
2| & £ | =2
=
BoE 5
=

(D)
Reportable
compensation
from the
organization (W-
2/1099-MISC)

(E)
Reportable
compensation
from related
organizations
(W-2/1099-
MISC)

(F)
Estimated
amount of other
compensation
from the
organization and
related
organizations

See Addritional Data Table

Form 990 (2010)



Form 990 (2010)
m Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)

Page 8

(A) (B) Q) (D) (E) (F)
Name and Title Average Position (check all Reportable Reportable Estimated
hours that apply) compensation compensation amount of other
per prg from the from related compensation
week _ — 2 G organization (W- organizations from the
(describe B a cf:; % %f__. 2/1099-MISC) (W-2/1099- organization and
hours 2= 2 s - MISC) related
for 52 |z g g 0o o organizations
related TE |z |3 |z 2|32
= o B = =R
organizations = = fir o=
- —
in = | g b 7
Schedule E i B
I T
0) =
See Addritional Data Table
1b Sub-Total . . . . . .+ + + e e e e e e e e . e
[ Total from continuation sheets to Part VII, SectionA . . . . *
d Total(addlinesiband1c) . . . . . =+ + « « & . . * 6,346,451 1,748,098 891,981
2 Total number of individuals (including but not limited to those listed above) who received more than
$100,000 inreportable compensation from the organization®186
Yes No
3 Did the organization list any former officer, director or trustee, key employee, or highest compensated employee
on line 1a? If "Yes,” complete Schedule J for such individual « « « « « &« &« &« 2« &« « &« = Yes
4 For any individual listed on line 1a, 1s the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000°? If "Yes,” complete Schedule ] for such
individual = .« . & 4 4 4 e e w aw e mwmaw e w e w e a Yes
5 Did any person listed on line 1a recelve or accrue compensation from any unrelated organization or individual for
services rendered to the organization? If "Yes,” complete Schedule J for suchperson . .« .+ « No
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than
$100,000 of compensation from the organization
(A) (B) ©)
Name and business address Description of services Compensation
LAKE IN THE HILLS VENTURE
8700 W BRYN MAWR STE 810 NORTH RENTS 738,746
CHICAGO, IL 60631
SHALES MCNUTT CONSTRUCTION
425 RENNER DRIVE CONSTRUCTION 1,779,549
ELGIN, IL 60123
MADISON AVENUE ANESTHESIA PLACEMENT
19627 S LAGRANGE RD ANESTHESIA SERVICES 4,422,579
MOKENA, IL 60448
PH PROPERTY INTERESTS
340 WEST PASSAIC STREET RENTS 984,497
ROCHELLE PARK, NJ 07662
OPTIMUS HOSPITALS PEDIATRIC
900 JORIE BLVD STE 186 PHYSICIAN MANAGEMENT 753,683
OAK BROOK, IL 60523
2 Total number of Independent contractors (including but not limited to those listed above) who received more than
$100,000 in compensation from the organization #58

Form 990 (2010)




Form 990 (2010)
mvnu Statement of Revenue

Page 9

Total revenue

(A)

(B)
Related or
exempt
function
revenue

(C)
Unrelated
business
revenue

(D)
Revenue
excluded

from
tax
under
sections
512,
513, or
514

ifts, grants
r amounts

i

Contributions,
simi

ard other

la Federated campaigns . . 1a
b Membership dues . . . . 1ib
¢ Fundraising events . . . . 1c
d Related organizations . . . id
e Government grants (contrnbutions) 1e

f All other contributions, gifts, grants, and  1f
similar amounts not included above

g Noncash contnbutions included n lines 1a-1f $

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

646,182

538,059
2,713,635

233,562

3,897,876

Program Sarwce Revenue

2a
NET PATIENT REVENUE

Business Code

900099

1,099,490,773

1,099,490,773

f All other program service revenue

g Total.Add lines 2a-2f . . . . . . . .Mm

1,099,490,773

Other Revenue

3 Investmentincome (including dividends, interest
and other similaramounts) . . . . . *

Income from investment of tax-exempt bond proceeds , , *

5Roya|t|es............"'

2,449,742

641,173

1,808,569

0

0

(1) Real

(n) Personal

6a Gross Rents 2,166,710

b Lless rental
expenses

¢ Rental iIncome 2,166,710

or (loss)

d Netrental incomeor(loss) . . . . .+ . . *

2,166,710

323,870

1,842,840

(1) Securities

(n) Other

7a Gross amount
from sales of
assets other
than inventory

b Less costor
other basis and
sales expenses

117,825

¢ Gain or (loss)

-117,825

d Netgamor(loss) . . . . .+ .+ .+« .« . N

-117,825

-117,825

8a Gross income from fundraising events
(not including
$ 646,182

of contributions reported on line 1c¢)
See Part IV, line 18

b Less direct expenses . . . b

¢ Netincome or (loss) from fundraising events . . *

862,906

728,016

134,890

134,890

9a Gross iIncome from gaming activities See PartIV, line 19
b Less direct expenses

c¢ Netincome or (loss) from gaming activities . . -

10aGross sales of iInventory, less
returns and allowances

b Less costofgoodssold . . b

¢ Netincome or (loss) from sales of inventory . . *

Miscellaneous Revenue

Business Code

1laCcAFETERIA SALES

bPHARMACY APOTHECARY

CPHARMACY REVENUE

dAll other revenue

e Total. Add lines 11a-11d

12 Total revenue. See Instructions . . . *

722100

4,319,375

4,319,375

446110

1,616,051

1,616,051

446110

1,162,073

1,162,073

2,739,953

8,055

879,406

1,852,492

9,837,452

1,117,859,618

1,099,498,828

3,006,522

11,456,392

Form 990 (2010)



Form 990 (2010)
m Statement of Functional Expenses

Section 501(c)(3) and 501(c)(4) organizations must complete all columns.
All ot her organizations must complete column (A) but are not required to complete columns (B), (C), and (D).

Page 10

Do not include amounts reported on lines 6b, (A) Prograr(nB)serwce Manage(rﬁzent and Funég)lsmg
7b, 8b, 9b, and 10b of Part VIIL Total expenses expenses general expenses expenses
1 Grants and other assistance to governments and organizations
inthe U S See PartIV,line21 0
2 Grants and other assistance to individuals in the
US See PartlIV,line 22 108,667 108,667
3 Grants and other assistance to governments,
organizations, and individuals outside the U S See
Part IV, lines 15 and 16 0
Benefits paid to or for members 0
5 Compensation of current officers, directors, trustees, and
key employees 5,097,601 5,097,601
6 Compensation not included above, to disqualified persons
(as defined under section 4958(f)(1)) and persons
described Iin section 4958(c)(3)(B) 0
7 Other salaries and wages 351,505,475 334,159,595 15,772,511 1,573,369
Pension plan contributions (include section 401 (k) and section
403(b) employer contributions) 0
9 Other employee benefits 73,772,738 63,085,818 10,634,487 52,433
10 Payroll taxes 25,273,530 22,259,578 3,013,952
a Fees forservices (non-employees)
Management 0
b Legal 354,912 19,416 335,496
¢ Accounting 1,001,614 26,979 974,635
d Lobbying 0
e Professional fundraising services See Part IV, line 17 36,015 36,015
f Investment management fees 0
g Other 132,323,213 96,213,958 35,631,504 477,751
12 Advertising and promotion 4,749,511 302,870 4,410,979 35,662
13 Office expenses 165,348,716 161,179,626 3,966,700 202,390
14 Information technology 39,504,368 9,145,360 30,348,550 10,458
15 Royalties 0
16 Occupancy 16,373,551 15,648,077 696,125 29,349
17  Travel 250,491 146,068 95,708 8,715
18 Payments of travel or entertainment expenses for any federal,
state, or local public officials 0
19 Conferences, conventions, and meetings 473,204 303,643 163,271 6,290
20 Interest 32,125,872 2,211 32,123,661
21 Payments to affiliates 0
22 Depreciation, depletion, and amortization 53,230,883 52,810,580 420,143 160
23 Insurance 29,589,768 14,575,639 15,014,129
24 Other expenses Itemize expenses not covered above (List
miscellaneous expenses In line 24f Ifline 24f amount exceeds 10%
of ine 25, column (A) amount, list line 24f expenses on Schedule O )
a BAD DEBT EXPENSE 108,273,891 108,233,707 40,184
b TAXES 37,151,150 671,927 36,479,223
c FOOD 6,611,202 6,414,967 153,726 42,509
d REPAIRS & MAINTENANCE 5,398,522 5,159,711 231,262 7,549
e DUES & SUBSCRIPTIONS 1,184,727 174,191 1,003,443 7,093
f All other expenses 17,825,147 15,715,639 1,766,686 342,822
25 Total functional expenses. Add lines 1 through 24f 1,107,564,768 906,358,227 198,373,976 2,832,565
26 Joint costs. Check here & [ if following

SOP 98-2 (ASC 958-720) Complete this line only if the
organization reported in column (B) joint costs from a
combined educational campaign and fundraising solicitation

Form 990 (2010)
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IEXTEEd Balance Sheet

Page 11

(A) (B)
Beginning of year End of year
1 Cash—non-interest-bearing 1
2 Savings and temporary cash investments 33,847,887 2 42,301,204
3 Pledges and grants receivable, net 3
4 Accounts receivable, net 173,253,647 4 160,016,149
5 Recelvables from current and former officers, directors, trustees, key employees, and
highest compensated employees Complete Part II of
Schedule L 5
6 Recelvables from other disqualified persons (as defined under section 4958 (f)(1)),
persons described in section 4958(c)(3)(B), and contributing employers, and
sponsoring organizations of section 501(c)(9) voluntary employees' beneficiary
organizations (see Instructions)
ﬂ Schedule L 6
% 7 Notes and loans receivable, net 7
=4 Inventories for sale or use 21,091,774| 8 23,132,697
Prepaid expenses and deferred charges 7,110,611 9 23,408,845
10a Land, buildings, and equipment cost or other basis Complete 1,273,417,388
Part VI of Schedule D 10a
b Less accumulated depreciation 10b 698,762,906 577,792,402| 10c 574,654,482
11 Investments—publicly traded securities 11
12 Investments—other securities See PartIV,line 11l 12
13 Investments—program-related See PartIV,line 11l 13
14 Intangible assets 14
15 Other assets See PartIV,line 11 28,110,102| 15 27,278,437
16 Total assets. Add lines 1 through 15 (must equal line 34) 841,206,423 16 850,791,814
17 Accounts payable and accrued expenses 95,681,629| 17 84,431,743
18 Grants payable 18
19 Deferred revenue 19
20 Tax-exempt bond habilities 20
E 21 Escrow or custodial account hability Complete Part IV of Schedule D 21
E 22 Payables to current and former officers, directors, trustees, key
ﬁ employees, highest compensated employees, and disqualified
| persons Complete Part II of Schedule L 22
23 Secured mortgages and notes payable to unrelated third parties 23
24 Unsecured notes and loans payable to unrelated third parties 24
25 Other liabilities Complete Part X of Schedule D 126,697,896 25 141,723,111
26 Total liabilities. Add lines 17 through 25 222,379,525 26 226,154,854
™ Organizations that follow SFAS 117, check here & [V and complete lines 27
3 through 29, and lines 33 and 34.
5 27 Unrestricted net assets 611,663,886 27 616,558,786
E 28 Temporarily restricted net assets 5,858,110 28 6,666,863
E 29 Permanently restricted net assets 1,304,902 29 1,411,309
u:. Organizations that do not follow SFAS 117, check here & [ and complete
E lines 30 through 34.
-~ |30 Capital stock or trust principal, or current funds 30
E 31 Paid-in or capital surplus, or land, building or equipment fund 31
&n 32 Retained earnings, endowment, accumulated income, or other funds 32
o [33 Total net assets or fund balances 618,826,898 33 624,636,958
= 34 Total lhabilities and net assets/fund balances 841,206,423| 34 850,791,814

Form 990 (2010)



Form 990 (2010)
m Reconcilliation of Net Assets

Page 12

Check If Schedule O contains a response to any question in this Part XI

-

1 Total revenue (must equal Part VIII, column (A), ine 12)
1 1,117,859,618
2 Total expenses (must equal Part IX, column (A), line 25)
2 1,107,564,768
3 Revenue less expenses Subtract line 2 from line 1
3 10,294,850
4 Netassets or fund balances at beginning of year (must equal Part X, line 33, column (A))
4 618,826,898
5 Other changes in net assets or fund balances (explain in Schedule O)
5 -4,484,790
6 Netassets or fund balances at end of year Combine lines 3,4, and 5 (must equal Part X, line 33, column
(B)) . . . . . . 6 624,636,958
m Financial Statements and Reporting
Check If Schedule O contains a response to any question in this Part XII T
Yes No
1 Accounting method used to prepare the Form 990 [ cash [ Accrual [ Other
If the organization changed its method of accounting from a prior year or checked "O ther," explain in
Schedule O
2a Were the organization’s financial statements compiled or reviewed by an independent accountant? 2a No
b Were the organization’s financial statements audited by an independent accountant? 2b Yes
c If“Yes,”to 2aor2b, 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 iIndependent accountant?
If the organization changed either its oversight process or selection process during the tax year, explain in
Schedule O 2c Yes
d If“Yes”toline 2a or2b, check a box below to indicate whether the financial statements for the year were 1ssued
on a separate basis, consolidated basis, or both
[~ Separate basis [v consolidated basis [~ Both consolidated and separated basis
3a As aresult of a federal award, was the organization required to undergo an audit or audits as set forth in the
Single Audit Act and OMB Circular A-133? 3a Yes
b If“Yes,” did the organization undergo the required audit or audits? If the organization did not undergo the required| 3b Yes
audit or audits, explain why in Schedule O and describe any steps taken to undergo such audits

Form 990 (2010)
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SCHEDULE A
(Form 990 or 990EZ)

Department of the Treasury
Internal Revenue Service

Public Charity Status and Public Support

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

OMB No 1545-0047

2010

Open to Public
I Attach to Form 990 or Form 990-EZ. * See separate instructions. Inspection

Name of the organization
PROVENA HOSPITALS

Employer identification number

36-4195126

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

The organization 1s not a private foundation because it 1s (Forlines 1 through 11, check only one box )

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

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

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

4 [T A medical research organization operated in conjunction with a hospital described in section 170(b)(1)(A)(iii). Enter the
hospital's name, city, and state

5 [T Anorganization 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 IT )

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

7 [T An organization that normally receives a substantial part of its support from a governmental unit or from the general public
described In
section 170(b)(1)(A)(vi) (Complete PartII)

8 [T A community trust described in section 170(b)(1)(A)(vi) (Complete Part II )

9 [~ An organization that normally receives (1) more than 331/3% of its support from contributions, membership fees, and gross
recelpts from activities related to its exempt functions—subject to certain exceptions, and (2) no more than 331/3% of
Its support from gross investment income and unrelated business taxable iIncome (less section 511 tax) from businesses
acquired by the organization after June 30, 1975 See section 509(a)(2). (Complete Part III )

10 [T An organization organized and operated exclusively to test for public safety Seesection 509(a)(4).

11 [T Anorganization 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 [T Typel b [T Typell [ [~ Type III - Functionally integrated d [~ Type III - Other
e [ By checking this box, I certify that the organization i1s not controlled directly or indirectly by one or more disqualified persons
other than foundation managers and other than one or more publicly supported organizations described in section 509(a)(1) or
section 509(a)(2)
f If the organization received a written determination from the IRS thatitis a Type I, Type II or Type III supporting organization,
check this box |_
g Since August 17,2006, has the organization accepted any gift or contribution from any of the
following persons?
(i) a person who directly or indirectly controls, either alone or together with persons described in (i) Yes | No
and (1n) below, the governing body of the the supported organization? 11g(i)
(ii) a family member of a person described in (1) above? 11g(ii)
(iii) a 35% controlled entity of a person described in (1) or (11) above? 11g(iii)
h Provide the following information about the supported organization(s)
(iii) iv
Type of m) v) (vi)
(|) ~ organization organization in Did you notlfy the Is the (vii)
Name of (") (descnbed on I I d organization in organization in
col (1) hsted in | ¢ | d Amount of
supported EIN lines 1- 9 above col (1) of your col (1) organize
your governing 5 5 support
organization or IRC section document? support inthe U'S
(see
instructions)) Yes No Yes No Yes No

Total

For Paperwork Reduction ActNotice, see the Instructions for Form 990

Cat No 11285F

Schedule A (Form 990 or 990-EZ) 2010



Schedule A (Form 990 or990-EZ) 2010 Page 2
EEETESE support Schedule for Organizations Described in Sections 170(b)(1)(A)(iv) and 170(b)(1)

(A)(vi)
(Complete only If you checked the box on ine 5, 7, or 8 of Part I or If the organization failed to qualify
under Part III. If the organization fails to qualify under the tests listed below, please complete Part III.)

Section A. Public Support

Calendar year (or fiscal year beginning (a) 2006 (b) 2007

1

(c) 2008 (d) 2009 (e) 2010 (f) Total
in)

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

grants ")

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

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

Total. Add lines 1 through 3

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

(f

Public Support. Subtract line 5 from
line 4

Section B. Total Support

Calendar year (or fiscal year beginning

7
8

10

11

12
13

) (a) 2006 (b) 2007 (c) 2008 (d) 2009 (e) 2010 (f) Total

Amounts from line 4

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

sources

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

Other income Do not include gain
or loss from the sale of capital
assets (ExplaininPartIV)

Total support (Add lines 7
through 10)

Gross recelpts from related activities, etc (See Instructions ) | 12 |

First Five Years If the Form 990 1s for the organization's first, second, third, fourth, or fifth tax yearas a 501 (c)(3) organization,
check this box and stop here

Section C. Computation of Public Support Percentage

14
15
16a

17a

18

Public Support Percentage for 2010 (line 6 column (f) divided by line 11 column (f)) 14

Public Support Percentage for 2009 Schedule A, Part II, ine 14 15

33 1/3% support test—2010. If the organization did not check the box online 13, and line 14 1s 33 1/3% or more, check this box

and stop here. The organization qualifies as a publicly supported organization [
33 1/3% support test—2009. If the organization did not check the box online 13 or 16a, and line 15 1s 33 1/3% or more, check this
box and stop here. The organization qualifies as a publicly supported organization L2

10%-facts-and-circumstances test—2010. If the organization did not check a box online 13, 16a, or 16b and line 14

1Is 10% or more, and iIf the organization meets the "facts and circumstances" test, check this box and stop here. Explain

In Part IV how the organization meets the "facts and circumstances” test The organization qualifies as a publicly supported
organization [
10%-facts-and-circumstances test—2009. If the organization did not check a box online 13, 16a, 16b, or 17a and line

151s 10% or more, and If the organization meets the "facts and circumstances" test, check this box and stop here.

Explain in Part IV how the organization meets the "facts and circumstances” test The organization qualifies as a publicly

supported organization FI_
Private Foundation If the organization did not check a box online 13, 16a, 16b, 17a or 17b, check this box and see
instructions [

Schedule A (Form 990 or 990-EZ) 2010



Schedule A (Form 990 or990-EZ) 2010 Page 3
.m Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only If you checked the box on line 9 of Part I or If the organization failed to qualify under
Part II. If the organization fails to qualify under the tests listed below, please complete Part II.)
Section A. Public Support

Calendar year (or fiscal year beginning

) (a) 2006 (b) 2007 (c) 2008 (d) 2009 (e) 2010 (f) Total

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

2 Gross recelpts from admissions,
merchandise sold or services
performed, or facilities furnished In
any activity that 1s related to the
organization's tax-exempt
purpose

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

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

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

6 Total. Add lines 1 through 5

7a Amounts Iincluded on lines 1, 2,
and 3 received from disqualified
persons

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

c Addlines 7aand 7b

8 Public Support (Subtract line 7¢
from line 6 )

Section B. Total Support

Calendar year (°rf's)°a'yearbe9'””'”9 (a) 2006 (b) 2007 (c) 2008 (d) 2009 (e) 2010 (F) Total
n

9 Amounts from line 6

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

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

[ Add lines 10a and 10b

11 Net income from unrelated
business activities not included
in line 10b, whether or not the
business i1s regularly carried on

12 Other income Do not include
gain or loss from the sale of
capital assets (Explainin Part
IvV)

13 Total support (Add lines 9, 10¢c,
11 and 12)

14 First Five Years If the Form 990 s for the organization's first, second, third, fourth, or fifth tax year as a section501(c)(3) organization,
check this box and stop here

Section C. Computation of Public Support Percentage
15 Public Support Percentage for 2010 (line 8 column (f) divided by line 13 column (f)) 15

16 Public support percentage from 2009 Schedule A, Part III, ine 15 16

Section D. Computation of Investment Income Percentage
17 Investmentincome percentage for 2010 (line 10c column (f) divided by line 13 column (f)) 17

18 Investmentincome percentage from 2009 Schedule A, Part III, line 17 18

19a 33 1/3% support tests—2010. If the organization did not check the box on line 14, and line 15 1s 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—2009. If the organization did not check a box online 14 or line 19a, and line 16 1s more than 33 1/3% and line
18 1s not more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization >

20 Private Foundation If the organization did not check a box online 14, 19a or 19b, check this box and see Instructions >

Schedule A (Form 990 or 990-EZ) 2010



Schedule A (Form 990 or990-EZ) 2010 Page 4

-m Supplemental Information. Supplemental Information. Complete this part to provide the explanations
required by Part II, ine 10; Part II, ine 17a or 17b; and Part III, line 12. Also complete this part for any
additional information. (See instructions).

Facts And Circumstances Test

Schedule A (Form 990 or 990-EZ) 2010
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SCHEDULE D OMB No 1545-0047

(Form 990)

k- Complete if the organization answered "Yes," to Form 990,

Supplemental Financial Statements 201 0

Department of the Treasury Part 1V, line 6, 7, 8, 9, 10, 11, or 12. Open to Public
Internal Revenue Service Ik Attach to Form 990. I See separate instructions. Inspection

Name of the organization Employer identification number

PROVENA HOSPITALS

36-4195126

m Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts. Complete If the

organization answered "Yes" to Form 990, Part IV, line 6.

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

Total number at end of year

Aggregate contributions to (during year)

Aggregate value at end of year

1
2
3 Aggregate grants from (during year)
a4
5

Did the organization inform all donors and donor advisors 1n writing that the assets held in donor advised

funds are the organization's property, subject to the organization's exclusive legal control? [ Yes [ No
6 Did the organization inform all grantees, donors, and donor advisors in writing that grant funds may be
used only for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose
conferring impermissible private benefit [~ Yes [ No
m Conservation Easements. Complete If the organization answered "Yes" to Form 990, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply)

[ Preservation of land for public use (e g, recreation or pleasure) [T Preservation ofan historically importantly land area

[T Protection of natural habitat [T Preservation of a certified historic structure

[T Preservation of open space

2 Complete lines 2a-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 Year
a Total number of conservation easements 2a
b Total acreage restricted by conservation easements 2b
¢ Number of conservation easements on a certified historic structure included in (a) 2c
d Number of conservation easements included in (c) acquired after 8/17/06 2d
3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during
the taxable year &
4 Number of states where property subject to conservation easement is located &
Does the organization have a written policy regarding the periodic monitoring, inspection, handling of violations, and
enforcement of the conservation easements 1t holds? [ Yes [ No
6 Staff and volunteer hours devoted to monitoring, inspecting and enforcing conservation easements during the year &
7 Amount of expenses Incurred in monitoring, inspecting, and enforcing conservation easements during the year = $
8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section
170(h)(4)(B)(1) and 170(h)(4)(B)(11)? [ Yes [ No
9 In Part XIV, describe how the organization reports conservation easements In its revenue and expense statement, and

balance sheet, and include, If applicable, the text of the footnote to the organization’s financial statements that describes
the organization’s accounting for conservation easements

m Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete If the organization answered "Yes" to Form 990, Part IV, line 8.

1a Ifthe organization elected, as permitted under SFAS 116, not to report in its revenue statement and balance sheet works of
art, historical treasures, or other similar assets held for public exhibition, education or research in furtherance of public service,
provide, In Part XIV, the text of the footnote to its financial statements that describes these items

b Ifthe organization elected, as permitted under SFAS 116, to report in 1ts revenue statement and balance sheet works of art,
historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of public service,
provide the following amounts relating to these items

(i) Revenues included in Form 990, Part VIII, line 1 3
(i1) Assets included in Form 990, Part X 3
2 If the organization received or held works of art, historical treasures, or other similar assets for financial gain, provide the
following amounts required to be reported under SFAS 116 relating to these items
@ Revenues included in Form 990, Part VIII, line 1 3
b Assets included in Form 990, Part X 3

For Privacy Act and Paperwork Reduction Act Notice, see the Intructions for Form 990 Cat No 52283D Schedule D (Form 990) 2010
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Manizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)

3 Using the organization’s accession and other records, check any of the following that are a significant use of its collection
items (check all that apply)
a [~ public exhibition d [T Loan orexchange programs
b l_ Scholarly research e l_ O ther
[ I_ Preservation for future generations
4 Provide a description of the organization’s collections and explain how they further the organization’s exempt purpose in
Part XIV
5 During the year, did the organization solicit or receive donations of art, historical treasures or other similar
assets to be sold to raise funds rather than to be maintained as part of the organization’s collection? [ Yes [ No
m Escrow and Custodial Arrangements. Complete If the organization answered "Yes" to Form 990,
Part IV, ine 9, or reported an amount on Form 990, Part X, line 21.
1la Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
included on Form 990, Part X? |_Yes |_No
b If"Yes," explain the arrangement in Part XIV and complete the following table
A mount
€ Beginning balance 1c
d Additions during the year id
€ Distributions during the year le
f  Ending balance if
2a Did the organization include an amount on Form 990, Part X, line 217 [~ Yes [ No
b If“Yes,” explainthe arrangement in Part XIV

m 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 1,507,757 1,569,474 1,071,590
b Contributions 104,516 26,655 489,327
¢ Investment earnings orlosses 83,936 -2,254 11,557
Grants or scholarships 12,960 0 3,000
e Other expenditures for facilities 19,544 81,988 0
and programs
f Administrative expenses 4,000 4,136 0
g End ofyear balance 1,659,705 1,507,751 1,569,474
2 Provide the estimated percentage of the year end balance held as
a Board designated or quasi-endowment 20 000 %
b Permanent endowment & 80 000 %
€ Term endowment I
3a Are there endowment funds not in the possession of the organization that are held and administered for the
organization by Yes | No
(i) unrelated organizations 3a(i) No
(ii) related organizations 3a(ii) No
b If"Yes" to 3a(n), are the related organizations listed as required on Schedule R? 3b
4 Describe in Part XIV the intended uses of the organization's endowment funds

m Investments—Land, Buildings, and Equipment. See Form 990, Part X, line 10.

Description of imvestment S Comarather | (B)Cosaratter | (€) Acumuted | (g) ok vate

1a Land 22,508,111 22,508,111
b Buildings 768,344,868 348,224,703 420,120,165
c Leasehold improvements 4,230,124 2,013,651 2,216,473
d Equipment 429,216,220 329,525,236 99,690,984
e Other 49,118,065 18,999,316 30,118,749
Total. Add lines 1a-1e (Column (d) should equal Form 990, Part X, column (B), line 10(c).) L3 574,654,482
Schedule D (Form 990) 2010
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[EYix%:] Investments—Other Securities. 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

Other

Total. (Column (b) should equal Form 990, Part X, col (B) lme 12) ¥

Investments—Program Related. See Form 990, Part X, ine 13.

(a) Description of Investment type

(b) Book value

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

Total. (Column (b) should equal Form 990, Part X, col (B) lme 13) ¥

Other Assets. See Form 990, Part X, line 15.

(a) Description

(b) Book value

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

Other Liabilities. See Form 990, Part X, line 25.

1 (a) Description of Liability (b) Amount

Federal Income Taxes 0
DUE TO THIRD PARTY PAYORS 84,590,845
DUE TO AFFILIATES 12,413,189
OTHER CURRENT LIABILITIES 33,179,457
OTHER LONG TERM LIABILITIES 11,539,620
Total. (Column (b) should equal Form 990, Part X, col (B) Ine 25 ) m 141,723,111

2.Fin48 (ASC 740) Footnote In Part XIV, provide the text of the footnote to the organization's financial statements that reports the

organization's liability for uncertain tax positions under FIN 48 (A

SC740)

Schedule D (Form 990) 2010
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m Reconciliation of Change in Net Assets from Form 990 to Financial Statements

1 Total revenue (Form 990, Part VIII, column (A), line 12) 1
2 Total expenses (Form 990, Part IX, column (A), line 25) 2
3 Excess or (deficit) for the year Subtract line 2 from line 1 3
4 Net unrealized gains (losses) on investments 4
5 Donated services and use of facilities 5
6 Investment expenses 6
7 Prior period adjustments 7
8 Other (Describe in Part XIV) 8
9 Total adjustments (net) Add lines 4 - 8 9
10 Excess or (deficit) for the year per financial statements Combine lines 3 and 9 10
miﬂl Reconciliation of Revenue per Audited Financial Statements With Revenue per Return
Total revenue, gains, and other support per audited financial statements . . . . . . . 1
2 Amounts Iincluded on line 1 but not on Form 990, Part VIII,
a Net unrealized gains on Investments 2a
b Donated services and use of facilities 2b
c Recoveries of prior year grants 2c
d Other (Describe in Part XIV) 2d
e Add lines 2athrough 2d 2e
3 Subtract line 2e from line 1 3
Amounts Iincluded on Form 990, Part VIII, line 12, but noton line 1
Investment expenses not included on Form 990, Part VIII, line 7b da
Other (Describe in Part XIV) 4b
c Add lines 4a and 4b 4c
5 Total Revenue Add lines 3 and 4c. (This should equal Form 990, PartI,line12) . . . . . . 5
miﬂﬂ Reconciliation of Expenses per Audited Financial Statements With Expenses per Return
1 Total expenses and losses per audited financial
statements 1
2 Amounts Iincluded on line 1 but not on Form 990, PartIX, line 25
a Donated services and use of facilities 2a
b Prior year adjustments 2b
c Other losses 2c
d Other (Describe in Part XIV) 2d
e Add lines 2athrough 2d 2e
3 Subtract line 2e from line 1 3
Amounts Iincluded on Form 990, Part IX, line 25, but not on line 1:
Investment expenses not included on Form 990, Part VIII, line 7b da
Other (Describe in Part XIV) 4b
c Add lines 4a and 4b 4c
Total expenses Add lines 3 and 4c. (This should equal Form 990, PartI,line18) . . . . . . 5

m Supplemental Information

Complete this part to provide the descriptions required for Part II, lines 3,5, and 9, PartIII, ines 1a and 4, Part IV, lines 1b and 2b,
Part V, line 4, Part X, Part XI, line 8, Part XII, lines 2d and 4b, and Part XIII, ines 2d and 4b Also complete this part to provide any

additional information

Identifier Return Reference

Explanation

Supplemental Information

On January 1,2008, Provena adopted ASC Subtopic 740-10
Income Taxes- Overall, which addresses the determination of
how tax benefits claimed or expected to be claimed on a tax
return should be recorded in the consolidated financial
statements Under ASC Subtopic 740-10, Provena may
recognize the tax benefit from an uncertain tax position only If It
I1Is more likely than not that the tax position will be sustained on
examination by the taxing authorities, based on the technical
merits of the position The tax benefits recognized in the
consolidated financial statements from such a position are
measured based on the largest benefit that has a greater than
50% likelihood of being realized upon ultimate settlement ASC
Subtopic 740-10 also provides guidance on derecognition,
classification, interest and penalties on Income taxes, and
accounting in interim periods and requires increased
disclosures At the date of adoption, and as of December 31,
2010, Provena does not have any liabilities for any
unrecognized tax benefits

Schedule D (Form 990) 2010
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SCHEDULE G
(Form 990 or 990-EZ)

Department of the Treasury
Internal Revenue Service

Supplemental Information Regarding
Fundraising or Gaming Activities

Complete if the organization answered "Yes" to Form 990, PartIV, lines 17, 18, or 19,

or if the organization entered more than $15,000 on Form 990-EZ, line 6a.
I Attach to Form 990 or Form 990-EZ. * See separate instructions.

OMB No 1545-0047

Open to Public
Inspection

Name of the organization
PROVENA HOSPITALS

36-4195126

Employer identification number

IEEYTEH Fundraising Activities. Complete If the organization answered "Yes" to Form 990, Part IV, line 17.

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

Qa 0o T o

Mail solicitations

2
|7 Internet and e-mail solicitations
|7 Phone solicitations

¥ In-person solicitations

e
f

|7 Solicitation of non-government grants

¥ solicitation of government grants

V Special fundraising events

2a Did the organization have a written or oral agreement with any individual (including officers, directors, trustees
or key employees listed in Form 990, Part VII) or entity in connection with professional fundraising services?

I7 Yes I_ No

b If“Yes,” list the ten highest paid individuals or entities (fundraisers) pursuant to agreements under which the fundraisers
to be compensated at least $5,000 by the organization Form 990-EZ filers are not required to complete this table

(i) Name and address of

(ii) Activity (iii) Did

(iv) Gross recelpts

(v) Amount paid to

(vi) Amount paid to

individual fundraiser have from activity (or retained by) (or retained by)
or entity (fundraiser) custody or fundraiser listed In organization
control of col (i)

contributions?
Yes No

SR MARGARET MARY GRANT WRITING

KNITTEL No 5,500 36,015 -30,515

Total . » 5,500 36,015 -30,515

3 List all states in which the organization i1s registered or licensed to solicit funds or has been notified it 1Is exempt from registration or

licensing

IL, IN

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990.

Cat No 50083H

Schedule G (Form 990 or 990-EZ) 2010
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Im Fundraising Events. Complete If the organization answered "Yes" to Form 990, Part IV, line 18, or reported
more than $15,000 on Form 990-EZ, line 6a. List events with gross receipts greater than $5,000.

(a) Event #1 (b) Event #2 (c) Other Events (d) Total Events
(Add col (@) through
FEST.OF TREES GALA 18 col (c))
(event type) (event type) (total number)
ul}
E 1 Gross receipts 398,412 166,170 944,506 1,509,088
il
7 |2 Less Chantable 398,412 247,770 646,182
o contributions . .
3 Grossincome (line 1 166,170 696,736 862,906
minus line 2)
4 Cash prizes . . . 6,915 6,915
5 Non-cash prizes
W
k]
E 6 Rent/facility costs . . 13,500 68,455 81,955
k]
0
Iﬁ 7 Food and beverages
E 8 Entertainment
=
O 9 Other direct expenses . 240,446 57,994 340,706 639,146
10 Direct expense summary Add lines 4 through 9 incolumn(d). . . . . . .+ .+ .+« .« . [ 728,016
11 Net income summary Combine lines 3 and 10 incolumn(d). . . . .. .+ +« « .+« .« .« . | 134,890

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 6a.

4 (a) Bingo (b) Pull tabs/Instant (c) Other gaming (d) Total gaming
E bingo/progressive bingo (Add col (@) through
il
= col (c))
[k}
'
1 Gross revenue
W 2 Cash prizes
k]
i
% 3 Non-cash prizes
I%_ p
4 Rent/facility costs
L=
&
) 5 Other direct expenses
6 Volunteerlabor . . . ™ Yes % ™ Yes % [ Yes %
™ No ™ No ™ No
7 Direct expense summary Add lines 2 through 5 incolumn(@d). . . . . . .+ .+ .+ .« . >
8 Netgaming income summary Combine ines 1 and 7 incolumn(d). . . . . . .+ .+ .« . |
9 Enter the state(s) in which the organization operates gaming activities
Is the organization licensed to operate gaming activities in each of these states? . . . . . . . . . . . . I_Yes I_No
If "No," Explain
10a Were any of the organization's gaming licenses revoked, suspended or terminated during the tax year> . . . . . I_ Yes I_ No

b If"Yes," Explain
ALLIANCE PHO

Schedule G (Form 990 or 990-EZ) 2010
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11
12

13

14

15a

16

17

b

Does the organization operate gaming activities with nonmembers? . . . . . . . + « « &« &« « &« & I_ Yes I_ No
Is the organization a grantor, beneficiary or trustee of a trust or a member of a partnership or other entity

formed to administer chantable gaming? . . . . . . . . . . . . . L L. ... e e e e e I_Yes I_ No
Indicate the percentage of gaming activity operated in

The organization's facithty . . . . .+ . .+ + + +« « « &« &« &« 4« « « 4« 4 « .|13a

Anoutside faciity . . . . .+« . & & &« &« + 4 w4« a4 4 4 4« . .]13b

Provide the name and address of the person who prepares the organization's gaming/special events books and
records

Name I

Address 1400 WPARK
URBANA,IL 61801

Does the organization have a contract with a third party from whom the organization receives gaming

revenue'?......................................I_Yesl_N0

If"Yes," enter the amount of gaming revenue received by the organization ® ¢ and the

amount of gaming revenue retained by the third party I $

If "Yes," enter name and address

Name I

Address

Gaming manager information

Name I

Gaming manager compensation I $
Description of services provided I

I_ Director/officer I_ Employee I_ Independent contractor
Mandatory distributions

Is the organization required under state law to make charitable distributions from the gaming proceeds to

retain the state gaming license? . . . . + .+ & & 4 4 4 4 4 s e e e e e e e e e e e I_Yes I_No
Enter the amount of distributions required under state law distributed to other exempt organizations or spent

In the organization's own exempt activities during the tax year® $

m Complete this part to provide additional information for responses to question on Schedule G (see

instructions.)

Identifier ReturnReference Explanation

Schedule G, Part I Line 2(b) Sr Margaret Mary Knittel Is a grant writer that specializes In

fund raising activities with private foundations that promote the
ministry

Schedule G (Form 990 or 990-EZ) 2010
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SCHEDULE H Hospitals OMB No 1545-0047

(Form 990)

Internal Revenue Service

k- Complete if the organization answered "Yes" to Form 990, Part IV, question 20.

2010

Department of the Treasury k- Attach to Form 990. I See separate instructions. Open to Public
Inspection

Name of the organization
PROVENA HOSPITALS

Employer identification number

36-4195126
m Financial Assistance and Certain Other Community Benefits at Cost
Yes | No
1a Did the organization have a finnancial assistance policy during the tax year? If "No," skip to question 6a 1a | ves
b If"Yes," 1s it a written policy? ib | Yes
2 Ifthe organization has multiple hospitals, indicate which of the following best describes application of the financial
assistance policy to its various hospital facilities during the tax year
I7 Applied uniformly to all hospitals I_ Applied uniformly to most hospitals
I_ Generally tailored to individual hospitals
3 Answer the following based on the the financial assistance eligibility criteria that applied to the largest number of the
organization’s patients during the tax year
a Does the organization use Federal Poverty Guidelines (FPG) to determine eligibility for providing free care to low
income individuals? If "Yes," indicate which of the following 1s the FPG family income limit for eligibility for free care 3a | Yes
I_ 100% I_ 150% I7 200% I_ Other %
b Does the organization use FPG to determine eligibility for providing discounted care to low income individuals? If
"Yes," indicate which of the following I1s the family income limit for eligibility for discounted care 3b | Yes
I_ 200% I_ 250% I_ 300% I_ 350% I_ 400% I7 Other 600. %
¢ Ifthe organization does not use FPG to determine eligibility, describe in Part VI the income based criteria for
determining eligibility for free or discounted care Include in the description whether the organization uses an asset
test or other threshold, regardless of Income, to determine eligibility for free or discounted care
4 Did the organization's financial assistance policy that applied to the largest number of its patients during the tax year| 4 Yes
provide for free or discounted care to the "medically indigent"? P
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy dunng the tax year? 5a | Yes
b If"Yes," did the organization's financial assistance expenses exceed the budgeted amount? 5b | Yes
c If"Yes" to line 5b, as a result of budget considerations, was the organization unable to provide free or discounted
care to a patient who was eligibile for free or discounted care? 5c No
6a Does the organization prepare a community benefit report during the tax 6a | Yes
year?
6b If"Yes," did the organization make 1t available to the public? 6b | Yes
Complete the following table using the worksheets provided in the Schedule H instructions Do not submit these
worksheets with the Schedule H
7 Financial Assistance and Certain O ther Community Benefits at Cost
Financial Assistance and | (3) Numberof | (py persons (c) Total community (d) Direct offsetting (e) Net community benefit] (f) Percent of
Means-Tested Government| 2<tVitesor served benefit expense revenue expense total expense
programs optional
Programs (optional) (op )
a Financial Assistance at cost
(from Worksheets 1 and 2) 21,210 34,432,223 0 34,432,223 3440 %
b Unrembursed Medicaid (from
Worksheet 3, column a) . 152,860 163,194,523 127,748,683 35,445,840 3 540 %
¢ Unreimbursed costs—other
means-tested government
programs (from Worksheet 3,
column b) P 0 0 0 0 0 %
d Total Financial Assistance and
Means-Tested Government
Progams . . . . . 174,070 197,626,746 127,748,683 69,878,063 6 980 %
Other Benefit
e Community health mprovement
services and community
benefit operations (from
(Worksheet 4) P 158 83,076 3,719,092 162,851 3,556,241 0 360 %
f Health professions education
(from Worksheet 5) .. 21 5,726 5,472,674 579,134 4,893,540 0 490 %
g Subsidized health services
(from Worksheet 6) .. 2 0 25,249,335 23,381,312 1,868,023 0 190 %
h Research (from Worksheet 7) 0 0 0 0 0 %
i Cash and in-kind contributions
to community groups
(from Worksheet 8) .. 44 6,442 757,990 0 757,990 0 080 %
j Total Other Benefits . . . 225 95,244 35,199,091 24,123,297 11,075,794 1120 %
k Total. Add lines 7d and 73 .o 225 269,314 232,825,837 151,871,980 80,953,857 8 100 %

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 50192T Schedule H (Form 990) 2010
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Im Community Building Activities during the tax year, and describe in Part VI how its community building
activities during the tax year, and describe in Part VI how its community building activities promoted the health

of the communities 1t serves.

(a) Number of (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent of
activities or  |served (optional) building expense revenue building expense total expense
programs
(optional)
1  Physical mprovements and housing 2 22 14,662 8,106 6,556 0 %
2 Economic development 2 0 0 0 0 %
3 Community support 18 14,396 239,508 33,963 205,545 0 020 %
4 Environmental improvements 4 0 42,719 0 42,719 0 %
Leadership development and training
for community members 0 0 0 0 %
Coalition building 3 118 5,106 0 5,106 0 %
Community health improvement
advocacy 0 0 0 0 0 %
8  Workforce development 1 1,226 1,523 0 1,523 0 %
9  Other 0 0 0 0 0 %
10  Total 28 15,764 303,518 42,069 261,449 0 020 %
m Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense Yes | No
1 Did the organization report bad debt expense Iin accordance with Heathcare Financial Management Assoclation
Statement No 157 .. 1 |VYes
2 Enter the amount of the organization's bad debt expense (at cost) 2 24,808,000
3 Enter the estimated amount of the organization's bad debt expense (at cost)
attributable to patients eligible under the organization's financial assistance policy 3
4 Provide in Part VI the text of the footnote to the organization's financial statements that describes bad debt expense
In addition, describe the costing methodology used in determining the amounts reported on lines 2 and 3, and
rationale for including a portion of bad debt amounts as community benefit
Section B. Medicare
5 Enter total revenue received from Medicare (including DSH and IME) 5 476,215,045
6 Enter Medicare allowable costs of care relating to payments on line 5 6 541,322,045
7 Subtract line 6 from line 5 This 1s the surplus or (shortfall) 7 -65,107,000
8 Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community benefit
Also describe in Part VI the costing methodology or source used to determine the amount reported on line 6
Check the box that describes the method used
I_ Cost accounting system I_ Cost to charge ratio I7 Other
Section C. Collection Practices
9a Does the organization have a written debt collection policy? 9a | Yes
b If"Yes," does the organization's collection policy contain provisions on the collection practices to be followed for
patients who are known to qualify for charity care or financial assistance? Describe in Part VI 9b | Yes

Management Companies and Joint Ventures

(a) Name of entity (b) Descnption of pnmary

activity of entity

(c) Organization's
profit % or stock
ownership %

(d) Officers, directors,

trustees, or key

employees' profit %
or stock ownership%

(e) Physicians'
profit % or stock
ownership %

1 Alliance PHO

Physician Hospital Org 50 000 % 0 % 50 000 %
2 Kankakee Valley Dial Dialysis Center 50 000 % 0 % 50 000 %
3 Kendall PT Surgery Surgery Center 15 000 % 0 % 50 000 %
4 Dreyer Provena Ambul Ambulatory Care Center 40 000 % 0 % 60 000 %
5 Provena Service Corp Physicians Practices 100 000 % 0 % 0 %
6 Center Digestive Dis Digestive Health Center 10 000 % 0 % 80 000 %
7
8
9
10
11
12
13

Schedule H (Form 990) 2010
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. . R o m [ m
Section A. Hospital Facilities E 5:' = g ey = :Iu
(hst Iin order of size, measured by total revenue per facility, from Gg; i Ll |8 E =
largest to smallest) 215 |3 % g |lo> | &

“ls|« [T alT[2 T
AEHERIBE
How many hospital facilities did the organization operate during o5 4|32 | = é
the tax year? 6 2 | wlm |2 §'
2 g
i} 2N
0
=
Name and address Other (Describe)
1 PROVENA ST JOSEPH Medical Center
333 N Madison Street X X X
Joilet,IL 60435
2 Provena Mercy Medical Center
1325 N Highland X X X
Aurora,IL 60506
3 Provena Covenant Medical Center
1400 Park Street X X X
Urbana,IL 61801
4 Provena St Joseph Hospital
77 North Airlite Avenue X X X
Elgin,IL 60123
5 Provena St Mary's Hospital
500 West Court Street X X X
Kankakee,IL 60901
6 Provena United Samaritans Medical Center
812 N Logan X X X

Danville,IL 61832

Schedule H (Form 990) 2010
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m Facility Information (continued)
Section B. Facility Policies and Practices.

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

Name of Hospital Facility: PROVENA ST JOSEPH Medical Center
Line Number of Hospital Facility (from Schedule H, Part V, Section A): 1
Yes | No
Community Health Needs Assessment (Lines 1 through 7 are optional for2010)
1 During the tax year or any prior tax year, did the hospital facility conduct a community health needs assessment
("Needs Assessment”)? If *No,” skip toquestion8 . . . . . + .« « &« & &« & 4 & 4 4 e w4 a 1 |[Yes
If “Yes,” indicate what the Needs Assessment describes (check all that apply)
a |7 A definition of the community served by the hospital facility
b |7 Demographics of the community
|7 Existing health care facilities and resources within the community that are available to respond to the health
needs of the community
d |7 How data was obtained
e |7 The health needs of the community
|7 Primary and chronic disease needs and other health issues of uninsured persons, low-income persons, and
minority groups
|7 The process for identifying and prioritizing community health needs and services to meet the community health
needs
h |7 The process for consulting with persons representing the community’s interests
i I_ Information gaps that mit the hospital facility’s ability to assess all of the community’s health needs
j I_ Other (describe in Part VI)
2 Indicate the tax year the hospital facility last conducted a Needs Assessment 20 07
3 In conducting its most recent Needs Assessment, did the hospital facility take into account input from persons who
represent the community served by the hospital facility? If “*Yes,” describe in Part VI how the hospital facility took into
account input from persons who represent the community, and identify the persons the hospital facility consulted 3 |Yes
4 Was the hospital facility’s Needs Assessment conducted with one or more other hospital facilities? If “Yes,” list the
other hospital facilities InPart VI . . . . . & v v & v & e e e e e e e e e e e e e e e 4 |Yes
5 Did the hospital facility make its Needs Assessment widely available to the public>. . . . . . . . . . . 5 |Yes
If “Yes,” indicate how the Needs Assessment was made widely available (check all that apply)
a I_ Hospital facility’s website
b |7 Available upon request from the hospital facility
[ I_ Other (describe in Part VI)
6 Ifthe hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate how
(check all that apply)
a |7 Adoption of an iImplementation strategy to address the health needs of the hospital facility’s community
b |7 Execution of the implementation strategy
[ I_ Participation in the development of a community-wide community benefit plan
d I_ Participation in the execution of a community-wide community benefit plan
e |7 Inclusion of a community benefit section in operational plans
f I_ Adoption of a budget for provision of services that address the needs i1dentified in the Needs Assessment
g |7 Prioritization of health needs in the community
h |7 Prioritization of services that the hospital facility will undertake to meet health needs in its community
i I_ Other (describe in Part VI)
7 Did the hospital facility address all of the needs 1dentified in its most recently conducted Needs Assessment? If "No,”
explainin Part VI which needs 1t has not addressed together with the reasons why it has not addressed such needs 7 |Yes
Financial Assistance Policy
Did the hospital facility have in place during the tax year a written financial assistance policy that
8 Explains eligibility criteria for financial assistance, and whether such assistance includes free or discounted care? 8 Yes
9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care to low iIncome individuals? . . 9 |Yes

If“Yes,” Indicate the FPG family income himit for eligibility for free care 200 %

Schedule H (Form 990) 2010
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m Facility Information (continued)

Yes | No
10 Used FPG to determine eligibility for providing discounted care to low income individuals? . . . . . . . . . 10 [Yes

If“Yes,” indicate the FPG family income limit for eligibility for discounted care 600 %
11 Explained the basis for calculating amounts charged to patients? . . . . . . . . . .+ .+ « & + .« . . 11 [Yes

If “Yes,” Indicate the factors used in determining such amounts (check all that apply)
a |7 Income level

b I_ Asset level

|7 Medical indigency

|7 Insurance status

|7 Uninsured discount

|7 Medicaid/Medicare

I_ State regulation

h I_ Other (describe in Part VI)

12 Explained the method for applying for financial assistance? . . . . . . . + +« &« « v 4 & 4 4 4 a4 . 12 [Yes

Q = 0 o n

13 Included measures to publicize the policy within the community served by the hospital facihty? . . . . . . . 13 [Yes

If “Yes,” indicate how the hospital facility publicized the policy (check all that apply)

a |7 The policy was posted at all times on the hospital facility’s web site

b I_ The policy was attached to all billing invoices

|7 The policy was posted in the hospital facility’s emergency rooms or waiting rooms
|7 The policy was posted in the hospital facility’s admissions offices

I_ The policy was provided, in writing, to patients upon admission to the hospital facility

- 0 QO 0

|7 The policy was available upon request
g I_ Other (describe in Part VI)

Billing and Collections

14 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written financial
assistance policy that explained actions the hospital facility may take upon non-payment? . . . 14 |Yes

15 Check all of the following collection actions against a patient that were permitted under the hospital faC|I|ty s poI|C|es at
any time during the tax year

a |7 Reporting to credit agency
b |7 Lawsuits

c |7 Liens on residences

d I_ Body attachments

e I_Other(descrlbeln Part VI)

16 Did the hospital faC|I|ty engage In or authorize a third party to engage Iin any of the foIIowmg collection actions durlng the
tax year? . . . 16 |Yes

If “Yes,” check all collection actions in which the hospltal faC|I|ty or a third party engaged (check all that apply)
a |7 Reporting to credit agency

b |7 Lawsuits

c |7 Liens on residences

d I_ Body attachments

e I_Other(descrlbeln Part VI)

17 Indicate which actions the hospital facility took before initiating any of the collection actions checked In question 16

(check all that apply)

a |7 Notified patients of the financial assistance policy upon admission

b |7 Notified patients of the financial assistance policy prior to discharge

c |7 Notified patients of the financial assistance policy in communications with the patients regarding the patients’
bills

d |7 Documented its determination of whether a patient who applied for financial assistance under the financial
assistance policy qualified for financial assistance

e I_Other(descrlbeln Part VI)
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m Facility Information (continued)

Policy Relating to Emergency Medical Care

Yes | No

18 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 eligibility under the hospital facility’s financial assistance policy? . . . . . . . . . . 18 [Yes

If “No,” indicate the reasons why (check all that apply)

a I_ The hospital facility did not provide care for any emergency medical conditions
b I_ The hospital facility did not have a policy relating to emergency medical care
c I_ The hospital facility Imited who was eligible to receive care for emergency medical conditions (describe In Part
VI)
d I_Other(descrlbeln Part VI)
Charges for Medical Care

19 Indicate how the hospital facility determined the amounts billed to individuals who did not have insurance covering
emergency or other medically necessary care (check all that apply)

a I_ The hospital facility used the lowest negotiated commercial iInsurance rate for those services at the hospital
facility

b I_ The hospital facility used the average of the three lowest negotiated commercial insurance rates for those
services at the hospital facility

[ I_ The hospital facility used the Medicare rate for those services

d I_Other(descrlbeln Part VI)

20 Did the hospital facility charge any of its patients who were eligible for assistance under the hospital facility’s financial
assistance policy, and to whom the hospital facility provided emergency or other medically necessary services, more
than the amounts generally billed to individuals who had insurance covering suchcare? . . . . . . . . . 20 No

If “Yes,” explainin Part VI

21 Did the hospital facility charge any of its patients an amount equal to the gross charge for services provided to that
patient? . . . . . . i o h e e e e e e e e e e e e e e e e e e e e e e e e 21 No

If “Yes,” explainin Part VI
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m Facility Information (continued)
Section B. Facility Policies and Practices.

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

Name of Hospital Facility: Provena Mercy Medical Center
Line Number of Hospital Facility (from Schedule H, Part V, Section A): 2
Yes | No
Community Health Needs Assessment (Lines 1 through 7 are optional for2010)
1 During the tax year or any prior tax year, did the hospital facility conduct a community health needs assessment
("Needs Assessment”)? If *No,” skip toquestion8 . . . . . + .« « &« & &« & 4 & 4 4 e w4 a 1 |[Yes
If “Yes,” indicate what the Needs Assessment describes (check all that apply)
a |7 A definition of the community served by the hospital facility
b |7 Demographics of the community
|7 Existing health care facilities and resources within the community that are available to respond to the health
needs of the community
d |7 How data was obtained
e |7 The health needs of the community
|7 Primary and chronic disease needs and other health issues of uninsured persons, low-income persons, and
minority groups
|7 The process for identifying and prioritizing community health needs and services to meet the community health
needs
h |7 The process for consulting with persons representing the community’s interests
i I_ Information gaps that mit the hospital facility’s ability to assess all of the community’s health needs
j I_ Other (describe in Part VI)
2 Indicate the tax year the hospital facility last conducted a Needs Assessment 20 06
3 In conducting its most recent Needs Assessment, did the hospital facility take into account input from persons who
represent the community served by the hospital facility? If “*Yes,” describe in Part VI how the hospital facility took into
account input from persons who represent the community, and identify the persons the hospital facility consulted 3 |Yes
4 Was the hospital facility’s Needs Assessment conducted with one or more other hospital facilities? If “Yes,” list the
other hospital facilities InPart VI . . . . . & v v & v & e e e e e e e e e e e e e e e 4 |Yes
5 Did the hospital facility make its Needs Assessment widely available to the public>. . . . . . . . . . . 5 |Yes
If “Yes,” indicate how the Needs Assessment was made widely available (check all that apply)
a I_ Hospital facility’s website
b |7 Available upon request from the hospital facility
[ I_ Other (describe in Part VI)
6 Ifthe hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate how
(check all that apply)
a |7 Adoption of an iImplementation strategy to address the health needs of the hospital facility’s community
b |7 Execution of the implementation strategy
[ I_ Participation in the development of a community-wide community benefit plan
d I_ Participation in the execution of a community-wide community benefit plan
e I_ Inclusion of a community benefit section in operational plans
f I_ Adoption of a budget for provision of services that address the needs i1dentified in the Needs Assessment
g |7 Prioritization of health needs in the community
h |7 Prioritization of services that the hospital facility will undertake to meet health needs in its community
i I_ Other (describe in Part VI)
7 Did the hospital facility address all of the needs 1dentified in its most recently conducted Needs Assessment? If "No,”
explainin Part VI which needs 1t has not addressed together with the reasons why it has not addressed such needs 7 No
Financial Assistance Policy
Did the hospital facility have in place during the tax year a written financial assistance policy that
8 Explains eligibility criteria for financial assistance, and whether such assistance includes free or discounted care? 8 Yes
9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care to low iIncome individuals? . . 9 |Yes

If“Yes,” Indicate the FPG family income himit for eligibility for free care 200 %
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m Facility Information (continued)

Yes | No
10 Used FPG to determine eligibility for providing discounted care to low income individuals? . . . . . . . . . 10 [Yes

If“Yes,” indicate the FPG family income limit for eligibility for discounted care 600 %
11 Explained the basis for calculating amounts charged to patients? . . . . . . . . . .+ .+ « & + .« . . 11 [Yes

If “Yes,” Indicate the factors used in determining such amounts (check all that apply)
a I_ Income level

b I_ Asset level

|7 Medical indigency

|7 Insurance status

|7 Uninsured discount

|7 Medicaid/Medicare

I_ State regulation

h I_ Other (describe in Part VI)

12 Explained the method for applying for financial assistance? . . . . . . . + +« &« « v 4 & 4 4 4 a4 . 12 [Yes

Q = 0 o n

13 Included measures to publicize the policy within the community served by the hospital facihty? . . . . . . . 13 [Yes

If “Yes,” indicate how the hospital facility publicized the policy (check all that apply)

a |7 The policy was posted at all times on the hospital facility’s web site

b I_ The policy was attached to all billing invoices

|7 The policy was posted in the hospital facility’s emergency rooms or waiting rooms
|7 The policy was posted in the hospital facility’s admissions offices

I_ The policy was provided, in writing, to patients upon admission to the hospital facility

- 0 QO 0

|7 The policy was available upon request
g I_ Other (describe in Part VI)

Billing and Collections

14 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written financial
assistance policy that explained actions the hospital facility may take upon non-payment? . . . 14 |Yes

15 Check all of the following collection actions against a patient that were permitted under the hospital faC|I|ty s poI|C|es at
any time during the tax year

a |7 Reporting to credit agency
b |7 Lawsuits

c |7 Liens on residences

d I_ Body attachments

e I_Other(descrlbeln Part VI)

16 Did the hospital faC|I|ty engage In or authorize a third party to engage Iin any of the foIIowmg collection actions durlng the
tax year? . . . 16 |Yes

If “Yes,” check all collection actions in which the hospltal faC|I|ty or a third party engaged (check all that apply)
a |7 Reporting to credit agency

b |7 Lawsuits

c |7 Liens on residences

d I_ Body attachments

e I_Other(descrlbeln Part VI)

17 Indicate which actions the hospital facility took before initiating any of the collection actions checked In question 16

(check all that apply)

a |7 Notified patients of the financial assistance policy upon admission

b |7 Notified patients of the financial assistance policy prior to discharge

c |7 Notified patients of the financial assistance policy in communications with the patients regarding the patients’
bills

d |7 Documented its determination of whether a patient who applied for financial assistance under the financial
assistance policy qualified for financial assistance

e I_Other(descrlbeln Part VI)
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m Facility Information (continued)

Policy Relating to Emergency Medical Care

Yes | No

18 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 eligibility under the hospital facility’s financial assistance policy? . . . . . . . . . . 18 [Yes

If “No,” indicate the reasons why (check all that apply)

a I_ The hospital facility did not provide care for any emergency medical conditions
b I_ The hospital facility did not have a policy relating to emergency medical care
c I_ The hospital facility Imited who was eligible to receive care for emergency medical conditions (describe In Part
VI)
d I_Other(descrlbeln Part VI)
Charges for Medical Care

19 Indicate how the hospital facility determined the amounts billed to individuals who did not have insurance covering
emergency or other medically necessary care (check all that apply)

a I_ The hospital facility used the lowest negotiated commercial iInsurance rate for those services at the hospital
facility

b I_ The hospital facility used the average of the three lowest negotiated commercial insurance rates for those
services at the hospital facility

[ I_ The hospital facility used the Medicare rate for those services

d I_Other(descrlbeln Part VI)

20 Did the hospital facility charge any of its patients who were eligible for assistance under the hospital facility’s financial
assistance policy, and to whom the hospital facility provided emergency or other medically necessary services, more
than the amounts generally billed to individuals who had insurance covering suchcare? . . . . . . . . . 20 No

If “Yes,” explainin Part VI

21 Did the hospital facility charge any of its patients an amount equal to the gross charge for services provided to that
patient? . . . . . . i o h e e e e e e e e e e e e e e e e e e e e e e e e 21 No

If “Yes,” explainin Part VI
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m Facility Information (continued)
Section B. Facility Policies and Practices.

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

Name of Hospital Facility: Provena Covenant Medical Center
Line Number of Hospital Facility (from Schedule H, Part V, Section A): 3
Yes | No
Community Health Needs Assessment (Lines 1 through 7 are optional for2010)
1 During the tax year or any prior tax year, did the hospital facility conduct a community health needs assessment
("Needs Assessment”)? If *No,” skip toquestion8 . . . . . + .« « &« & &« & 4 & 4 4 e w4 a 1 |[Yes
If “Yes,” indicate what the Needs Assessment describes (check all that apply)
a |7 A definition of the community served by the hospital facility
b |7 Demographics of the community
|7 Existing health care facilities and resources within the community that are available to respond to the health
needs of the community
d |7 How data was obtained
e |7 The health needs of the community
|7 Primary and chronic disease needs and other health issues of uninsured persons, low-income persons, and
minority groups
|7 The process for identifying and prioritizing community health needs and services to meet the community health
needs
h |7 The process for consulting with persons representing the community’s interests
i I_ Information gaps that mit the hospital facility’s ability to assess all of the community’s health needs
j I_ Other (describe in Part VI)
2 Indicate the tax year the hospital facility last conducted a Needs Assessment 20 06
3 In conducting its most recent Needs Assessment, did the hospital facility take into account input from persons who
represent the community served by the hospital facility? If “*Yes,” describe in Part VI how the hospital facility took into
account input from persons who represent the community, and identify the persons the hospital facility consulted 3 |Yes
4 Was the hospital facility’s Needs Assessment conducted with one or more other hospital facilities? If “Yes,” list the
other hospital facilities InPart VI . . . . . & v v & v & e e e e e e e e e e e e e e e 4 |Yes
5 Did the hospital facility make its Needs Assessment widely available to the public>. . . . . . . . . . . 5 |Yes
If “Yes,” indicate how the Needs Assessment was made widely available (check all that apply)
a I_ Hospital facility’s website
b |7 Available upon request from the hospital facility
[ I_ Other (describe in Part VI)
6 Ifthe hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate how
(check all that apply)
a |7 Adoption of an iImplementation strategy to address the health needs of the hospital facility’s community
b |7 Execution of the implementation strategy
[ I_ Participation in the development of a community-wide community benefit plan
d I_ Participation in the execution of a community-wide community benefit plan
e I_ Inclusion of a community benefit section in operational plans
f I_ Adoption of a budget for provision of services that address the needs i1dentified in the Needs Assessment
g |7 Prioritization of health needs in the community
h |7 Prioritization of services that the hospital facility will undertake to meet health needs in its community
i I_ Other (describe in Part VI)
7 Did the hospital facility address all of the needs 1dentified in its most recently conducted Needs Assessment? If "No,”
explainin Part VI which needs 1t has not addressed together with the reasons why it has not addressed such needs 7 No
Financial Assistance Policy
Did the hospital facility have in place during the tax year a written financial assistance policy that
8 Explains eligibility criteria for financial assistance, and whether such assistance includes free or discounted care? 8 Yes
9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care to low iIncome individuals? . . 9 |Yes

If“Yes,” Indicate the FPG family income himit for eligibility for free care 200 %
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m Facility Information (continued)

Yes | No
10 Used FPG to determine eligibility for providing discounted care to low income individuals? . . . . . . . . . 10 [Yes

If“Yes,” indicate the FPG family income limit for eligibility for discounted care 600 %
11 Explained the basis for calculating amounts charged to patients? . . . . . . . . . .+ .+ « & + .« . . 11 [Yes

If “Yes,” Indicate the factors used in determining such amounts (check all that apply)
a |7 Income level

b I_ Asset level

|7 Medical indigency

|7 Insurance status

|7 Uninsured discount

|7 Medicaid/Medicare

I_ State regulation

h I_ Other (describe in Part VI)

12 Explained the method for applying for financial assistance? . . . . . . . + +« &« « v 4 & 4 4 4 a4 . 12 [Yes

Q = 0 o n

13 Included measures to publicize the policy within the community served by the hospital facihty? . . . . . . . 13 [Yes

If “Yes,” indicate how the hospital facility publicized the policy (check all that apply)

a |7 The policy was posted at all times on the hospital facility’s web site

b I_ The policy was attached to all billing invoices

|7 The policy was posted in the hospital facility’s emergency rooms or waiting rooms
|7 The policy was posted in the hospital facility’s admissions offices

I_ The policy was provided, in writing, to patients upon admission to the hospital facility

- 0 QO 0

|7 The policy was available upon request
g I_ Other (describe in Part VI)

Billing and Collections

14 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written financial
assistance policy that explained actions the hospital facility may take upon non-payment? . . . 14 |Yes

15 Check all of the following collection actions against a patient that were permitted under the hospital faC|I|ty s poI|C|es at
any time during the tax year

a |7 Reporting to credit agency
b |7 Lawsuits

c |7 Liens on residences

d I_ Body attachments

e I_Other(descrlbeln Part VI)

16 Did the hospital faC|I|ty engage In or authorize a third party to engage Iin any of the foIIowmg collection actions durlng the
tax year? . . . 16 |Yes

If “Yes,” check all collection actions in which the hospltal faC|I|ty or a third party engaged (check all that apply)
a |7 Reporting to credit agency

b |7 Lawsuits

c |7 Liens on residences

d I_ Body attachments

e I_Other(descrlbeln Part VI)

17 Indicate which actions the hospital facility took before initiating any of the collection actions checked In question 16

(check all that apply)

a |7 Notified patients of the financial assistance policy upon admission

b |7 Notified patients of the financial assistance policy prior to discharge

c |7 Notified patients of the financial assistance policy in communications with the patients regarding the patients’
bills

d |7 Documented its determination of whether a patient who applied for financial assistance under the financial
assistance policy qualified for financial assistance

e I_Other(descrlbeln Part VI)
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m Facility Information (continued)

Policy Relating to Emergency Medical Care

Yes | No

18 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 eligibility under the hospital facility’s financial assistance policy? . . . . . . . . . . 18 [Yes

If “No,” indicate the reasons why (check all that apply)

a I_ The hospital facility did not provide care for any emergency medical conditions
b I_ The hospital facility did not have a policy relating to emergency medical care
c I_ The hospital facility Imited who was eligible to receive care for emergency medical conditions (describe In Part
VI)
d I_Other(descrlbeln Part VI)
Charges for Medical Care

19 Indicate how the hospital facility determined the amounts billed to individuals who did not have insurance covering
emergency or other medically necessary care (check all that apply)

a I_ The hospital facility used the lowest negotiated commercial iInsurance rate for those services at the hospital
facility

b I_ The hospital facility used the average of the three lowest negotiated commercial insurance rates for those
services at the hospital facility

[ I_ The hospital facility used the Medicare rate for those services

d I_Other(descrlbeln Part VI)

20 Did the hospital facility charge any of its patients who were eligible for assistance under the hospital facility’s financial
assistance policy, and to whom the hospital facility provided emergency or other medically necessary services, more
than the amounts generally billed to individuals who had insurance covering suchcare? . . . . . . . . . 20 No

If “Yes,” explainin Part VI

21 Did the hospital facility charge any of its patients an amount equal to the gross charge for services provided to that
patient? . . . . . . i o h e e e e e e e e e e e e e e e e e e e e e e e e 21 No

If “Yes,” explainin Part VI
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m Facility Information (continued)
Section B. Facility Policies and Practices.

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

Name of Hospital Facility: Provena St Joseph Hospital
Line Number of Hospital Facility (from Schedule H, Part V, Section A): 4
Yes | No
Community Health Needs Assessment (Lines 1 through 7 are optional for2010)
1 During the tax year or any prior tax year, did the hospital facility conduct a community health needs assessment
("Needs Assessment”)? If *No,” skip toquestion8 . . . . . + .« « &« & &« & 4 & 4 4 e w4 a 1 |[Yes
If “Yes,” indicate what the Needs Assessment describes (check all that apply)
a |7 A definition of the community served by the hospital facility
b |7 Demographics of the community
|7 Existing health care facilities and resources within the community that are available to respond to the health
needs of the community
d |7 How data was obtained
e |7 The health needs of the community
|7 Primary and chronic disease needs and other health issues of uninsured persons, low-income persons, and
minority groups
|7 The process for identifying and prioritizing community health needs and services to meet the community health
needs
h |7 The process for consulting with persons representing the community’s interests
i I_ Information gaps that mit the hospital facility’s ability to assess all of the community’s health needs
j I_ Other (describe in Part VI)
2 Indicate the tax year the hospital facility last conducted a Needs Assessment 20 06
3 In conducting its most recent Needs Assessment, did the hospital facility take into account input from persons who
represent the community served by the hospital facility? If “*Yes,” describe in Part VI how the hospital facility took into
account input from persons who represent the community, and identify the persons the hospital facility consulted 3 |Yes
4 Was the hospital facility’s Needs Assessment conducted with one or more other hospital facilities? If “Yes,” list the
other hospital facilities InPart VI . . . . . & v v & v & e e e e e e e e e e e e e e e 4 |Yes
5 Did the hospital facility make its Needs Assessment widely available to the public>. . . . . . . . . . . 5 |Yes
If “Yes,” indicate how the Needs Assessment was made widely available (check all that apply)
a I_ Hospital facility’s website
b |7 Available upon request from the hospital facility
[ I_ Other (describe in Part VI)
6 Ifthe hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate how
(check all that apply)
a |7 Adoption of an iImplementation strategy to address the health needs of the hospital facility’s community
b |7 Execution of the implementation strategy
[ I_ Participation in the development of a community-wide community benefit plan
d I_ Participation in the execution of a community-wide community benefit plan
e I_ Inclusion of a community benefit section in operational plans
f I_ Adoption of a budget for provision of services that address the needs i1dentified in the Needs Assessment
g |7 Prioritization of health needs in the community
h |7 Prioritization of services that the hospital facility will undertake to meet health needs in its community
i I_ Other (describe in Part VI)
7 Did the hospital facility address all of the needs 1dentified in its most recently conducted Needs Assessment? If "No,”
explainin Part VI which needs 1t has not addressed together with the reasons why it has not addressed such needs 7 No
Financial Assistance Policy
Did the hospital facility have in place during the tax year a written financial assistance policy that
8 Explains eligibility criteria for financial assistance, and whether such assistance includes free or discounted care? 8 Yes
9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care to low iIncome individuals? . . 9 |Yes

If“Yes,” Indicate the FPG family income himit for eligibility for free care 200 %
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m Facility Information (continued)

Yes | No
10 Used FPG to determine eligibility for providing discounted care to low income individuals? . . . . . . . . . 10 [Yes

If“Yes,” indicate the FPG family income limit for eligibility for discounted care 600 %
11 Explained the basis for calculating amounts charged to patients? . . . . . . . . . .+ .+ « & + .« . . 11 [Yes

If “Yes,” Indicate the factors used in determining such amounts (check all that apply)
a |7 Income level

b I_ Asset level

|7 Medical indigency

|7 Insurance status

|7 Uninsured discount

|7 Medicaid/Medicare

I_ State regulation

h I_ Other (describe in Part VI)

12 Explained the method for applying for financial assistance? . . . . . . . + +« &« « v 4 & 4 4 4 a4 . 12 [Yes

Q = 0 o n

13 Included measures to publicize the policy within the community served by the hospital facihty? . . . . . . . 13 [Yes

If “Yes,” indicate how the hospital facility publicized the policy (check all that apply)

a |7 The policy was posted at all times on the hospital facility’s web site

b I_ The policy was attached to all billing invoices

|7 The policy was posted in the hospital facility’s emergency rooms or waiting rooms
|7 The policy was posted in the hospital facility’s admissions offices

I_ The policy was provided, in writing, to patients upon admission to the hospital facility

- 0 QO 0

|7 The policy was available upon request
g I_ Other (describe in Part VI)

Billing and Collections

14 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written financial
assistance policy that explained actions the hospital facility may take upon non-payment? . . . 14 |Yes

15 Check all of the following collection actions against a patient that were permitted under the hospital faC|I|ty s poI|C|es at
any time during the tax year

a |7 Reporting to credit agency
b |7 Lawsuits

c |7 Liens on residences

d I_ Body attachments

e I_Other(descrlbeln Part VI)

16 Did the hospital faC|I|ty engage In or authorize a third party to engage Iin any of the foIIowmg collection actions durlng the
tax year? . . . 16 |Yes

If “Yes,” check all collection actions in which the hospltal faC|I|ty or a third party engaged (check all that apply)
a |7 Reporting to credit agency

b |7 Lawsuits

c |7 Liens on residences

d I_ Body attachments

e I_Other(descrlbeln Part VI)

17 Indicate which actions the hospital facility took before initiating any of the collection actions checked In question 16

(check all that apply)

a |7 Notified patients of the financial assistance policy upon admission

b |7 Notified patients of the financial assistance policy prior to discharge

c |7 Notified patients of the financial assistance policy in communications with the patients regarding the patients’
bills

d |7 Documented its determination of whether a patient who applied for financial assistance under the financial
assistance policy qualified for financial assistance

e I_Other(descrlbeln Part VI)
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m Facility Information (continued)

Policy Relating to Emergency Medical Care

Yes | No

18 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 eligibility under the hospital facility’s financial assistance policy? . . . . . . . . . . 18 [Yes

If “No,” indicate the reasons why (check all that apply)

a I_ The hospital facility did not provide care for any emergency medical conditions
b I_ The hospital facility did not have a policy relating to emergency medical care
c I_ The hospital facility Imited who was eligible to receive care for emergency medical conditions (describe In Part
VI)
d I_Other(descrlbeln Part VI)
Charges for Medical Care

19 Indicate how the hospital facility determined the amounts billed to individuals who did not have insurance covering
emergency or other medically necessary care (check all that apply)

a I_ The hospital facility used the lowest negotiated commercial iInsurance rate for those services at the hospital
facility

b I_ The hospital facility used the average of the three lowest negotiated commercial insurance rates for those
services at the hospital facility

[ I_ The hospital facility used the Medicare rate for those services

d I_Other(descrlbeln Part VI)

20 Did the hospital facility charge any of its patients who were eligible for assistance under the hospital facility’s financial
assistance policy, and to whom the hospital facility provided emergency or other medically necessary services, more
than the amounts generally billed to individuals who had insurance covering suchcare? . . . . . . . . . 20 No

If “Yes,” explainin Part VI

21 Did the hospital facility charge any of its patients an amount equal to the gross charge for services provided to that
patient? . . . . . . i o h e e e e e e e e e e e e e e e e e e e e e e e e 21 No

If “Yes,” explainin Part VI

Schedule H (Form 990) 2010



Schedule H (Form 990) 2010 Page 4

m Facility Information (continued)
Section B. Facility Policies and Practices.

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

Name of Hospital Facility: Provena St Mary's Hospital
Line Number of Hospital Facility (from Schedule H, Part V, Section A): 5
Yes | No
Community Health Needs Assessment (Lines 1 through 7 are optional for2010)
1 During the tax year or any prior tax year, did the hospital facility conduct a community health needs assessment
("Needs Assessment”)? If *No,” skip toquestion8 . . . . . + .« « &« & &« & 4 & 4 4 e w4 a 1 |[Yes
If “Yes,” indicate what the Needs Assessment describes (check all that apply)
a |7 A definition of the community served by the hospital facility
b |7 Demographics of the community
I_ Existing health care facilities and resources within the community that are available to respond to the health
needs of the community
d |7 How data was obtained
e |7 The health needs of the community
|7 Primary and chronic disease needs and other health issues of uninsured persons, low-income persons, and
minority groups
I_ The process for identifying and prioritizing community health needs and services to meet the community health
needs
h I_ The process for consulting with persons representing the community’s interests
i I_ Information gaps that mit the hospital facility’s ability to assess all of the community’s health needs
j I_ Other (describe in Part VI)
2 Indicate the tax year the hospital facility last conducted a Needs Assessment 20 07
3 In conducting its most recent Needs Assessment, did the hospital facility take into account input from persons who
represent the community served by the hospital facility? If “*Yes,” describe in Part VI how the hospital facility took into
account input from persons who represent the community, and identify the persons the hospital facility consulted 3 No
4 Was the hospital facility’s Needs Assessment conducted with one or more other hospital facilities? If “Yes,” list the
other hospital facilities InPart VI . . . . . & v v & v & e e e e e e e e e e e e e e e 4 |Yes
5 Did the hospital facility make its Needs Assessment widely available to the public>. . . . . . . . . . . 5 |Yes
If “Yes,” indicate how the Needs Assessment was made widely available (check all that apply)
a I_ Hospital facility’s website
b |7 Available upon request from the hospital facility
[ I_ Other (describe in Part VI)
6 Ifthe hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate how
(check all that apply)
a |7 Adoption of an iImplementation strategy to address the health needs of the hospital facility’s community
b |7 Execution of the implementation strategy
[ I_ Participation in the development of a community-wide community benefit plan
d I_ Participation in the execution of a community-wide community benefit plan
e I_ Inclusion of a community benefit section in operational plans
f I_ Adoption of a budget for provision of services that address the needs i1dentified in the Needs Assessment
g I_ Prioritization of health needs in the community
h |7 Prioritization of services that the hospital facility will undertake to meet health needs in its community
i I_ Other (describe in Part VI)
7 Did the hospital facility address all of the needs 1dentified in its most recently conducted Needs Assessment? If "No,”
explainin Part VI which needs 1t has not addressed together with the reasons why it has not addressed such needs 7 No
Financial Assistance Policy
Did the hospital facility have in place during the tax year a written financial assistance policy that
8 Explains eligibility criteria for financial assistance, and whether such assistance includes free or discounted care? 8 Yes
9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care to low iIncome individuals? . . 9 |Yes

If“Yes,” Indicate the FPG family income himit for eligibility for free care 200 %

Schedule H (Form 990) 2010
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m Facility Information (continued)

Yes | No
10 Used FPG to determine eligibility for providing discounted care to low income individuals? . . . . . . . . . 10 [Yes

If“Yes,” indicate the FPG family income limit for eligibility for discounted care 600 %
11 Explained the basis for calculating amounts charged to patients? . . . . . . . . . .+ .+ « & + .« . . 11 [Yes

If “Yes,” Indicate the factors used in determining such amounts (check all that apply)
a |7 Income level

b I_ Asset level

|7 Medical indigency

|7 Insurance status

|7 Uninsured discount

|7 Medicaid/Medicare

I_ State regulation

h I_ Other (describe in Part VI)

12 Explained the method for applying for financial assistance? . . . . . . . + +« &« « v 4 & 4 4 4 a4 . 12 [Yes

Q = 0 o n

13 Included measures to publicize the policy within the community served by the hospital facihty? . . . . . . . 13 [Yes

If “Yes,” indicate how the hospital facility publicized the policy (check all that apply)

a |7 The policy was posted at all times on the hospital facility’s web site

b I_ The policy was attached to all billing invoices

|7 The policy was posted in the hospital facility’s emergency rooms or waiting rooms
|7 The policy was posted in the hospital facility’s admissions offices

I_ The policy was provided, in writing, to patients upon admission to the hospital facility

- 0 QO 0

|7 The policy was available upon request
g I_ Other (describe in Part VI)

Billing and Collections

14 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written financial
assistance policy that explained actions the hospital facility may take upon non-payment? . . . 14 |Yes

15 Check all of the following collection actions against a patient that were permitted under the hospital faC|I|ty s poI|C|es at
any time during the tax year

a |7 Reporting to credit agency
b |7 Lawsuits

c |7 Liens on residences

d I_ Body attachments

e I_Other(descrlbeln Part VI)

16 Did the hospital faC|I|ty engage In or authorize a third party to engage Iin any of the foIIowmg collection actions durlng the
tax year? . . . 16 |Yes

If “Yes,” check all collection actions in which the hospltal faC|I|ty or a third party engaged (check all that apply)
a |7 Reporting to credit agency

b |7 Lawsuits

c |7 Liens on residences

d I_ Body attachments

e I_Other(descrlbeln Part VI)

17 Indicate which actions the hospital facility took before initiating any of the collection actions checked In question 16

(check all that apply)

a |7 Notified patients of the financial assistance policy upon admission

b |7 Notified patients of the financial assistance policy prior to discharge

c |7 Notified patients of the financial assistance policy in communications with the patients regarding the patients’
bills

d |7 Documented its determination of whether a patient who applied for financial assistance under the financial
assistance policy qualified for financial assistance

e I_Other(descrlbeln Part VI)

Schedule H (Form 990) 2010
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m Facility Information (continued)

Policy Relating to Emergency Medical Care

Yes | No

18 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 eligibility under the hospital facility’s financial assistance policy? . . . . . . . . . . 18 [Yes

If “No,” indicate the reasons why (check all that apply)

a I_ The hospital facility did not provide care for any emergency medical conditions
b I_ The hospital facility did not have a policy relating to emergency medical care
c I_ The hospital facility Imited who was eligible to receive care for emergency medical conditions (describe In Part
VI)
d I_Other(descrlbeln Part VI)
Charges for Medical Care

19 Indicate how the hospital facility determined the amounts billed to individuals who did not have insurance covering
emergency or other medically necessary care (check all that apply)

a I_ The hospital facility used the lowest negotiated commercial iInsurance rate for those services at the hospital
facility

b I_ The hospital facility used the average of the three lowest negotiated commercial insurance rates for those
services at the hospital facility

[ I_ The hospital facility used the Medicare rate for those services

d I_Other(descrlbeln Part VI)

20 Did the hospital facility charge any of its patients who were eligible for assistance under the hospital facility’s financial
assistance policy, and to whom the hospital facility provided emergency or other medically necessary services, more
than the amounts generally billed to individuals who had insurance covering suchcare? . . . . . . . . . 20 No

If “Yes,” explainin Part VI

21 Did the hospital facility charge any of its patients an amount equal to the gross charge for services provided to that
patient? . . . . . . i o h e e e e e e e e e e e e e e e e e e e e e e e e 21 No

If “Yes,” explainin Part VI

Schedule H (Form 990) 2010
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m Facility Information (continued)
Section B. Facility Policies and Practices.

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

Name of Hospital Facility: Provena United Samaritans Medical Center
Line Number of Hospital Facility (from Schedule H, Part V, Section A): 6
Yes | No
Community Health Needs Assessment (Lines 1 through 7 are optional for2010)
1 During the tax year or any prior tax year, did the hospital facility conduct a community health needs assessment
("Needs Assessment”)? If *No,” skip toquestion8 . . . . . + .« « &« & &« & 4 & 4 4 e w4 a 1 |[Yes
If “Yes,” indicate what the Needs Assessment describes (check all that apply)
a |7 A definition of the community served by the hospital facility
b |7 Demographics of the community
|7 Existing health care facilities and resources within the community that are available to respond to the health
needs of the community
d |7 How data was obtained
e |7 The health needs of the community
|7 Primary and chronic disease needs and other health issues of uninsured persons, low-income persons, and
minority groups
|7 The process for identifying and prioritizing community health needs and services to meet the community health
needs
h |7 The process for consulting with persons representing the community’s interests
i I_ Information gaps that mit the hospital facility’s ability to assess all of the community’s health needs
j I_ Other (describe in Part VI)
2 Indicate the tax year the hospital facility last conducted a Needs Assessment 20 07
3 In conducting its most recent Needs Assessment, did the hospital facility take into account input from persons who
represent the community served by the hospital facility? If “*Yes,” describe in Part VI how the hospital facility took into
account input from persons who represent the community, and identify the persons the hospital facility consulted 3 |Yes
4 Was the hospital facility’s Needs Assessment conducted with one or more other hospital facilities? If “Yes,” list the
other hospital facilities InPart VI . . . . . & v v & v & e e e e e e e e e e e e e e e 4 |Yes
5 Did the hospital facility make its Needs Assessment widely available to the public>. . . . . . . . . . . 5 |Yes
If “Yes,” indicate how the Needs Assessment was made widely available (check all that apply)
a I_ Hospital facility’s website
b |7 Available upon request from the hospital facility
[ I_ Other (describe in Part VI)
6 Ifthe hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate how
(check all that apply)
a |7 Adoption of an iImplementation strategy to address the health needs of the hospital facility’s community
b |7 Execution of the implementation strategy
[ I_ Participation in the development of a community-wide community benefit plan
d I_ Participation in the execution of a community-wide community benefit plan
e I_ Inclusion of a community benefit section in operational plans
f I_ Adoption of a budget for provision of services that address the needs i1dentified in the Needs Assessment
g |7 Prioritization of health needs in the community
h |7 Prioritization of services that the hospital facility will undertake to meet health needs in its community
i I_ Other (describe in Part VI)
7 Did the hospital facility address all of the needs 1dentified in its most recently conducted Needs Assessment? If "No,”
explainin Part VI which needs 1t has not addressed together with the reasons why it has not addressed such needs 7 No
Financial Assistance Policy
Did the hospital facility have in place during the tax year a written financial assistance policy that
8 Explains eligibility criteria for financial assistance, and whether such assistance includes free or discounted care? 8 Yes
9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care to low iIncome individuals? . . 9 |Yes

If“Yes,” Indicate the FPG family income himit for eligibility for free care 200 %

Schedule H (Form 990) 2010
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m Facility Information (continued)

Yes | No
10 Used FPG to determine eligibility for providing discounted care to low income individuals? . . . . . . . . . 10 [Yes

If“Yes,” indicate the FPG family income limit for eligibility for discounted care 600 %
11 Explained the basis for calculating amounts charged to patients? . . . . . . . . . .+ .+ « & + .« . . 11 [Yes

If “Yes,” Indicate the factors used in determining such amounts (check all that apply)
a |7 Income level

b I_ Asset level

|7 Medical indigency

|7 Insurance status

|7 Uninsured discount

|7 Medicaid/Medicare

I_ State regulation

h I_ Other (describe in Part VI)

12 Explained the method for applying for financial assistance? . . . . . . . + +« &« « v 4 & 4 4 4 a4 . 12 [Yes

Q = 0 o n

13 Included measures to publicize the policy within the community served by the hospital facihty? . . . . . . . 13 [Yes

If “Yes,” indicate how the hospital facility publicized the policy (check all that apply)

a |7 The policy was posted at all times on the hospital facility’s web site

b I_ The policy was attached to all billing invoices

|7 The policy was posted in the hospital facility’s emergency rooms or waiting rooms
|7 The policy was posted in the hospital facility’s admissions offices

I_ The policy was provided, in writing, to patients upon admission to the hospital facility

- 0 QO 0

|7 The policy was available upon request
g I_ Other (describe in Part VI)

Billing and Collections

14 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written financial
assistance policy that explained actions the hospital facility may take upon non-payment? . . . 14 |Yes

15 Check all of the following collection actions against a patient that were permitted under the hospital faC|I|ty s poI|C|es at
any time during the tax year

a |7 Reporting to credit agency
b |7 Lawsuits

c |7 Liens on residences

d I_ Body attachments

e I_Other(descrlbeln Part VI)

16 Did the hospital faC|I|ty engage In or authorize a third party to engage Iin any of the foIIowmg collection actions durlng the
tax year? . . . 16 |Yes

If “Yes,” check all collection actions in which the hospltal faC|I|ty or a third party engaged (check all that apply)
a |7 Reporting to credit agency

b |7 Lawsuits

c |7 Liens on residences

d I_ Body attachments

e I_Other(descrlbeln Part VI)

17 Indicate which actions the hospital facility took before initiating any of the collection actions checked In question 16

(check all that apply)

a |7 Notified patients of the financial assistance policy upon admission

b |7 Notified patients of the financial assistance policy prior to discharge

c |7 Notified patients of the financial assistance policy in communications with the patients regarding the patients’
bills

d |7 Documented its determination of whether a patient who applied for financial assistance under the financial
assistance policy qualified for financial assistance

e I_Other(descrlbeln Part VI)

Schedule H (Form 990) 2010
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m Facility Information (continued)

Policy Relating to Emergency Medical Care

Yes | No

18 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 eligibility under the hospital facility’s financial assistance policy? . . . . . . . . . . 18

If “No,” indicate the reasons why (check all that apply)

a I_ The hospital facility did not provide care for any emergency medical conditions
b I_ The hospital facility did not have a policy relating to emergency medical care
c I_ The hospital facility Imited who was eligible to receive care for emergency medical conditions (describe In Part
VI)
d I_Other(descrlbeln Part VI)
Charges for Medical Care

19 Indicate how the hospital facility determined the amounts billed to individuals who did not have insurance covering
emergency or other medically necessary care (check all that apply)

a I_ The hospital facility used the lowest negotiated commercial iInsurance rate for those services at the hospital
facility

b I_ The hospital facility used the average of the three lowest negotiated commercial insurance rates for those
services at the hospital facility

[ I_ The hospital facility used the Medicare rate for those services

d I_Other(descrlbeln Part VI)

20 Did the hospital facility charge any of its patients who were eligible for assistance under the hospital facility’s financial
assistance policy, and to whom the hospital facility provided emergency or other medically necessary services, more
than the amounts generally billed to individuals who had insurance covering suchcare? . . . . . . . . . 20 No

If “Yes,” explainin Part VI

21 Did the hospital facility charge any of its patients an amount equal to the gross charge for services provided to that
patient? . . . . . . i o h e e e e e e e e e e e e e e e e e e e e e e e e 21 No

If “Yes,” explainin Part VI

Schedule H (Form 990) 2010
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m Facility Information (continued)

Section C. Other Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital Facility
(hst in order of size, measured by total revenue per facility, from largest to smallest)

How many non-hospital facilities did the organization operate during the tax year? 36
Name and address Type of Facility (Describe)
1 See Additional Data Table

1

2

3

a4

5

6

7

8

9

10

Schedule H (Form 990) 2010
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Page 8

m Supplemental Information

Complete this part to provide the following information

1 Required descriptions. Provide the description required for Part I, lines 3c, 6a,and 7, PartII, Part III, lines 4, 8, and 9b, and Part
V, Section B, lines 1), 3,4, 5c¢,61,7,11h,13g,15e,16e,17e,18d,19d,20,and 21

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

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

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

constituents 1t serves

5 Promotion of community health. Provide any other information important to describing how the organization’s hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e g , open medical staff, community

board, use of surplus funds, etc )

6 Affiliated health care system. If the organization I1s part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served

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

a community benefit report

Identifier

ReturnReference

Explanation

Schedule H

Part I, Line 5B Provena Hospital Ministries budget for charity
care I1s based upon historical projections or trends However, we
do not place a cap or maximum amount on charity care actually
given In a year PartI, line 6a Provena Health, The corporate
sponsor of Provena Hospitals, publishes an annual Report to Our
Communities, which detalls the combined charitable impact our
ministries have within the communities we serve This report 1s
inclusive of our Hospitals and Non-Hospital Ministries The
report I1s distributed to federal, local and state officials,
community leaders, religious leaders and other groups, Is
presented comprehensively on our consumer Web site

(www provena org/annualreport), and i1s supported by a
consumer-focused direct mail campaign targeting approximately
180,000 households throughout our primary and secondary
markets PartI,Line 7fPer 990, Schedule H Instructions, The
bad debt expense 0f$108,27 3,891 has been removed from the
denomenator in calculating the percentage of total expense Part
I, line 7g Costs from physician clinics are not included In
subsidized service totals PartI, line 7, column (f) Costs
included in Part I, Line 7 were calculated using a combination of
cost to charge ratio, medicare and medicald cost reports, a cost
accounting system including all patient segments and
community benefit software Worksheet 2 was used for
calculating the cost to charge ratio Perthe 990H instructions,
the bad debt expense amount 0f$108,273,891 has not been
included in the denominator in calculating percentage of total
expenses for scheduled H PartI line7 PartII Describe how
community building activities promoted the health of the
communities 1t serves Community Building Activities include
programs that address the root causes of health problems, such
as poverty, homelessness and environmental problems They
support community assets by offering the expertise and
resources of the health care organization Provena Hospital
ministries engage In a variety of community building activities
which although are not specifically health activities ultimately
improve the health and well-being of the communities we are
privileged to serve Examples of community building activities
include The work of all of our hospitals in support of disaster
readiness and emergency preparedness This work goes above
and beyond any licensure requirements to proactively ensure
that our communities are safe and prepared If a disaster should
present itself This work assures the safety and health in the
community If a disaster presents itself Ongoing partnership with
Hospital Sisters Mission Outreach whose mission Is the
recovery and responsible redistribution of health care equipment
and supplies to developing countries The commitment improves
local community health by being good stewards of our community
resources and not contributing to the landfills within our
communities In addition, this activity promotes the health of the
community that receives the equipment and supplies by giving
them the tools that they need to better meet the health needs of
their community Part III, Line 3 The Financial Assistance
Policy allows for accounts in bad debt to be approved for
Financial Assistance If the patient meets the criteria There are
possible financial Assistance Accounts In bad debt and we did
not record an amount due to the fact we do not have a
methodology to determine the dollar amounts Part III, line 4
Provision for bad debt at cost represents the cost (determined
using a cost-to-charge ratio) of providing services to uninsured
and underinsured patients Part III, line 8 The organization
computes the Medicare shortfall based on a modified ratio of
cost to charges due to our organizational structure PartIII, line
9b The collection process consists of using a predictive dialer to
contact the patient after discharge along with a series of 4
notifications/statements and a series of collection letters A
patient may apply for financial assistance at any time during the
revenue cycle as outlined in the Provena Health Provision for
Financial Assistance Policy A patient balance may be referred
to a 3rd party collection agency if one of the following criteria are
met 1) Patient has defaulted on an installment plan agreement
and has missed a minimum of two (2) consecutive payments 2)
}A minimum of four (4) notifications which may include
statements or letters have been sent to the patient with no
payments or agreement to pay 3) The patient has failed to
cooperate with the Medical Assistance Application for Public
IAid 4) There has been an inability to locate the patient via
phone or mail (e g mail returned with no forwarding address) 5)
IAccount I1s greater than the small balance write off threshold
Patients with an approved financial assistance for 100% will not
be referred to a 3rd party collection agency Patients with partial
financial assistance will follow the self-pay process Patients In
bad debt may apply for charity care/financial assistance at any
time during the revenue cycle process Our Financial
Counselors, Central Billing O ffice and outside agencies assists
patients with the financial assistance process As stated in the
Debt Collection Policy, "Agencies must follow the Provena
Health Provision for Financial Assistance Policy, at any point in
the collection process Ifthe patient requests this as an option,
the account will be placed on hold with the agency and referred
back to the hospital so that proper follow up can occur The
agency will not pursue the collection process until they are
notified to continue activities " For more information about
Provena's Financial Assistance Program visit

www Provena org/FinancialAssistance Part IV, Column D

O fficers, directors and trustees do not receive compensation
Physician officers, directors and trustees receive distributed
gains and losses

Schedule H, Part VvV

Provena St Joseph Medical Center Part V, Line 3 The Will
County Community Health needs Assessment and Plan took into
account input from persons who represent the community by
conducting 1) Focus groups with employees from large
corporations, service provider organizations and members of
special populations 2) Direct Mail community survey that was
distributed randomly to five thousand residents 3) Service
provider survey was conducted to determine the demand for
community services Provena St Joseph Medical Center Part Vv,
Line 4 Provena St Joseph Medical Center participated on the
Will county community health assessment and plan committee
with multiple community stakeholders Silver Cross Hospital,
Joliet, IL, was also a member of the planning committee Provena
St Joseph Hospital Part V, Line 3 The Kane County community
needs assessment and community health plan, 2006, had over
90 organizations and community leaders participate to obtain
input from persons who represent the community Provena St
Joseph Hospital Part Part V, Line 4 Hospital Members of the
Community Needs assessment committee include Sherman
Hospital Rush Copley Medical Center Delnor Community
Hospital Provena Saint Joseph Hospital Provena Mercy Medical
Center Provena St Joseph Hospital Part Part V, Line 7 In the
development of the community Health Plan related to priority
Issues, resources are strategically allocated for identified needs
Hospitals are not listed as a resource for each identified need
Provena Mercy Medical Center PartV, Line 3 The Kane County
community needs assessment and community health plan,
2006, had over 90 organizations and community leaders
participate to obtain input from persons who represent the
community Provena Mercy Medical Center Part V, Line 4
Hospital members of the Community needs assessment
committee include Sherman Hospital Rush Copley Medical
Center Delnor Community Hospital Provena Saint Joseph
Hospital Provena Mercy Medical Center Provena Mercy Medical
Center Part V, Line 7 In the development of the community
health plan related to priority iIssues, resources are strategically
allocated for identified needs Hospitals are not listed as a
resource for each identified need Provena United Samaritans
Medical Center Part V, Line 3 The Vermilion County Community
Health needs assessment and community health plan utilized a
community advisory committee with representation from local
government, medical community, social services agencies,
education, business , and community residents Provena United
Samaritans Medical Center also conducted a health Assesment
survey which was mailed to community residents Provena
United Samaritans Medical Center PartV, Line 4 Hoopeston
Community Hospital was represented on the community advisory
committee Provena United Samaritans Medical Center Part V,
Line 7 Provena United Samaritans Medical Center has focused
community benefit programs for both the teen pregnancy and
access to care, which are 2 of the 4 top needs in the community
Provena Covenant Medical Center Part V, Line 3 The Champaign
County Community Health Plan included a community theme and
Strengths assessment The assessment gathered community
input from telephone surveys, focus groups and personal
interviews Provena Covenant Medical Center PartV, Line 4 The
Champaign-Urbana Public Health District convened a diverse
group of health providers, leaders and community
representatives to participate in the process Provena Covenant
Medical Center Part V, Line 7 Provena Covenant Medical Center
has specific community benefit programs and resources
allocated to four of the top ten community priorities Additionally
Provena Covenant Medical Center provides clinical expertise In
the community for another 3 identified needs (cancer, cardio,
mental health) Provena Covenant Medical Center represents
only one of many healthcare providers that are addressing the
identified needs of the community Provena St Mary's Hospital
Part V, Line 4 Hospital members of the community needs
assessment committee Included Riverside Medical Center
Provena St Mary's Hospital Part V, Line 7 The Kanhalee County
IAnalysis of community health needs did not identify a prioritized
list of community needs The assessmentis a comprehensive
overview of Kanhakee County through secondary sources

Schedule H, Part VI

Part VI, 2 Needs Assessment Provena Hospital ministries join
forces with local community organizations to assess the health
needs of the community Community needs assessments are
completed for the Iindividual counties we serve with community
partners every 3-5 years depending on the community needs
and avallable resources To supplement the community needs
assessment Provena Hospitals also review and analyze
Inpatient and Emergency Department utilization on an annual
basis to uncover any new community health trends In addition
to assessing the health needs, Provena Hospital ministries also
complete medical staff development plans The plans are
conducted by external consultants, who provide an independent
assessment of the need for physicians by specialty within the
hospital's primary service area as defined by Stark regulations
Identifying community needs i1s just one step In the needs
assessment process The most critical step i1s prioritizing and
aligning expertise to make an impact on the 1dentified needs To
facilitate this process, each hospital ministry has a Mission
Committee of the Board that 1s ultimately responsible for the
oversight and direction of the community benefit initiatives On
an annual basis this board committee, which 1s made up of
community and board members, recommends approval to the
hospital Board of Directors the hospital's community benefit
plan This plan identifies the priorities and action that will take
place over the next year Part VI, 3 Patient Education and
Eligibility 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 organizations charity care
policy Provena hospital ministries proactively communicate the
availlability of our financial assistance programs with bilingual
signage and brochures displayed prominently throughout high
traffic areas of our ministries, as well as within our inpatient and
outpatient registration/patient admitting areas and emergency
departments Comprehensive information about our financial
assistance programs - including eligibility criteria, application
details, and contact information - 1s also presented on our
consumer Web site (www provena org/financialassistance)
Financial counselors are also availlable to meet with patients
during their stay iIf they have questions about their ability to pay
for services and our financial assistance programs Additionally,
Provena hospital ministries participate with an outside vendor to
assure eligible patients are also receiving benefits from the
Medicaid entitlement programs The vendor works with patients
to complete appropriate applications All self-pay or Medicaid
pending patient statements contain information regarding our
financial assistance programs and appropriate contact
information in a bilingual format Finally, to ensure the integrity of
our financial assistance programs, our financial assistance
policy and practices are audited by our internal auditors, CHAN,
Health Care Auditors, to assure consistent application of policy
and practice across all Provena Hospitals Part VI, 4 Community
Information Describe the community the organization serves,
taking into account the geographic area and demographic
constituents 1t serves Provena Hospital ministries provide
services at 43 sites, Including six acute care hospitals with a
total of 1,317 staffed beds and 39 health centers These
ministries offer a broad range of services from highly specialized
tertiary services to an extended network of primary and
ambulatory care Provena Hospital ministries have identified a
separate service area for each of its acute care hospitals
utilizing a consistent methodology and reflecting a combination
of geographic location and market share criteria The total
service area of each ministry represents approximately 80% to
90% of the total inpatient discharges from that facility The
primary service area (the "Primary Service Area") of each
facility represents approximately 65 to 75% of such discharges
and the secondary service area (the "Secondary Service Area")
of each facility represents approximately 15 to 25% of such
discharges The Primary Service Areas and Secondary Service
IAreas have been determined by utilizing a patient origin analysis
to identify those zip codes that represent inpatient discharges
These zip codes are then mapped to identify geographic
coverage of the Primary Service Areas and Secondary Service
IAreas None of the Provena Hospital ministries share a common
Primary Service Area They are located in adjacent geographies,
complementing the services provided by each facility and
providing an opportunity for additional synergies throughout the
System Many of the Provena Hospital ministries facilities are
located 1n population growth areas Based upon population
estimates and projections obtained from Claritas, Inc , the
population of the our Hospitals combined service area Is
expected to grow at a rate of 1 7% annually between 2010 and
2015, compared with a growth rate of 0 4% and O 3% per yearin
the Chicago MSA (defined below) and in Illinois, respectively
Ten percent of Provena's service area population i1s over the age
of 65, compared to 11% and 13% in the Chicago MSA and in
Illinois, respectively Information related to each ministry 1s
noted below Provena Covenant Medical Center, Champaign, IL
(PCMC) Champaign County 1s the sixth largest county in the
state of Illinois with estimated 2009 population of 184,402 In
PCMC's primary service area and 109,226 in the secondary
service area In the primary service area 10% of the population
Is over the age 65 and the average household iIncome Is
$64,446 The primary demographic make-up of Champaign
County 1s as follows 78 8% white, 11 2% black or African
JAmerican, 6 5% Asian, 2 9% Hispanic/Latino 6 9% of families
in Champaign County live below the poverty level The PCMC
service area Is defined by zip code below Approximately 63%
and 17% of total inpatient discharges to the PCMC-Urbana
facility originate from this Primary Service Area and Secondary
Service Area Service Area Primary Market -61821 Champaign,
61801 Urbana, 61820 Champaign, 61866 Rantoul, 61802
Urbana, 61953 Tuscola, 61880 Tolono, 61873 Saint Joseph,
61956 Villa Grove, 61874 Savoy, 61849 Homer, 61878
Thomasboro, 61822 Champaign, 61847 Gifford, 61877 Sidney,
61943 Oakland, 61851 Ivesdale, 61884 White Heath, 61839
De Land, 61931 Humboldt, 61844 Fithian, 61862 Penfield,
61882 Weldon, 61773 Sibley, 61930 Hindsboro, 61812
IArmstrong, 60933 Elliott, 61932 Hume, 61871 Royal, 60926
Claytonville, 61845 Foosland, 61941 Murdock Service Area
Secondary Market - 60948 Loda, 60957 Paxton, 61856
Monticello, 61853 Mahomet, 61938 Mattoon, 61910 Arcola,
60936 Gibson City, 61920 Charleston, 61942 Newman, 61813
Bement Identified Community Needs The Champaign County
Health Plan 2006-2011 1dentified the following top three IPLAN
(Illnois Plan for Local Assessment of Need) Priorities Access
to health care, Cancer, and Cardiovascular Disease Provena
United Samaritans Medical Center (PUSMC), Danville, IL
PUSMC's primary and secondary service areas have an
estimated population of 110,000 residents Inthe primary
service area 17% ofthe population s over the age 65 and the
average household iIncome 1s $46,467 The primary
demographic make-up of Vermillion County is as follows 86 %
white, 11% black or African American, 3 0% Hispanic/Latino

9 7% of families in Vermillion County live below the poverty
level The PUSMC service area Is defined by zip code below
IApproximately 78% and 20% of total inpatient discharges to the
PUSMC-Danville facility originate from this Primary Service
IArea and Secondary Service Area, respectively Service Area
Primary Market -61832 Danville, 61834 Danville, 61846
Georgetown, 61883 Westville, 61833 Tilton Service Area
Secondary Market - 47932 Covington, IN, 60942 Hoopeston,
61817 Cathin, 61858 Oakwood, 61870 Ridge Farm, 61924
Chrisman, 60963 Rossville, 47987 Veedersburg, IN, 61841
Fairmont, 47974 Perrysville, IN, 47993 Wilhamsport, IN,
61814 Bismark, 61865 Potomac, 47928 Cayuga,IN, 47952
Kingman, IN, 61876 Sidell, 61811 Alvin, 61844 Fithian, 61850
Indianola, 47991 West Lebanon,IN, 61848 Henning, 47982
State Line, IN, 60960 Rankin, 47918 Attica,IN, 61812
IArmstrong, 60973 Wellington, 61940 Metcalf, 61831 Collision
Identified Community Needs In 2006, PUSMC conducted a
community needs assessment to identify the top three health
care needs In the community The report concluded that the top
unmet health care needs In our service area are Access to
Healthcare, Community Health Education/O utreach, Affordability
of Healthcare and Teen Pregnancy Provena Saint Joseph
Medical Center (PSIMC), Joliet, IL PSIMC's primary service
area has an estimated population 0f 262,946 and 369,243 In
the secondary service area In the primary

Schedule H, Part VI cont'd

Part VI, 6 Affillated Health Care System Describe the respective
roles of the affiliates in promoting the health of the communities
Effective November 30, 1997, The Franciscan Sisters of the
Sacred Heart, The Servants of the Holy Heart of Mary - holy
Family Province, and the Sisters of Mercy of the Americas
Regional Community of Chicago created a new equally sponsored
Catholic healthcare system called Provena Health in order to
assure the provision of ongoing quality healthcare services to
the communities served by the sponsors Provena Health i1s the
sole corporate sponsor of Provena Hospitals, Provena Senior
Services, Provena Home Health, Provena Care @ Home, and
Provena Health Assurance SPC, and owns 100% of Provena
Ventures, Inc These organizations include all of the healthcare
operations of the Sponsors Provena provides healthcare and
long-term care services to communities primarily located in
northern and central Illinois As was the case from our very
beginnings, Provena Health is called to be much more than a just
a provider of health services Provena Health has instilled within
all of its ministries a commitment to responding to the needs of
those we are privileged to serve, delivering high quality care that
Is accessible to all It s this culture of caring and giving that
drives our diligent efforts to ensure we return the optimal value of
our charitable assets to our local communities To ensure the
commitment to the health of our communities was a top priority
for all Provena Health ministries, the Provena Health Board of
Directors adopted a Board Philosophy Statement in December
2007 The Community Benefit Board Philosophy Statement
provides guidance for policies, practices and community benefit
programs The philosophy ensures that Provena Ministries pay
specilal attention to the poor, vulnerable and underserved as well
as continuing to effectively collaborate with the communities we
serve on indentified community needs Part VI,7 Filing
Community Benefit Report Illinois

Schedule H (Form 990) 2010



Additional Data

Software ID:
Software Version:
EIN:

Name:

Form 990 Schedule H, Part V Section C. Other Facilities That Are Not Licensed, Registered, or Similarly

Recognized as a Hospital Facility

36-4195126
PROVENA HOSPITALS

Section C. Other Facilities That Are Not Licensed,
Registered, or Similarly Recognized as a Hospital Facility
(hst in order of size, measured by total revenue per facility, from
largest to smallest)

How many non-hospital facilities did the organization operate
during the tax year? 36

Name and address

Type of Facility
(Describe)

Provena Caton Farm Immediate Care
7000 Caton Farm Road
Plainfield, IL 60586

Immediate Care Ctr

Provena Caton Farm Imaging Center
7000 Caton Farm Road
Plainfield, IL 60586

Imaging Center

Provena Physical Therapy
3000 W Jefferson St
Joliet,IL 60435

Physical Therapy

Provena Physical Therapy Services
1280 Windham Parkway
Romeoville,IL 60446

Physical Therapy

Provena Center for Wound Care
301 North Madison St
Joliet,IL 60435

Wound Care Center

Provena Physical TherapyIndustrial Reha
852 Sharp Avenue
Shorewood,IL 60404

physical therapy

Provena Health Ctr-Diagnostic Imaging
1416 South Randall Road
Geneva,IL 60134

Imaging Center

Provena Occupational HealthDiabetes Ctr
87 North Airlite Street Suite 130
Elgin,IL 60123

Occupational Health

Provena Outpatient Rehab Services
87 North Airlite Street
Elgin,IL 60123

Rehabilitation Services

Provena Occupational Health
1320 N Highland Suite B
Aurora,IL 60506

Occupational Med

Provena Physical Therapy
1975 Melissa Lane
Aurora,IL 60506

Physical Therapy

Provena Health Institute
1975 Melissa Lane
Aurora,IL 60506

outpatient clinic

Mercy Professional Building Pharmacy
1315 N Highland
Aurora,IL 60506

O utpatient Pharmacy

Provena Physical Rehab & Sport Injury
2132 Jefferson Street
Joliet,IL 60435

Physical Therapy

Provena Physical Therapy Services
1812 Lincoln Highway
New Lenox,IL 60451

Physical Therapy

Provena Physical Therapy Services
15120 Wallin Drive
Plainfield, IL 60544

Physical Therapy

Provena Sleep Disorder Center
2132 Jefferson Street
Joliet,IL 60435

Sleep Disorder Center

Provena Physical Therapy Services
7000 Caton Farm Road
Plainfield, IL 60586

Physical Therapy

Medcare 24 hour Acute Care
2250 West Algonquin Road
Lake in the Hills,IL 60156

Immediate Care Center

Provena Sleep Lab
412 Sheridan
Danville,IL 61832

Sleep Disorder Center

Provena United Samaratins O pen MRI
412 Sheridan
Danville,IL 61832

Imaging Center

Provena United Samartins Med Ctr Fndtn
801 W Fairchild
Danville,IL 61832

Foundation O ffice

Provena United Samaratins Oncology Ctr
806 North Logan Avenue
Danville,IL 61832

Oncology Center

Provena Yorkville Medical Office Bldg
1500 Sycamore Road
Yorkville,IL 60560

Medical Office Building

Provena Manteno Medcentre
501 S Locust Street
Manteno,IL 60950

Medical Office Building

Provena Medcentre East
455 West Court Street
Kankakee,IL 60901

Medical Office Building

Provena Medcentre West
555 West Court Street
Kankakee,IL 60901

Medical Office Building

Provena Momence Medcentre
739 North Dixie Highway
Momence,IL 60954

Medical Office Building

Provena Peotone Medcentre
117 South Harlem Avenue
Peotone,IL 60468

Medical Office Building

Provena St Mary's Regional Cancer Center
100 Provena Way
Bourbonnais,IL 60914

Regional Oncology Center

Provena St Mary's Imaging Center
100 Provena Way
Bourbonnais,IL 60914

Imaging Center

Provena St Mary's O ccupational Health
230 Wlohn Casey Road
Bourbonnais,IL 60914

Occupational Medicine

Provena Wellness Center
21 Heritage Drive
Bourbonnais,IL 60914

Health And Fitness Center

Provena Center For Healthy Aging
401 East University Suite 102
Champaign,IL 61820

Senior Health Center

Provena Regional EMS
408 S Nell Street
Champaign,IL 61820

EMS Paramedic Services

Pro Ambulance Services
408 S Nell Street
Champaign,IL 61820

Ambulance Services
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Schedule I OMB No 1545-0047
(Form 990) Grants and Other Assistance to Organizations, 201 0
Governments and Individuals in the United States

Complete if the organization answered "Yes,”" to Form 990, Part 1V, line 21 or 22. .
Department of the Treasury P g B Attach to Fc:rm 990 ! ! Opento P_“bl'c
Internal Revenue Service Inspection

Name of the organization Employer identification number
PROVENA HOSPITALS

36-4195126
m General Information on Grants and Assistance
1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees' eligibility for the grants or assistance, and
the selection criteria used to award the grants orassistance? . . . . .+ « « v + + & 4 4 h e e w e e e w o aaa e e e e e e e e a s ¥ Yes [ No

2 Describe in Part IV the organization's procedures for monitoring the use of grant funds in the United States

Im Grants and Other Assistance to Governments and Organizations in the United States. Complete If the organization answered "Yes" to
Form 990, Part IV, line 21 for any recipient that received more than $5,000. Check this box If no one recipient received more than $5,000. Part II can be

duplicated If additional spacei1s needed. . . . . . . . . . . 4 4 4 hada e e e e e e e
1 (a) Name and address of (b) EIN (c) IRC Code (d) Amount of cash (e) Amount of non- (f) Method of (g) Description of (h) Purpose of grant
organization section grant cash valuation non-cash assistance| orassistance
or government iIf applicable assistance (book, FMV,
appraisal,
other)
2 Enter total number of section 501(c)(3) and government organizations . . . .+ +« «  « &« 4 4w www e e e e a e >
3 Enter total number of other organizations . . . . . .« . . 4 4 4w wa e e e e e e e e e e e e .

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 50055P Schedule I (Form 990) 2010



Schedule I (Form 990) 2010 Page 2

m Grants and Other Assistance to Individuals in the United States. Complete If the organization answered "Yes" to Form 990, Part IV, line 22.
Use Schedule I-1 (Form 990) if additional space 1s needed.

(a)Type of grant or assistance (b)Number of (c)A mount of (d)A mount of (e)Method of valuation (f)Description of non-cash assistance
reciplents cash grant non-cash assistance (book,
FMV, appraisal, other)

(1) Scholarships 45 108,667

BEZXZEYAl Supplemental Information. Complete this part to provide the information required in Part I, line 2, and any other additional information.
Identifier Return Reference Explanation

form 990 schedule I, THE FOLLOWING THREE HOSPITALS AWARDED GRANTS AND ASSISTANCE AND USED THE FOLLOWING

PART I LINE 2 PROCEDURES FORMONITORING THE USE OF THE FUNDS DISTRIBUTED Provena Covenant Medical Center Checks for
authorized students are sent directly to their respective universitIES (and made payable to the universitIES) for
disbursement to the studentS for appropriate expenses such as tuition In the case of Parkland College where a good number
of nursing scholarships are given, Parkland bills THE MEDICAL CENTER at the conclusion of each semester THE MEDICAL
CENTER IS billed for only the dollars used and If a student does not utilize all of the funds made available for HIS OR HER
scholarship award, the Auxiliary 1s not billed and does not incur the expense They also notify THE MEDICAL CENTER IfA
student drops out or changes curriculums therefore no longer being eligible for the funds given in their healthcare studies
Most of the universities have auditing practices which requires them to oversee the distribution of scholarship funds to their
students THE MEDICAL CENTER placeS ITS confidence in their practices to ensure that monies given to the students are
monitored appropriately Provena Mercy Medical Center Scholarships are handled through THE MEDICAL CENTER'S
Foundation The Foundation office receives the applications and distributes the applications to a committee The committee
reviews the applications, determines which candidates to interview in person, conducts the interviews, and selects the
recipients The Foundation receives the tuition bills and makes the tuition payments directly to the schools (up to the amount
of the scholarship award) Some grants are handled through THE Foundation When grant funds are to be expended, a
"Disbursement of Foundation Funds" form i1s completed by the clinical director responsible for handling the grant The
Foundation reviews and approves the form, and the funds are expended The Foundation notifies Finance that the funds can be
released from restriction The clinical director and Foundation office work together to submit the necessary grant reports to
the grantor Federal grants are not handled through the Foundation The clinical director responsible for the grant works with
Finance to track the expenses for the grant The clinical director prepares and submits the necessary reports to the grantor
PROVENA UNITED SAMARITANS MEDICAL CENTER THE MEDICAL CENTER insureS that the young man or young woman
awarded a scholarship through Young Men Aware or Young Women Aware actually enroll in an institution of higher learning
and pay the scholarship (generally only $500 or$1,000) directly to the institution Thus, eliminating any chance that the
SCHOLARSHIP will not actually go towards education

Schedule I (Form 990) 2010
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Schedule J Compensation Information OMB No 1545-0047

(Form 990)

For certain Officers, Directors, Trustees, Key Employees, and Highest
Compensated Employees

2010

k- Complete if the organization answered "Yes" to Form 990, .
Department of the Treasury Part IV, question 23. Open to Public
Internal Revenue Service & Attach to Form 990. & See separate instructions. Inspection

Name of the organization
PROVENA HOSPITALS

36-4195126

Employer identification number

m Questions Regarding Compensation

l1a

Check the appropiate box(es) iIf the organization provided any of the following to or for a person listed in Form
990, Part VII, Section A, line 1a Complete PartIII to provide any relevant information regarding these items

[T First-class or charter travel [T Housing allowance or residence for personal use
¥ Travel for companions [ Payments for business use of personal residence
[T Tax idemnification and gross-up payments [ Health or social club dues or initiation fees

[ Discretionary spending account [T Personal services (e g , maid, chauffeur, chef)

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

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

Indicate which, If any, of the following the organization uses to establish the compensation of the

organization's CEO /Executive Director Check all that apply

|7 Compensation committee |7 Written employment contract
2 Independent compensation consultant 2 Compensation survey or study
[T Form 990 of other organizations [ Approval by the board or compensation committee

During the year, did any person listed in Form 990, Part VII, Section A, line 1a with respect to the filing organization
or a related organization

Recelve a severance payment or change-of-control payment from the organization or a related organization?
Participate in, or recelve payment from, a supplemental nonqualified retirement plan?

Participate in, or recelve payment from, an equity-based compensation arrangement?
If"Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part II1

Only 501(c)(3) and 501(c)(4) organizations only must complete lines 5-9.

For persons listed in form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of

The organization?

Any related organization?

If"Yes," to line 5a or 5b, describe in Part III

For persons listed in form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of

The organization?

Any related organization?

If"Yes," to line 6a or 6b, describe in Part III

For persons listed in Form 990, Part VII, Section A, line 1a, did the organization provide any non-fixed
payments not described inlines 5 and 6? If "Yes," describe In Part III

Were any amounts reported in Form 990, Part VII, paid or accured pursuant to a contract that was
subject to the initial contract exception described in Regs section 53 4958-4(a)(3)? If "Yes," describe
in Part IT1

If"Yes" to line 8, did the organization also follow the rebuttable presumption procedure described in Regulations
section 53 4958-6(c)?

Yes | No
1b | Yes
2 Yes
da | Yes
4b No
4c No
5a No
5b No
6a | Yes
6b | Yes
7 No
8 No
9

For Privacy Act and Paperwork Reduction Act Notice, see the Intructions for Form 990 Cat No 500537 Schedule ] (Form 990) 2010



Schedule J (Form 990) 2010
m Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees. Use duplicate copies If additional space 1s needed.

Page 2

For each individual whose compensation must be reported in Schedule J, report compensation from the organization on row (1) and from related organizations, described in the
instructions on row (1) Do not list any individuals that are not listed on Form 990, Part VII

Note. The sum of columns (B)(1)- (1) must equal the applicable column (D) or column (E) amounts on Form 990, Part VII, line 1a

(A) Name

(B) Breakdown of W-2 and/or 1099-MISC compensation

(i) Base
compensation

(ii) Bonus &
Incentive
compensation

(iii) Other
reportable
compensation

(C) Retirement and
other deferred
compensation

(D) Nontaxable
benefits

(E) Total of columns

(B)(1)-(D)

(F) Compensation
reported in prior
Form 990 or
Form 990-EZ

See Additional Data Table

(2)

(3)

(4)

(5)

(6)

(7)

(8)

(9)

(10)

(11)

(12)

(13)

(14)

(15)

(16)

Schedule J (Form 990) 2010



Schedule J (Form 990) 2010

Page 3

.m Supplemental Information

Complete this part to provide the information, explanation, or descriptions required for Part I, lines 1a, 1b, 4c, 5a, 5b, 6a, 6b, 7, and 8 Also complete this part for any additional information

Identifier Return Explanation
Reference
FORM 990 PART I, QUESTION 4A THE FOLLOWING RECEIVED SEVERANCE PAYMENTS ILENE GILBERT 151,452 DAVID SELZER 12,608 MATTHEW BROWN
SCHEDULE ] 59,539
SUPPLEMENTAL

INFORMATION

Schedule J (Form 990) 2010



Additional Data

Software ID:
Software Version:
EIN:

Name:

36-4195126
PROVENA HOSPITALS

Form 990, Schedule J, Part II - Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees

Return to Form

(A) Name

(B) Breakdown of W-2 and/or 1099-MISC compensation

(C) Deferred

(D) Nontaxable

benefits

(E) Total of columns

(F) Compensation
reported In prior Form

p” compensation (B)(1)-(D)
(i) Base ('I'r)lciz:fvse& (iii) Other 990 or Form 990-EZ
Compensation compensation
compensation

GUY WIEBKING ) 0 0 0 0 0 0
(n) 787,764 0 49,191 12,250 914 850,119

JOMEL LABAYOG O] 496,465 17,582 16,500 17,150 5,918 553,615
()

VICTOR m 353,946 0 23,032 12,250 8,348 397,576

ROSTAPSHOV (n)

MICHAEL PANUSKA O] 229,933 28,000 23,304 19,600 7,008 307,845
()

LENO THOMAS (m 244,079 0 15,854 12,250 2,327 274,510
()

JINJENG ZHU m 222,273 0 29,439 14,700 5,141 271,553
()

ANIL GOPINATH O] 205,134 28,000 26,640 20,046 12,951 292,771
()

CHAD HAYS m 124,595 0 25,409 21,324 6,898 178,226
()

ELIZABETH HUGHES O] 287,785 38,717 44,825 33,735 8,811 413,873
()

GARY PLUNDO O] 275,727 34,246 32,972 36,252 9,409 388,606
()

AMY STEVENS O] 213,038 34,996 32,106 30,249 3,059 313,448
()

JACQUELINE m 175,207 24,715 41,041 28,768 9,321 279,052

MEDLAND (n)

ELIZABETH GARROW O] 165,792 23,100 49,854 26,188 8,690 273,624
()

TERRENCE WRIGHT O] 77,983 19,210 136,562 6,865 1,261 241,881
()

JANICE NEMRI O] 144,256 18,419 46,347 23,951 6,513 239,486
()

BABAK PAZOOKI O] 206,115 12,178 25,983 23,413 15,362 283,051
()

AMY LAFINE O] 152,354 29,864 36,099 33,410 8,105 259,832
()

JOHN BACCHETTI O] 193,452 10,114 42,759 28,087 9,716 284,128
()

PAMELA URBANSKI O] 191,922 5,388 20,570 26,199 4,204 248,283
()

LAURENCE DRY O] 169,292 5,235 33,611 25,075 12,752 245,965
()

INDRANIL BOB O] 159,740 26,590 12,059 16,934 6,843 222,166

SARKAR (n)

DIANE GENTHNER O] 108,735 19,349 42,994 17,999 4,211 193,288
()

DANIEL HATCHER O] 246,158 14,510 15,789 29,909 7,200 313,566
()

SUZETTE MAHNEKE O] 179,367 8,053 13,220 20,648 6,153 227,441
()

DAVID MCNARY O] 141,260 8,721 38,149 8,670 2,114 198,914
()

MOLLY NICHOLSON () 125,081 0 24,657 20,421 7,523 177,682
()

Deborah Schimerowski (1)
() 171,388 5,352 11,283 13,591 14,419 216,033

Gary Gasbarra (1)
(n) 297,897 38,213 67,041 50,837 33,576 487,564

Paul Belter (1
() 276,926 13,352 29,691 34,408 29,230 383,607
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SCHEDULE M
(Form 990)

Department of the Treasury
Internal Revenue Service

NonCash Contributions

»Complete if the organization answered "Yes"™ on Form
990, Part 1V, lines 29 or 30.
» Attach to Form 990.

OMB No 1545-0047

Open to Public
Inspection

Name of the organization
PROVENA HOSPITALS

Employer identification number

36-4195126
m Types of Property
(a) (b) (c) (d)
Check If Number of Contributions or items Noncash contribution amounts Method of determining oncash contribution
applicable contributed reported on Form19990, Part VIII, line (3mounts
1 Art—Works of art
2 Art—Historical treasures
3 Art—Fractional interests
4 Books and publications
5 Clothing and household
goods e e .
6 Cars and other vehicles
7 Boats and planes
8 Intellectual property
9 Securities—Publicly traded
10 Securities—Closely held
stock
11 Securities—Partnership,
LLC, or trust interests
12 Securities—Miscellaneous
13 Qualified conservation
contribution—Historic
structures
14 Qualified conservation
contribution—O ther
15 Real estate—Residential
16 Real estate—Commercial
17 Real estate—Other
18 Collectibles
19 Food inventory
20 Drugs and medical supplies
21 Taxidermy
22 Historical artifacts
23 Scientific specimens
24 Archeological artifacts
Dirt for
25 Otherw ( Healing ) X 0 5,000|Cost
GIFTS-IN-
26 Otherw ( KIND ) X 0 206,409|COST
Sound
27 Otherw (system ) X 0 10,100]|cost
28 Other» ( Raffle Items ) X 0 5,000|Cost
29 Number of Forms 8283 recelved by the organization during the tax year for contributions
for which the organization completed Form 8283, Part IV, Donee Acknowledgement 29
Yes | No
30a During the year, did the organization receive by contribution any property reported in Part I, lines 1-28 that it
must hold for at least three years from the date of the initial contribution, and which 1s not required to be used
for exempt purposes for the entire holding period? 30a No
b If"Yes," describe the arrangement in PartII
31 Does the organization have a gift acceptance policy that requires the review of any non-standard contributions? 31 No
32a Does the organization hire or use third parties or related organizations to solicit, process, or sell non-cash
contributions? 32a No
b If"Yes," describe in PartII
33 Ifthe organization did not report revenues in column (c) for a type of property for which column (a) 1s checked,
describe Iin Part II

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990.

Cat No 51227]

Schedule M (Form 990) 2010



Schedule M (Form 990) 2010

Page 2

Supplemental Information. Complete this part to provide the information required by Part I, lines 30b,

32b, and 33. Also complete this part for any additional information.

Identifier

Return Reference

Explanation

Schedule M (Form 990) 2010
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SCHEDULE O
(Form 990 or 990-EZ)

Department of the Treasury
Internal Revenue Service

OMB No 1545-0047

Supplemental Information to Form 990 or 990-EZ 201 0

Complete to provide information for responses to specific questions on

Form 990 or to provide any additional information. Open to Public
k- Attach to Form 990 or 990-EZ. Inspection

Name of the organization
PROVENA HOSPITALS

Employer identification number

36-4195126

Identifier

Return
Reference

Explanation

FORM 990 PART VI
SECTION A,
QUESTIONS 7A & 7B

The member body consisting of 2 members appointed by the leadership teams of each sponsoring
congregation (Franciscan Sisters of the Sacred Heart, Servants of the Holy Heart of Mary, USA
Province and Sisters of Mercy, West, Mid-West Region) has the authority to appoint Board members
and approve the recommendations of the Board




Identifier

Return
Reference

Explanation

FORM 990 PART VI
SECTION B,
QUESTION 11

THE BOARD REVIEWS THE FORM 990 AND SUPPORTING SCHEDULES AT A MEETING BEFORE
SUBMISSION TO THE IRS THE RETURN IS SUBMITTED WITH THE BOARD PACKAGE AND IS ALSO

PLACED ON A BOARD MEMBER WEBSITE ANNUAL EDUCATION SESSIONS ON THE 990 AREALSO
GIVEN TO THE BOARD




Identifier

Return
Reference

Explanation

FORM 990 PART VI
SECTION B,
QUESTIONS 12A,
12B, & 12C

THE ORGANIZATION HAS ADOPTED A POLICY THAT REQUIRES BOARD MEMBERS TO COMPLETE A
STATEMENT THAT DISCLOSES ALL ACTIVITIES AND PROHIBITS VOTING ON ANY MATTERS INVOLV ING
ANY CONFLICTS EVERY AGENDA HAS A STATEMENT THAT PROHIBITS VOTING ON AGENDA ITEMS
WHERE BOARD MEMBERS HAVE CONFLICTS VENDOR FILES ARE MATCHED WITH COMPANIES THAT
BOARD MEMBERS HAVE AFFILIATIONS WITH TO DETERMINE IF CONFLICTS EXIST




Identifier Return Explanation
Reference

FORM 990 PART VI SECTION AN INDEPENDENT HUMAN RESOURCES COMPANY REVIEWS SALARY SURVEYS FOR CEO'S
B, QUESTIONS 15A & 15B AND KEY EMPLOY EES DURING THE Y EAR AND MAKES RECOMMENDATIONS TO THE BOARD
OF DIRECTORS




Identifier Return Explanation
Reference

FORM 990 PART VI GOVERNING DOCUMENTS, CONFLICT OF INTEREST POLICIES, AND FINANCIAL STATEMENTS
SECTION C, QUESTION 19 ARE AVAILABLE TO THE PUBLIC UPON REQUEST AND ARE ON THE ORGANIZATION'S
WEBSITE




Identifier

Return
Reference

Explanation

Part X,
Line 5

Other Changes In Net Assets or Fund Balance Net Unrealized Gains 780,000 Transfers from Affiliates (3,838,000)
Impairment Loss (1,164,000) Net Assets Released from Restriction 1,010,000 Contributions Pledged but not yet
received (3,549,031) Donations received w ith Temporary Restrictions 808,753 Donations received w ith Permanent
Restrictions 106,407 Gther changes In net assets, net (9,000) Net Assets Released from Restriction 1,042,673
Book/Tax Income Difference on Joint Ventures (508,233) Net Income from Special Events (134,890) Volunteer
Hours 970,619 Rounding (88) Total Changes In Net Assets (4,484,790)
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DLN: 93493300004051

SCHEDULE R
(Form 990)

Department of the Treasury
Internal Revenue Service

Related Organizations and Unrelated Partnerships

I Complete if the organization answered "Yes" to Form 990, Part 1V, line 33, 34, 35, 36, or 37.

= Attach to Form 990.

Ik See separate instructions.

OMB No 1545-0047

Open to Public
Inspection

Name of the organization
PROVENA HOSPITALS

36-4195126

Employer identification number

IEEREE 1dentification of Disregarded Entities (Complete if the organization answered "Yes" on Form 990, Part IV, line 33.)

(a)

Name, address, and EIN of disregarded entity

(b)

Primary activity

(c) (d)
Legal domicile (state Total iIncome
or foreign country)

(e)

End-of-year assets

Direct controlling
entity

(1) ALVERNO PROVENA HOSPITAL LABORATORY
2434 INTERSTATE PLAZA DRIVE

HAMMOND, IN 46324

20-3238867

Healthcare

IN

IEEYTEil Identification of Related Tax-Exempt Organizations (Complete If the organization answered "Yes" on Form 990, Part IV, line 34 because it had one
or more related tax-exempt organizations during the tax year.)

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

(b)

Primary activity

(c) (d)
Legal domicile (state Exempt Code section
or foreign country)

(e)
Public chanty status
(if section 501(c)(3))

(9)
()] Section 512(b)(13)
Direct controlling controlled

entity organization

Yes No

(1) PROVENA HEALTH
9223 W ST FRANCIS ROAD

FRANKFORT, IL 60423
36-3366652

HEALTHCARE

L 501(c)(3)

11

N/A

(2) PROVENA SENIOR SERVICES
19065 HICKORY CREEK DRIVE

MOKENA, IL 60448
37-1127787

healthcare

L 501(c)(3)

N/A

(3) PROVENA CARE HOME
19065 HICKORY CREEK DRIVE

Mokena, IL 60448
46-0483587

HEALTHCARE

L 501(C)(3)

N/A

(4) PROVENA HOME HEALTH
19065 HICKORY CREEK DRIVE

Mokena, IL 60448
46-0483581

HEALTHCARE

L 501(C)(3)

N/A

(5) PROVENA LAVERNA TERRACE
19065 HICKORY CREEK DRIVE

Mokena, IL 60448
36-3438977

HEALTHCARE

L 501(C)(3)

NA

(6) PROVENA SELF INSURANCE TRUST
9223 W ST FRANCIS

FRANKFORT, IL 60423
36-2987310

INSURANCE

L 501(C)(3)

N/A

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990.

Cat No 50135Y

Schedule R (Form 990) 2010



Schedule R (Form 990) 2010 Page 2

IEXYTEi#d Identification of Related Organizations Taxable as a Partnership (Complete If the organization answered "Yes" on Form 990, Part IV, line 34
because 1t had one or more related organizations treated as a partnership during the tax year.)

(c) (e (h) ) (6))
(a) (b) Legal (d) Pred t (U] (g) Disproprtionate Code V—UBI General or K
Name, address, and EIN of Primary activity domicile Direct controlling (rrZIaotZJnaurLrgaC?erIj]e Share of total iIncome | Share of end-of-year | allocations? amount n box 20 of managing Perc(en)ta e
related organization (state or entity ud ’d f t ! assets Schedule K-1 partner? hg
foreign excluged Trom tax (Form 1065) ownership
under sections 512-
country) 514)
Yes No Yes No

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

(a) (b) (c) (d) (e) (f (9) (h)
Name, address, and EIN of related organization Primary activity Legal domicile Direct controlling Type of entity Share of total income Share of Percentage
(state or entity (C corp, S corp, end-of-year ownership
foreign or trust) assets
country)

(1) PROVENA SERVICES CORPORATION

9223 W ST FRANCIS ROAD na

FRANKFORT. 1L60423 medical IL c corp -10,277,683 3,654,660 100 000 %
36-4314354
(2) PROVENA VENTURES
9223 west st francis road provena health
medical L c corp

frankfort, 1L60423
37-1168085

(3) provena properties
9223 west st francis road
frankfort, 1L60423
36-3520630

medical L provena health c corp

(4) Provena Assurance Corporation
9223 west st francis road provena health
frankfort, 1L60423 medical L ¢ corp
98-0420054

(5) PROVENA SELF-INSURANCE TRUST

9223 WEST ST FRANCIS ROAD PROVENA HEALTH
FRANKFORT, IL60423 INSURANCE L TRUST

36-2987310

Schedule R (Form 990) 2010



Schedule R (Form 990) 2010 Page 3

IEEERA Transactions With Related Organizations (Complete If the organization answered "Yes" on Form 990, Part IV, line 34, 35, 35A, or 36.)

Note. Complete line 1 If any entity 1s listed in Parts II, III orlIV Yes | No
1 During the tax year, did the orgranization engage 1n any of the following transactions with one or more related organizations listed in Parts II-IV?
a Receipt of (i) interest (ii) annuities (iii) royalties (iv) rent from a controlled entity la No
b Gift, grant, or capital contribution to other organization(s) 1ib No
c Gift, grant, or capital contribution from other organization(s) 1c No
d Loans orloan guarantees to or for other organization(s) id | Yes
e Loans orloan guarantees by other organization(s) le No
f Sale ofassets to other organization(s) 1f No
g Purchase of assets from other organization(s) 1g No
h Exchange of assets 1h No
i Lease offacilities, equipment, or other assets to other organization(s) 1i | Yes
j Lease offacilities, equipment, or other assets from other organization(s) 1j No
k Performance of services or membership or fundraising solicitations for other organization(s) 1k No
I Performance of services or membership or fundraising solicitations by other organization(s) 11 No
m Sharing of facilities, equipment, mailing lists, or other assets im No
n Sharing of paid employees 1n | Yes
o Reimbursement paid to other organization for expenses lo | Yes
Reimbursement paid by other organization for expenses 1p | Yes
q Othertransfer of cash or property to other organization(s) 1q No
r Othertransfer of cash or property from other organization(s) 1r | Yes

2 Ifthe answer to any of the above I1s "Yes," see the instructions for information on who must complete this line, including covered relationships and transaction thresholds

(a) (b) (c) (d)
Transaction Method of determining amount
Name of other organization type(a-r) Amount involved nvolved
(1) PROVENA SERVICE CORPORATION p 95,810
(2)
3)
(4)
(5)
(6)

Schedule R (Form 990) 2010



Schedule R (Form 990) 2010 Page 4

IEEITXZl Unrelated Organizations Taxable as a Partnership (Complete if the organization answered "Yes" on Form 990, Part IV, line 37.)

Provide the following information for each entity taxed as a partnership through which the organization conducted more than five percent of its activities (measured by total assets or gross
revenue) that was not a related organization See instructions regarding exclusion for certain investment partnerships

(a) (b) (c) (d) (e) ()] (9) (h)
Name, address, and EIN of entity Primary activity Legal domicile Are all Share of Disproprtionate Code V—UBI General or
(state or foreign partners end-of-year allocations? amount In box managing
country) section assets 20 of Schedule K-1 partner?
501(c)(3) (Form 1065)

organizations?

Yes No Yes No Yes No

Schedule R (Form 990) 2010



Schedule R (Form 990) 2010

Page B

m Supplemental Information

Complete this part to provide additional information for responses to questions on Schedule R (see Instructions)

Identifier

Return Reference

Explanation

Schedule R (Form 990) 2010



Additional Data

Software ID:
Software Version:
EIN: 36-4195126

Name: PROVENA HOSPITALS

Form 990, Schedule R, Part II - Identification of Related Tax-Exempt Organizations

Return to Form

(c) (e) (9)
(a) (b) Legal domicile Exem(c:)Code Public charity Section 512
Name, address, and EIN of related organization Primary activity (state P status Direct controlling (b)(13)
section controlled
or foreign (if section 501 (c)
country) (3)) organization
Yes No
PROVENA HEALTH
9223 WST FRANCIS ROAD HEALTHCARE IL 501(c)(3) 11 |N/A
FRANKFORT, IL60423
36-3366652
PROVENA SENIOR SERVICES
19065 HICKORY CREEK DRIVE healthcare IL 501(c)(3) 7 IN/A
MOKENA, IL60448
37-1127787
PROVENA CARE HOME
19065 HICKORY CREEK DRIVE HEALTHCARE IL 501(C)(3) 9 |IN/A
Mokena, IL60448
46-0483587
PROVENA HOME HEALTH
19065 HICKORY CREEK DRIVE HEALTHCARE IL 501(C)(3) 9 |IN/A
Mokena, IL60448
46-0483581
PROVENA LAVERNA TERRACE
19065 HICKORY CREEK DRIVE HEALTHCARE IL 501(C)(3) 9 NA
Mokena, IL60448
36-3438977
PROVENA SELFINSURANCE TRUST
9223 W ST FRANCIS INSURANCE IL 501(C)(3) 9 |IN/A
FRANKFORT, IL60423
36-2987310




Additional Data

Software ID:
Software Version:
EIN:
Name:

36-4195126
PROVENA HOSPITALS

Form 990, Part VII - Compensation of Officers, Directors,Trustees, Key Employees, Highest

Compensated Employees, and Independent Contractors

(A) (B) Q) (D) (E) (F)
Name and Title Average Position (check all Reportable Reportable Estimated
hours that apply) compensation compensation amount of other
per o T from the from related compensation
week o= = 3@ organization (W- organizations from the
=l W % E‘ﬁ 2/1099-MISC) (W-2/1099- organization and
o= = w =
= = = o~ MISC) related
oo = 2 ¢ [Bald
0O cC o || 3|3 a = organizations
EE |Z|T (T ==
= I =0 =
AHEAE
o
5|7 B
z z
WILLIAM BERRY PHD 1 X 0 0
DIRECTOR
ROBERT BIEDRON 1 X X 0 0
CHAIRPERSON
AIDA GIACHELLO PHD 1 X 0 0
DIRECTOR
MARK HANSON 1 X X 0 0
VICE CHAIRPERSON
SISTER LINDA HATTON SSCM 1 X 0 0
SECRETARY
THOMAS HUBERTY MD 1 X 0 0
DIRECTOR
SISTER MARY ELIZABETH IMLER 1 X 0 0
DIRECTOR
BETTINA JOHNSON 1 X X 0 0
TREASURER
LUCIA JONES 1 X 0 0
DIRECTOR
SISTER TERRY MALTBY 1 X 0 0
DIRECTOR
BECKY MEGGESIN 1 X 0 0
DIRECTOR
DANIEL RUSSEL 1 X X 0 0
VICE CHAIRPERSON
KENT RUSSELL 1 X 0 0
DIRECTOR
GUY WIEBKING 40 X X 0 836,955 12,250
DIRECTOR/PRESIDENT & CEO
Marsha Ladenburger
1 X
Director
Deborah Schimerowski 40 X 188,023 27,549
Regional VP Finance/CFO
Gary Gasbarra 40 X 403,151 83,499
Regional VP Finance/CFO
Paul Belter 40 X 319,969 62,724
Regional VP Finance/CFO
ANIL GOPINATH 40 X 259,774 31,923
CMO
CHAD HAYS 40 X 150,004 27,110
VP FUND DEVELOPMENT
ELIZABETH HUGHES 40 X 371,327 41,434
COO0
GARY PLUNDO 40 X 342,945 45,661
CMO
AMY STEVENS 40 X 280,140 32,218
REG VP STRATEGIC PLG & BUS DEV
JACQUELINE MEDLAND 40 X 240,963 37,062
VP PATIENT CARE SRVS
ELIZABETH GARROW 40 X 238,746 33,929
VP FOUNDATION




Form 990, Part VII - Compensation of Officers, Directors,Trustees, Key Employees, Highest

Compensated Employees, and Independent Contractors

(A) (B) () (D) (E) (F)
Name and Title Average Position (check all Reportable Reportable Estimated
hours that apply) compensation compensation amount of other
per T T from the from related compensation
week o= = Eqi organization (W- organizations from the
2 | = % g—ﬁ 2/1099-MISsC) (W-2/1099- organization and
o= = |
== £ e MISC) related
oo |2 _Q T fol|o
Rl o ERE ale organizations
oEe |E|T |0 2|2
T =1 )| o|%
c | = w | w7
212l |B| 2
L4
R B
= [ul
TERRENCE WRIGHT 40 X 233,755 7,273
VP CONSTRUCTION/FACILITY
JANICE NEMRI 40 X 209,022 29,517
VP CLINICAL SRVS
BABAK PAZOOKI 40 X 244,276 37,674
CMO
AMY LAFINE 40 X 218,317 40,754
VP PATIENT CARE SRVS
JOHN BACCHETTI 40 X 246,325 36,967
REG VP STRATEGIC PLG & BUS DEV
PAMELA URBANSKI 40 X 217,880 29,631
VP PATIENT CARE SRVS
LAURENCE DRY 40 X 208,138 37,075
VP AMBULATORY SRVS
INDRANIL BOB SARKAR 40 X 198,389 22,930
REG VP STRATEGIC PLG & BUS DEV
DIANE GENTHNER 40 X 171,078 21,461
VP PATIENT CARE SRVS
DANIEL HATCHER 40 X 276,457 35,997
CMO
SUZETTE MAHNEKE 40 X 200,640 25,867
VP PATIENT CARE SRVS
DAVID MCNARY 40 X 188,130 9,970
VP AMBULATORY SRVS
JOMEL LABAYOG 40 X 530,547 22,154
PHYSICIAN
VICTORROSTAPSHOV 40 X 376,978 19,486
PHYSICIAN
MICHAEL PANUSKA 40 X 281,237 25,496
MEDICAL DIRECTOR
LENO THOMAS 40 X 259,933 13,681
PHYSICIAN
JINJENG ZHU 40 X 251,712 18,744
PHYSICIST
MOLLY NICHOLSON 40 X 149,738 21,945
VP PATIENT CARE SRVS




