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990
&

Department of the Treasury
Internal Revenue Service

benefit trust or private foundation)

Return of Organization Exempt From Income Tax

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

OMB No 1545-0047

A For the

B Check If applicable
I_ Address change

|_ Name change
I_ Initial return

|_ Terminated

I_ Amended

|_ Application pending

2010 calendar year, or tax year beginning 01-01-2010 and ending 12-31-2010

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

C Name of organization
COMMUNITY HOSPITAL OF ANACONDA

Doing Business As

D Employer identification number

81-0303913

Number and street (or P O box if mail i1s not delivered to street address)
401 W PENNSYLVANIA

Room/suite

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

ANACONDA, MT 59711

E Telephone number

(406)563-8521

G Gross receipts $ 29,125,729

F Name and address of principal officer
JOHN S MCNEECE CEO
401 WPENNSYLVANIA
ANACONDA,MT 59711

I Tax-exempt status

¥ 501(0)(3) [ 501(c)( )™ (msertno) [ 4947(a)(1) or [ 527

J Website: » WWW COMMUNITYHOSPITALOFANACONDA ORG

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

H(b) Are all affiiates included?

|_ Yes |_ No

If "No," attach a list (see Instructions)

H(c)

Group exemption number &

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

L Year of formation 1969

M State of legal domicile MT

Summary

1 Briefly describe the organization’s mission or most significant activities
COMMUNITY HOSPITALOFANACONDA (CHA) PROVIDES A CARING ENVIRONMENT, RESPONDING WITH EXCELLENCE
TO THE HEALTH CARE NEEDS OF THOSE WE SERVE RESPECTING THE DIGNITY AND RECOGNIZING THE WORTH OF
E EACH PERSON IS THE FOUNDATION OF OUR COMMITMENT TO CARE
g
2
on 2 Check this box M if the organization discontinued its operations or disposed of more than 25% of its net assets
j 3 Number of voting members of the governing body (Part VI, line 1a) 3 11
= 4 Number of iIndependent voting members of the governing body (Part VI, line 1b) 4 6
g 5 Total number of Individuals employed in calendar year 2010 (Part V, line 2a) 5 331
=8 6 Total number of volunteers (estimate If necessary) 6 64
7aTotal unrelated business revenue from Part VIII, column (C), line 12 7a 57,666
b Net unrelated business taxable income from Form 990-T, line 34 7b -3,183
Prior Year Current Year
Contributions and grants (Part VIII, line 1h) 278,605 322,614
% 9 Program service revenue (Part VIII, line 2g) 26,697,065 28,644,889
% 10 Investment income (Part VIII, column (A), ines 3,4, and 7d) 64,837 70,524
= 11 Other revenue (Part VIII, column (A), ines 5,6d, 8c,9c, 10c,and 11e) 61,255 68,838
12 Total revenue—add lines 8 through 11 (must equal Part VIII, column (A), line
12) 27,101,762 29,106,865
13 Grants and similar amounts paid (Part IX, column (A), ines 1-3) 72,640 26,518
14 Benefits paid to or for members (Part IX, column (A), line 4) 0
15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-
$ 10) 12,798,995 13,528,808
% 16a Professional fundraising fees (Part IX, column (A), ine 11e) 0
E b Total fundraising expenses (Part IX, column (D), line 25) »0
17 Other expenses (PartIX, column (A), lines 11a-11d, 11f-24f) 13,006,513 14,645,228
18 Total expenses Add lines 13-17 (must equal PartIX, column (A), line 25) 25,878,148 28,200,554
19 Revenue less expenses Subtract line 18 from line 12 1,223,614 906,311
E:g Beginnianet;fr Current End of Year
%E 20 Total assets (Part X, line 16) 17,705,507 19,969,526
.;'E 21 Total lhlabilities (Part X, line 26) 5,797,873 6,821,993
ZI-? 22 Net assets or fund balances Subtract line 21 from line 20 11,907,634 13,147,533

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 2011-08-19
Sign Signature of officer Date
Here LAURA AUSTIN V P_OF FINANCE
Type or print name and title
Print/Type Preparer's signature Date Check If self- PTIN
preparer's name THOMAS DINGUS THOMAS DINGUS 2011-10-03 employed k I_
Paid Firm’s name F DINGUS ZARECOR & ASSOCIATES .
P Firm's EIN &
reparer
p Firm’s address * 12015 E MAIN STE A
Use Onl Phone no k (509) 242-
y 0874
SPOKANE VALLEY, WA 99206
May the IRS discuss this return with the preparer shown above? (see Instructions) [V Yes | 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 . . . . . . . . . e

1

Briefly describe the organization’s mission

COMMUNITY HOSPITALOFANACONDA (CHA)PROVIDES A CARING ENVIRONMENT, RESPONDING WITH EXCELLENCE TO THE
HEALTH CARE NEEDS OF THO SE WE SERVE RESPECTING THE DIGNITY AND RECOGNIZING THE WORTH OF EACH PERSON IS THE
FOUNDATION OFOUR COMMITMENT TO CARE

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
serV|ces7..........................|_Yes|7No
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 $ 25,126,547 including grants of $ ) (Revenue $ 28,572,917 )
COMMUNITY HOSPITAL OF ANACONDA IS COMPRISED OF A 25-BED CRITICAL ACCESS HOSPITAL AND A 62-BED NURSING HOME FACILITY WHICH PROVIDES HEALTH
CARE SERVICES THE HOSPITAL PROVIDED 4,714 DAYS OF INPATIENT ACUTE CARE SERVICES, 40,052 OUTPATIENT VISITS, 8,297 EMERGENCY ROOM/CONVENIENT
CARE VISITS, AND 828 SURGERIES THE NURSING HOME PROVIDED 20,294 DAYS OF RESIDENT SERVICES FOR THE YEAR ENDED DECEMBER 31, 2010 THE
HOSPITAL PROVIDES CARE TO PERSONS COVERED BY GOVERNMENTAL PROGRAMS AT OR BELOW COST AND TO INDIVIDUALS WHO ARE UNABLE TO PAY THE
UNREIMBURSED CHARGES OF PROVIDING CARE TO THESE PATIENTS WAS 355,564 FOR CHARITY CARE, 6,174,029 FOR MEDICARE, 393,040 FOR MEDICAID, AND
3,152,804 FOR OTHER THIRD PARTY PAYORS FOR THE YEAR ENDED DECEMBER 31, 2010
4b (Code ) (Expenses $ 26,518 including grants of $ 26,518 ) (Revenue $ )
COMMUNITY HOSPITAL OF ANACONDA ALSO SPONSORS NUMEROUS YOUTH GROUPS AND ACTIVITIES WITHIN ITS COMMUNITY
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$ 25,153,065

Form 990 (2010)



Form 990 (2010)

10

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 No
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 | 7eS
Did the organization report an amount for other liabilities in Part X, line 25? If "Yes,” complete Schedule D, Part X.'E 110 | Yes
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, iIndependent 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)(11)? 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 No
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 No
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 No

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

Form 990 (2010)
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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 Yes
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 "
onPartIX, column (A), line 2? If "Yes,” complete Schedule I, Parts I and III °
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 1ssued after December 31, 2002? 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 Yes
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 Yes
A family member of a current or former officer, director, trustee, or key employee? If "Yes,” v
complete Schedule L, Part IV . . . v v v« & e e e e e ¥ 28b es
An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof) was v
an officer, director, trustee, or direct or indirect owner? If "Yes,” complete Schedule L, Part IV . 28c es
Did the organization receive more than $25,000 in non-cash contributions? If "Yes,” complete Schedule M 29 No
Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified "
conservation contributions? If "Yes,” complete Schedule M 30 0
Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes,” complete Schedule N, "

31 0
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 "
sections 301 7701-2 and 301 7701-3? If "Yes,” complete Schedule R, Part I 33 °
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 v

es

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 31
b Enter the number of Forms W-2G included in line 1a Enter -0- If not applicable b
1 0
¢ Did the organization comply with backup withholding rules for reportable payments to vendors and reportable
gaming (gambling) winnings to prize winners? 1c Yes
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
% U o 331
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 flled 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 No
services provided to the payor?
b If “Yes,” did the organization notify the donor of the value of the goods or services provided? 7b
c Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was required to
file 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 No
h Ifthe organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a
Form 1098-C? 7h No
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
9 Sponsoring organizations maintaining donor advised f unds.
Did the organization make any taxable distributions under section 49662 9a
Did the organization make a distribution to a donor, donor advisor, or related person? 9b
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)



Form 990 (2010)

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 11
b Enter the number of voting members included in line 1a, above, who are
independent . . . . . . . . 4w ea e e ib 6
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 No
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 Yes
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? Yes
7a Does the organization have members, stockholders, or other persons who may elect one or more members of the
governing body? 7a No
b Are any decisions of the governing body subject to approval by members, stockholders, or other persons? 7b No
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 No
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
11a Has the organization provided a copy of this Form 990 to all members of its governing body before filing the form?
11a No
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 No
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

Section C. Disclosure

17
18

19

20

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

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

[T ownwebsite | 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 &

LAURA AUSTIN VP OF FINANCE
401 WPENNSYLVANIA
ANACONDA,MT 59711

(406) 563-8521

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

(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
= = —3
(describe B zZ @ % %5 2/1099-MISC) (W- 2/1099- organization and
hours 2= |2 s - MISC) related
—
for 52 |z g g LT organizations
related TE |z |3 |z 22
= o B = o
organizations = = o~ o
In % E o =
Schedule o i B
I >
0) [
E)L)YZEJBFTV/S_PRRINI MD 40 00 X 1,074,231 0
'(r%z)u\év'glélE[AM REITER MD FACP CMO 40 00 X 356,864 0
gf)oj/ggLstﬁ_yECNEECE 40 00 X X 251,623 59,651
g’?—I)Y?I-I(?‘I\AVI\'I\I/AI'F?AKER MD 40 00 X 216,495 17,993
E:SIJAI?F({)B FRANCISCO 100 X 0 0
(6) LEE ANN BARTOLETTI
TRUSTEE 100 X 0 0
(7) BILL FINNEGAN
SECRETARY-TR 100 X 0 0
(8) GENE VUCKOVICH
TRUSTEE 100 X 0 0
(9) JACK HAFFEY
VICE CHAIR 100 X 0 0
(10) CHARLENE GALLE
TRUSTEE 100 X 0 0
(11) STAN BLAZ
TRUSTEE 100 X 0 0
fllg)é'?UFF;'eAAUSTIN 40 00 X 168,300 12,513
E)L?’Y)s;:(?Ii%ERICK BARTOLETTI MD 40 00 X 304,903 18,664
E’Il-léiY)S?(FI(zﬁGE BIANCARELLT MD 40 00 X 181,324 8,968
E’II-ISY)SID(EAIII\-I\}\IEL HARTMAN 40 00 X 169,986 6,544
E’II-IGY)SID(?‘I\/{\IILD KIDDER MD 20 00 X 138,023 13,196

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= E o la a5 - MISC) related
for 52 |z g g 0o o organizations
related oE |2 |8 [T 2 (=
= o B = =R
organizations = = fir o=
In = E o 4
Schedule E i B
I T
0) =
(17) JILL BOLSTAD MD
PHYSICIAN 24 00 X 114,520 15,114
1b Sub-Total . . . . . .+ + + e e e e e e e e . e
c Total from continuation sheets to Part VII, SectionA . . . . >
d Total(addlinesiband1c) . . . . . =+ + « « & . . * 2,976,269 152,643
2 Total number of individuals (including but not limited to those listed above) who received more than
$100,000 inreportable compensation from the organization®10
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« &« « &« = No
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
mdividual « =« & & & 4 & 4 4w s x s x s x s x s w s w s w e 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 . .« .+ « Yes
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
DR PETER SORINI
22 BITTERSWEET SURGEON 1,074,231
BUTTE, MT 59701
THE LOST CREEK COMPANY
1102 E COMMERCIAL PHYSICIAN SRVCS 356,864
ANACONDA, MT 59711
ST PATRICK HOSPITAL
PO BOX 4587 CEO SERVICES 310,183
MISSOULA, MT 59806
DR THOMAS MCMAHON
401 W PENN AVE SURGEON 307,200
ANACONDA, MT 59711
TOBACCO ROOT ANESTHESIOLOGY
PO BOX 1330 CRNA SERVICES 245,700
THREE FORKS, MT 59752
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 &8

Form 990 (2010)



Form 990 (2010)
mvnu Statement of Revenue

Page 9

(A)

Total revenue

(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

mmiﬂt

r

Contributions,

ard other

l1a

Federated campaigns . . 1a
Membership dues . . . . 1ib
Fundraising events . . . . 1c
Related organizations . . . id
Government grants (contributions) 1e

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

Noncash contnbutions included n lines 1a-1f $

Total. Add lines 1a-1f

10,489
259,099

53,026

322,614

Program Sarwce Revenue

2a

- 0 o 06 T

PATIENT SERVICE REVENUE, NET

Business Code

624100

28,572,917

28,572,917

PHARMACY SALES

446110

41,328

41,328

CATERING

722320

16,338

16,338

RENTAL INCOME

621110

14,306

14,306

All other program service revenue

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

28,644,889

Other Revenue

6a

Investment income (including dividends, interest

¥

and other similar amounts)

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

Royaltles............"'

87,316

87,316

(1) Real

(n) Personal

Gross Rents

Less rental
expenses

Rental income
or (loss)

Net rental Income or (loss) . . . . . . . *

7a

(1) Securities

(n) Other

Gross amount
from sales of
assets other
than inventory

2,072

Less cost or
other basis and
sales expenses

18,864

Gain or (loss)

-16,792

Netgainor(loss) . . . .+ .« .+ .« . . N

-16,792

-16,792

8a

Gross income from fundraising events
(not including

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

Less direct expenses . . . b

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

Gross Income from gaming activities See PartIV, line 19

Less direct expenses

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

10a Gross sales of inventory, less

returns and allowances
a

b Less costofgoodssold . . b

[

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

Miscellaneous Revenue

Business Code

11apTHER

bCAFETERIA REVENUE

CMEDICAL RECORDS &

TRANSCRIPTI

dAll other revenue

e Total. Add lines 11a-11d

12

Total revenue. See Instructions

900099

41,736

41,736

722210

23,657

23,657

900099

3,445

3,445

68,838

29,106,865

28,572,917

57,666

153,668

Form 990 (2010)



Form 990 (2010)
m Statement of Functional Expenses

Section 501(c)(3) and 501(c)(4) organizations must complete all columns.

Page 10

All ot her organizations must complete column (A) but are not required to complete columns (B), (C), and (D).
Do not include amounts reported on lines 6b, (A) Progra(n?)semce Manage(rﬁzent and Fungra)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,line21l 26,518 26,518
2 Grants and other assistance to individuals in the
US See PartlIV,line 22
3 Grants and other assistance to governments,
organizations, and individuals outside the U S See
Part IV, lines 15 and 16
Benefits paid to or for members
5 Compensation of current officers, directors, trustees, and
key employees 180,813 180,813
6 Compensation not included above, to disqualified persons
(as defined under section 4958(f)(1)) and persons
described Iin section 4958(c)(3)(B)
7 Other salaries and wages 10,422,904 9,096,735 1,326,169
Pension plan contributions (include section 401 (k) and section
403(b) employer contributions) 275,792 240,958 34,834
9 Other employee benefits 1,555,675 1,342,884 212,791
10 Payroll taxes 1,093,624 939,341 154,283
a Fees forservices (non-employees)
Management 321,520 321,520
b Legal 48,686 48,686
c Accounting 55,529 55,529
d Lobbying
e Professional fundraising services See Part IV, line 17
f Investment management fees
g Other 4,215,785 3,905,262 310,523
12 Advertising and promotion 106,804 106,804
13 Office expenses 4,826,582 4,671,811 154,771
14 Information technology 168,849 168,849
15 Royalties
16 Occupancy 806,604 355,182 451,422
17 Travel 8,849 4,195 4,654
18 Payments of travel or entertainment expenses for any federal,
state, or local public officials
19 Conferences, conventions, and meetings 78,505 67,591 10,914
20 Interest 231,313 194,964 36,349
21 Payments to affiliates
22 Depreciation, depletion, and amortization 721,057 657,021 64,036
23 Insurance 749,654 746,238 3,416
24 Other expenses Itemize expenses not covered above (List
miscellaneous expenses In line 24f Ifline 24f amount exceeds 10% of
line 25, column (A) amount, list line 24f expenses on Schedule O )
a BAD DEBT EXPENSE 1,571,132 1,571,132
b BED TAX 329,486 329,486
c¢ OTHER EXPENSES 237,880 237,880
d DUES & SUBSCRIPTIONS 115,105 45,118 69,987
e COGS 51,888 51,888
f All other expenses 737,892 -737,892
25 Total functional expenses. Add lines 1 through 24f 28,200,554 25,153,065 3,047,489 0
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)



Form 990 (2010)

IEXTEEd Balance Sheet

Page 11

(A) (B)
Beginning of year End of year
1 Cash—non-interest-bearing 1,047,029 1 1,894,901
2 Savings and temporary cash investments 3,631,720 2 3,995,381
3 Pledges and grants receivable, net 164,852 3 69,852
4 Accounts receivable, net 4,712,642 4 4,573,767
5 Recelvables from current and former officers, directors, trustees, key employees, and
highest compensated employees Complete Part II of
Schedule L 9,862| 5 3,452
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 114,318 7 112,416
=4 Inventories for sale or use 437,396 8 422,319
Prepaid expenses and deferred charges 118,145 9 129,224
10a Land, buildings, and equipment cost or other basis Complete 14,308,696
Part VI of Schedule D 10a
b Less accumulated depreciation 10b 9,038,814 5,235,449] 10c 5,269,882
11 Investments—publicly traded securities 707,988 11 1,719,019
12 Investments—other securities See PartIV, line 11 271,821 12 510,692
13 Investments—program-related See PartIV,line 11l 13
14 Intangible assets 14
15 Other assets See PartIV, line 11 1,254,285| 15 1,268,621
16 Total assets. Add lines 1 through 15 (must equal line 34) 17,705,507 | 16 19,969,526
17 Accounts payable and accrued expenses 1,717,830 17 2,359,317
18 Grants payable 18
19 Deferred revenue 512,605( 19 511,967
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 3,447,038 23 3,161,753
24 Unsecured notes and loans payable to unrelated third parties 120,400( 24 108,308
25 Other liabilities Complete Part X of Schedule D 25 680,648
26 Total liabilities. Add lines 17 through 25 5,797,873| 26 6,821,993
™ 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 11,907,634 27 13,147,533
E 28 Temporarily restricted net assets 28
E 29 Permanently restricted net assets 29
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 11,907,634| 33 13,147,533
= 34 Total lhabilities and net assets/fund balances 17,705,507 34 19,969,526

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 29,106,865
2 Total expenses (must equal Part IX, column (A), line 25)
2 28,200,554
3 Revenue less expenses Subtract line 2 from line 1
3 906,311
4 Netassets or fund balances at beginning of year (must equal Part X, line 33, column (A))
4 11,907,634
5 Other changes in net assets or fund balances (explain in Schedule O)
5 333,588
6 Netassets or fund balances at end of year Combine lines 3,4, and 5 (must equal Part X, line 33, column
(B)) . . . . . . 6 13,147,533
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
2 Separate basis [T 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 No
b If“Yes,” did the organization undergo the required audit or audits? If the organization did not undergo the required| 3b
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

OMB No 1545-0047

Open to Public
Inspection

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.

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

Name of the organization

Employer identification number

COMMUNITY HOSPITAL OF ANACONDA

81-0303913

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

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

7 [T Anorganization 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 I~ a community trust described in section 170(b)(1)(A)(vi) (Complete Part II )

9 [T Anorganization 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 income (less section 511 tax) from businesses
acquired by the organization after June 30, 1975 See section 509(a)(2). (Complete Part III )

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

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

a |_TypeI b I_TypeII [ |_TypeIII - Functionally integrated d I_TypeIII - Other
e [T By checking this box, I certify that the organization is 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 Act Notice, 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) Supplemental Financial Statements 20 1 O

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

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
COMMUNITY HOSPITAL OF ANACONDA

81-0303913
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
1la Beginning of year balance
b Contributions
¢ Investment earnings or losses
Grants or scholarships
e Other expenditures for facilities
and programs
f Administrative expenses
g End ofyearbalance
2 Provide the estimated percentage of the year end balance held as
a Board designated or quasi-endowment
b Permanent endowment M
€ 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 . . . . . . . & & 4 4 aaaw e e e e e e e | 3a(i) No
(ii) related organizations 3a(ii) No
b If"Yes" to 3a(u), are the related organizations listed as required on ScheduleR? . . . . . . . . . 3b No
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.
Dascrption of nvastment st | ot | Qi | e ook vae
1a Land . . . . . . . . . . . . . . . . . 783,022 783,022
b Builldings . « « + o+ 4 e e e e 5,617,859 3,083,118 2,534,741
c Leasehold improvements
d Equipment .« .+« .+ .+ 4 e e e e e e e 7,467,678 5,603,431 1,864,247
e Other . « v v & v e e e e 440,137 352,265 87,872
Total. Add lines 1a-1e (Column (d) should equal Form 990, Part X, column (B), Iine 10(c).) . . . . .+ . . . m» 5,269,882
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[EYix%:] Investments—Other Securities. See Form 990, Part X, line 12.
(a) Description of security or category (c) Method of valuation
(including name of security) (b)Book value 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.
(c) Method of valuation
(a) Description of Investment type (b) Book value 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
(1) MEDICARE SETTLEMENT 1,268,621
Total. (Column (b) should equal Form 990, Part X, col.(B) line 15.) - 1,268,621

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

1 (a) Description of Liability (b) Amount

Federal Income Taxes

MEDICAID SETTLEMENT 680,648
Total. (Column (b) should equal Form 990, Part X, col (B) Ine 25 ) m 680,648

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 (ASC740)

Schedule D (Form 990) 2010
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Page 4

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
1 Total revenue, gains, and other support per audited financial statements . . . . . . . 1
2 Amounts Iincluded on line 1 but not on Form 990, Part VIII, ine 12
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, Part I1I,

Part VvV, lines 2d and 4b, and Part XIII,

line 4, Part X, Part XI, line 8, Part XII,

additional information

lines 1a and 4, Part IV, lines 1b and 2b,
lines 2d and 4b Also complete this part to provide any

Identifier Return Reference

Explanation

LIABILITY UNDER FIN 48
FOOTNOTE

SCHEDULE D, PAGE 3, PART X

FOOTNOTE 1B - THE HOSPITAL IS A NOT-FOR-PROFIT
CORPORATION AND IS EXEMPT FROM FEDERAL INCOME
TAXES UNDER SECTION 501(C)(3)OF THE INTERNAL
REVENUE CODE ACCORDINGLY,NO PROVISION FOR
INCOME TAX IS NECESSARY THE HOSPITAL EVALUATES
UNCERTAIN TAX POSITIONS WHEREBY THE EFFECT OF
THE UNCERTAINTY WOULD BE RECORDED IF THE
OUTCOME WERE CONSIDERED PROBABLE AND
REASONABLY ESTIMABLE AS OF DECEMBER 31,2010, AND
2009, THE HOSPITALHAS NO UNCERTAIN TAX POSITIONS
REQUIRING ACCRUAL

Schedule D (Form 990) 2010
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SCHEDULE H

(Fo

Department of the Treasury
Internal Revenue Service

OMB No 1545-0047

Hospitals
rm 990)

k- Complete if the organization answered "Yes" to Form 990, Part IV, question 20.
k- Attach to Form 990. I See separate instructions.

Name of the organization
COMMUNITY HOSPITAL OF ANACONDA

Open to Public
Inspection

Employer identification number

81-0303913
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
I7 100% I_ 150% I_ 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 1.85000 %
¢ 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 No
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
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) 216,894 216,894
b Unrembursed Medicaid (from
Worksheet 3, column a) 3,547,737 3,547,737
¢ Unreimbursed costs—other
means-tested government
programs (from Worksheet 3,
column b) P
d Total Financial Assistance and
Means-Tested Government
Programs . . . 3,764,631 3,764,631
Other Benefit
e Community health mprovement
services and community
benefit operations (from
(Worksheet 4) 206,686 206,686 0 780 %
f Health professions education
(from Worksheet 5) 3,755 3,755 0 010 %
g Subsidized health services
(from Worksheet 6) 6,722,820 4,592,560 2,130,260 8 000 %
h Research (from Worksheet 7)
i Cash and in-kind contributions
to community groups
(from Worksheet 8) 14,882 14,882 0 060 %
j Total Other Benefits 6,948,143 4,592,560 2,355,583 8 850 %
k Total. Add lines 7d and 7 10,712,774 8,357,191 2,355,583 8 850 %

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

Cat No 50192T
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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 it serves.

Page 2

(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 Economic development 1 1,835 1,835 0 010 %
3 Community support
4 Environmental improvements 1 581 581
Leadership development and training
for community members
Coalition building
Community health improvement
advocacy
8  Workforce development
9  Other
10  Total 2 2,416 2,416 0 010 %
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) 2 958,391
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 8,761,907
6 Enter Medicare allowable costs of care relating to payments on line 5 6 8,744,177
7 Subtract line 6 from line 5 This 1s the surplus or (shortfall) 7 17,730
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 I7 Cost to charge ratio I_ 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 (c) Organization's (d) Officers, directors, (e) Physicians'
activity of entity profit % or stock trustees, or key profit % or stock
ownership % employees' profit % ownership %
or stock ownership%
1 NA
2
3
4
5
6
7
8
9
10
11
12
13
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m Facility Information

. . 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> | &

= . 0 (] -
2 |22 |8 2|8 (%
How many hospital facilities did the organization operate during o5 4|32 | = 5
the tax year? 3 2 | wlm |2 é’
& g
i} 2N
0
=
Name and address Other (Describe)
1 COMMUNITY HOSPITALOFANACONDA
401 WPENNSYLVANIA X

ANACONDA,MT 59711

2 COMMUNITY NURSING HOME OF ANACONDA
600 MAIN
ANACONDA,MT 59711

NURSING HOME

3 PINTLER HOME OPTIONS
305 WPENNSYLVANIA
ANACONDA,MT 59711

HOME HEALTH
AGENCY

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: COMMUNITY HOSPITALOF ANACONDA

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

If “Yes,” indicate what the Needs Assessment describes (check all that apply)

a I_ A definition of the community served by the hospital facility

b I_ 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

I_ How data was obtained

I_ The health needs of the community

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

o

(]

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

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
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 . . . . .+ + « « o & & & & 4 s w e e e e e e e . 4
5 Did the hospital facility make its Needs Assessment widely available to the public>. . . . . . . . . . . 5

If “Yes,” indicate how the Needs Assessment was made widely available (check all that apply)
a I_ Hospital facility’s website

b I_ Available upon request from the hospital facility

[ I_Other(descrlbeln Part VI)

6 Ifthe hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate how
(check all that apply)
a I_ Adoption of an iImplementation strategy to address the health needs of the hospital facility’s community

I_ Execution of the implementation strategy

I_ Participation in the development of a community-wide community benefit plan

I_ Participation in the execution of a community-wide community benefit plan

I_ Inclusion of a community benefit section in operational plans

I_ Adoption of a budget for provision of services that address the needs i1dentified in the Needs Assessment

I_ Prioritization of health needs 1n the community

T Q ™0 an o

I_ 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

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

9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care to low iIncome individuals? . . 9

If “Yes,” iIndicate the FPG family income limit for eligibility for free care _ %

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

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

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

b I_ Asset level

I_ Medical indigency

c
d I_ Insurance status
e I_ Uninsured discount
f I_ Medicaid/Medicare
g 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
13 Included measures to publicize the policy within the community served by the hospital facihty? . . . . . . . 13

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

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

b I_ The policy was attached to all billing invoices

I_ The policy was posted in the hospital facility’s emergency rooms or waiting rooms
I_ 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

I_ 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

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 I_ Reporting to credit agency
b I_ Lawsuits

c |_ 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

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

a I_ Reporting to credit agency
b I_ Lawsuits

c |_ 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 I_ Notified patients of the financial assistance policy upon admission

b I_ Notified patients of the financial assistance policy prior to discharge

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

d I_ 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
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

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: COMMUNITY NURSING HOME OF ANACONDA

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

If “Yes,” indicate what the Needs Assessment describes (check all that apply)

a I_ A definition of the community served by the hospital facility

b I_ 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

I_ How data was obtained

I_ The health needs of the community

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

o

(]

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

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
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 . . . . .+ + « « o & & & & 4 s w e e e e e e e . 4
5 Did the hospital facility make its Needs Assessment widely available to the public>. . . . . . . . . . . 5

If “Yes,” indicate how the Needs Assessment was made widely available (check all that apply)
a I_ Hospital facility’s website

b I_ Available upon request from the hospital facility

[ I_Other(descrlbeln Part VI)

6 Ifthe hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate how
(check all that apply)
a I_ Adoption of an iImplementation strategy to address the health needs of the hospital facility’s community

I_ Execution of the implementation strategy

I_ Participation in the development of a community-wide community benefit plan

I_ Participation in the execution of a community-wide community benefit plan

I_ Inclusion of a community benefit section in operational plans

I_ Adoption of a budget for provision of services that address the needs i1dentified in the Needs Assessment

I_ Prioritization of health needs 1n the community

T Q ™0 an o

I_ 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

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

9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care to low iIncome individuals? . . 9

If “Yes,” iIndicate the FPG family income limit for eligibility for free care _ %

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

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

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

b I_ Asset level

I_ Medical indigency

c
d I_ Insurance status
e I_ Uninsured discount
f I_ Medicaid/Medicare
g 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
13 Included measures to publicize the policy within the community served by the hospital facihty? . . . . . . . 13

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

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

b I_ The policy was attached to all billing invoices

I_ The policy was posted in the hospital facility’s emergency rooms or waiting rooms
I_ 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

I_ 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

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 I_ Reporting to credit agency
b I_ Lawsuits

c |_ 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

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

a I_ Reporting to credit agency
b I_ Lawsuits

c |_ 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 I_ Notified patients of the financial assistance policy upon admission

b I_ Notified patients of the financial assistance policy prior to discharge

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

d I_ 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
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

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: PINTLER HOME OPTIONS

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

If “Yes,” indicate what the Needs Assessment describes (check all that apply)

a I_ A definition of the community served by the hospital facility

b I_ 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

I_ How data was obtained

I_ The health needs of the community

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

o

(]

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

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
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 . . . . .+ + « « o & & & & 4 s w e e e e e e e . 4
5 Did the hospital facility make its Needs Assessment widely available to the public>. . . . . . . . . . . 5

If “Yes,” indicate how the Needs Assessment was made widely available (check all that apply)
a I_ Hospital facility’s website

b I_ Available upon request from the hospital facility

[ I_Other(descrlbeln Part VI)

6 Ifthe hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate how
(check all that apply)
a I_ Adoption of an iImplementation strategy to address the health needs of the hospital facility’s community

I_ Execution of the implementation strategy

I_ Participation in the development of a community-wide community benefit plan

I_ Participation in the execution of a community-wide community benefit plan

I_ Inclusion of a community benefit section in operational plans

I_ Adoption of a budget for provision of services that address the needs i1dentified in the Needs Assessment

I_ Prioritization of health needs 1n the community

T Q ™0 an o

I_ 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

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

9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care to low iIncome individuals? . . 9

If “Yes,” iIndicate the FPG family income limit for eligibility for free care _ %

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

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

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

b I_ Asset level

I_ Medical indigency

c
d I_ Insurance status
e I_ Uninsured discount
f I_ Medicaid/Medicare
g 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
13 Included measures to publicize the policy within the community served by the hospital facihty? . . . . . . . 13

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

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

b I_ The policy was attached to all billing invoices

I_ The policy was posted in the hospital facility’s emergency rooms or waiting rooms
I_ 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

I_ 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

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 I_ Reporting to credit agency
b I_ Lawsuits

c |_ 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

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

a I_ Reporting to credit agency
b I_ Lawsuits

c |_ 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 I_ Notified patients of the financial assistance policy upon admission

b I_ Notified patients of the financial assistance policy prior to discharge

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

d I_ 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
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

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?

Name and address Type of Facility (Describe)

O O NGO U A WNR R

[
o
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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

SUBSIDIZED HEALTH SERVICES
EXPLANATION

PART I LINE 7G

THE HOSPITALHAS INCLUDED COSTS ASSOCIATED WITH
PHYSICIAN CLINICS AS SUBSIDIZED HEALTH SERVICES
IN PART I LINE 7GINTHE AMOUNT OF 4176681 IN
COLUMN C AND 2445755 IN COLUMN D

EXCLUSIONS FROM PERCENT OF
TOTAL EXPENSE

PART I LINE 7 COLUMN F

BAD DEBT EXPENSE INCLUDED ON FORM 990 PART IX
LINE 25 COLUMN A OF 1571132 WAS SUBTRACTED FOR
PURPOSES OF CALCULATING THE PERCENTAGE IN PART I
LINE 7 COLUMN F

COSTING METHODOLOGY
EXPLANATION

PART I LINE 7

THE HOSPITAL APPLIES THE RATIO OF PATIENT CARE
COSTTOCHARGES FOR FIGURES REPORTED IN THE TABLE
TOTAL OPERATING EXPENSES LESS BAD DEBT
NONPATIENT CARE ACTIVITIES MEDICAID PROVIDER
TAXES TOTALCOMMUNITY BENEFIT AND TOTAL
COMMUNITY BUILDING EXPENSES

COMMUNITY BUILDING
IACTIVITIES

PART II

COMMUNITY HOSPITALOFANACONDA PARTICIPATES IN
A NUMBER OF COMMUNITY ACTIVITIES FOCUSED ON
PREVENTION AND HEALTHY LIFESTYLE CHOICES ONE
IAREA CHA HAS FOCUSED ON IS SPONSORING CAMPS AND
IWCTIVITIES FOR CHILDREN WHO ARE ATRISK
DETERMINED BY A NUMBER OF FACTORS FROM
ECONOMIC STATUS TO LACKOF MENTORING AND
PARENTALINVOLVEMENT DUETO THE CLOSE PROXIMITY
OF CHA TO THE STATE PENITENTIARY MANY OF OUR
YOUTH HAVE A FATHER WHO IS INCARCERATED AND NOT
IACTIVELY INVOLVED IN DAY TO DAY PARENTING THE
LOCAL CROSSROADS KIDZ CLUB AND GRACE CAMP
MINISTRIES OFFER A SANCTUARY FORTHESE ATRISK
CHILDREN TO LEARN THE SKILLS NECESSARY TO
SUCCEED IN LIFE THROUGH POSITIVE MENTORSHIP AND
EDUCATION FOR MANY CHILDREN THESE
ORGANIZATIONS ARE THE ONLY PLACE BESIDES SCHOOL
THEY CAN RECEIVE A NUTRITIOUSLY BALANCED MEAL
CHA BELIEVES OUR FINANCIAL AND VOLUNTEER
SPONSORSHIP OF THESE ORGANIZATIONS IS
PARAMOUNT TO THE HEALTHY FUTURE OF OUR
COMMUNITY IN ADDITION CHA OFFERS FINANCIAL
SUPPORT TO THE FOLLOWING COMMUNITY ACTIVITIES
COPPER VILLAGE ARTS CENTERART EXPERIENCES FOR
YOUNG PEOPLE ANACONDA COMMUNITY
INTERVENTIONPOSITIVE LIFESTYLESUBSTANCE ABUSE
EDUCATION FORYOUTH ANACONDA RELAY FOR
LIFECANCER RESEARCH FUNDRAISINGSURVIVOR
RECOGNITIONAWARENESS EVENT HEARST FREE
LIBRARYSUMMER READING PROGRAM FORANACONDA
YOUTH SHAKESPEARE IN THE PARK FREE THEATRICAL
PERFORMANCE FORTHE COMMUNITY ANACONDA
KIWANIS EYEGLASSES FORYOUTH IN NEED FREE
PRENATAL CLASSES FIVE TWO SESSIONS FOR
EXPECTANT PARENTS NEED NOT BE DELIVERING AT CHA
COMMUNITY FOOD BANK UNITED WAY COMMUNITY
HEALTH FAIRLOWCOST BLOOD WORK RESULTS
COUNSELING PREVENTATIVE HEALTH EDUCATION
FINANCIAL COUNSELING FORTHE UNINSURED
IWANACONDA HIGH SCHOOL ATHLETIC
SPONSORSHIPINCLUDES SPORTS PHYSICALS EQUIPMENT
SPONSORSHIP OF LOCAL REGIONAL AND DIVISIONAL
SPORTING EVENTS SPONSORSHIP OF LOCAL SCHOOL
DISTRICT PROGRAMS SUCH AS NATIONAL HONOR
SOCIETY ALCOHOL FREE GRADUATION PARTY CAREER
FAIRS BLOOD DRIVES AND NONATHLETIC CLUBS AND
IWCTIVITIES NUTRITIONAL COUNSELING BY REGISTER
DIETITIAN TO VARIOUS COMMUNITY GROUPS AND
ORGANIZATIONS CPR CLASSES FORLOCAL
ORGANIZATIONS FIRE AND POLICE DEPARTMENTS AS
WELL AS EMERGENCY MEDICAL TECHNICIANS

BAD DEBT EXPENSE
EXPLANATION

PART III LINE 4

THE PATIENT ACCOUNTS RECEIVABLE FOOTNOTE OF THE
IAUDITED FINANCIAL STATEMENTS READS AS FOLLOWS
RECEIVABLES ARISING FROM REVENUES FROM SERVICES
TO PATIENTS ARE REDUCED BY AN ALLOWANCES FOR
UNCOLLECTIBLE ACCOUNTS AND CONTRACTUAL
IADJUSTMENTS BASED ON EXPERIENCE THIRDPARTY
CONTRACTUAL REIMBURSEMENT ARRANGEMENTS AND
IANY UNUSUAL CIRCUMSTANCES WHICH MAY AFFECT THE
IABILITY OF PATIENTS TO MEET THEIR OBLIGATIONS
IAWCCOUNTS ARE DEEMED UNCOLLECTIBLE WHEN THE
HOSPITAL HAS FOLLOWED ITS COLLECTION
PROCEDURES FOR 120 DAYS AFTER INITIALLY BILLING
THE PATIENT AND NO PAYMENT ACTIVITY HAS
OCCURRED THE COSTING METHODOLOGY USED TO
DETERMINE THE AMOUNTS REPORTED ON SCHEDULE H
PART III LINE 2 INCLUDES THE COST TO CHARGE RATIO
OF PATIENT CARE THE HOSPITAL DID NOT TRACK THE
IAMOUNT OF BAD DEBT EXPENSE THAT COULD
REASONABLY BE ATTRIBUTABLE TO PATIENTS WHO
LIKELY WOULD QUALIFY FOR FINANCIAL ASSISTANCE
UNDER THE HOSPITALS CHARITY CARE POLICY BUT FOR
WHOM SUFFICIENT INFORMATION WAS NOT OBTAINED
TO MAKE DETERMINATION OF THEIR ELIGIBILITY DURING
2010

MEDICARE EXPLANATION

PART III LINE 8

IANY MEDICARE ALLOWABLE COSTS OF PATIENT CARE
SHORTFALLS ARENOT COUNTED AS COMMUNITY
BENEFIT THESE ALLOWABLE COSTS ARE OBTAINED FROM
THE MEDICARE COST REPORT FORTHE YEAR

COLLECTION PRACTICES
EXPLANATION

PART III LINE 9B

IF A PATIENT CANNOT PAY THE ENTIRE BILL WITHIN THE
TIMELINE SPECIFIED IN THE BILLINGCOLLECTION
POLICY AN INTERVIEW WITH THE PATIENT IS
CONDUCTED WE SCREEN THE PATIENT TO DETERMINE
THEIR FINANCIAL STATUS IFTHEY ARE TRUE SELF PAY
WITHOUT INSURANCE WE MAKE A REFERRAL TO THE
MASH PROGRAM TO SEE IF THEY QUALIFY FOR ANY
GOVERNMENT PROGRAMS SUCH AS MEDICAID MEDICARE
SSI ETCIFTHEY HAVE BEEN SCREENED AND DO NOT
QUALIFY FORANY PROGRAMS WE DETERMINE IF THEY
IARE ELIGIBLE FOR OUR FINANCIAL ASSISTANCE
PROGRAM PART OF THE FINANCIAL ASSISTANCE
PROGRAM IS A REDUCED PAYMENT PLAN THAT CAN BE
IAPPROVED EVEN IFTHE PATIENT DOES NOT QUALIFY
FOR FULL FINANCIAL ASSISTANCE IF THE PATIENT HAS
INSURANCE THE SAME PROCEDURE IS COMPLETED
WITHOUT THE PATIENT BEING SCREENED BY THE MASH
PROGRAM ANOTHER PROVISION IN THE CREDIT AND
COLLECTIONS POLICY ALLOWS THE PATIENT ACCOUNT
REPRESENTATIVE TO APPROVE A LESSER PAYMENT
IARRANGEMENT IF THE ARRANGEMENT IS IN THE BEST
INTEREST OF THE HOSPITAL AND THE PATIENT AN
EXAMPLE OF THIS WOULD BE IF A PATIENT IS IN A
TEMPORARY SITUATION THAT PREVENTS MEETING A
HIGHER PAYMENT WE WILL APPROVE THE LOWER
PAYMENT PLAN WITH A DATE TO REEVALUATE WHEN
THAT SITUATION IS RESOLVED CHA WORKS WITH
PATIENTS TO ACCOMMODATE THEIR FINANCIAL
SITUATION THE FACT THAT THEY CANNOT MEET THE
GUIDELINES UNDER THE FINANCIAL POLICY DOES NOT
MEAN THAT THEY ARE SENT DIRECTLY TO COLLECTIONS
PARTIAL OR FULLPAYMENT MAY BE REQUIRED PRIORTO
SERVICE IN SOME SITUATIONS ALL NONEMERGENT
PATIENTS REQUIRING A SURGICAL PROCEDURE THAT DO
NOT HAVE INSURANCE COVERAGE MUST MEET WITH A
PATIENT ACCOUNT REPRESENTATIVE PRIORTO HAVING
THE SERVICE PROVIDED WE INTERVIEWTHE PATIENT TO
DETERMINE THEIR FINANCIAL STATUS BASED ON THE
PROCEDURE BEING PERFORMED AND THE FINANCIAL
STATUS OF THE PATIENT A PARTIAL OR FULL PAYMENT
MAY BE REQUIRED IF THE PATIENT IS UNABLE TO MAKE
THE PARTIAL OR FULL PAYMENT A REFERRAL IS MADE
WITH THE MASH PROGRAM TO DETERMINE IF THE
PATIENT QUALIFIES FORANY GOVERNMENT PROGRAMS
ONCE SCREENED BY MASH FOR ANY PATIENT THAT DOES
NOT QUALIFY FORANY GOVERNMENT PROGRAM AN
IAPPLICATION FOR FINANCIAL ASSISTANCE IS OFFERED
PRIOR TO THE SERVICE BEING PERFORMED BASED ON
THE RESULTS OF THE FINANCIAL ASSISTANCE
IAPPLICATION THE BALANCE OF THE ACCOUNT AND THE
PATIENTS ABILITY TO PAY ARE EVALUATED IF THE
PATIENT HAS THE ABILITY TO PAY A PARTIALOR FULL
PAYMENT IS REQUIRED IF THE PATIENT DOES NOT HAVE
THE ABILITY TO PAY THE ACCOUNT IS RELIEVED UNDER
THE PATIENT FINANCIAL ASSISTANCE PROGRAM

NEEDS ASSESSMENT

PART VI

IN NOVEMBER 2007 COMMUNITY HOSPITAL OF
IANACONDA CHA PARTICIPATED IN A COMMUNITY NEEDS
IASSESSMENT VIA A GRANT THROUGH RURAL HEALTH
RESOURCE CENTER MONTANA OFFICE OF RURAL HEALTH
THE GOALOFTHE COMMUNITY NEEDS ASSESSMENT WAS
TO DETERMINE THE COMMUNITYS OPINION OF CURRENT
SERVICES AND QUALITY OF CARE AT CHA AS WELLASTO
DETERMINE NEEDED HEALTHCARE AND COMMUNITY
SERVICES THIS PROCESS INCLUDED A RANDOM WRITTEN
SURVEY MAILED TO 640 RESIDENTS OF ANACONDADEER
LODGE COUNTY IN LATE 2007 FOLLOWED BY THREE
FOCUS GROUPS IN JANUARY 2008 IN ADDITION A
STEERING COMMITTEE OF VARIOUS COMMUNITY
MEMBERS WAS FORMED TO ASSIST IN THE DEVELOPMENT
OF THE SURVEY INSTRUMENT AND TO PROVIDE A FORUM
TO DISCUSS THE COMMUNITYS ISSUES WITH RESPECT
TO HEALTHCARE IN SUMMARY THE FOLLOWING WERE
IDENTIFIED ASTHETOP COMMUNITY HEALTH CARE
NEEDS ADDITIONAL PROFESSIONALS TO ADDRESS THE
ISSUES OF DRUG AND ALCOHOL ABUSE INCREASED
COMMUNITY HEALTH EDUCATION REGARDING
PREVENTION AND WELLNESS ADDITIONAL SPECIALISTS
TO ALLEVIATE THE NEED TO TRAVELOUT OF THE
COMMUNITY IN RESPONSE CHA HAS INCREASED OUR
COMMUNITY OUTREACH EFFORTS OFFERING
PREVENTATIVE HEALTH EDUCATION TO LOCAL
BUSINESSES COUNTY EMPLOYERS AND LOCAL SCHOOLS
IN ADDITION WE HOST AN ANNUAL HEALTH FAIR WITH
LOWCOST LAB WORKAND EDUCATION REGARDING
NUTRITION AND RISK PREVENTION CHA HAS ALSO

WO RKED TO DEVELOP ADDITIONAL REFERRAL SOURCES
FOR DRUG AND ALCOHOLINTERVENTIONEDUCATION TO
IALLEVIATE THE NEED FOR PATIENTS TO TRAVEL GREAT
DISTANCES TO SEEK SPECIALIZED CARE CHA HAS ADDED
THE FOLLOWING SPECIALISTS WHO VISIT CHA ON A
REGULAR BASIS GASTROENTEROLOGY PODIATRY
GENERAL SURGERY NEUROSURGERY
OBSTETRICSGYNECOLOGY CHA WILL CONTINUETO
IASSESS THE NEED FOR ADDITIONAL SPECIALISTS AND
WILL CONTINUE TO WORK WITH THE COMMUNITY
GROUPS TO OFFER ADDITIONAL COMMUNITY OUTREACH
IAND EDUCATION

PATIENT EDUCATION OF
ELIGIBILITY FOR ASSISTANCE

PART VI

IN COMPLIANCE WITH THE COLLECTION POLICIES OF
CHA AN ANNUAL REVIEWIS PERFORMED OF ALL
CREDITCOLLECTION AND FINANCIAL ASSISTANCE
POLICIES ONCE REVIEWED AND REVISED THE
INFORMATION IS DISTRIBUTED TO THE COMMUNITY IN A
VARIETY OF WAYS THE FACILITY PUBLISHED A
BROCHURE THAT IS PLACED IN PUBLIC AREAS OF ALL
THE CHA FACILITIES AS WELL ASINCLUDED IN ALL
FORMAL ADMISSION PACKETS TO PATIENTS THE
PATIENT ACCOUNT REPRESENTATIVES HAND OUT THE
INFORMATION DURING PATIENT CONSULTS AS WELL THE
INFORMATION IS ALSO AVAILABLE ON THE CHA WEBSITE
IANNUALLY THE PATIENT ACCOUNTS LEADER
DISTRIBUTES THE NEWINFORMATION TO LOCAL
IAGENCIES THAT ASSIST LOWINCOME POPULATIONS
DISCUSSIONS OCCUR WITH THE AGENCIES REGARDING
THE FINANCIAL ASSISTANCE PROGRAMS AND CHAS
IABILITY TO ASSIST PATIENTS WITH THE BURDEN OF
IAPPLYING FOR GOVERNMENT PROGRAMS SUCH AS
DISABILITY ETC

COMMUNITY INFORMATION

PART VI

IANACONDADEER LODGE COUNTY ADLC COVERS 737
SQUARE MILES OF SOUTHWESTERN MONTANA WITH 123
PERSONS PER SQUARE MILE MAKING IT A RURAL COUNTY
WITH RURAL URBAN CONTINUUM CODE OF 7 RUCC 1

MO ST URBAN 10 MOST RURAL ANACONDA DEER LODGE
COUNTY IS A DESIGNATED HEALTH PROFESSIONAL
SHORTAGE AREA HPSA ID1309993042 THE 2000 CENSUS
WAS 9417 COMPARED TO A 2004 POPULATION OF 9074
REPRESENTING A POPULATION LOSS OF 38 SINCE 2000
THE MAJORCOMMUNITY IN ANACONDADEER LODGE
COUNTY IS ANACONDA WITH A MEDIAN AGE OF 423
YEARS ACCORDING TO 2004 DATA 158 OF THE PEOPLE IN
THE COUNTY LIVE BELOWTHE POVERTY LINE WITH AN
IAWERAGE UNEMPLOYMENT RATE OF 65 COMPARED TO
THE STATE RATE OF 47 TWENTYTHREE PERCENT OF THE
POPULATION AGED 2164 LIVES WITH A DISABILITY
COMPARED TO THE 17 STATE AVERAGE ACCORDING TO
THE MONTANA DEPARTMENT OF LABOR AND INDUSTRY
NEARLY ONETHIRD OF THE COVERED EMPLOYMENT IS IN
THE GOVERNMENT SECTOR WITH MONTANA STATE
HOSPITAL AT WARM SPRINGS BEING THE LARGEST
EMPLOYER HEALTHCARE ACCOUNTS FOR NEARLY
ONEFOURTH OF THE TOTAL PRIVATE WORKFORCE WHILE
IWCCOMMODATIONS AND FOOD SERVICES ARE THE
LARGEST PRIVATE JOB SECTOR WITH 29 OF THE TOTAL
EMPLOYMENT IN 2010 GROSS PATIENT REVENUES WERE
IAPPROXIMATELY 39000000 AS THE COMMUNITYS ONLY
SOURCE OF HOSPITAL CARE CHA PROVIDED 1912308
DURING 2010 AS UNCOMPENSATEDCHARITY CARE FOR
UNINSURED AND UNDERINSURED PEOPLE COMMUNITY
HOSPITAL OF ANACONDA CHA HAS BEEN SERVING THE
HEALTHCARE NEEDS OF ANACONDADEER LODGE COUNTY
IADLC SINCE 1889 THE HOSPITALIS A PRIVATELY OWNED
NONPROFIT TWENTYFIVE BED CRITICAL ACCESS
HOSPITAL WITH A FACILITY THAT WAS BUILT IN 1981
CHA OFFERS A FULL CONTINUUM OF CARE INCLUDING
INPATIENT HOSPITAL SERVICES OUTPATIENT SERVICES
FIVE AMBULATORY CARE CLINICS INCLUDING INTERNAL
MEDICINE FAMILY PRACTICE SURGICAL PEDIATRICS AND
CONVENIENT CARE A 62 BED LONGTERM CARE FACILITY
IAND HOSPICEHOME HEALTH SERVICES CHA EMPLOYS
OVER 280 INDIVIDUALS WITH AN ANNUAL SALARIES AND
BENEFITS EXPENSE IN EXCESS OF 135 MILLION

HEALTH OF COMMUNITY IN
RELATION TO EXEMPT PURPOSE

PART VI

CHA FURTHERS OUR EXEMPT PURPOSE BY PROMOTING
THE HEALTH OF OUR COMMUNITY COMMUNITY HOSPITAL
OF ANACONDAS BOARD OF TRUSTEES IS COMPRISED OF
COMMUNITY MEMBERS REPRESENTING MULTIPLE FACETS
OF OUR COMMUNITY FROM THE FINANCIAL SECTORTO
SMALL BUSINESS OWNERS TO RETIREES AND SCHOOL
DISTRICT EMPLOYEES THIS VOLUNTEER BOARD HAS
DEDICATED THEIR TIME TO ENSURING THEY
UNDERSTAND THE HEALTH AND WELFARE NEEDS OF OUR
COMMUNITY VIA PARTICIPATION IN RECENT FOCUS
GROUPS REGARDING HEALTHCARE OTHER COMMUNITY
GROUPS AND BY TALKINGTO COMMUNITY MEMBERS
THESE ACTIVITIES AND THE INPUT THEY SOLICIT ARE
PARAMOUNT TO THE STRATEGIC PLANNING PROCESS OF
CHA MEDICAL STAFF PRIVILEGES AT CHA AREOPEN TO
IALL MEDICAL PROVIDERS WITH ACTIVE LICENSURE
WHILE WE HAVE INSTITUTED AN ARDUOUS
CREDENTIALING PROCESS TO ENSURE PRACTITIONERS
OF THE HIGHEST CALIBER ARE PRIVILEGED WE
ENCOURAGE PRACTITIONERS FROM NUMEROUS
SPECIALTIES TO MEET THE EVER EXPANDING
HEALTHCARE NEEDS OF THE COMMUNITY AS A
NONPROFIT CORPORATION WE DO NOT HAVE
SHAREHOLDERS THEREFORE SURPLUS FUNDS ARE
REINVESTED INTO OUR FACILITIES EQUIPMENT AND
EMPLOYEE EDUCATION THE ABSENCE OF SHAREHOLDERS
ELIMINATES THE POTENTIAL FOR CONFLICTS OF
INTEREST RELATED TO ATTAINING INFLATED PROFIT
MARGINS AND ALLOWS COMMUNITY HOSPITALOF
IANACONDA TO FOCUS ON WHAT ISIMPORTANTMEETING
MTHE HEALTH AND WELFARE NEEDS OF OUR COMMUNITY

IAFFILIATED HEALTH CARE
INFORMATION

PART VI

N A

Schedule H (Form 990) 2010
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Schedule I OMB No 1545-0047
(Form 990) Grants and Other Assistance to Organizations, 20 1 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
COMMUNITY HOSPITALOFANACONDA

81-0303913
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 spaceis needed. . . . . . . .+ . . . . 4 4 dh o a e e e e e

1 (a) Name and address of (b) EIN (c) IRC Code section | (d) Amount of cash (e) Amount of non- (f) Method of (g) Description of (h) Purpose of grant
organization iIf applicable grant cash valuation non-cash assistance | orassistance
or government assistance (book, FMV, appraisal,
other)
(1) VARIOUS 26,518
]
2 Enter total number of section 501(c)(3) and government organizations . . . .+ +« «  « &« 4 4w www e e e e a e | 4
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
reciplents

(c)A mount of
cash grant

(d)A mount of
non-cash assistance

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

(f)Description of non-cash assistance

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

Identifier

PROCEDURES FOR

Return Reference

Explanation

MONITORING THE USE
OF GRANT FUNDS
INSIDE THE UNITED
STATES

SCHEDULE I, PAGE 1, PART I,
LINE 2

A REQUEST IS PRESENTED TO THE ADMINISTRATIVE TEAM BY THE HUMAN RESOURCES/MARKETING DIRECTOR
THE TEAM APPROVES ORDISAPPROVES THE REQUEST A VOUCHER IS PREPARED FORACCOUNTS PAYABLETO

CUT A CHECK FOLLOWUP IS DONE WITH THE RECIPIENT AFTER THE USE OF THE FUNDS

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 20 1 O
Compensated Employees
k- Complete if the organization answered "Yes" to Form 990, .
Department of the Treasury Part IV, question 23. Open to P_ublIC
Internal Revenue Service & Attach to Form 990. & See separate instructions. Inspection
Name of the organization Employer identification number
COMMUNITY HOSPITAL OF ANACONDA
81-0303913
m Questions Regarding Compensation
Yes | No
1la 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
[T Travel for companions [ Payments for business use of personal residence
[T Tax idemnification and gross-up payments [T Health or social club dues or initiation fees
I~ Discretionary spending account [ Personal services (e g , maid, chauffeur, chef)
b Ifany 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 1b
2 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? 2
3 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
I_ Compensation committee I_ Written employment contract
2 Independent compensation consultant 2 Compensation survey or study
[V Form 990 of other organizations [ Approval by the board or compensation committee
4 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? da No
Participate in, or recelve payment from, a supplemental nonqualified retirement plan? 4b No
c Participate in, or receive payment from, an equity-based compensation arrangement? 4c No
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.
5 For persons listed in form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of
The organization? 5a No
Any related organization? 5b No
If"Yes," to line 5a or 5b, describe in Part III
6 For persons listed in form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of
The organization? 6a No
Any related organization? 6b No
If"Yes," to line 6a or 6b, describe in Part III
7 For persons listed in Form 990, Part VII, Section A, line 1a, did the organization provide any non-fixed
payments not described inlines 5 and 6? If "Yes," describe In Part III 7 No
8 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 8 No
9 If"Yes" to line 8, did the organization also follow the rebuttable presumption procedure described in Regulations
section 53 4958-6(c)? 9

For 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 Page 2

m Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees. Use duplicate copies If additional space 1s needed.

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 (C) Retirement and (D) Nontaxable (E) Total of columns | (F) Compensation
. (i) Bonus & (iiii) Other other deferred benefits (B)(1)-(D) reported in prior
coé:)eiaszetlon Incentive reportable compensation Form 990 or
P compensation compensation Form 990-EZ

(1) PETER SORINI MD ((I'I)) 1,074,231 1,074,231

(2) WILLIAM REITER (1) 356,864 356,864

MD FACP CMO ()

(3) JOHN S MCNEECE ((III)) 251,623 32,280 27,371 311,274

(4) SHAWNA BAKER ) 216,495 17,993 234,488

MD (n)

(5) LAURA AUSTIN ((I'I)) 168,300 12,513 180,813

(6) FREDERICK ) 304,903 18,664 323,567

BARTOLETTI MD ()

(7) GEORGE (M 181,324 8,968 190,292
BIANCARELLI MD ()

(8) DANIEL HARTMAN ((I'I)) 169,986 6,544 176,530

(9) DAVID KIDDER MD ((I'I)) 138,023 13,196 151,219

(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 Reference

Explanation

Schedule J (Form 990) 2010
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Schedule L
(Form 990 or 990-EZ)

Department of the Treasury
Internal Revenue Service

Transactions with Interested Persons

k- Complete if the organization answered

"Yes" on Form 990, Part 1V, lines 25a, 25b, 26, 27, 28a, 28b, or 28c,

or Form 990-EZ, Part V lines 38a or 40b.

k- Attach to Form 990 or Form 990-EZ. See separate instructions.

OMB No 1545-0047

Open to Public
Inspection

Name of the organization
COMMUNITY HOSPITAL OF ANACONDA

Employer identification number

81-0303913

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

c) Corrected?
1 (a) Name of disqualified person (b) Description of transaction (€)
Yes No
2 Enter the amount of tax imposed on the organization managers or disqualified persons during the year under
section 4958 3
3 Enter the amount of tax, ifany, on line 2, above, reimbursed by the organization . 3
m Loans to and/or From Interested Persons.
Complete If the organization answered "Yes" on Form 990, Part IV, line 26, or Form 990-EZ, Part V, line 38a
(f)
" ¢ d d E:)frlz,c::;: o | (e)In Approved (g)Written
(a) Name of Interested person an (c)Origina (d)Balance due | default? by board or agreement?
purpose organization? | principal amount committee?
To From Yes No Yes No Yes No
(1) DR SHAWNA BAKER
COMPENSATION PACKAGE X 31,909 3,452 No Yes Yes
Total > 3 3,452
Grants or Assistance Benefitting Intere

sted Persons.

Complete If the organization answered "Yes" on Form 990, Part IV, line 27.

(a) Name of Interested person

(b)Relationship between interested person

and the organization

(c)Amount of grant or type of assistance

For Privacy Act and Paperwork Reduction Act Notice, see the

Instructions for Form 990 or 990-EZ.

Cat No 50056A

Schedule L (Form 990 or 990-EZ) 2010



Schedule L (Form 990 or990-EZ) 2010

Page 2

m Business Transactions Involving Interested Persons.
Complete If the organization answered "Yes" on Form 990, Part IV, line 28a, 28b, or 28c.

(a) Name of Interested person

(b) Relationship
between Iinterested

(c) Amount of

(d) Description of transaction

(e) Sharing of
organization's

person and the transaction revenues?

organization Yes No
(1) FREDERICK BARTOLETTI MD TRUSTEE FAMILY 323,567 [EMPLOYMENT No
(2) WILLIAM REITER MD TRUSTEE 356,864 |[OWNER OFPHY SERV CO No
(3) PETER SORINI MD TRUSTEE 1,074,231 |CONTRACTED SERVICES No
(4)JOHN MCNEECE CEO TRUSTEE 311,274 [CONTRACTED SERVICES No
(5) SHAWNA BAKER MD TRUSTEE 234,488 |EMPLOYMENT No

.m Supplemental Information

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

Identifier

Return Reference

Explanation

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

Department of the Treasury
Internal Revenue Service

Supplemental Information to Form 990 or 990-EZ

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

OMB No 1545-0047

Open to Public
Inspection

Name of the organization
COMMUNITY HOSPITAL OF ANACONDA

81-0303913

Employer identification number

Identifier Return Reference Explanation
ORGANIZATION'S FORM 990 - COMMUNITY HOSPITAL OF ANACONDA (CHA) PROVIDES A CARING ENVIRONMENT,
MISSION ORGANIZATION'S RESPONDING WITH EXCELLENCE TO THE HEALTH CARE NEEDS OF THOSE WE SERVE
MISSION RESPECTING THE DIGNITY AND RECOGNIZING THE WORTH OF EACH PERSON IS THE

FOUNDATION OF OUR COMMITMENT TO CARE




Identifier Return Reference Explanation

FIRST ACHIEVEMENT FORM 990, PAGE 2, PART Ill, LINE THIRD PARTY PAYORS FOR THE Y EAR ENDED DECEMBER 31,
DESCRIPTION 4A 2010




Identifier Return Reference Explanation

MANAGEMENT FORM 990, PAGE 6, PART VI, | THE HOSPITAL UTILIZES AN EMPLOY EE OF ST PATRICK HOSPITAL AS IT'S CHIEF
DELEGATED LINE3 EXECUTIVE OFFICER




Identifier

Return Explanation
Reference
CLASSES OF FORM 990, WHEN THE HOSPITAL WAS FORMED IN 1969, SOME COMMUNITY MEMBERS PURCHASED THE
MEMBERS OR PAGE 6, PART | HOSPITAL FROM SISTERS OF CHARITY AS THESE ORIGINAL MEMBERS DECEASE, THEIR
STOCKHOLDERS VI, LINE6

MEMBERSHIP IS THEN LOST AN ANNUAL MEETING IS SCHEDULED IN SEPTEMBER OF EACH YEAR
WITH A PUBLIC NOTICE POSTED IN THE LOCAL PAPER THE REMAINING ORIGINAL MEMBERS MAY

ATTEND THE MEETING HOWEVER, THEY ARE NOT ACTIVE MEMBERS AND DO NOT HAVE VOTING
RIGHTS




Identifier

Return
Reference

Explanation

ORGANIZATION'S
PROCESS USED TO
REVIEW FORM 990

FORM 990,
PAGE 6, PART
VI, LINE11B

A COPY OF THE 990 IS PROVIDED TO THE V P OF FINANCE, WHO REVIEWS THE FORM,
SCHEDULES, AND RELATED ATTACHMENTS THE FINANCE COMMITTEE IS DESIGNATED BY THE
BOARD OF TRUSTEES TO ASSUME RESPONSIBILITY FOR OVERSIGHT OF THE 990 AND IS ALSO
PART OF THE REVIEW PROCESS ANY COMMENTS OR QUESTIONS ARE ADDRESSED WITH THE
PREPARER AND A FINAL APPROVAL IS GIVEN TO THE PREPARER BEFORE FINALIZING ONCE
MANAGEMENT IS SATISFIED WITH THE 990, THEV P OF FINANCE SIGNS OFF ON THE FORM 8879-
EO BEFORE THE RETURN IS E-FILED BY THE PREPARER




Identifier Return Explanation
Reference
ENFORCEMENT | FORM 990, ARTICLE Il OF THEBY LAWS STATES THAT, AT A MINIMUM, EACH MEMBER OF THE BOARD WILL EXECUTE
OF CONFLICTS | PAGES, THE CONFLICT OF INTEREST FORM AT THE COMMENCEMENT OF THE TERM OR IN THE EVENT OF ANY
POLICY PART V|, LINE | CHANGE THAT MAY DEVELOP THE CONFLICT OF INTEREST GUIDELINES ARE MONITORED BY THE CHA
12C CORPORATE COMPLIANCE OFFICER THE COMPLIANCE OFFICER ATTENDS NEW EMPLOY EE ORIENTATION

AND PRESENTS THE POLICY AS PART OF THE OVERALL CORPORATE LEGAL COMPLIANCE PROGRAM
EACH EMPLOY EE IS PRESENTED WITH A CONFLICT OF INTEREST STATEMENT ALL POTENTIAL CONFLICTS
ARE DISCLOSED IF ANY POTENTIAL CONFLICTS ARE IDENTIFIED, THE COMPLIANCE OFFICER WILL MEET
WITH THE EMPLOY EE'S SUPERVISOR AND ADMINISTRATION TO DETERMINE IF A CONFLICT EXISTS ON AN
ANNUAL BASIS, ALL EMPLOY EES AND THE BOARD OF DIRECTORS ARE REQUIRED TO READ AND SIGN
THE CONFLICT OF INTEREST STATEMENT THE CORPORATE COMPLIANCE OFFICER TRACKS THE RECEIPT
AND COMPLETION OF THE CONFLICT OF INTEREST STATEMENTS THE PROCESS IS A PART OF THE
ANNUAL EMPLOY EE REQUIREMENTS MANDATED FOR CONTINUED EMPLOY MENT




Identifier Return Explanation
Reference
COMPENSATION | FORM 990, THE SOURCES UTILIZED BY CHA IN REGARD TO FAIR MARKET VALUE IN SALARIES ARE AN EXECUTIVE
PROCESS FOR PAGES§, COMPENSATION SURVEY, PUBLISHED BY CRITICAL DATA, INC, AND THE MONTANA HOSPITAL
TOP OFFICIAL PART V]|, ASSOCIATION (MHA) ANNUAL SALARY SURVEY THESE SURVEYS ARE UTILIZED FOR SETTING THE
LINE 15A SALARY LEVELS OF EMPLOYEES AT CHA THE MHA SURVEY ITEMIZES ALL HOSPITALS AS A GROUP,

CAH HOSPITALS, AND HOSPITALS BY REGION CHALLENGES EXIST WHEN CHA JOB DESCRIPTIONS ARE
UNIQUE AND, THEREFORE, MAY NOT BE LISTED AS A JOB CATEGORY IN THE MHA SURVEY IN REGARD
TO SETTING THE SALARY LEVELS OF PHY SICIANS, CHA UTILIZES THE MGMA PHY SICIAN
COMPENSATION AND PRODUCTION SURVEY THIS SURVEY ITEMIZES SALARIES AND PRODUCTIVITY BY
PHY SICIAN SPECIALTY, YEARS IN PRACTICE, GEOGRAPHIC REGION, AND OTHER CATEGORIES CHA
STRIVES TO PAY MARKET LEVEL SALARIES TO ALL EMPLOY EES OF THE ORGANIZATION [T IS OUR
GOAL TO RECRUIT AND RETAIN TOP TALENT IN EVERY VENUE, WHILE CONTROLLING SALARY AND
BENEFIT COSTS WITHIN ESTABLISHED TARGETS IN 2008 AND 2010, CHA HIRED AN INDEPENDENT
CONSULTANT TO EVALUATE THE SALARY LEVELS OF THE SENIOR MANAGEMENT THIS SALARY
SURVEY REVIEWED SALARIES FOR HOSPITALS IN CHA'S REVENUE RANGE IN OUR REGION, AS WELL AS
SALARY LEVELS ACROSS THE COUNTRY ALL JOBS REVIEWED WERE WELL WITHIN THE PUBLISHED
RANGES, AS DETERMINED BY CRITICAL DATA, INC




Identifier Return Reference Explanation

COMPENSATION PROCESS FOR OFFICERS FORM 990, PAGE 6, PART VI, LINE 15B SEE FORM 990, PART V|, LINE 15A




Identifier Return Explanation
Reference

GOVERNING DOCUMENTS | FORM 990, PAGE [ COMMUNITY HOSPITAL OF ANACONDA MAKES TS GOVERNING DOCUMENTS, CONFLICT
DISCLOSURE 6, PART VI, LINE 19 | OF INTEREST POLICY, AND FINANCIAL STATEMENTS AVAILABLE TO THE PUBLIC UPON
EXPLANATION REQUEST THE FINANCIAL STATEMENTS ARE ALSO INCLUDED IN THE COMMUNITY BENEFIT
REPORT




Identifier Return Reference Explanation

OTHER CHANGES IN NET ASSETS FORM 990, PART X|, THE HOSPITAL RECOGNIZED 333,588 NET UNREALIZED GAINS ON
EXPLANATION LINE5S INVESTMENT IN 2010
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SCHEDULE R
(Form 990)

OMB No 1545-0047

Related Organizations and Unrelated Partnerships

I Complete if the organization answered "Yes" to Form 990, Part 1V, line 33, 34, 35, 36, or 37. 2 O 1 O
= Attach to Form 990. Ik See separate instructions.

Department of the Treasury Open to P_ublic
Internal Revenue Service Inspection

Name of the organization Employer identification number
COMMUNITY HOSPITAL OF ANACONDA

81-0303913
IEEREE 1dentification of Disregarded Entities (Complete if the organization answered "Yes" on Form 990, Part IV, line 33.)

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

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.)

(9)
(a) (b) (c) (d) (e) (f) Section 512(b)(13)
Name, address, and EIN of related organization Primary activity Legal domicile (state Exempt Code section Public chanty status Direct controlling controlled
or foreign country) (If section 501(c)(3)) entity organization
Yes No
(1) CHANHA FOUNDATION
PO BOX 1245 SUPPORT MT 501C3 115 [COMMUNITY No

HOSPITAL OF ANACONDA
ANACONDA, MT 59711

81-0504127

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.)

(a)

Name, address, and EIN of

related organization

(b)

Primary activity

(c)
Legal
domicile
(state or
foreign
country)

(d)
Direct controlling
entity

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

514)

Share of total income

g
Share of end-of-year
assets

(h)
Disproprtionate
allocations?

Yes No

(O] (6))
Code V—UBI General or
amount in box 20 of managing
Schedule K-1 partner?
(Form 1065)
Yes No

(k)
Percentage
ownership

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)

Name, address, and EIN of related organization

(b)

Primary activity

(c)
Legal domicile
(state or
foreign
country)

(d)

entity

Direct controlling

(e)

or trust)

Type of entity
(C corp, S corp,

Share of total income

(9)

assets

Share of
end-of-year

(h)
Percentage
ownership

Schedule R (Form 990) 2010
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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) 1b | Yes
c Gift, grant, or capital contribution from other organization(s) 1c | Yes
d Loans orloan guarantees to or for other organization(s) id No
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 of facilities, equipment, or other assets to other organization(s) 1i No
j Lease offacilities, equipment, or other assets from other organization(s) 1j | Yes
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 in No
o Reimbursement paid to other organization for expenses 1o No
Reimbursement paid by other organization for expenses 1p No
q Othertransfer of cash or property to other organization(s) 1q No
r Othertransfer of cash or property from other organization(s) ir No

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

@) (b) © (d)
Transaction Method of determining amount
Name of other organization type(a-r) Amount involved nvolved
(1) CHANHA FOUNDATION J 78,180  |FAIR MARKET VALUE
(2)
3)
(4)
(5)
(6)

Schedule R (Form 990) 2010
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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
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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



ANACONDA 08/05/2011 9 18 AM

Form 8868 (Rev 1-2011}

FPage 2

*  |f you are fillng for an Additional (Not Automatic) 3-Month Extension, complete only Part il and check this box B Iﬁ
Note. Only complete Part 11 if you have already been granted an automatic 3-month extension on a previously filed Form 8868

If you are fitng for an Aufomatic 3-Month Exiension, compiste only Part  {on page 1).

Part i Additional (Not Automatic) 3-Month Extension of Time. Only file the original {no copies needed).
Type or Name of exempi organization Employer identification humber
print
File by the COMMUNITY HOSPITAL OF ANACONDA 81-0303813
Zifng:for Number, street, and room or suite no ¥ a P O box, see mstructions
s o 401 W_PENNSYLVANIA
return See City, town or post office, state, and ZIP code. For a foregn address, see instructions
instructions ANACONDA MT 598711

Enter the Return code for the return that this application 1s for (file a separate application for each return}

[og

Application Return Application Return
Is For Code is For Code
Form 980 01
Form 280-BL 02 Farm 1041-A 08
Form 980-EZ 03 Form 4720 09
Farm 890-PF 04 Form 5227 10
Form 890-T (sec. 401(a) or 408(a) trust) 05 Form 8063 11
Form §90-T (irust other than above) 06 Form 8870 12
STOP! Do not complete Part I} if you were not already granted an automatic 3-month extension on a previously filed Form 8868,
LAURA AUSTIN, V.P. QF FINANCE
401 W PENNSYLVANIA
®  The books are n the care of PANACONDA MT 59711

Telephone Nop» 406-563-8521 FAX No B

® |f the organization does not have an office or place of busmess In the United States, check this box

® If this 15 for a Group Retumn, enter the organization’s four digit Group Exemption Number (GEN If this I1s
» ! l

far the whole group, check this box 4 D If it 1s for part of the group check this box
list with the names and EilNs of all members the extens:on is for

> []

and attach a

4 irequestan additional 3-month extension of time untll 1 /15 /1 1.
5 Forcalendaryear 2010  or other tax year beginning . and endsing

&  if the tax year entered i hine 5 is for less than 12 months, check reasorD tmtial return

Change in accounting period

7 State in detad why you need the extension
SEE STATEMENT 1

D Final return

8a If this application 1s for Form 980-BL, 990-PF, 990-T, 4720, or 8068, enter the tentative tax, less any
nenrefundable credits See instruchions 8a | §
b Ifthis appheation 1s for Form 890-PF, 890-T, 4720, or 8069, enter any refundable credits and
estimated tax payments made Include any prior year overpayment allowed as a credii and any
amount pard previcusly with Form 8868 8h | §
¢ Balance Due. Subtract ing 8b from hne 8a Include your payment with this form, if required, by using EFTPS
{Electronic Federal Tax Payment System) See snstructions 8c %

Signature and Verification

tinder penaites of perjury, | declare that | have examined this form, Including accompanying schedules and statements, and to the best of my knowledge and belsef, it iz
true, correct, and cg;:nplete, and that { am authorized to prepare this form

</ Loy
g

W=l V.P. QOF FINANCE pae® 08/05/11

Sigrature B ‘:{,‘/}‘ sl N [ {/Lix:f:

DAA

Form 8868 (Rev 1-2011)



