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Department of the Treasury
Intemal 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

2011 calendar year, or tax year beginning 01-01-2011 and ending 12-31-2011

C Name of organization
SHRINERS HOSPITALS FOR CHILDREN

36-2193608

2011

I The organization may have to use a copy of this return to satisfy state reporting requirements Open to Public
9 Y Py porting req Inspection

D Employer identification number

Doing Business As

Number and street (or P O box if mail i1s not delivered to street address)| Room/suite

POST OFFICE BOX 31356

E Telephone number

(813)281-0300

G Gross recelpts $ 5,556,128,717

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

TAMPA, FL 336313356

F Name and address of principal officer
DOUGLAS MAXWELL

2900 ROCKY POINT DRIVE
TAMPA,FL 33607

I Tax-exempt status

¥ s501(c)(3) [~ 501(c)( )M (imsertno) [ 4947(a)(1) or [ 527

J Website: HTTP //WWW SHRINERSHQ ORG/

H(a)
affiliates?

H(b)

Is this a group return for

Are all affiliates included?

[ Yes
I_Yes

[ No
I_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 1925

M State of legal domicile CO

Summary

1 Briefly describe the organization’s mission or most significant activities
WE PROVIDE PEDIATRIC SPECIALTY CARE WITHOUT FINANCIAL OBLIGATION TO PATIENTS ORTHEIR FAMILIES
%
=
% 2 Check this box M If the organization discontinued its operations or disposed of more than 25% of its net assets
o 3 Number of voting members of the governing body (Part VI, line 1a) 3 20
E 4 Number of Independent voting members of the governing body (Part VI, line 1b) 4 18
E 5 Total number of Individuals employed in calendar year 2011 (Part V, line 2a) 5 5,416
E 6 Total number of volunteers (estimate If necessary) 6 5,000
< 7aTotal unrelated business revenue from Part VIII, column (C), line 12 7a 0
b Net unrelated business taxable income from Form 990-T, line 34 7b 0
Prior Year Current Year
8 Contributions and grants (Part VIII, line 1h) 222,674,207 197,275,442
% Program service revenue (Part VIII, line 2g) 4,622,016 66,934,531
% 10 Investment income (Part VIII, column (A), ines 3,4, and 7d ) 303,705,276 669,350,342
= 11 Other revenue (Part VIII, column (A), ines 5,6d, 8¢, 9c, 10c,and 11e) 39,410,003 30,087,050
12 Total revenue—add lines 8 through 11 (must equal Part VIII, column (A), line
12) 570,411,502 963,647,365
13 Grants and similar amounts paid (Part IX, column (A), ines 1-3) 50,000 45,805
14 Benefits paid to or for members (Part IX, column (A), line 4) 0 0
15 Salaries, other compensation, employee benefits (Part IX, column (A), lines
$ 5-10) 319,832,503 344,911,456
% 16a Professional fundraising fees (PartIX, column (A), line 11e) 2,017,626 6,638,399
E b Total fundraising expenses (Part IX, column (D), line 25) m-20,795,726
17 Other expenses (PartIX, column (A), lines 11a-11d,11f-24e) 251,481,507 268,785,988
18 Total expenses Add lines 13-17 (must equal PartIX, column (A), line 25) 573,381,636 620,381,648
19 Revenue less expenses Subtract line 18 from line 12 -2,970,134 343,265,717
g g Beginnir?e(;fr Current End of Year
éﬁ 20 Total assets (Part X, line 16) 8,198,274,933 7,907,745,025
EE 21 Total habilities (Part X, line 26) 867,428,438 959,112,907
ZI-? 22 Net assets or fund balances Subtract line 21 from line 20 7,330,846,495 6,948,632,118

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 2012-07-23
Sign Signature of officer Date
Here DOUGLAS MAXWELL PRESIDENT
Type or prnint name and title
Preparer's ’ Date Ch|?d( if Ereparert’s te:xpa;/er identification humber
. signature NATHAN SMITH self- see Instructions
Paid 9 employed b [~ | P00543757
L)
Preparer's [Fim’s name (or yours |k CBIZ KIRKLAND RUSS MURPHY & TAPP
Use Only if self-employed), EIN ® 27-3605969
address, and ZIP + 4 13577 FEATHER SOUND DRIVE SUITE 400
Phone no ¥ (727) 572-1400
CLEARWATER, FL 33762

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

¥ Yes

[T No

For Paperwork Reduction Act Notice, see the separate instructions.

Cat No 11282Y

Form 990 (2011)



Form 990 (2011) Page 2

m Statement of Program Service Accomplishments
Check If Schedule O contains a response to any question in this Part II1 . . . . . . . . . e

1 Briefly describe the organization’s mission

SEE SCHEDULE OSHRINERS HOSPITALS FOR CHILDREN OFFERS "CHARITY CARE" THROUGH AN INTERNATIONAL NETWORK OF
PEDIATRIC HOSPITALS DEDICATED TO PROVIDING EXCELLENT PATIENT CARE, RESEARCH, AND EDUCATION FOR
ORTHOPAEDIC CONDITIONS, BURNS, SPINAL CORD INJURIES AND CLEFT LIP AND PALATE OUR SPECIALIZED MEDICAL CARE,
BACKED BY THE SKILLS AND KNOWLEDGE OF THE STAFFIN 18 HOSPITALS, DELIVERS EXPERT, FAMILY-FOCUSED CARE AT NO
CHARGE ASA501(C)3 NON-PROFIT ORGANIZATION, SHRINERS HOSPITALS RELIES ON THE GENEROUS DONATIONS OF
SHRINERS AND THE GENERAL PUBLIC TO CARRY OUT OUR MISSION AND CHANGE THE LIVES OF CHILDREN EVERY DAY FOR
MORE INFORMATION ABOUT SUPPORTING SHRINERS HOSPITALS, PLEASE VISIT WWW SHRINERSHQ ORG OR CALL 1-800-241-
GIFT

2 Did the organization undertake any significant program services during the year which were not listed on
the prior Form 990 0r990-EZ? . . « v & o+ e e e e e e [T Yes ¥ No

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
SEIVICES? v v« v e e e e e e e e e e e e e e e e T Yes ¥ No

If “*Yes,” describe these changes on Schedule O
4 Describe the organization’s program service accomplishments for each of its three largest program services, as measured by

expenses Section 501(c)(3)and 501(c)(4) organizations and section 4947 (a)(1) trusts are required to report the amount of
grants and allocations to others, the total expenses, and revenue, If any, for each program service reported

4a (Code ) (Expenses $ 93,483,041 including grants of $ ) (Revenue $ 12,494,134 )

TREATMENT OF PEDIATRIC BURN VICTIMS ADMISSIONS 927 OUTPATIENT CLINIC VISITS 9,624 AT 2 BURNS HOSPITALS AND ONE HOSPITAL THAT SPECIALIZES IN
BOTH BURNS AND ORTHOPAEDIC SERVICES OUTPATIENT CLINIC SURGERIES 1,512

4b (Code ) (Expenses $ 407,331,442  including grants of $ ) (Revenue $ 54,440,397 )

TREATMENT OF ORTHOPAEDIC PATIENTS ADMISSIONS 9,271 OUTPATIENT CLINIC VISITS 197,931 AT 16 ORTHOPAEDIC HOSPITALS AND ONE HOSPITAL THAT
SPECIALIZES IN BOTH ORTHOPAEDIC AND BURNS SERVICES OUTPATIENT CLINIC SURGERIES 7,544

4c (Code ) (Expenses $ 21,216,051  including grants of $ ) (Revenue $ )

MEDICAL RESEARCH IS CONDUCTED AND PROVIDES A STRONG, POSITIVE IMPACT ON THE CARE AND CURE OF CHILDREN WITH ORTHOPAEDIC PROBLEMS, BURN
AND SPINAL CORD INJURIES 111 RESEARCH PROJECTS WERE FUNDED, AND 31 RESEARCH FELLOWSHIPS WERE PROVIDED SHRINERS HOSPITALS FOR CHILDREN
IS COMMITTED TO THE SUSTAINED INVESTMENT IN CLINICALLY USEFUL RESEARCH SO THAT FUNDAMENTAL KNOWLEDGE CAN BE ACQUIRED, IMPROVING THE
QUALITY OF LIFE FOR CHILDREN WITH ORTHOPAEDIC PROBLEMS, BURN AND SPINAL CORD INJURIES

4d Other program services (Describe in Schedule O )
(Expenses $ including grants of $ ) (Revenue $ )

4e Total program service expensesk$ 522,030,534

Form 990 (2011)



Form 990 (2011) Page 3
E1a @A Checklist of Required Schedules

Yes No
1 Is the organization described in section 501(c)(3)or4947(a)(1) (otherthan a private foundation)? If "Yes,” Yes
complete Schedule A 1
2 Is the organization required to complete Schedule B, Schedule of Contributors(see Instructions)? o 2 Yes
Did the organization engage in direct or Iindirect political campaign activities on behalf of or in opposition to No
candidates for public office? If "Yes,” complete Schedule C, PartI . . . . .« .« .« « .« . 3
4 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 ScheduleC, PartII . . . . . .+ .« .« . . 4
5 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 98-19? If "Yes,” complete Schedule C, Part No
2 5
6 Did the organization maintain any donor advised funds or any similar funds or accounts for which donors have the
right to provide advice on the distribution or investment of amounts 1n such funds or accounts? If "Yes,” complete N
Schedu/eD,PartI'E.................... 6 °
7 Did the organization receive or hold a conservation easement, including easements to preserve open space, N
the environment, historic land areas or historic structures? If "Yes,” complete Schedule D, Part II 7 °
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If "Yes,” N
complete Schedule D, Part IIT'&) . . . . . . . . . . ... ..., 8 °
9 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,” Yes

complete Schedule D, Part IV . . . . . . . . . . . . . . . . ... 9

10 Did the organization, directly or through a related organization, hold assets in temporarily restricted endowments,| 10 Yes
permanent endowments, or quasi-endowments? If "Yes,” complete Schedule D, Part

11 Ifthe organization’s answer to any of the following questions i1s ‘Yes, then complete Schedule D, Parts VI, VII,
VIII,IX, or X as applicable

a Did the organization report an amount for land, buildings, and equipment in Part X, ine10? If "Yes,” complete

Schedule D, Part vI.%E) 11a | YeS
b 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 Vi1 %% 11b No
c Did the organization report an amount for investments—program related in Part X, line 13 thatis 5% or more of

Its total assets reported In Part X, line 16? If "Yes,” complete Schedule D, Part VIII.'E 11c No
d 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 162 If "Yes,” complete Schedule D, Part Ix. %) 11d | Yes

e Did the organization report an amount for other liabilities in Part X, line 25? If "Yes,” complete Schedule D, Part X.'E Yes
1le

f 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 No
Schedule D, Part X.

12a Did the organization obtain separate, iIndependent audited financial statements for the tax year? If "Yes,” complete
Schedule D, Parts XI, XII, and XI1I F& 12a No

b Was the organization included in consolidated, independent audited financial statements for the tax year? If
“Yes,” and If the organization answered 'No’to /ine 12a, then completing Schedule D, Parts XI, XII, and XIII 1s optional | 12b | Yes

13 Is the organization a school described in section 170(b)(1)(A)(n)? If "Yes,” complete Schedule E

13 No
14a Did the organization maintain an office, employees, or agents outside of the United States? . . . . 14a No
b D the organization have aggregate revenues or expenses of more than $10,000 from grantmaking, fundraising, business, investment,
and program service activities outside the United States, or aggregate foreign investments valued at $100,000 or more? If "Yes,” complete
Schedule F, Part1 . 14b Yes
15 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, Part I and IV . . E 15 No
16 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, Part IIl and IV . . ¥ 16 No
17 Did the organization report a total of more than $15,000, of expenses for professional fundraising services on 17 Yes
PartIX, column (A), ines 6 and 11e? If "Yes,” complete Schedule G, Part I
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on Part
VIII, ines 1c and 8a? If "Yes,” complete Schedule G, Part IT 18 | ves
19 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 II]
20a Did the organization operate one or more hospitals? If “Yes,” complete ScheduleH . . . . . ¥ 20a | Yes

b If“Yes” to line 20a, did the organization attach its audited financial statement to this return? Note. All Form 990
filers that operated one or more hospitals must attach audited financial statements . . . . . 20b | Yes

Form 990 (2011)
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Part II

v

Part I

andV, line 1

Page 4
13 @AA 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 PartIX, 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 N
on Part IX, 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 s
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, 20027? If "Yes,” answer questions 24b-24d and N
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 In an excess benefit transaction with
a disqualified person during the year? If "Yes,” complete Schedule L, Part I 25a No
Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior
year, and that the transaction has not been reported on any of the organization’s prior Forms 990 or 990-EZ? If | 25b No
"Yes,” complete Schedule L, Part I
Was a loan to or by a current or former officer, director, trustee, key employee, highly compensated employee, or
disqualified person outstanding as of the end of the organization’s tax year? If "Yes,” complete Schedule L, 26 No
Did the organization provide a grant or other assistance to an officer, director, trustee, key employee, substantial
contributor, or a grant selection committee member, or to a person related to such an individual? If "Yes,” 27 No
complete Schedule L, Part II1]
Was the organization a party to a business transaction with one of the following parties? (see Schedule L, PartIV
instructions for applicable filing thresholds, conditions, and exceptions)
A current or former officer, director, trustee, or key employee? If "Yes,” complete Schedule L, Part

28a No
A family member of a current or former officer, director, trustee, or key employee? If "Yes,” N
complete Schedule L, Part IV . 28b 0
An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof) was N
an officer, director, trustee, or owner? If "Yes,” complete Schedule L, Part IV . 28c 0
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 N
conservation contributions? If "Yes,” complete Schedule M . .. 30 0
Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes,” complete Schedule N, No

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

34
Is any related organization a controlled entity of the filing organization within the meaning of section 512(b)(13)? 354 No
Did the organization receive any payment from or engage In any transaction with a controlled entity within the 35b N
meaning of section 512(b)(13)? If "Yes,” complete Schedule R, Part V, line 2 °
Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable related N
organization? If "Yes,” complete Schedule R, Part V, line 2 36 °
Did the organization conduct more than 5% of its activities through an entity that 1s not a related organization N
and that Is treated as a partnership for federal iIncome tax purposes? If "Yes,” complete Schedule R, Part VI 'E 37 °
Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11 and 19°? v
Note. All Form 990 filers are required to complete Schedule O 38 s

Form 990 (2011)



Form 990 (2011) Page 5
Statements Regarding Other IRS Filings and Tax Compliance

Check If Schedule O contains a response to any question in this Part V . . . . . . . . . v

Yes No

1la Enterthe number reported in Box 3 of Form 1096 Enter-0- if not applicable

1a 4,309

b Enter the number of Forms W-2G included in line 1a Enter -0- If not applicable b
1 0

c Did the organization comply with backup withholding rules for reportable payments to vendors and reportable
gaming (gambling) winnings to prize winners? . . . .+ +  « o« 4 4 a4 w e a e 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
return . . . 0 0w e e e e e e e e e e e e e 2a 5,416

b Ifatleastone s 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 Is greater than 250, you may be required to e-file (see instructions)
3a Did the organization have unrelated business gross income of $1,000 or more during the
V2= -1 - No
b If“Yes,” has it filed a Form 990-T for this year? If "No,” provide an explanation in ScheduleO . . . . . 3b
4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority
over, a financial account in a foreign country (such as a bank account or securities
account)? . . . . 4w h e e e e e e e e e e e e e e e 4a | Yes
b BU,CA ,EZ,DA ,HU,IS,J]JA ,KS,MY , PL,AS , BR,FI,FR,
GM ,HK,ID,MX,NL,NZ,NO,PO,SN,SF,SP 6 SW,K SZ,
If "Yes," enter the name of the foreign country wUK
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 or s a party to a prohibited tax shelter transaction? 5b No
c If"Yes”toline 5a or5b, did the organization file Form 8886-T?
5c¢
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? . . . . . . . L L oo 00 0w e e e e e e 6b
7 Organizations that may receive deductible contributions under section 170(c).
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods and 7a Yes
services provided to the payor?
b If"“Yes,” did the organization notify the donor of the value of the goods or services provided? . . . . . 7b Yes
c Did the organization sell, exchange, or otherwise dispose of tangible personal property for which 1t was required to
fille Form 82822 . . . . . . . . e e e e e e e e e e e e e 7 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? . . . . . . L. o e e e e e e e e e e e e e 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? . . . . . . v e e e e e e e e e 79 | Yes

h Ifthe organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a
Form 1098-C? . . . . .« .« .« .« o & 4 4 ... 7h | Yes

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 duringthevyear? . . . . . . .+ . .+« + & « o« 4 . . 8

9 Sponsoring organizations maintaining donor advised funds.

Did the organization make any taxable distributions under section 49662 . . . . . . . . . 9a

b Did the organization make a distribution to a donor, donor advisor, or related person? . . . . . . 9b
10 Section 501(c)(7) organizations. Enter

a Initiation fees and capital contributions included on Part VIII, linel12 . . . 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 iIncome from members or shareholders . . . . . . . . . 11a
Gross iIncome from other sources (Do not net amounts due or paid to other
sources against amounts due or received fromthem) . . . . . . . . 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 iIssue qualified health plans in more than one state?
Note. All 501(c)(29) organizations must list In Schedule O each state in which they are licensed to Issue
qualified health plans, the amount of reserves required by each state, and the amount of reserves the organization

allocated to each state 13a
b Enter the aggregate amount of reserves the organization is required to maintain by
the states in which the organization Is licensed to issue qualified health plans 13b
c Enterthe aggregate 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 filed a Form 720 to report these payments? If "No,” provide an explanation in Schedule O . . 14b

Form 990 (2011)



Form 990 (2011) Page 6

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
O. See Instructions.
Check If Schedule O contains a response to any question in this Part VI . . . . . . . . . e

Section A. Governing Body and Management

Yes No
1la Enterthe number of voting members of the governing body at the end of the tax
year . . v 4 e e e e e e e e 1a 20
b Enter the number of voting members included in line 1a, above, who are
independent . . . . . . . 4w e e e e e e ib 18
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? . . . .+ .+ .+ « « &+ 4 w44 a4 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 No
4 Did the organization make any significant changes to its governing documents since the prior Form 990 was
filed? 4 No
5 Did the organization become aware during the year of a significant diversion of the organization’s assets? . 5 No
Did the organization have members or stockholders? . . . . . .. . .+ .+ .+ .« .+ .« .« . . 6 Yes
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint one or
more members of the governingbody? . . . . . . . . . . . . . . . . . 7a Yes
b Are any governance decisions of the organization reserved to (or subject to approval by) members, stockholders,| 7b Yes
or persons other than the governing body?
8 Did the organization contemporaneously document the meetings held or written actions undertaken during the
year by the following
The governing body? . . . .+ .+ & & & + « &« 4« 4 4 4 e e e a a4 4. | Ba ] 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 Did the organization have local chapters, branches, or affilates? . . . . . . . .+ . . . . 10a No
b If“Yes,” did the organization have written policies and procedures governing the activities of such chapters,
affiliates, and branches to ensure their operations are consistent with the organization's exempt 10b
purposes?
1l1a Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing
the form? 1la | Yes
b Describe in Schedule O the process, iIf any, used by the organization to review the Form 990
12a Did the organization have a written conflict of interest policy? If "No,”goto/line13 . . . . . . . 12a | Yes
b Were officers, directors or trustees, and key employees required to disclose annually interests that could give
rseto conflicts? . . . . . . . ... o e e e e e 12b | Yes
c Did the organization regularly and consistently monitor and enforce compliance with the policy? If “Yes,” describe
in Schedule O howthiswasdone . . . . . . . . . . . . .« o .« . . . . . 12c | Yes
13 Did the organization have a written whistleblower policy? . . . . .+ . .+ + .« « .+ .« .« . . 13 Yes
14 Did 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?
a The organization’s CEO, Executive Director, or top management official . . . . . .. . . .+ . . 15a | Yes
Other officers or key employees of the organization . . . . . .+ .+ .+ + « « « &« 4« . 15b | Yes
If"Yes," to line 15a or 15b, describe the process in Schedule O (see Iinstructions)
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? . . . . . . . . ... e e e e e e e 16a No
b If"“Yes,” did the organization follow a written policy or procedure requiring the organization to evaluate Its
participation in joint venture arrangements under applicable federal tax law, and take steps to safeguard the
organization’s exempt status with respect to such arrangements? . . . . . . . . . . . . 16b

Section C. Disclosure
17 List the States with which a copy of this Form 990 1s required to be filed®AL ,AK ,AZ ,AR,CA ,CO ,CT ,DE,FL,GA ,HI,ID,IL,
IN,IA,KS,KY,LA 6 ME,MD,MA ,6 MI, MN A6 MS, 6 MO,
MT ,NE ,NV ,NH ,NJ,NM , NY NC,ND,OH,6OK,OR,
PA,RI,SC,SD,TN,TX,UT,VT, VA WA WV A WI 6 WY
18 Section 6104 requires an organization to make i1ts Form 1023 (or 1024 f applicable), 990, and 990-T (501(c)
(3)s only) available for public inspection Indicate how you made these available Check all that apply
[T Own website ¥ Another's website [ Upon request
19 Describe in Schedule O whether (and iIf so, how), the organization made 1ts governing documents, conflict of
interest policy, and financial statements available to the public See Additional Data Table

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

SHARON RUSSELL
2900 ROCKY POINT DRIVE
TAMPA,FL 33607
(813)281-0300

Form 990 (2011)



Form 990 (2011) Page 7

m Compensation of Officers, Directors,Trustees, Key Employees, Highest Compensated
Employees, and Independent Contractors
Check If Schedule O contains a response to any question Iin 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, or 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 organizations compensated any current or former officer, director, or trustee

(A) (B) (©) (D) (E) (F)
Name and Title Average Position (do not check Reportable Reportable Estimated
hours more than one box, compensation compensation amount of other
per unless person Is both from the from related compensation
week an officerand a organization (W- organizations from the
(describe director/trustee) 2/1099-MISC) (W- 2/1099- organization and
hours T T MISC) related
for o= = 2o organizations
related =3 | & e
a s = w e
organizations ﬁ = = o oo |
n S |2 22 °g |2
Schedule § =212 |2 ==
— jy =] - | T
o = [1e] =
T | & T £
L E
[}
(1) JACK JONES
DIRECTOR 15 00 X 0 158,833 0
(2) DOUGLAS MAXWELL
PRESIDENT, TRUSTEE CHAIRMAN 3500 X X 18,000 0 0
(3) GEORGE MITCHELL
DIRECTOR 15 00 X 0 96,800 0
(4) GENE BRACEWELL
TREASURER 3500 X X 3,745 1,155 0
(5) MICHAEL SEVERE
CHAIRMAN OF THE BOARD > 00 X X 0 49,000 0
(6) ALAN MADSEN
FIRST V P 500 X X 0 1,800 0
(7) JOHN CINOTTO
SECOND V P > 00 X X 0 0 0
(8) DALE STAUSS
SECRETARY 500 X X 0 0 0
(9) JERRY GANTT
ASSISTANT SECRETARY > 00 X X 0 0 0
(10) CHRIS SMITH
DIRECTOR 500 X 0 0 0
(11) GARY BERGENSKE
DIRECTOR > 00 X 0 0 0
(12) JIM CAIN
DIRECTOR 500 X 0 0 0
(13) JEFFREY SOWDER
DIRECTOR > 00 X 0 0 0
(14) WAYNE LACHUT
DIRECTOR 500 X 0 0 0
(15) JAMES SMITH
DIRECTOR > 00 X 0 0 0
(16) CHARLES CLAYPOOL
TRUSTEE 500 X 0 0 0
(17) GARY DUNWOODY
TRUSTEE > 00 X 0 0 0

Form 990 (2011)
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Page 8

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

(A) (B) (©) (D) (E) (F)
Name and Title Average Position (do not check Reportable Reportable Estimated
hours more than one box, compensation compensation amount of other
per unless person Is both from the from related compensation
week an officerand a organization (W- organizations from the
(describe director/trustee) 2/1099-MISC) (W- 2/1099- organization and
hours T T MISC) related
for — = == organizations
] = = - 'D_:
related a = v [0
organizations | = = | £ e |
in BE 12|25 |72 |2
Schedule § = |2 |8 E = =
— jy =] - P
0) c | e O
W = 15} =
o T £
o | T E
T =l
(18) RAOUL L FREVAL
TRUSTEE > 00 X 0 0 0
(19) BOBBY SIMMONS
TRUSTEE 500 X 0 0 0
(20) PETER DIAZ
TRUSTEE > 00 X 0 0 0
(21) KEITH GARDNER
EXECUTIVE VICE PRESIDENT 4000 X 362,359 0 25,360
(22) KENNETH GUIDERA
CHIEF OF STAFF 40 00 X 428,771 0 946,225
(23) RICHARD KAGAN
CHIEF OF STAFF 40 00 X 408,892 0 626,637
(24) JACQUES D'ASTOUS
CHIEF OF STAFF 40 00 X 429,752 0 541,293
(25) PHILLIP GATES
CHIEF OF STAFF 40 00 X 405,233 0 487,233
(26) JOHN SCAVONE
CHIEF OF ANESTHESIA 40 00 X 736,348 0 64,705
i1b  Sub-Total >
Total from continuation sheets to Part VII, Section A *
Total (add lines 1b and 1c) * 2,793,100 307,588 2,691,453
2 Total number of individuals (including but not limited to those listed above) who received more than
$100,000 of reportable compensation from the organization®383
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 . .« .« « « & « & o &« 2« &« 3 No
4 For any individual listed on line 1a, Is the sum of reportable compensation and other compensation from the
organization and related organizations greaterthan $150,000°? If "Yes,” complete Schedule J for such
individual « « = & & 4 4 w4 4 e w w aa s e s e e e owla | 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 such person . . .« .« . 5 No

Section B. Independent Contractors

1 Complete this table for your five highest compensated independent contractors that rec

$100,000 of compensation from the organization Report compensation for the calendar year ending with

or within the organization’s tax year

eived more than

(R)
Name and business address

(B)

Description of services

<)

Compensation

DICKERSONS REFRIGERATION
1931 LIBERTY ROAD
LEXINGTON, KY 40505

HVAC CONTRACTOR SERVICES

8,775,228

JJ HEALTHCARE SYSTEMS
425 HOES LANE
PISCATAWAY TOWNSHIP, NJ 08854

MEDICAL SUPPLIES

7,877,060

OWENS & MINOR
9120 LOCKWOOD BLVD
MECHANICSVILLE, VA 23116

MEDICAL SERVICES

6,771,504

UC DAVIS MEDICAL CENTER
2315 STOCKTON BLVD
SACRAMENTO, CA 95817

MEDICAL SERVICES

5,901,146

WASHINGTON UNIVERSITY
ONE BROOKINGS DRIVE
ST LOUIS, MO 63130

MEDICAL SERVICES

5,239,223

2 Total number of Independent contractors (including but not limited to those listed above) who received more than

$100,000 of compensation from the organization =408

Form 990 (2011)
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m Statement of Revenue

Page 9

(A) (B) (©) (D)
Total revenue Related or Unrelated Revenue
exempt business excluded from
function revenue tax under
revenue sections
512,513, 0r
514
_‘E _E 1a Federated campaigns . . 1a
T g b Membershipdues . . . . 1b 1,528,499
o
. E c Fundraisingevents . . . . 1c
e L
= = d Related organizations . . . id
The
w e e Government grants (contributions) 1e 1,594,204
=|.
E E f All other contnbutions, gifts, grants, and  1f 194,152,739
'E,' g similar amounts not included above
= = g Noncash contributions included In
—
"E-E lines 1a-1f $
S8 | b Total.Addlines 1a-1f - 197,275,442
@ Business Code
E 2a PATIENT SERVICE 621110 66,934,531 66,934,531
% b
-
x c
E d
— e
&
= f All other program service revenue
=
& g Total. Add lines 2a-2f .- 66,934,531
3 Investment income (including dividends, interest
and other similar amounts) > 202,896,219 202,896,219
Income from investment of tax-exempt bond proceeds , , *
5  Royalties .. 56,812 56,812
(1) Real (1) Personal
6a Gross rents 319,696
b Less rental 0
expenses
c Rental income 319,696
or (loss)
d Netrental income or (loss) * 319,696 319,696
(1) Securities (11) Other
7a Gross amount 5,058,361,481
from sales of
assets other
than inventory
b Less cost or 4,590,983,397 923,961
other basis and
sales expenses
Gain or (loss) 467,378,084 -923,961
Net gain or (loss) - 466,454,123 466,454,123
8a Gross income from fundraising
a8 events (not including
= $
E of contributions reported on line 1c¢)
é See PartIV, line 18
= a 28,536,721
- b Less direct expenses . . . b 573,994
=1
[ c¢ Netincome or (loss) from fundraising events . . 27,962,727 27,962,727
9a Gross income from gaming activities
See Part1IV, line 19
a
b Less direct expenses . . . b
c Net income or (loss) from gaming activities . . .*
10a Gross sales of inventory, less
returns and allowances
a
b Less costofgoodssold . . b
c Net income or (loss) from sales of inventory . . ®
Miscellaneous Revenue Business Code
b
d All other revenue
e Total. Addlines 11a-11d
- 1,747,815
12  Total revenue. See Instructions >
963,647,365 66,934,531 699,437,392

Form 990 (2011)



Form 990 (2011) Page 10
m Statement of Functional Expenses
Section 501(c)(3)and 501(c)(4) organizations must complete all columns
All other organizations must complete column (A ) but are not required to complete columns (B), (C), and (D)
Check iIf Schedule O contains a response to any question in this Part IX . . .
Do not include amounts reported on lines 6b, (A) PrOgraf‘nB)SerVICE Manage(r(1:1)ent and Funélr)a)smg
7b, 8b, 9b, and 10b of Part VIII. Total expenses expenses general expenses expenses
1 Grants and other assistance to governments and organizations
In the United States See PartIV, line 21 45,805 45,805
2 Grants and other assistance to individuals in the
United States See PartIV,line 22
3 Grants and other assistance to governments,
organizations, and individuals outside the United
States See PartIV, lines 15 and 16
4 Benefits paid to or for members
5 Compensation of current officers, directors, trustees, and
key employees
6 Compensation not Iincluded above, to disqualified persons
(as defined under section 4958(f)(1)) and persons
described in section 4958 (c)(3)(B) 409,464 352,139 57,325
7 Other salaries and wages 253,570,955 232,527,351 18,794,161 2,249,443
Pension plan contributions (include section 401 (k) and section
403(b) employer contributions) 34,348,311 33,385,320 962,991
9 Other employee benefits 39,277,367 35,306,024 3,971,343
10 Payroll taxes 17,305,359 15,830,764 1,474,595
11 Fees for services (non-employees)
a Management
b Legal 1,541,396 1,027,000 514,396
¢ Accounting 301,941 301,941
d Lobbying
e Professional fundraising See Part IV, line 17 6,638,399 6,638,399
f Investment management fees 9,514,081 9,514,081
g Other 75,269,615 57,593,767 16,832,010 843,838
12 Advertising and promotion 493,931 419,491 73,004 1,436
13 Office expenses 10,029,613 9,746,040 235,679 47,894
14 Information technology 4,124,394 368,695 3,754,685 1,014
15 Rovyalties
16 Occupancy 22,895,299 12,985,803 9,906,430 3,066
17  Travel 5,261,324 3,068,230 1,972,487 220,607
18 Payments of travel or entertainment expenses for any federal,
state, or local public officials
19 Conferences, conventions, and meetings 395,397 395,020 377
20 Interest 207,112 207,112
21 Payments to affiliates
22 Depreciation, depletion, and amortization 42,002,197 36,014,325 5,987,872
23 Insurance 5,697,667 5,579,406 118,261
24 Other expenses Itemize expenses not covered above (List
miscellaneous expenses In line 24f If line 24f amount exceeds 10%
of ine 25, column (A) amount, list line 24f expenses on Schedule O )
a MEDICAL SUPPLIES 73,432,206 73,432,206
b PGA EVENT EXPENSES 7,930,771 7,930,771
c PATIENT COSTS 2,212,031 1,386,991 825,040
d DUES AND REGISTRATIONS 1,989,644 1,816,121 169,229 4,294
e
f All other expenses 5,487,369 1,964,944 1,182,234 2,340,191
25 Total functional expenses. Add lines 1 through 24f 620,381,648 522,030,534 77,555,388 20,795,726
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 (2011)
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IEEIEEd Balance Sheet

Page 11

(A) (B)
Beginning of year End of year
1 Cash—non-interest-bearing 2,966,948| 1
2 Savings and temporary cash investments 7,536,575 2 5,255,703
3 Pledges and grants receivable, net 5,252,278| 3 35,608,841
4 Accounts recelvable, net 4
5 Recelvables from current and former officers, directors, trustees, key employees, and
highest compensated employees Complete PartII of
Schedule L 5
6 Receivables from other disqualified persons (as defined under section 4958 (f)(1)) and
persons described in section 4958(c)(3)(B) Complete Part II of
Schedule L 6
"E' 7 Notes and loans receivable, net 7
ﬁ 8 Inventories for sale or use 20,340,713| 8 18,143,097
< Prepaid expenses and deferred charges 6,052,215| 9 4,955,391
10a Land, buildings, and equipment cost or other basis Complete 1,146,285,318
Part VI of Schedule D 10a
b Less accumulated depreciation 10b 527,932,767 624,978,323| 10c 618,352,551
11 Investments—publicly traded securities 5,981,349,414( 11 5,663,335,353
12 Investments—other securities See PartIV, line 11 12
13 Investments—program-related See PartIV, line 11 187,687,976 13 213,688,724
14 Intangible assets 14
15 Other assets See PartIV,line 11 1,362,110,491| 15 1,348,405,365
16 Total assets. Add lines 1 through 15 (must equal line 34) 8,198,274,933| 16 7,907,745,025
17 Accounts payable and accrued expenses 236,269,702| 17 229,218,190
18 Grants payable 18
19 Deferred revenue 19 10,404,922
20 Tax-exempt bond habilities 20
| 21 Escrow or custodial account hability Complete Part IV of Schedule D 36,008,585| 21 36,706,503
:E 22 Payables to current and former officers, directors, trustees, key
= employees, highest compensated employees, and disqualified
ﬁ persons Complete Part II of Schedule L 22
= 23 Secured mortgages and notes payable to unrelated third parties 23
24 Unsecured notes and loans payable to unrelated third parties 24
25 Other liabilities (including federal Income tax, payables to related third parties,
and other habilities not included on lines 17-24) Complete Part X of Schedule
D L. 595,150,151| 25 682,783,292
26 Total liabilities. Add lines 17 through 25 867,428,438 26 959,112,907
" Organizations that follow SFAS 117, check here = [¢” and complete lines 27
E through 29, and lines 33 and 34.
% 27 Unrestricted net assets 5,983,080,147| 27 5,632,700,282
E 28 Temporarily restricted net assets 377,403,553| 28 308,388,249
E 29 Permanently restricted net assets 970,362,795| 29 1,007,543,587
u:. Organizations that do not follow SFAS 117, check here = [~ and complete
E lines 30 through 34.
n |30 Capital stock or trust principal, or current funds 30
E 31 Paid-in or capital surplus, or land, building or equipment fund 31
.»;':|:"1I 32 Retained earnings, endowment, accumulated income, or other funds 32
% |33 Total net assets or fund balances 7,330,846,495( 33 6,948,632,118
= 34 Total lhabilities and net assets/fund balances 8,198,274,933| 34 7,907,745,025

Form 990 (2011)
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lm Reconcilliation of Net Assets
Check If Schedule O contains a response to any question in this Part XI N2
1 Total revenue (must equal Part VIII, column (A), line 12)
1 963,647,365
2 Total expenses (must equal Part IX, column (A), line 25)
2 620,381,648
3 Revenue less expenses Subtractline 2 from line 1
3 343,265,717
4 Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A))
4 7,330,846,495
5 Otherchanges in net assets or fund balances (explain in Schedule O)
5 -725,480,094
6 Net assets or fund balances at end of year Combine lines 3, 4, and 5 (must equal Part X, line 33, column
(B)) . . . . . . 6 6,948,632,118
Financial Statements and Reporting
Check If Schedule O contains a response to any question in this Part XII e
Yes No
1 Accounting method used to prepare the Form 990 [ cash [ Accrual [ Other
If the organization changed its method of accounting from a prior year or checked "Other," explainin
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 2a or 2b, does the organization have a committee that assumes responsibility for oversight of the
audit, review, or compilation of its financial statements and selection of an independent accountant?
If the organization changed either its oversight process or selection process during the tax year, explain in
Schedule O 2c Yes
d If"Yes”toline 2a or2b, check a box below to Indicate whether the financial statements for the year were 1ssued
on a separate basis, consolidated basis, or both
[ Separate basis [v" Consolidated basis [~ Both consolidated and separated basis
3a As aresult of a federal award, was the organization required to undergo an audit or audits as set forth in the
Single Audit Act and OMB Circular A-1337 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 (2011)
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DLN: 93493219012662]

SCHEDULE A
(Form 990 or 990EZ)

Department of the Treasury
Intemal Revenue Service

OMB No 1545-0047

Open to Public
# Attach to Form 990 or Form 990-EZ. ™ See separate instructions. 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.

Name of the organization
SHRINERS HOSPITALS FOR CHILDREN

Employer identification number

36-2193608

m Reason for Public Charity Status (All organizations must complete this part.) See instructions
The organization I1s not a private foundation because iti1s (For lines 1 through 11, check only one box )

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

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

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

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

5 [T Anorganization operated for the benefit of a college or university owned or operated by a governmental unit described in
section 170(b)(1)(A)(iv). (Complete Part II )

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

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

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

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

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

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

a [ Typel b [ Typell c¢ | Typelll - Functionally integrated d [ Typelll- Other
e [T By checking this box, I certify that the organization I1s not controlled directly or indirectly by one or more disqualified persons
other than foundation managers and other than one or more publicly supported organizations described in section 509(a)(1) or
section 509(a)(2)
f If the organization received a written determination from the IRS that iti1s a Type I, Type Il or Type III supporting organization,
check this box I
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 (1) Yes | No
and (1) 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 (1) above? 11g(iii)
h Provide the following information about the supported organization(s)
(iii) iv
Type of Ié trze (v) (vi)
(i) ~ organization organization in Did you notify the Is the (vii)
Name of (") (descnbed on I I d organization in organization in
col (1) listed in | p | d Amount of
supported EIN lines 1- 9 above col (1) of your col (1) organize
your governing 5 - support?
organization or IRC section document? support inthe U S
(see
instructions)) Yes No Yes No Yes No

Total

For Paperwork Reduction ActNotice, see the Instructions for Form 990

Cat No 11285F

Schedule A (Form 990 or 990-EZ) 2011



Schedule A (Form 990 or 990-EZ) 2011 Page 2
BEETE I Support Schedule for Organizations Described in IRC 170(b)(1)(A)(iv) and 170(b)(1)(A)(vi)

(Complete only If you checked the box on line 5, 7, or 8 of Part I or If the organization failed to qualify
under Part II1. If the organization fails to qualify under the tests listed below, please complete Part III.)

Section A. Public Support

Calendar year (orfiscal year beginning

1

6

m (a) 2007 (b) 2008 (c) 2009 (d) 2010 (e) 2011 (f) Total

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

grants ")

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

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

Total. Add lines 1 through 3

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

(f)

Public Support. Subtract line 5 from
line 4

Section B. Total Support

Calendar year (or fiscal year beginning

7
8

10

11

12
13

e (a) 2007 (b) 2008 (c) 2009 (d) 2010 (e) 2011 (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

Otherincome (ExplaininPart
IV ) Do not include gain or loss
from the sale of capital assets

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 2011 (line 6 column (f) divided by line 11 column (f)) 14

Public Support Percentage for 2010 Schedule A, Part1I, line 14 15

33 1/3% support test—2011. If the organization did not check the box on line 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—2010. If the organization did not check the box on line 13 or16a, and line 15 1s 33 1/3% or more, check this
box and stop here. The organization qualifies as a publicly supported organization >

10%-facts-and-circumstances test—2011. If the organization did not check a box on line 13, 16a, or 16b and line 14

1Is 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 >
10%-facts-and-circumstances test—2010. If the organization did not check a box on line 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.

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

supported organization [ 2
Private Foundation If the organization did not check a box online 13, 16a, 16b,17a or 17b, check this box and see
Instructions L2

Schedule A (Form 990 or 990-EZ) 2011



Schedule A (Form 990 or 990-EZ) 2011 Page 3
.m Support Schedule for Organizations Described in IRC 509(a)(2)

(Complete only If you checked the box on line 9 of Part I or If the organization failed to qualfy under
Part II. If the organization fails to qualify under the tests listed below, please complete Part II.)

Section A. Public Support

Calendar year (°rfl'ns)ca' year beginning (a) 2007 (b) 2008 (c) 2009 (d) 2010 (e) 2011 (F) Total

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

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

3 Gross recelipts 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 includedonlines 1, 2,
and 3 recelved from disqualified
persons

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

c Addlines 7aand 7b

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

Section B. Total Support

Calendar year (°rfl'ns)ca' yearbeginning | .y 50507 (b) 2008 (c) 2009 (d) 2010 (e) 2011 (F) Total

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

c Addlines 10a and 10b

11 Net income from unrelated
business activities not included
in line 10b, whether or not the
business Is regularly carried on
12 Otherincome Do notinclude
gain or loss from the sale of
capital assets (Explainin Part
IV )
13 Total support (Add lines 9, 10¢c,
11and12)
14 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

15
16

Public Support Percentage for 2011 (line 8 column (f) divided by line 13 column (f)) 15

Public support percentage from 2010 Schedule A, Part III, line 15 16

Section D. Computation of Investment Income Percentage

17
18
19a

20

Investment income percentage for 2011 (line 10c column (f) divided by line 13 column (f)) 17

Investment income percentage from 2010 Schedule A, Part III, ine 17 18

33 1/39% support tests—2011. If the organization did not check the box on line 14, and line 15 1s more than 33 1/3% and line 17 1s not
more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization >
33 1/39% support tests—2010. 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 >
Private Foundation If the organization did not check a box on line 14, 19a or 19b, check this box and see Instructions >

Schedule A (Form 990 or 990-EZ) 2011
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Part IV Supplemental Information. Supplemental Information. Complete this part to provide the explanation
required by Part II, ine 10; PartII, ine 17a or 17b; or Part III, ine 12. Also complete this part for any
additional information. (See instructions).

Facts And Circumstances Test

Explanation

Schedule A (Form 990 or 990-EZ) 2011
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SCHEDULE D OMB No 1545-0047

(Form 990)

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

Supplemental Financial Statements 201 1

Department of the Treasury Part IV, line 6, 7, 9, 10, 11a, 11b, 11c, 11d, 11e, 11f, 12a, or 12b Open to Public
Intemal Revenue Service & Attach to Form 990. k- See separate instructions. Inspection
Name of the organization Employer identification number

SHRINERS HOSPITALS FOR CHILDREN
36-2193608

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 grants from (during year)

Aggregate value at end of year

u A W N R

Did the organization inform all donors and donor advisors In writing that the assets held in donor advised
funds are the organization's property, subject to the organization's exclusive legal control? [ Yes

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

[T 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 of an 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 (¢) 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 1s 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

6 Staff and volunteer hours devoted to monitoring, inspecting and enforcing conservation easements during the year &

[T No

7 Amount of expenses Incurred In monitoring, Inspecting, and enforcing conservation easements during the year
L

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)(n)? [~ Yes

9 InPart X1V, 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

[T No

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 its revenue statement and balance sheet works of art,
historical treasures, or other similar assets held for public exhibition, education, or research In furtherance of public service,
provide the following amounts relating to these items

(1) Revenues included in Form 990, Part VIII, ine 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

4@ 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) 2011



Schedule D (Form 990) 2011
Manizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)

Page 2

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 or exchange programs
b [ Scholarly research e [ Other
c l_ 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
i-14®A"A Escrow and Custodial Arrangements. Complete If the organization answered "Yes" to Form 990,
Part IV, line 9, or reported an amount on Form 990, Part X, line 21.
la Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
included on Form 990, Part X? [ Yes [ No
b If"Yes," explain the arrangement in Part XIV and complete the following table
Amount
€ Beginning balance 1c
d  Additions during the year id
€ Distributions during the year le
f  Ending balance 1f
2a Did the organization include an amount on Form 990, Part X, line 217 ¥ Yes [~ No
b If“Yes,” explain the arrangement in Part XIV

Endowment Funds. Complete If the organization answered "Yes" to Form 990, Part IV, lne 10.

la

o Qo 6 o

-

b
a4

(e)Four Years

(a)Current Year (b)Prior Year (c)Two Years Back | (d)Three Years Back Back
Beginning of year balance 6,598,994,424 6,299,536,273 5,604,239,809 8,060,241,165
Contributions
Investment earnings or losses 3,569,133 696,982,199 995,576,563
Grants or scholarships
Other expenditures for facilities 262,161,909 397,524,048 300,280,099 424,544,778
and programs
Administrative expenses
End of year balance 6,340,401,648 6,598,994,424 6,299,536,273 5,604,239,809
Provide the estimated percentage of the year end balance held as
Board designated or quasi-endowment 79000 %
Permanent endowment I 16 000 %
Term endowment 5000 %
Are there endowment funds not in the possession of the organization that are held and administered for the
organization by Yes | No
(i) unrelated organizations 3a(i) No
(ii) related organizations e e e e e e e e e 3a(ii) No
If"Yes" to 3a(n), are the related organizations listed as required on Schedule R? 3b

Describe in Part XIV the intended uses of the organization's endowment funds

Im Land, Buildings, and Equipment. See Form 990, Part X, line 10.

Description of property

(a) Cost or other
basis (Investment)

(b)Cost or other
basis (other)

(c) Accumulated
depreciation

(d) Book value

i1a Land 18,138,235 18,138,235
b Buildings 789,890,089 300,877,115 489,012,974
c Leasehold improvements 10,082,403 8,144,545 1,937,858
d Equipment 280,849,989 218,911,107 61,938,882
e Other e e e e e e e e e e e e 47,324,602 47,324,602

Total. Add lines 1a-1e (Column (d) should equal Form 990, Part X, column (B), /ine 10(c).) - 618,352,551

Schedule D (Form 990) 2011
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m 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, line 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)BENEFICIAL INTERESTS IN TRUSTS 461,074,207
(2) ESTATES IN PROCESS 283,302,303
(3)PATIENT TRANSPORTATION FUNDS 48,942,199
(4) COLLATERAL CASH AND SECURITIES 552,783,292
(5) RECEIVABLES FROM INCOME TRUSTS 2,303,364
Total. (Column (b) should equal Form 990, Part X, col.(B) line 15.) P 1,348,405,365

Other Liabilities. See Form 990, Part X, line 25.
1 (a) Description of Liability (b) Amount
Federal Income Taxes
LIABILITY UNDER SEC LENDING 682,783,292
Total. (Column (b) should equal Form 990, Part X, col (B) Ine 25 ) m 682,783,292

2.Fin 48 (ASC 740) Footnote In Part XIV, provide the text of the footnote to the organization's financial statements that reports the
organization's hiability for uncertain tax positions under FIN 48 (ASC740)

Schedule D (Form 990) 2011
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m Reconciliation of Change in Net Assets from Form 990 to Financial Statements

1 Total revenue (Form 990, Part VIII, column (A), line 12) 1 963,647,365
2 Total expenses (Form 990, Part IX, column (A), line 25) 2 620,381,648
3 Excess or (deficit) for the year Subtract line 2 from line 1 3 343,265,717
4 Net unrealized gains (losses) on Investments 4 -656,643,636
5 Donated services and use of facilities 5
6 Investment expenses 6
7 Prior period adjustments 7
8 Other (Describe in Part XIV) 8 -68,836,458
9  Total adjustments (net) Add lines 4 - 8 9 -725,480,094
10  Excess or (deficit) for the year per financial statements Combine lines 3 and 9 10 -382,214,377
IXTZ®%4il Reconciliation of Revenue per Audited Financial Statements With Revenue per Return
Total revenue, gains, and other support per audited financial statements 1 297,881,501
2 Amounts included on line 1 but not on Form 990, Part VIII, line 12
a Net unrealized gains on investments . . . . . . . . . . 2a -656,643,636
b Donated services and use of facilities . . . . . . . . . 2b
c Recoveries of prioryeargrants . . . . . . . . . . . 2c
d Other (Describe inPart XIV) . . . .+ . .+ + .« .+ .+ . . 2d -9,514,081
e Add lines 2a through 2d 2e -666,157,717
3 Subtract line 2e from line 1 3 964,039,218
4 Amounts included on Form 990, Part VIII, ine 12, but noton line 1
Investment expenses not included on Form 990, Part VIII, ine 7b . 4a
Other (Describe in Part XIV) . . . .+ . .+ .+ .+ .+ . . 4b -391,853
c Add lines 4a and 4b 4c -391,853
5 Total Revenue Add lines 3 and 4c. (This should equal Form 990, PartI,line12) .. 5 963,647,365
m Reconciliation of Expenses per Audited Financial Statements With Expenses per Return
1 Total expenses and losses per audited financial 608,578,946
statements 1
2 Amounts included 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 Otherlosses . . .+ « v « &« v 4 4w e a . 2c
d Other (Describe in Part XIV) . . . . .+ .+ .+ .« .« .« . . 2d 573,994
e Add lines 2a through 2d 2e 573,994
3 Subtract line 2e from line 1 3 608,004,952
4 Amounts included on Form 990, PartIX, line 25, but not on line 1:
Investment expenses not included on Form 990, Part VIII, ine7b . . 4a
Other (Describe in Part XIV) . . . . .+ .+ .+ .« .« .« . . 4b 12,376,696
c Add lines 4a and 4b 4c 12,376,696
5 Total expenses Add lines 3 and 4c. (This should equal Form 990, Part I, line 18 ) 5 620,381,648

1a D e\ Supplemental Information

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

additional information

Identifier

Return Reference

Explanation

DESCRIPTION OF INTENDED USE
OF ENDOWMENT FUNDS

PART V, LINE 4

THE ENDOWMENT FUNDS (INCLUDING UNRESTRICTED
FUND BALANCES) ARE THE PRIMARY SOURCE OF SUPPORT
FROM WHICH SHRINERS HOSPITALS FOR CHILDREN
PERFORMS ITS PROGRAM SERVICES TO ACHIEVE ITS
PRIMARY EXEMPT PURPOSE

PART XI,LINE 8 - OTHER
ADIJUSTMENTS

CHANGE IN PENSION FUNDING OBLIGATION -11,307,912
TRANSFERS TO RELATED ENTITIES -64,696,301 CHANGE
IN PATIENT TRANSPORTATION FUNDS HELD BY SHRINE
TEMPLES 1,563,662 OTHER CHANGE IN FUNDS 5,604,093
TOTAL TO SCHEDULE D, PART XI,LINE 8 -68,836,458

PART XII,LINE 2D - OTHER

INVESTMENT MGMT FEES RECLASSIFIED TO EXPENSES -

ADIJUSTMENTS 9,514,081
PART XII,LINE 4B - OTHER SPECIALEVENTS EXPENSES RECLASSIFIED FROM
ADIJUSTMENTS EXPENSES -573,994 LIFE MEMBERSHIPS INCOME FROM

CHANGE IN FUND BALANCE 182,141

PART XIII,LINE 2D - OTHER

SPECIALEVENTS EXPENSES RECLASSIFIED TO NET WITH

ADIJUSTMENTS REVENUES 573,994
PART XIII,LINE 4B - OTHER BANK FEES RECLASSIFIED FROM REVENUES 9,514,081
ADIJUSTMENTS MEDICAL EXPENSES RECLASSED OUT OF REVENUE

2,862,615

PART XI,LINE8 CHANGE IN MINIMUM PENSION
LIABILITY (5,915,142) TRANSFERS SHRINERS
HOSPITALS FOR CHILDREN, A MASSACHUSETTS
CORPORATION =(38,546,048) SHRINERS HOSPITALS FOR
CHILDREN, A CANADIAN CORPORATION =(9,343,774)
HOSPITAL SHRINERS PARA NINOS =(12,530,809)
SUBTOTAL TRANSFERS (60,420,631) CHANGE IN
PATIENT TRANSPORTATION FUNDS HELD BY SHRINE
TEMPLES 3,933,691 OTHER CHANGE IN FUND BALANCE
(1,359,474) TOTAL (63,761,556) PART IV, LINE 2B
EXPLANATION THE AMOUNT INCLUDED ON FORM 990,
PART X, LINE 21 CONSISTS OF ANNUITY LIABILITIES
ASSOCIATED WITH CHARITABLE REMAINDER TRUSTS
HELD BY SHRINERS HOSPITALS FOR CHILDREN, WHICH
ARE DETERMINED BASED ON PRESENT VALUE OF THE
ESTIMATED FUTURE PAYMENTS TO BE PAID TO THE
DESIGNATED BENEFICIARIES DEFERRED INCOME IS
RECOGNIZED ON GIFTS TO SHRINERS HOSPITALS FOR
CHILDREN POOLED INCOME FUNDS WHICH REPRESENT
THE DISCOUNTED VALUE OF THE ASSETS FOR THE
ESTIMATED TIME PERIOD UNTIL THE DONOR'S DEATH

Schedule D (Form 990) 2011
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SCHEDULE F
(Form 990)

Department of the Treasury
Intemal Revenue Service

Statement of Activities Outside the United States

» Complete if the organization answered "Yes" to Form 990,

Part IV, line 14b, 15, or 16.
» Attach to Form 990. + See separate instructions.

OMB No 1545-0047

Name of the organization

SHRINERS HOSPITALS FOR CHILDREN

36-2193608

2011

Open to Public
Inspection

Employer identification number

m General Information on Activities Outside the United States. Complete If the organization answered
“Yes” to Form 990, Part IV, line 14b.

1 For grantmakers. 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 or assistance? . v Yes [T No
2 For grantmakers. Describe in Part V the organization’s procedures for monitoring the use of grant funds outside the
United States
3 Activites per Region (Use Part V If additional space I1s needed )
(a) Region (b) Number of (c) Number of (d) Activities conducted in | (e) If activity listed in (d) 1s (f) Total
offices In the employees or region (by type) (e g, a program service, descrnbe expendrtures for
region agents In region orffundraising, program services, specific type of region/Iinvestments
independent Investments, grants to service(s) In region In region
contractors recipients located n the
region)
MEXICO 0 0 FUNDINGTO 12,995,198
HOSPITAL SHRINERS
PARA NINOS, A
RELATED NONPROFIT
ORGANIZATION
CANADA 0 0 FUNDINGTO 11,903,675
SHRINERS HOSPITALS
FOR CHILDREN, A
RELATED NONPROFIT
ORGANIZATION
3a Sub-total 0 0 24,898,873
b Total from continuation sheets 0 0
to PartI 0
c Totals (add lines 3a and 3b) 0 0 24,898,873

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

Cat No 50082w

Schedule F (Form 990) 2011
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m Grants and Other Assistance to Organizations or Entities Outside the United States. Complete If the organization answered "Yes" to Form 990,
Part IV, line 15, for any recipient who received more than $5,000. Check this box If no one recipient received more than $5,000 . > [
Use Part V If additional space i1s needed.

1 (b) IRS code (c) Region (d) Purpose of (e) Amount of (f) Manner of (g) Amount of (h) Description (i) Method of
(a) Name of section grant cash grant cash of non-cash of non-cash valuation
organization and EIN (if disbursement assistance assistance (book, FMV,

applicable) appraisal, other)

2 Enter total number of recipient organizations listed above that are recognized as charities by the foreign country, recognized as
tax-exempt by the IRS, or for which the grantee or counsel has provided a section 501(c)(3) equivalency letter . -

3  Enter total number of other organizations or entities . .

Schedule F (Form 990) 2011
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Page 3

m Grants and Other Assistance to Individuals Outside the United States. Complete If the organization answered "Yes" to Form 990, Part IV, line 16.
Use Part V If additional space i1s needed.

(a) Type of grant or
assistance

(b) Region

(c) Number of
recipients

(d) Amount of
cash grant

(e) Manner of cash
disbursement

(f) Amount of
non-cash
assistance

(g) Description
of non-cash
assistance

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

Schedule F (Form 990) 2011
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1a®\'4 Foreign Forms

1

Page 4

Was the organization a U S transferor of property to a foreign corporation during the tax year? If "Yes," the
organization may be required to file Form 926 (see instructions for Form 926)

Did the organization have an interest in a foreign trust during the tax year? If " Yes,"” the organization may be
required to file Form 3520 and/or Form 3520-A. (see instructions for Forms 3520 and 3520-A)

Did the organization have an ownership interest in a foreign corporation during the tax year? If "Yes,” the
organization may be required to file Form 5471, Information Return of U.S. Persons with respect to Certain Foreign
Corporations. (see instructions for Form 5471)

Was the organization a direct or indirect shareholder of a passive foreign investment company or a qualified
electing fund during the tax year? If "Yes,"” the organization may be required to file Form 8621, Return by a
Shareholder of a Passive Foreign Investment Company or Qualified Electing Fund. (see instructions for Form 8621)

Did the organization have an ownership interest in a foreign partnership during the tax year? If "Yes,” the

organization may be required to file Form 8865, Return of U.S. Persons with respect to Certain Foreign Partnerships.

(see instructions for Form 8865)

Did the organization have any operations in or related to any boycotting countries during the tax year? If "Yes,”

the organization may be required to file Form 5713, International Boycott Report (see instructions for Form
5713).

[T Yes

[T Yes

[T Yes

[T Yes

[T Yes

[T Yes

[+ No

Schedule F (Form 990) 2011
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Supplemental Information

Complete this part to provide the information (see instructions) required in Part I, ine 2, and any additional

information.

Identifier

ReturnReference

Explanation

PROCEDURE FOR MONITORING
GRANTS OUTSIDE THE U S

SCHEDULE F, PART I, LINE 2 THE FOREIGN
ORGANIZATIONS RECEIVING FUNDING ARE ENTIRELY
CONTROLLED BY THIS ORGANIZATION'S OFFICERS THE
SAME PROTOCOLS FORTHIS ORGANIZATION'S PROGRAM
SERVICE INITIATIVES APPLY TO THE FOREIGN
ORGANIZATIONS

Schedule F (Form 990) 2011
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SCHEDULE G Supplemental Information Regarding OMB No 1545-0047

(Form 990 or 990-E7) Fundraising or Gaming Activities 2011
Complete if the organization answered "Yes" to Form 990, Part 1V, lines 17, 18, or 19,

Department of the Treasury orif the organization entered more than $15,000 on Form 990-EZ, line 6a. Open to Public

Intemal Revenue Service P Attach to Form 990 or Form 990-EZ. I See separate instructions. Inspection

Name of the organization Employer identification number

SHRINERS HOSPITALS FOR CHILDREN
36-2193608

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

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

a [ Mailsolicitations e [v solicitation of non-government grants
b ¥ Internetande-mail solicitations f [ solicitation of government grants

c¢ ¥ Phone solicitations g 2 Special fundraising events

d In-person solicitations

2a Did the organization have a written or oral agreement with any individual (including officers, directors, trustees
or key employees listed in Form 990, Part VII) or entity in connection with professional fundraising services? |_ Yes |7 No

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

(i) Name and address of (i) Activity (iii) Did (iv) Gross receipts (v) Amount paid to (vi) Amount paid to
individual fundraiser have from activity (or retained by) (or retained by)
or entity (fundraiser) custody or fundraiser listed in organization
control of col (i)
contributions?
Yes No

Total. . . . . . .+ +« v v e e e e e .

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

AL,AK,AZ,AR,CA,CO,CT, DE,DC, FL, GA, HI,ID, IL,IN, IA, KS, KY, LA, ME, MD, MA, MI, MN, MS, MO, MT, NE, NV, NH, NJ, NM, NY,
NC,ND,OH, OK, OR, PA,RI, SC,SD, TN, TX, UT, VT, VA, WA, WV, WI, WY

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 50083H Schedule G (Form 990 or 990-EZ) 2011
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m Fundraising Events. Complete If the organization answered "Yes" to Form 990, Part IV, line 18, or reported
more than $15,000 on Form 990-EZ, line 6a. List events with gross receipts greater than $5,000.

(a) Event #1 (b) Event #2 (c) Other Events (d) Total Events
(Add col (a) through
PAPER CRUSADE FOOTBALL GAME 30 col ()
(event type) (event type) (total number)
ul}
= |1 Gross recelpts 9,894,950 4,431,055 14,210,716 28,536,721
E 2 Less Charitable
§ contributions
3  Grossincome (line 1 9,894,950 4,431,055 14,210,716 28,536,721
minus line 2)
4 Cash prizes
5 Non-cash prizes
W
k]
2 le Rent/facility costs
k]
0
Iﬁ 7 Food and beverages
g 8 Entertainment
_
O 9 Other direct expenses 199,029 89,127 285,838 573,994
10 Direct expense summary Add lines 4 through 9 In column (d) . | (573,994)
11 Net income summary Combine lines 3 and 10 in column (d). [ 27,962,727
Gaming. Complete If the organization answered "Yes" to Form 990, Part IV, line 19, or reported more than
$15,000 on Form 990-EZ, line 6a.
4 (a) Bingo (b) Pull tabs/Instant (c) Other gaming (d) Total gaming
E bingo/progressive bingo (Add col (a) through
& col (©))
=
[k}
'
1 Gross revenue
W 2 Cash prizes
k]
0
% 3 Non-cash prizes
I%_ p
4 Rent/facility costs
B / y
&
) 5 Other direct expenses
6 Volunteer labor I Yes ... I Yes ... I Yes ...
™ No ™ No ™ No
()
7 Direct expense summary Add lines 2 through 5 in column (d) . >
8 Netgaming income summary Combine lines 1 and 7 in column (d) . |
9 Enter the state(s) in which the organization operates gaming activities
Is the organization licensed to operate gaming activities 1n each of these states? |_ Yes |_ No
If "No," Explain
10a Were any of the organization's gaming licenses revoked, suspended or terminated during the tax year? . . . . . |_ Yes |_ No
b If"Yes," Explain

Schedule G (Form 990 or 990-EZ) 2011



Schedule G (Form 990 or 990-EZ) 2011 Page 3

11 Does the organization operate gaming activities with nonmembers? . . . . . . . . . . . . . . . . . I_Yes I_No
12 Is the organization a grantor, beneficlary or trustee of a trust or a member of a partnership or other entity

formed to administer charitable gaming? . . . . . . . . 4 40 0 h h h e e e e e e e e e a I_Yes I_No

13 Indicate the percentage of gaming activity operated In
The organization's facitity . . . .+ . .+ + « & + & + &« 4« 4 4 4 4 4 w« & a|13a
Anoutsidefacility . . . . + . & & &+ &« 4 4 4 4 w4 4w 4w w .| 13b

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

Name I

Address

15a Does the organization have a contract with a third party from whom the organization receives gaming

FEVENUE? v v 4 v 4k a ke e e e e e e e e e e e e e e e e e e o T ves T nNo
b If"Yes," enter the amount of gaming revenue received by the organization ® ¢ and the

amount of gaming revenue retained by the third party I ¢

€ If"Yes," enter name and address

Name I

Address

16 Gaming manager information

Name I

Description of services provided®
I_ Director/officer I_ Employee I_ Independent contractor
17 Mandatory distributions
a s the organization required under state law to make charitable distributions from the gaming proceeds to
retain the state gaming ICENSE? . & & & & v v & v e e e e e e e e e e e e e e M ves T nNo
b Enter the amount of distributions required under state law distributed to other exempt organizations or spent
In the organization's own exempt activities during the tax year® $

(-Ta®AA Complete this part to provide additional information for responses to quuestion on Schedule G (see
instructions.)

Identifier ReturnReference Explanation

Schedule G (Form 990 or 990-EZ) 2011
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DLN: 93493219012662]

SCHEDULE H
(Form 990)

Department of the Treasury
Intemal Revenue Service

OMB No 1545-0047

Hospitals

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

Name of the organization
SHRINERS HOSPITALS FOR CHILDREN

36-2193608

Open to Public
Inspection

Employer identification number

m Charity Care and Certain Other Community Benefits at Cost

Yes | No
1a Did the organization have a charity care policy? If "No," skip to question 6a 1a | Yes
b If"Yes," s 1t a written policy? ib | Yes

2 Ifthe organization had multiple hospitals, indicate which of the following best describes application of the charity

care policy to the various hospitals

I7 Applied uniformly to all hospitals I_ Applied uniformly to most hospitals

I_ Generally taillored to individual hospitals
3 Answerthe following based on the charity care eligibility criteria that applies to the largest number of the

organization's patients during the tax year
a Did the organization use Federal Poverty Guidelines (FPG) to determine eligibility for providing free care?

If "Yes," indicate which of the following I1s the FPG family income limit for eligibility for free care 3a | Yes

™ 1o0% ™ 1s0% ™ 200% [V Other 300.000000000000 %
b Did the organization use FPG to determine eligibility for providing discounted care? If

"Yes," indicate which of the following 1s the family income limit for eligibility for discounted care 3b | ves

™ 200% ™ 250% ™ 300% ™ 350% I 400% ™ Other %
c Ifthe organization did 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 policy provide free or discounted care to the "medically indigent"? . e 4 | Yes
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during

the tax year? 5a | Yes
b If"Yes," did the organization's charity care expenses exceed the budgeted amount? 5b No
c If"Yes" toline 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 Did the organization prepare a community benefit reportduring the tax year? 6a | Yes
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 Charity Care and Certain Other Community Benefits at Cost

(a) Number of
activities or
programs
(optional)

(b) Persons
served
(optional)

Charity Care and
Means-Tested
Government Programs

(c) Total community
benefit expense

(d) Direct offsetting

revenue expense

(e) Net community benefit

(f) Percent of
total expense

Chanty care at cost (from

Worksheet 1) 500,814,483 66,934,531

433,879,952

69 940 %

Medicaid (from Worksheet 3,
column a)

Costs of other means- tested
government programs (from
Worksheet 3, column b)

Total Chanty Care and
Means-Tested Government
Programs

500,814,483 66,934,531

433,879,952

69 940 %

-

j Total Other Benefits

k

Other Benefits
Community health iImprovement
services and community
benefit operations (from
(Worksheet 4)

Health professions education
(from Worksheet 5)

Subsidized health services
(from Worksheet 6)

Research (from Worksheet 7) 21,216,051

21,216,051

3420 %

Cash and in-kind contributions
for community benefit (from
Worksheet 8)

21,216,051

21,216,051

3420 %

Total. Add lines 7d and 7) 522,030,534 66,934,531

455,096,003

73 360 %

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

Cat No 50192T

Schedule H (Form 990) 2011



Schedule H (Form 990) 2011
Im Community Building Activities Complete this table If the organmization conducted any community building

Page 2

activities.
(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
3 Community support
4 Environmental improvements
Leadership development and training
for community members
Coalition building
Community health iImprovement
advocacy
8 Workforce development
9 Other
10 Total

m Bad Debt, Medicare, & Collection Practices

Section A. Bad Debt Expense

1

2
3

a4

Did the organization report bad debt expense in accordance with Heathcare Financial Management Associlation
Statement No 157

Enter the amount of the organization's bad debt expense . . . . . . . . 2

Enter the estimated amount of the organization's bad debt expense attributable to
patients eligible under the organization's charity care policy

3

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

0 N O

Enter total revenue received from Medicare (including DSH andIME) . . . . . 5

Enter Medicare allowable costs of care relating to paymentsonline5 . . . . .| 6

Subtract line 6 from line 5 This Is the surplus or (shortfall) . . . . . . . .| 7

Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community benefit
Also describe in Part VI the costing methodology or source used to determine the amount reported on line 6
Check the box that describes the method used

I_ Cost accounting system I_ Cost to charge ratio I_ Other

Section C. Collection Practices

9a
b

Did the organization have a written debt collection policy during the tax year?

If "Yes," did the organization’s collection policy that applied to the largest number of its patients during the tax year
contain provisions on the collection practices to be followed for patients who are known to qualify for financial
assistance? Describe in Part VI

Yes | No

1 No

9a No
9b

(C1iEV] Management Companies and Joint Ventures (see instructions)

(a) Name of entity (b) Description of primary (c) Organization's (d) Officers, directors,
activity of entity profit % or stock trustees, or key

ownership % employees' profit %
or stock ownership%

(e) Physicians'
profit % or stock

ownership %

10

11

12

13

Schedule H (Form 990) 2011
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Facility Information

Section A. Hospital Facilities

12y10-43

(hst In order of size from largest to smallest)

[EpdEaL pasuEaa]
Eudeoy % uJp|yo
[pdsoy Gunama |
Ay ) Yamesay
84Ny +F—H3

How many hospital facilities did the organization operate during
the tax year? 19

o115 g EIpawl ElaUes)
Eudsoy 882208 B30

Name and address

Other (Describe)

See Additional Data Table

Schedule H (Form 990) 2011
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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)

SHRINERS HOSPITAL FOR CHILDREN - CHICAGO
Name of Hospital Facility:
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 for2011)

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 to question8 . . . . . e 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 iIssues of uninsured persons, low-income persons, and
minority groups

g I_ The process for identifying and prioritizing community health needs and services to meet those needs

[-%

=

I_ The process for consulting with persons representing the community’s interests
I_ Information gaps that limit the hospital facility’s ability to assess the community’s health needs
I_ Other (describe iInPart VI)

2 Indicate the tax year the hospital facility last conducted a Needs Assessment 20 ____

3 Inconducting 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 . . . . . + « & & & & v 4 & 4 e e 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 |_ Hospital facility’s website
b |_ Available upon request from the hospital facility
c |_ Other (describe in Part VI)

6 Ifthe hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate how
(check all that apply)

a I_ Adoption of an Implementation strategy to address the health needs of the hospital facility’s community
b I_ Execution of the implementation strategy

I_ Development of a community-wide community benefit plan for the facility

I_ Participation in 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 identified in the CHNA

I_ Prioritization of health needs In the community

TQ ™0 o n

I_ Prioritization of services that the hospital facility will undertake to meet health needs in its community
I_ Other (describe iInPart VI)

7 Did the hospital facility address all of the needs identified in its most recently conducted Needs Assessment? If“No,
explain in Part VI which needs 1t has not addressed together with the reasons why i1t 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 |Yes

9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care? . . . P e e e e e 9 |Yes

If"Yes," indicate the FPG family income limit for eligibility for free care 300 000000000000%
If "No," explainin Part VI the criteria the hospital facility used

Schedule H (Form 990) 2011
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Facility Information (continued)
Yes | No
10 Used FPG to determine eligibility for providing discounted care? 10 | Yes
If“Yes,” indicate the FPG family income limit for eligibility for discounted care 400 000000000000%
If"No," explainin Part VI the criteria the hospital facility used
11 Explained the basis for calculating amounts charged to patients? . 11 | Yes
If“*Yes,” indicate the factors used in determining such amounts (check all that apply)
a |7 Income level
b |_ Asset level
c |_ Medical indigency
d |_ Insurance status
e |_ Uninsured discount
f |_ Medicaid/Medicare
g |_ State regulation
h |7 Other (describe in Part VI)
12 Explained the method for applying for financial assistance? f e e e e e e e . 12 | Yes
13 Included measures to publicize the policy within the community served by the hospital facility? 13 No
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
c I_ The policy was posted in the hospital facility’s emergency rooms or waiting rooms
d I_ The policy was posted in the hospital facility’s admissions offices
e I_ The policy was provided, in writing, to patients upon admission to the hospital facility
f 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 (FAP) that explained actions the hospital facility may take upon non-payment? 14 No
15 Check all of the following collection actions against an individual that were permitted under the hospital faC|I|ty s
policies during the tax year before making reasonable efforts to determine the patient’s eligibility under the facility’s
FAP
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments or arrests
e |_ Other similar actions (describe in Part VI)
16 Did the hospital facility or an authorized third party perform any of the following actions during the tax year before
making reasonable efforts to determine the patient’s eligibility under the facility’s FAP? 16 No
If*Yes,” check all actions in which the hospital facility or a third party engaged
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments
e |_ Other similar actions (describe in Part VI)
17 Indicate which efforts the hospital facility made before initiating any of the 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 patients were eligible for financial assistance under the hospital
facility’s financial assistance policy
e I_ Other (describe in Part VI)

Schedule H (Form 990) 2011
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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 No

If*No,” indicate why
a |7 The hospital facility did not provide care for any emergency medical conditions

b |_ The hospital facility’s policy was not in writing
c |_ The hospital facility imited who was eligible to receive care for emergency medical conditions (describe in Part
VI)
d |_ Other (describe in Part VI)
Individuals Eligible for Financial Assistance
19 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged to FAP-
eligible individuals for emergency or other medically necessary care
a |_ The hospital facility used its lowest negotiated commercial insurance rate when calculating the maximum

amounts that can be charged

b |_ The hospital facility used the average of it's three lowest negotiated commercial insurance rates when calculating
the maximum amounts that can be charged

c |_ The hospital facility used the Medicare rates when calculating the maximum amounts that can be charged

d |_ Other (describe in 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 coveringsuchcare? . . . . . . . . . 20 No
If“Yes,” explain in Part VI

21 Did the hospital facility charge any of its FAP-eligible patients an amount equal to the gross charge for services
provided to that patient?

21 No

If"Yes,” explainin Part VI

Schedule H (Form 990) 2011
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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)

SHRINERS HOSPITAL FOR CHILDREN-CINCINNAT
Name of Hospital Facility:
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 for2011)

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 to question8 . . . . . e 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 iIssues of uninsured persons, low-income persons, and
minority groups

g I_ The process for identifying and prioritizing community health needs and services to meet those needs

[-%

=

I_ The process for consulting with persons representing the community’s interests
I_ Information gaps that limit the hospital facility’s ability to assess the community’s health needs
I_ Other (describe iInPart VI)

2 Indicate the tax year the hospital facility last conducted a Needs Assessment 20 ____

3 Inconducting 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 . . . . . + « & & & & v 4 & 4 e e 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 |_ Hospital facility’s website
b |_ Available upon request from the hospital facility
c |_ Other (describe in Part VI)

6 Ifthe hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate how
(check all that apply)

a I_ Adoption of an Implementation strategy to address the health needs of the hospital facility’s community
b I_ Execution of the implementation strategy

I_ Development of a community-wide community benefit plan for the facility

I_ Participation in 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 identified in the CHNA

I_ Prioritization of health needs In the community

TQ ™0 o n

I_ Prioritization of services that the hospital facility will undertake to meet health needs in its community
I_ Other (describe iInPart VI)

7 Did the hospital facility address all of the needs identified in its most recently conducted Needs Assessment? If“No,
explain in Part VI which needs 1t has not addressed together with the reasons why i1t 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 |Yes

9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care? . . . P e e e e e 9 |Yes

If"Yes," indicate the FPG family income limit for eligibility for free care 300 000000000000%
If "No," explainin Part VI the criteria the hospital facility used

Schedule H (Form 990) 2011
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Facility Information (continued)
Yes | No
10 Used FPG to determine eligibility for providing discounted care? 10 | Yes
If“Yes,” indicate the FPG family income limit for eligibility for discounted care 400 000000000000%
If"No," explainin Part VI the criteria the hospital facility used
11 Explained the basis for calculating amounts charged to patients? . 11 | Yes
If“*Yes,” indicate the factors used in determining such amounts (check all that apply)
a |7 Income level
b |_ Asset level
c |_ Medical indigency
d |_ Insurance status
e |_ Uninsured discount
f |_ Medicaid/Medicare
g |_ State regulation
h |7 Other (describe in Part VI)
12 Explained the method for applying for financial assistance? f e e e e e e e . 12 | Yes
13 Included measures to publicize the policy within the community served by the hospital facility? 13 No
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
c I_ The policy was posted in the hospital facility’s emergency rooms or waiting rooms
d I_ The policy was posted in the hospital facility’s admissions offices
e I_ The policy was provided, in writing, to patients upon admission to the hospital facility
f 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 (FAP) that explained actions the hospital facility may take upon non-payment? 14 No
15 Check all of the following collection actions against an individual that were permitted under the hospital faC|I|ty s
policies during the tax year before making reasonable efforts to determine the patient’s eligibility under the facility’s
FAP
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments or arrests
e |_ Other similar actions (describe in Part VI)
16 Did the hospital facility or an authorized third party perform any of the following actions during the tax year before
making reasonable efforts to determine the patient’s eligibility under the facility’s FAP? 16 No
If*Yes,” check all actions in which the hospital facility or a third party engaged
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments
e |_ Other similar actions (describe in Part VI)
17 Indicate which efforts the hospital facility made before initiating any of the 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 patients were eligible for financial assistance under the hospital
facility’s financial assistance policy
e I_ Other (describe in Part VI)
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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 No

If*No,” indicate why
a |7 The hospital facility did not provide care for any emergency medical conditions

b |_ The hospital facility’s policy was not in writing
c |_ The hospital facility imited who was eligible to receive care for emergency medical conditions (describe in Part
VI)
d |_ Other (describe in Part VI)
Individuals Eligible for Financial Assistance
19 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged to FAP-
eligible individuals for emergency or other medically necessary care
a |_ The hospital facility used its lowest negotiated commercial insurance rate when calculating the maximum

amounts that can be charged

b |_ The hospital facility used the average of it's three lowest negotiated commercial insurance rates when calculating
the maximum amounts that can be charged

c |_ The hospital facility used the Medicare rates when calculating the maximum amounts that can be charged

d |_ Other (describe in 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 coveringsuchcare? . . . . . . . . . 20 No
If“Yes,” explain in Part VI

21 Did the hospital facility charge any of its FAP-eligible patients an amount equal to the gross charge for services
provided to that patient?

21 No

If"Yes,” explainin Part VI

Schedule H (Form 990) 2011
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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)

SHRINERS HOSPITAL FOR CHILDREN-ERIE
Name of Hospital Facility:
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 for2011)

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 to question8 . . . . . e 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 iIssues of uninsured persons, low-income persons, and
minority groups

g I_ The process for identifying and prioritizing community health needs and services to meet those needs

[-%

=

I_ The process for consulting with persons representing the community’s interests
I_ Information gaps that limit the hospital facility’s ability to assess the community’s health needs
I_ Other (describe iInPart VI)

2 Indicate the tax year the hospital facility last conducted a Needs Assessment 20 ____

3 Inconducting 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 . . . . . + « & & & & v 4 & 4 e e 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 |_ Hospital facility’s website
b |_ Available upon request from the hospital facility
c |_ Other (describe in Part VI)

6 Ifthe hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate how
(check all that apply)

a I_ Adoption of an Implementation strategy to address the health needs of the hospital facility’s community
b I_ Execution of the implementation strategy

I_ Development of a community-wide community benefit plan for the facility

I_ Participation in 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 identified in the CHNA

I_ Prioritization of health needs In the community

TQ ™0 o n

I_ Prioritization of services that the hospital facility will undertake to meet health needs in its community
I_ Other (describe iInPart VI)

7 Did the hospital facility address all of the needs identified in its most recently conducted Needs Assessment? If“No,
explain in Part VI which needs 1t has not addressed together with the reasons why i1t 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 |Yes

9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care? . . . P e e e e e 9 |Yes

If"Yes," indicate the FPG family income limit for eligibility for free care 300 000000000000%
If "No," explainin Part VI the criteria the hospital facility used
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Schedule H (Form 990) 2011 Page b
Facility Information (continued)
Yes | No
10 Used FPG to determine eligibility for providing discounted care? 10 | Yes
If“Yes,” indicate the FPG family income limit for eligibility for discounted care 400 000000000000%
If"No," explainin Part VI the criteria the hospital facility used
11 Explained the basis for calculating amounts charged to patients? . 11 | Yes
If“*Yes,” indicate the factors used in determining such amounts (check all that apply)
a |7 Income level
b |_ Asset level
c |_ Medical indigency
d |_ Insurance status
e |_ Uninsured discount
f |_ Medicaid/Medicare
g |_ State regulation
h |7 Other (describe in Part VI)
12 Explained the method for applying for financial assistance? f e e e e e e e . 12 | Yes
13 Included measures to publicize the policy within the community served by the hospital facility? 13 No
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
c I_ The policy was posted in the hospital facility’s emergency rooms or waiting rooms
d I_ The policy was posted in the hospital facility’s admissions offices
e I_ The policy was provided, in writing, to patients upon admission to the hospital facility
f 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 (FAP) that explained actions the hospital facility may take upon non-payment? 14 No
15 Check all of the following collection actions against an individual that were permitted under the hospital faC|I|ty s
policies during the tax year before making reasonable efforts to determine the patient’s eligibility under the facility’s
FAP
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments or arrests
e |_ Other similar actions (describe in Part VI)
16 Did the hospital facility or an authorized third party perform any of the following actions during the tax year before
making reasonable efforts to determine the patient’s eligibility under the facility’s FAP? 16 No
If*Yes,” check all actions in which the hospital facility or a third party engaged
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments
e |_ Other similar actions (describe in Part VI)
17 Indicate which efforts the hospital facility made before initiating any of the 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 patients were eligible for financial assistance under the hospital
facility’s financial assistance policy
e I_ Other (describe in Part VI)
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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 No

If*No,” indicate why
a |7 The hospital facility did not provide care for any emergency medical conditions

b |_ The hospital facility’s policy was not in writing
c |_ The hospital facility imited who was eligible to receive care for emergency medical conditions (describe in Part
VI)
d |_ Other (describe in Part VI)
Individuals Eligible for Financial Assistance
19 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged to FAP-
eligible individuals for emergency or other medically necessary care
a |_ The hospital facility used its lowest negotiated commercial insurance rate when calculating the maximum

amounts that can be charged

b |_ The hospital facility used the average of it's three lowest negotiated commercial insurance rates when calculating
the maximum amounts that can be charged

c |_ The hospital facility used the Medicare rates when calculating the maximum amounts that can be charged

d |_ Other (describe in 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 coveringsuchcare? . . . . . . . . . 20 No
If“Yes,” explain in Part VI

21 Did the hospital facility charge any of its FAP-eligible patients an amount equal to the gross charge for services
provided to that patient?

21 No

If"Yes,” explainin Part VI
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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)

SHRINERS HOSPITAL FOR CHILDREN-GALVESTON
Name of Hospital Facility:
Line Number of Hospital Facility (from Schedule H, Part V, Section A): 4

Yes | No

Community Health Needs Assessment (Lines 1 through 7 are optional for2011)

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 to question8 . . . . . e 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 iIssues of uninsured persons, low-income persons, and
minority groups

g I_ The process for identifying and prioritizing community health needs and services to meet those needs
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I_ The process for consulting with persons representing the community’s interests
I_ Information gaps that limit the hospital facility’s ability to assess the community’s health needs
I_ Other (describe iInPart VI)

2 Indicate the tax year the hospital facility last conducted a Needs Assessment 20 ____

3 Inconducting 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 . . . . . + « & & & & v 4 & 4 e e 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 |_ Hospital facility’s website
b |_ Available upon request from the hospital facility
c |_ Other (describe in Part VI)

6 Ifthe hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate how
(check all that apply)

a I_ Adoption of an Implementation strategy to address the health needs of the hospital facility’s community
b I_ Execution of the implementation strategy

I_ Development of a community-wide community benefit plan for the facility

I_ Participation in 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 identified in the CHNA

I_ Prioritization of health needs In the community

TQ ™0 o n

I_ Prioritization of services that the hospital facility will undertake to meet health needs in its community
I_ Other (describe iInPart VI)

7 Did the hospital facility address all of the needs identified in its most recently conducted Needs Assessment? If“No,
explain in Part VI which needs 1t has not addressed together with the reasons why i1t 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 |Yes

9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care? . . . P e e e e e 9 |Yes

If"Yes," indicate the FPG family income limit for eligibility for free care 300 000000000000%
If "No," explainin Part VI the criteria the hospital facility used
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Facility Information (continued)
Yes | No
10 Used FPG to determine eligibility for providing discounted care? 10 | Yes
If“Yes,” indicate the FPG family income limit for eligibility for discounted care 400 000000000000%
If"No," explainin Part VI the criteria the hospital facility used
11 Explained the basis for calculating amounts charged to patients? . 11 | Yes
If“*Yes,” indicate the factors used in determining such amounts (check all that apply)
a |7 Income level
b |_ Asset level
c |_ Medical indigency
d |_ Insurance status
e |_ Uninsured discount
f |_ Medicaid/Medicare
g |_ State regulation
h |7 Other (describe in Part VI)
12 Explained the method for applying for financial assistance? f e e e e e e e . 12 | Yes
13 Included measures to publicize the policy within the community served by the hospital facility? 13 No
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
c I_ The policy was posted in the hospital facility’s emergency rooms or waiting rooms
d I_ The policy was posted in the hospital facility’s admissions offices
e I_ The policy was provided, in writing, to patients upon admission to the hospital facility
f 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 (FAP) that explained actions the hospital facility may take upon non-payment? 14 No
15 Check all of the following collection actions against an individual that were permitted under the hospital faC|I|ty s
policies during the tax year before making reasonable efforts to determine the patient’s eligibility under the facility’s
FAP
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments or arrests
e |_ Other similar actions (describe in Part VI)
16 Did the hospital facility or an authorized third party perform any of the following actions during the tax year before
making reasonable efforts to determine the patient’s eligibility under the facility’s FAP? 16 No
If*Yes,” check all actions in which the hospital facility or a third party engaged
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments
e |_ Other similar actions (describe in Part VI)
17 Indicate which efforts the hospital facility made before initiating any of the 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 patients were eligible for financial assistance under the hospital
facility’s financial assistance policy
e I_ Other (describe in Part VI)
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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 No

If*No,” indicate why
a |7 The hospital facility did not provide care for any emergency medical conditions

b |_ The hospital facility’s policy was not in writing
c |_ The hospital facility imited who was eligible to receive care for emergency medical conditions (describe in Part
VI)
d |_ Other (describe in Part VI)
Individuals Eligible for Financial Assistance
19 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged to FAP-
eligible individuals for emergency or other medically necessary care
a |_ The hospital facility used its lowest negotiated commercial insurance rate when calculating the maximum

amounts that can be charged

b |_ The hospital facility used the average of it's three lowest negotiated commercial insurance rates when calculating
the maximum amounts that can be charged

c |_ The hospital facility used the Medicare rates when calculating the maximum amounts that can be charged

d |_ Other (describe in 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 coveringsuchcare? . . . . . . . . . 20 No
If“Yes,” explain in Part VI

21 Did the hospital facility charge any of its FAP-eligible patients an amount equal to the gross charge for services
provided to that patient?

21 No

If"Yes,” explainin Part VI
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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)

SHRINERS HOSPITAL FOR CHILDREN-GREENV
Name of Hospital Facility:
Line Number of Hospital Facility (from Schedule H, Part V, Section A): 5

Yes | No

Community Health Needs Assessment (Lines 1 through 7 are optional for2011)

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 to question8 . . . . . e 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 iIssues of uninsured persons, low-income persons, and
minority groups

g I_ The process for identifying and prioritizing community health needs and services to meet those needs
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I_ The process for consulting with persons representing the community’s interests
I_ Information gaps that limit the hospital facility’s ability to assess the community’s health needs
I_ Other (describe iInPart VI)

2 Indicate the tax year the hospital facility last conducted a Needs Assessment 20 ____

3 Inconducting 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 . . . . . + « & & & & v 4 & 4 e e 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 |_ Hospital facility’s website
b |_ Available upon request from the hospital facility
c |_ Other (describe in Part VI)

6 Ifthe hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate how
(check all that apply)

a I_ Adoption of an Implementation strategy to address the health needs of the hospital facility’s community
b I_ Execution of the implementation strategy

I_ Development of a community-wide community benefit plan for the facility

I_ Participation in 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 identified in the CHNA

I_ Prioritization of health needs In the community

TQ ™0 o n

I_ Prioritization of services that the hospital facility will undertake to meet health needs in its community
I_ Other (describe iInPart VI)

7 Did the hospital facility address all of the needs identified in its most recently conducted Needs Assessment? If“No,
explain in Part VI which needs 1t has not addressed together with the reasons why i1t 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 |Yes

9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care? . . . P e e e e e 9 |Yes

If"Yes," indicate the FPG family income limit for eligibility for free care 300 000000000000%
If "No," explainin Part VI the criteria the hospital facility used
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Facility Information (continued)
Yes | No
10 Used FPG to determine eligibility for providing discounted care? 10 | Yes
If“Yes,” indicate the FPG family income limit for eligibility for discounted care 400 000000000000%
If"No," explainin Part VI the criteria the hospital facility used
11 Explained the basis for calculating amounts charged to patients? . 11 | Yes
If“*Yes,” indicate the factors used in determining such amounts (check all that apply)
a |7 Income level
b |_ Asset level
c |_ Medical indigency
d |_ Insurance status
e |_ Uninsured discount
f |_ Medicaid/Medicare
g |_ State regulation
h |7 Other (describe in Part VI)
12 Explained the method for applying for financial assistance? f e e e e e e e . 12 | Yes
13 Included measures to publicize the policy within the community served by the hospital facility? 13 No
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
c I_ The policy was posted in the hospital facility’s emergency rooms or waiting rooms
d I_ The policy was posted in the hospital facility’s admissions offices
e I_ The policy was provided, in writing, to patients upon admission to the hospital facility
f 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 (FAP) that explained actions the hospital facility may take upon non-payment? 14 No
15 Check all of the following collection actions against an individual that were permitted under the hospital faC|I|ty s
policies during the tax year before making reasonable efforts to determine the patient’s eligibility under the facility’s
FAP
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments or arrests
e |_ Other similar actions (describe in Part VI)
16 Did the hospital facility or an authorized third party perform any of the following actions during the tax year before
making reasonable efforts to determine the patient’s eligibility under the facility’s FAP? 16 No
If*Yes,” check all actions in which the hospital facility or a third party engaged
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments
e |_ Other similar actions (describe in Part VI)
17 Indicate which efforts the hospital facility made before initiating any of the 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 patients were eligible for financial assistance under the hospital
facility’s financial assistance policy
e I_ Other (describe in Part VI)
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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 No

If*No,” indicate why
a |7 The hospital facility did not provide care for any emergency medical conditions

b |_ The hospital facility’s policy was not in writing
c |_ The hospital facility imited who was eligible to receive care for emergency medical conditions (describe in Part
VI)
d |_ Other (describe in Part VI)
Individuals Eligible for Financial Assistance
19 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged to FAP-
eligible individuals for emergency or other medically necessary care
a |_ The hospital facility used its lowest negotiated commercial insurance rate when calculating the maximum

amounts that can be charged

b |_ The hospital facility used the average of it's three lowest negotiated commercial insurance rates when calculating
the maximum amounts that can be charged

c |_ The hospital facility used the Medicare rates when calculating the maximum amounts that can be charged

d |_ Other (describe in 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 coveringsuchcare? . . . . . . . . . 20 No
If“Yes,” explain in Part VI

21 Did the hospital facility charge any of its FAP-eligible patients an amount equal to the gross charge for services
provided to that patient?

21 No

If"Yes,” explainin Part VI
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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)

SHRINERS HOSPITAL FOR CHILDREN-HONOLULU
Name of Hospital Facility:
Line Number of Hospital Facility (from Schedule H, Part V, Section A): 6

Yes | No

Community Health Needs Assessment (Lines 1 through 7 are optional for2011)

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 to question8 . . . . . e 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 iIssues of uninsured persons, low-income persons, and
minority groups

g I_ The process for identifying and prioritizing community health needs and services to meet those needs
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I_ The process for consulting with persons representing the community’s interests
I_ Information gaps that limit the hospital facility’s ability to assess the community’s health needs
I_ Other (describe iInPart VI)

2 Indicate the tax year the hospital facility last conducted a Needs Assessment 20 ____

3 Inconducting 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 . . . . . + « & & & & v 4 & 4 e e 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 |_ Hospital facility’s website
b |_ Available upon request from the hospital facility
c |_ Other (describe in Part VI)

6 Ifthe hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate how
(check all that apply)

a I_ Adoption of an Implementation strategy to address the health needs of the hospital facility’s community
b I_ Execution of the implementation strategy

I_ Development of a community-wide community benefit plan for the facility

I_ Participation in 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 identified in the CHNA

I_ Prioritization of health needs In the community

TQ ™0 o n

I_ Prioritization of services that the hospital facility will undertake to meet health needs in its community
I_ Other (describe iInPart VI)

7 Did the hospital facility address all of the needs identified in its most recently conducted Needs Assessment? If“No,
explain in Part VI which needs 1t has not addressed together with the reasons why i1t 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 |Yes

9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care? . . . P e e e e e 9 |Yes

If"Yes," indicate the FPG family income limit for eligibility for free care 300 000000000000%
If "No," explainin Part VI the criteria the hospital facility used
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Facility Information (continued)
Yes | No
10 Used FPG to determine eligibility for providing discounted care? 10 | Yes
If“Yes,” indicate the FPG family income limit for eligibility for discounted care 400 000000000000%
If"No," explainin Part VI the criteria the hospital facility used
11 Explained the basis for calculating amounts charged to patients? . 11 | Yes
If“*Yes,” indicate the factors used in determining such amounts (check all that apply)
a |7 Income level
b |_ Asset level
c |_ Medical indigency
d |_ Insurance status
e |_ Uninsured discount
f |_ Medicaid/Medicare
g |_ State regulation
h |7 Other (describe in Part VI)
12 Explained the method for applying for financial assistance? f e e e e e e e . 12 | Yes
13 Included measures to publicize the policy within the community served by the hospital facility? 13 No
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
c I_ The policy was posted in the hospital facility’s emergency rooms or waiting rooms
d I_ The policy was posted in the hospital facility’s admissions offices
e I_ The policy was provided, in writing, to patients upon admission to the hospital facility
f 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 (FAP) that explained actions the hospital facility may take upon non-payment? 14 No
15 Check all of the following collection actions against an individual that were permitted under the hospital faC|I|ty s
policies during the tax year before making reasonable efforts to determine the patient’s eligibility under the facility’s
FAP
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments or arrests
e |_ Other similar actions (describe in Part VI)
16 Did the hospital facility or an authorized third party perform any of the following actions during the tax year before
making reasonable efforts to determine the patient’s eligibility under the facility’s FAP? 16 No
If*Yes,” check all actions in which the hospital facility or a third party engaged
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments
e |_ Other similar actions (describe in Part VI)
17 Indicate which efforts the hospital facility made before initiating any of the 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 patients were eligible for financial assistance under the hospital
facility’s financial assistance policy
e I_ Other (describe in Part VI)
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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 No

If*No,” indicate why
a |7 The hospital facility did not provide care for any emergency medical conditions

b |_ The hospital facility’s policy was not in writing
c |_ The hospital facility imited who was eligible to receive care for emergency medical conditions (describe in Part
VI)
d |_ Other (describe in Part VI)
Individuals Eligible for Financial Assistance
19 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged to FAP-
eligible individuals for emergency or other medically necessary care
a |_ The hospital facility used its lowest negotiated commercial insurance rate when calculating the maximum

amounts that can be charged

b |_ The hospital facility used the average of it's three lowest negotiated commercial insurance rates when calculating
the maximum amounts that can be charged

c |_ The hospital facility used the Medicare rates when calculating the maximum amounts that can be charged

d |_ Other (describe in 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 coveringsuchcare? . . . . . . . . . 20 No
If“Yes,” explain in Part VI

21 Did the hospital facility charge any of its FAP-eligible patients an amount equal to the gross charge for services
provided to that patient?

21 No

If"Yes,” explainin Part VI
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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)

SHRINERS HOSPITAL FOR CHILDREN-HOUSTON
Name of Hospital Facility:
Line Number of Hospital Facility (from Schedule H, Part V, Section A): 7

Yes | No

Community Health Needs Assessment (Lines 1 through 7 are optional for2011)

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 to question8 . . . . . e 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 iIssues of uninsured persons, low-income persons, and
minority groups

g I_ The process for identifying and prioritizing community health needs and services to meet those needs
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I_ The process for consulting with persons representing the community’s interests
I_ Information gaps that limit the hospital facility’s ability to assess the community’s health needs
I_ Other (describe iInPart VI)

2 Indicate the tax year the hospital facility last conducted a Needs Assessment 20 ____

3 Inconducting 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 . . . . . + « & & & & v 4 & 4 e e 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 |_ Hospital facility’s website
b |_ Available upon request from the hospital facility
c |_ Other (describe in Part VI)

6 Ifthe hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate how
(check all that apply)

a I_ Adoption of an Implementation strategy to address the health needs of the hospital facility’s community
b I_ Execution of the implementation strategy

I_ Development of a community-wide community benefit plan for the facility

I_ Participation in 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 identified in the CHNA

I_ Prioritization of health needs In the community

TQ ™0 o n

I_ Prioritization of services that the hospital facility will undertake to meet health needs in its community
I_ Other (describe iInPart VI)

7 Did the hospital facility address all of the needs identified in its most recently conducted Needs Assessment? If“No,
explain in Part VI which needs 1t has not addressed together with the reasons why i1t 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 |Yes

9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care? . . . P e e e e e 9 |Yes

If"Yes," indicate the FPG family income limit for eligibility for free care 300 000000000000%
If "No," explainin Part VI the criteria the hospital facility used
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Facility Information (continued)
Yes | No
10 Used FPG to determine eligibility for providing discounted care? 10 | Yes
If“Yes,” indicate the FPG family income limit for eligibility for discounted care 400 000000000000%
If"No," explainin Part VI the criteria the hospital facility used
11 Explained the basis for calculating amounts charged to patients? . 11 | Yes
If“*Yes,” indicate the factors used in determining such amounts (check all that apply)
a |7 Income level
b |_ Asset level
c |_ Medical indigency
d |_ Insurance status
e |_ Uninsured discount
f |_ Medicaid/Medicare
g |_ State regulation
h |7 Other (describe in Part VI)
12 Explained the method for applying for financial assistance? f e e e e e e e . 12 | Yes
13 Included measures to publicize the policy within the community served by the hospital facility? 13 No
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
c I_ The policy was posted in the hospital facility’s emergency rooms or waiting rooms
d I_ The policy was posted in the hospital facility’s admissions offices
e I_ The policy was provided, in writing, to patients upon admission to the hospital facility
f 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 (FAP) that explained actions the hospital facility may take upon non-payment? 14 No
15 Check all of the following collection actions against an individual that were permitted under the hospital faC|I|ty s
policies during the tax year before making reasonable efforts to determine the patient’s eligibility under the facility’s
FAP
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments or arrests
e |_ Other similar actions (describe in Part VI)
16 Did the hospital facility or an authorized third party perform any of the following actions during the tax year before
making reasonable efforts to determine the patient’s eligibility under the facility’s FAP? 16 No
If*Yes,” check all actions in which the hospital facility or a third party engaged
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments
e |_ Other similar actions (describe in Part VI)
17 Indicate which efforts the hospital facility made before initiating any of the 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 patients were eligible for financial assistance under the hospital
facility’s financial assistance policy
e I_ Other (describe in Part VI)
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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 No

If*No,” indicate why
a |7 The hospital facility did not provide care for any emergency medical conditions

b |_ The hospital facility’s policy was not in writing
c |_ The hospital facility imited who was eligible to receive care for emergency medical conditions (describe in Part
VI)
d |_ Other (describe in Part VI)
Individuals Eligible for Financial Assistance
19 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged to FAP-
eligible individuals for emergency or other medically necessary care
a |_ The hospital facility used its lowest negotiated commercial insurance rate when calculating the maximum

amounts that can be charged

b |_ The hospital facility used the average of it's three lowest negotiated commercial insurance rates when calculating
the maximum amounts that can be charged

c |_ The hospital facility used the Medicare rates when calculating the maximum amounts that can be charged

d |_ Other (describe in 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 coveringsuchcare? . . . . . . . . . 20 No
If“Yes,” explain in Part VI

21 Did the hospital facility charge any of its FAP-eligible patients an amount equal to the gross charge for services
provided to that patient?

21 No

If"Yes,” explainin Part VI
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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)

SHRINERS HOSPITAL FOR CHILDREN-LEXINGTON
Name of Hospital Facility:
Line Number of Hospital Facility (from Schedule H, Part V, Section A): 8

Yes | No

Community Health Needs Assessment (Lines 1 through 7 are optional for2011)

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 to question8 . . . . . e 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 iIssues of uninsured persons, low-income persons, and
minority groups

g I_ The process for identifying and prioritizing community health needs and services to meet those needs
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I_ The process for consulting with persons representing the community’s interests
I_ Information gaps that limit the hospital facility’s ability to assess the community’s health needs
I_ Other (describe iInPart VI)

2 Indicate the tax year the hospital facility last conducted a Needs Assessment 20 ____

3 Inconducting 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 . . . . . + « & & & & v 4 & 4 e e 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 |_ Hospital facility’s website
b |_ Available upon request from the hospital facility
c |_ Other (describe in Part VI)

6 Ifthe hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate how
(check all that apply)

a I_ Adoption of an Implementation strategy to address the health needs of the hospital facility’s community
b I_ Execution of the implementation strategy

I_ Development of a community-wide community benefit plan for the facility

I_ Participation in 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 identified in the CHNA

I_ Prioritization of health needs In the community

TQ ™0 o n

I_ Prioritization of services that the hospital facility will undertake to meet health needs in its community
I_ Other (describe iInPart VI)

7 Did the hospital facility address all of the needs identified in its most recently conducted Needs Assessment? If“No,
explain in Part VI which needs 1t has not addressed together with the reasons why i1t 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 |Yes

9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care? . . . P e e e e e 9 |Yes

If"Yes," indicate the FPG family income limit for eligibility for free care 300 000000000000%
If "No," explainin Part VI the criteria the hospital facility used
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Facility Information (continued)
Yes | No
10 Used FPG to determine eligibility for providing discounted care? 10 | Yes
If“Yes,” indicate the FPG family income limit for eligibility for discounted care 400 000000000000%
If"No," explainin Part VI the criteria the hospital facility used
11 Explained the basis for calculating amounts charged to patients? . 11 | Yes
If“*Yes,” indicate the factors used in determining such amounts (check all that apply)
a |7 Income level
b |_ Asset level
c |_ Medical indigency
d |_ Insurance status
e |_ Uninsured discount
f |_ Medicaid/Medicare
g |_ State regulation
h |7 Other (describe in Part VI)
12 Explained the method for applying for financial assistance? f e e e e e e e . 12 | Yes
13 Included measures to publicize the policy within the community served by the hospital facility? 13 No
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
c I_ The policy was posted in the hospital facility’s emergency rooms or waiting rooms
d I_ The policy was posted in the hospital facility’s admissions offices
e I_ The policy was provided, in writing, to patients upon admission to the hospital facility
f 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 (FAP) that explained actions the hospital facility may take upon non-payment? 14 No
15 Check all of the following collection actions against an individual that were permitted under the hospital faC|I|ty s
policies during the tax year before making reasonable efforts to determine the patient’s eligibility under the facility’s
FAP
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments or arrests
e |_ Other similar actions (describe in Part VI)
16 Did the hospital facility or an authorized third party perform any of the following actions during the tax year before
making reasonable efforts to determine the patient’s eligibility under the facility’s FAP? 16 No
If*Yes,” check all actions in which the hospital facility or a third party engaged
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments
e |_ Other similar actions (describe in Part VI)
17 Indicate which efforts the hospital facility made before initiating any of the 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 patients were eligible for financial assistance under the hospital
facility’s financial assistance policy
e I_ Other (describe in Part VI)
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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 No

If*No,” indicate why
a |7 The hospital facility did not provide care for any emergency medical conditions

b |_ The hospital facility’s policy was not in writing
c |_ The hospital facility imited who was eligible to receive care for emergency medical conditions (describe in Part
VI)
d |_ Other (describe in Part VI)
Individuals Eligible for Financial Assistance
19 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged to FAP-
eligible individuals for emergency or other medically necessary care
a |_ The hospital facility used its lowest negotiated commercial insurance rate when calculating the maximum

amounts that can be charged

b |_ The hospital facility used the average of it's three lowest negotiated commercial insurance rates when calculating
the maximum amounts that can be charged

c |_ The hospital facility used the Medicare rates when calculating the maximum amounts that can be charged

d |_ Other (describe in 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 coveringsuchcare? . . . . . . . . . 20 No
If“Yes,” explain in Part VI

21 Did the hospital facility charge any of its FAP-eligible patients an amount equal to the gross charge for services
provided to that patient?

21 No

If"Yes,” explainin Part VI
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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)

SHRINERS HOSPITAL FOR CHILDREN - LA
Name of Hospital Facility:
Line Number of Hospital Facility (from Schedule H, Part V, Section A): 9

Yes | No

Community Health Needs Assessment (Lines 1 through 7 are optional for2011)

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 to question8 . . . . . e 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 iIssues of uninsured persons, low-income persons, and
minority groups

g I_ The process for identifying and prioritizing community health needs and services to meet those needs
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I_ The process for consulting with persons representing the community’s interests
I_ Information gaps that limit the hospital facility’s ability to assess the community’s health needs
I_ Other (describe iInPart VI)

2 Indicate the tax year the hospital facility last conducted a Needs Assessment 20 ____

3 Inconducting 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 . . . . . + « & & & & v 4 & 4 e e 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 |_ Hospital facility’s website
b |_ Available upon request from the hospital facility
c |_ Other (describe in Part VI)

6 Ifthe hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate how
(check all that apply)

a I_ Adoption of an Implementation strategy to address the health needs of the hospital facility’s community
b I_ Execution of the implementation strategy

I_ Development of a community-wide community benefit plan for the facility

I_ Participation in 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 identified in the CHNA

I_ Prioritization of health needs In the community

TQ ™0 o n

I_ Prioritization of services that the hospital facility will undertake to meet health needs in its community
I_ Other (describe iInPart VI)

7 Did the hospital facility address all of the needs identified in its most recently conducted Needs Assessment? If“No,
explain in Part VI which needs 1t has not addressed together with the reasons why i1t 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 |Yes

9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care? . . . P e e e e e 9 |Yes

If"Yes," indicate the FPG family income limit for eligibility for free care 300 000000000000%
If "No," explainin Part VI the criteria the hospital facility used
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Facility Information (continued)
Yes | No
10 Used FPG to determine eligibility for providing discounted care? 10 | Yes
If“Yes,” indicate the FPG family income limit for eligibility for discounted care 400 000000000000%
If"No," explainin Part VI the criteria the hospital facility used
11 Explained the basis for calculating amounts charged to patients? . 11 | Yes
If“*Yes,” indicate the factors used in determining such amounts (check all that apply)
a |7 Income level
b |_ Asset level
c |_ Medical indigency
d |_ Insurance status
e |_ Uninsured discount
f |_ Medicaid/Medicare
g |_ State regulation
h |7 Other (describe in Part VI)
12 Explained the method for applying for financial assistance? f e e e e e e e . 12 | Yes
13 Included measures to publicize the policy within the community served by the hospital facility? 13 No
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
c I_ The policy was posted in the hospital facility’s emergency rooms or waiting rooms
d I_ The policy was posted in the hospital facility’s admissions offices
e I_ The policy was provided, in writing, to patients upon admission to the hospital facility
f 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 (FAP) that explained actions the hospital facility may take upon non-payment? 14 No
15 Check all of the following collection actions against an individual that were permitted under the hospital faC|I|ty s
policies during the tax year before making reasonable efforts to determine the patient’s eligibility under the facility’s
FAP
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments or arrests
e |_ Other similar actions (describe in Part VI)
16 Did the hospital facility or an authorized third party perform any of the following actions during the tax year before
making reasonable efforts to determine the patient’s eligibility under the facility’s FAP? 16 No
If*Yes,” check all actions in which the hospital facility or a third party engaged
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments
e |_ Other similar actions (describe in Part VI)
17 Indicate which efforts the hospital facility made before initiating any of the 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 patients were eligible for financial assistance under the hospital
facility’s financial assistance policy
e I_ Other (describe in Part VI)
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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 No

If*No,” indicate why
a |7 The hospital facility did not provide care for any emergency medical conditions

b |_ The hospital facility’s policy was not in writing
c |_ The hospital facility imited who was eligible to receive care for emergency medical conditions (describe in Part
VI)
d |_ Other (describe in Part VI)
Individuals Eligible for Financial Assistance
19 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged to FAP-
eligible individuals for emergency or other medically necessary care
a |_ The hospital facility used its lowest negotiated commercial insurance rate when calculating the maximum

amounts that can be charged

b |_ The hospital facility used the average of it's three lowest negotiated commercial insurance rates when calculating
the maximum amounts that can be charged

c |_ The hospital facility used the Medicare rates when calculating the maximum amounts that can be charged

d |_ Other (describe in 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 coveringsuchcare? . . . . . . . . . 20 No
If“Yes,” explain in Part VI

21 Did the hospital facility charge any of its FAP-eligible patients an amount equal to the gross charge for services
provided to that patient?

21 No

If"Yes,” explainin Part VI
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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)

SHRINERS HOSPITAL FOR CHILDREN-POPS
Name of Hospital Facility:
Line Number of Hospital Facility (from Schedule H, Part V, Section A): 10

Yes | No

Community Health Needs Assessment (Lines 1 through 7 are optional for2011)

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 to question8 . . . . . e 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 iIssues of uninsured persons, low-income persons, and
minority groups

g I_ The process for identifying and prioritizing community health needs and services to meet those needs
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I_ The process for consulting with persons representing the community’s interests
I_ Information gaps that limit the hospital facility’s ability to assess the community’s health needs
I_ Other (describe iInPart VI)

2 Indicate the tax year the hospital facility last conducted a Needs Assessment 20 ____

3 Inconducting 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 . . . . . + « & & & & v 4 & 4 e e 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 |_ Hospital facility’s website
b |_ Available upon request from the hospital facility
c |_ Other (describe in Part VI)

6 Ifthe hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate how
(check all that apply)

a I_ Adoption of an Implementation strategy to address the health needs of the hospital facility’s community
b I_ Execution of the implementation strategy

I_ Development of a community-wide community benefit plan for the facility

I_ Participation in 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 identified in the CHNA

I_ Prioritization of health needs In the community

TQ ™0 o n

I_ Prioritization of services that the hospital facility will undertake to meet health needs in its community
I_ Other (describe iInPart VI)

7 Did the hospital facility address all of the needs identified in its most recently conducted Needs Assessment? If“No,
explain in Part VI which needs 1t has not addressed together with the reasons why i1t 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 |Yes

9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care? . . . P e e e e e 9 |Yes

If"Yes," indicate the FPG family income limit for eligibility for free care 300 000000000000%
If "No," explainin Part VI the criteria the hospital facility used
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Facility Information (continued)
Yes | No
10 Used FPG to determine eligibility for providing discounted care? 10 | Yes
If“Yes,” indicate the FPG family income limit for eligibility for discounted care 400 000000000000%
If"No," explainin Part VI the criteria the hospital facility used
11 Explained the basis for calculating amounts charged to patients? . 11 | Yes
If“*Yes,” indicate the factors used in determining such amounts (check all that apply)
a |7 Income level
b |_ Asset level
c |_ Medical indigency
d |_ Insurance status
e |_ Uninsured discount
f |_ Medicaid/Medicare
g |_ State regulation
h |7 Other (describe in Part VI)
12 Explained the method for applying for financial assistance? f e e e e e e e . 12 | Yes
13 Included measures to publicize the policy within the community served by the hospital facility? 13 No
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
c I_ The policy was posted in the hospital facility’s emergency rooms or waiting rooms
d I_ The policy was posted in the hospital facility’s admissions offices
e I_ The policy was provided, in writing, to patients upon admission to the hospital facility
f 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 (FAP) that explained actions the hospital facility may take upon non-payment? 14 No
15 Check all of the following collection actions against an individual that were permitted under the hospital faC|I|ty s
policies during the tax year before making reasonable efforts to determine the patient’s eligibility under the facility’s
FAP
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments or arrests
e |_ Other similar actions (describe in Part VI)
16 Did the hospital facility or an authorized third party perform any of the following actions during the tax year before
making reasonable efforts to determine the patient’s eligibility under the facility’s FAP? 16 No
If*Yes,” check all actions in which the hospital facility or a third party engaged
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments
e |_ Other similar actions (describe in Part VI)
17 Indicate which efforts the hospital facility made before initiating any of the 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 patients were eligible for financial assistance under the hospital
facility’s financial assistance policy
e I_ Other (describe in Part VI)

Schedule H (Form 990) 2011



Schedule H (Form 990) 2011 Page 6

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 No

If*No,” indicate why
a |7 The hospital facility did not provide care for any emergency medical conditions

b |_ The hospital facility’s policy was not in writing
c |_ The hospital facility imited who was eligible to receive care for emergency medical conditions (describe in Part
VI)
d |_ Other (describe in Part VI)
Individuals Eligible for Financial Assistance
19 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged to FAP-
eligible individuals for emergency or other medically necessary care
a |_ The hospital facility used its lowest negotiated commercial insurance rate when calculating the maximum

amounts that can be charged

b |_ The hospital facility used the average of it's three lowest negotiated commercial insurance rates when calculating
the maximum amounts that can be charged

c |_ The hospital facility used the Medicare rates when calculating the maximum amounts that can be charged

d |_ Other (describe in 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 coveringsuchcare? . . . . . . . . . 20 No
If“Yes,” explain in Part VI

21 Did the hospital facility charge any of its FAP-eligible patients an amount equal to the gross charge for services
provided to that patient?

21 No

If"Yes,” explainin Part VI

Schedule H (Form 990) 2011



Schedule H (Form 990) 2011 Page 4

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)

SHRINERS HOSPITAL FOR CHILDREN-PHILADELP
Name of Hospital Facility:
Line Number of Hospital Facility (from Schedule H, Part V, Section A): 11

Yes | No

Community Health Needs Assessment (Lines 1 through 7 are optional for2011)

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 to question8 . . . . . e 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 iIssues of uninsured persons, low-income persons, and
minority groups

g I_ The process for identifying and prioritizing community health needs and services to meet those needs
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I_ The process for consulting with persons representing the community’s interests
I_ Information gaps that limit the hospital facility’s ability to assess the community’s health needs
I_ Other (describe iInPart VI)

2 Indicate the tax year the hospital facility last conducted a Needs Assessment 20 ____

3 Inconducting 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 . . . . . + « & & & & v 4 & 4 e e 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 |_ Hospital facility’s website
b |_ Available upon request from the hospital facility
c |_ Other (describe in Part VI)

6 Ifthe hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate how
(check all that apply)

a I_ Adoption of an Implementation strategy to address the health needs of the hospital facility’s community
b I_ Execution of the implementation strategy

I_ Development of a community-wide community benefit plan for the facility

I_ Participation in 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 identified in the CHNA

I_ Prioritization of health needs In the community

TQ ™0 o n

I_ Prioritization of services that the hospital facility will undertake to meet health needs in its community
I_ Other (describe iInPart VI)

7 Did the hospital facility address all of the needs identified in its most recently conducted Needs Assessment? If“No,
explain in Part VI which needs 1t has not addressed together with the reasons why i1t 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 |Yes

9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care? . . . P e e e e e 9 |Yes

If"Yes," indicate the FPG family income limit for eligibility for free care 300 000000000000%
If "No," explainin Part VI the criteria the hospital facility used
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Facility Information (continued)
Yes | No
10 Used FPG to determine eligibility for providing discounted care? 10 | Yes
If“Yes,” indicate the FPG family income limit for eligibility for discounted care 400 000000000000%
If"No," explainin Part VI the criteria the hospital facility used
11 Explained the basis for calculating amounts charged to patients? . 11 | Yes
If“*Yes,” indicate the factors used in determining such amounts (check all that apply)
a |7 Income level
b |_ Asset level
c |_ Medical indigency
d |_ Insurance status
e |_ Uninsured discount
f |_ Medicaid/Medicare
g |_ State regulation
h |7 Other (describe in Part VI)
12 Explained the method for applying for financial assistance? f e e e e e e e . 12 | Yes
13 Included measures to publicize the policy within the community served by the hospital facility? 13 No
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
c I_ The policy was posted in the hospital facility’s emergency rooms or waiting rooms
d I_ The policy was posted in the hospital facility’s admissions offices
e I_ The policy was provided, in writing, to patients upon admission to the hospital facility
f 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 (FAP) that explained actions the hospital facility may take upon non-payment? 14 No
15 Check all of the following collection actions against an individual that were permitted under the hospital faC|I|ty s
policies during the tax year before making reasonable efforts to determine the patient’s eligibility under the facility’s
FAP
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments or arrests
e |_ Other similar actions (describe in Part VI)
16 Did the hospital facility or an authorized third party perform any of the following actions during the tax year before
making reasonable efforts to determine the patient’s eligibility under the facility’s FAP? 16 No
If*Yes,” check all actions in which the hospital facility or a third party engaged
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments
e |_ Other similar actions (describe in Part VI)
17 Indicate which efforts the hospital facility made before initiating any of the 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 patients were eligible for financial assistance under the hospital
facility’s financial assistance policy
e I_ Other (describe in Part VI)
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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 No

If*No,” indicate why
a |7 The hospital facility did not provide care for any emergency medical conditions

b |_ The hospital facility’s policy was not in writing
c |_ The hospital facility imited who was eligible to receive care for emergency medical conditions (describe in Part
VI)
d |_ Other (describe in Part VI)
Individuals Eligible for Financial Assistance
19 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged to FAP-
eligible individuals for emergency or other medically necessary care
a |_ The hospital facility used its lowest negotiated commercial insurance rate when calculating the maximum

amounts that can be charged

b |_ The hospital facility used the average of it's three lowest negotiated commercial insurance rates when calculating
the maximum amounts that can be charged

c |_ The hospital facility used the Medicare rates when calculating the maximum amounts that can be charged

d |_ Other (describe in 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 coveringsuchcare? . . . . . . . . . 20 No
If“Yes,” explain in Part VI

21 Did the hospital facility charge any of its FAP-eligible patients an amount equal to the gross charge for services
provided to that patient?

21 No

If"Yes,” explainin Part VI
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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)

SHRINERS HOSPITAL FOR CHILDREN-PORTLAND
Name of Hospital Facility:
Line Number of Hospital Facility (from Schedule H, Part V, Section A): 12

Yes | No

Community Health Needs Assessment (Lines 1 through 7 are optional for2011)

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 to question8 . . . . . e 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 iIssues of uninsured persons, low-income persons, and
minority groups

g I_ The process for identifying and prioritizing community health needs and services to meet those needs
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I_ The process for consulting with persons representing the community’s interests
I_ Information gaps that limit the hospital facility’s ability to assess the community’s health needs
I_ Other (describe iInPart VI)

2 Indicate the tax year the hospital facility last conducted a Needs Assessment 20 ____

3 Inconducting 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 . . . . . + « & & & & v 4 & 4 e e 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 |_ Hospital facility’s website
b |_ Available upon request from the hospital facility
c |_ Other (describe in Part VI)

6 Ifthe hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate how
(check all that apply)

a I_ Adoption of an Implementation strategy to address the health needs of the hospital facility’s community
b I_ Execution of the implementation strategy

I_ Development of a community-wide community benefit plan for the facility

I_ Participation in 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 identified in the CHNA

I_ Prioritization of health needs In the community

TQ ™0 o n

I_ Prioritization of services that the hospital facility will undertake to meet health needs in its community
I_ Other (describe iInPart VI)

7 Did the hospital facility address all of the needs identified in its most recently conducted Needs Assessment? If“No,
explain in Part VI which needs 1t has not addressed together with the reasons why i1t 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 |Yes

9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care? . . . P e e e e e 9 |Yes

If"Yes," indicate the FPG family income limit for eligibility for free care 300 000000000000%
If "No," explainin Part VI the criteria the hospital facility used
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Facility Information (continued)
Yes | No
10 Used FPG to determine eligibility for providing discounted care? 10 | Yes
If“Yes,” indicate the FPG family income limit for eligibility for discounted care 400 000000000000%
If"No," explainin Part VI the criteria the hospital facility used
11 Explained the basis for calculating amounts charged to patients? . 11 | Yes
If“*Yes,” indicate the factors used in determining such amounts (check all that apply)
a |7 Income level
b |_ Asset level
c |_ Medical indigency
d |_ Insurance status
e |_ Uninsured discount
f |_ Medicaid/Medicare
g |_ State regulation
h |7 Other (describe in Part VI)
12 Explained the method for applying for financial assistance? f e e e e e e e . 12 | Yes
13 Included measures to publicize the policy within the community served by the hospital facility? 13 No
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
c I_ The policy was posted in the hospital facility’s emergency rooms or waiting rooms
d I_ The policy was posted in the hospital facility’s admissions offices
e I_ The policy was provided, in writing, to patients upon admission to the hospital facility
f 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 (FAP) that explained actions the hospital facility may take upon non-payment? 14 No
15 Check all of the following collection actions against an individual that were permitted under the hospital faC|I|ty s
policies during the tax year before making reasonable efforts to determine the patient’s eligibility under the facility’s
FAP
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments or arrests
e |_ Other similar actions (describe in Part VI)
16 Did the hospital facility or an authorized third party perform any of the following actions during the tax year before
making reasonable efforts to determine the patient’s eligibility under the facility’s FAP? 16 No
If*Yes,” check all actions in which the hospital facility or a third party engaged
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments
e |_ Other similar actions (describe in Part VI)
17 Indicate which efforts the hospital facility made before initiating any of the 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 patients were eligible for financial assistance under the hospital
facility’s financial assistance policy
e I_ Other (describe in Part VI)
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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 No

If*No,” indicate why
a |7 The hospital facility did not provide care for any emergency medical conditions

b |_ The hospital facility’s policy was not in writing
c |_ The hospital facility imited who was eligible to receive care for emergency medical conditions (describe in Part
VI)
d |_ Other (describe in Part VI)
Individuals Eligible for Financial Assistance
19 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged to FAP-
eligible individuals for emergency or other medically necessary care
a |_ The hospital facility used its lowest negotiated commercial insurance rate when calculating the maximum

amounts that can be charged

b |_ The hospital facility used the average of it's three lowest negotiated commercial insurance rates when calculating
the maximum amounts that can be charged

c |_ The hospital facility used the Medicare rates when calculating the maximum amounts that can be charged

d |_ Other (describe in 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 coveringsuchcare? . . . . . . . . . 20 No
If“Yes,” explain in Part VI

21 Did the hospital facility charge any of its FAP-eligible patients an amount equal to the gross charge for services
provided to that patient?

21 No

If"Yes,” explainin Part VI
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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)

SHRINERS HOSPITAL FOR CHILDREN-SALT LAKE
Name of Hospital Facility:
Line Number of Hospital Facility (from Schedule H, Part V, Section A): 13

Yes | No

Community Health Needs Assessment (Lines 1 through 7 are optional for2011)

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 to question8 . . . . . e 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 iIssues of uninsured persons, low-income persons, and
minority groups

g I_ The process for identifying and prioritizing community health needs and services to meet those needs
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I_ The process for consulting with persons representing the community’s interests
I_ Information gaps that limit the hospital facility’s ability to assess the community’s health needs
I_ Other (describe iInPart VI)

2 Indicate the tax year the hospital facility last conducted a Needs Assessment 20 ____

3 Inconducting 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 . . . . . + « & & & & v 4 & 4 e e 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 |_ Hospital facility’s website
b |_ Available upon request from the hospital facility
c |_ Other (describe in Part VI)

6 Ifthe hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate how
(check all that apply)

a I_ Adoption of an Implementation strategy to address the health needs of the hospital facility’s community
b I_ Execution of the implementation strategy

I_ Development of a community-wide community benefit plan for the facility

I_ Participation in 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 identified in the CHNA

I_ Prioritization of health needs In the community

TQ ™0 o n

I_ Prioritization of services that the hospital facility will undertake to meet health needs in its community
I_ Other (describe iInPart VI)

7 Did the hospital facility address all of the needs identified in its most recently conducted Needs Assessment? If“No,
explain in Part VI which needs 1t has not addressed together with the reasons why i1t 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 |Yes

9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care? . . . P e e e e e 9 |Yes

If"Yes," indicate the FPG family income limit for eligibility for free care 300 000000000000%
If "No," explainin Part VI the criteria the hospital facility used
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Facility Information (continued)
Yes | No
10 Used FPG to determine eligibility for providing discounted care? 10 | Yes
If“Yes,” indicate the FPG family income limit for eligibility for discounted care 400 000000000000%
If"No," explainin Part VI the criteria the hospital facility used
11 Explained the basis for calculating amounts charged to patients? . 11 | Yes
If“*Yes,” indicate the factors used in determining such amounts (check all that apply)
a |7 Income level
b |_ Asset level
c |_ Medical indigency
d |_ Insurance status
e |_ Uninsured discount
f |_ Medicaid/Medicare
g |_ State regulation
h |7 Other (describe in Part VI)
12 Explained the method for applying for financial assistance? f e e e e e e e . 12 | Yes
13 Included measures to publicize the policy within the community served by the hospital facility? 13 No
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
c I_ The policy was posted in the hospital facility’s emergency rooms or waiting rooms
d I_ The policy was posted in the hospital facility’s admissions offices
e I_ The policy was provided, in writing, to patients upon admission to the hospital facility
f 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 (FAP) that explained actions the hospital facility may take upon non-payment? 14 No
15 Check all of the following collection actions against an individual that were permitted under the hospital faC|I|ty s
policies during the tax year before making reasonable efforts to determine the patient’s eligibility under the facility’s
FAP
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments or arrests
e |_ Other similar actions (describe in Part VI)
16 Did the hospital facility or an authorized third party perform any of the following actions during the tax year before
making reasonable efforts to determine the patient’s eligibility under the facility’s FAP? 16 No
If*Yes,” check all actions in which the hospital facility or a third party engaged
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments
e |_ Other similar actions (describe in Part VI)
17 Indicate which efforts the hospital facility made before initiating any of the 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 patients were eligible for financial assistance under the hospital
facility’s financial assistance policy
e I_ Other (describe in Part VI)
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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 No

If*No,” indicate why
a |7 The hospital facility did not provide care for any emergency medical conditions

b |_ The hospital facility’s policy was not in writing
c |_ The hospital facility imited who was eligible to receive care for emergency medical conditions (describe in Part
VI)
d |_ Other (describe in Part VI)
Individuals Eligible for Financial Assistance
19 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged to FAP-
eligible individuals for emergency or other medically necessary care
a |_ The hospital facility used its lowest negotiated commercial insurance rate when calculating the maximum

amounts that can be charged

b |_ The hospital facility used the average of it's three lowest negotiated commercial insurance rates when calculating
the maximum amounts that can be charged

c |_ The hospital facility used the Medicare rates when calculating the maximum amounts that can be charged

d |_ Other (describe in 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 coveringsuchcare? . . . . . . . . . 20 No
If“Yes,” explain in Part VI

21 Did the hospital facility charge any of its FAP-eligible patients an amount equal to the gross charge for services
provided to that patient?

21 No

If"Yes,” explainin Part VI
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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)

SHRINERS HOSPITAL FOR CHILDREN-SHREVEPOR
Name of Hospital Facility:
Line Number of Hospital Facility (from Schedule H, Part V, Section A): 14

Yes | No

Community Health Needs Assessment (Lines 1 through 7 are optional for2011)

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 to question8 . . . . . e 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 iIssues of uninsured persons, low-income persons, and
minority groups

g I_ The process for identifying and prioritizing community health needs and services to meet those needs
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I_ The process for consulting with persons representing the community’s interests
I_ Information gaps that limit the hospital facility’s ability to assess the community’s health needs
I_ Other (describe iInPart VI)

2 Indicate the tax year the hospital facility last conducted a Needs Assessment 20 ____

3 Inconducting 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 . . . . . + « & & & & v 4 & 4 e e 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 |_ Hospital facility’s website
b |_ Available upon request from the hospital facility
c |_ Other (describe in Part VI)

6 Ifthe hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate how
(check all that apply)

a I_ Adoption of an Implementation strategy to address the health needs of the hospital facility’s community
b I_ Execution of the implementation strategy

I_ Development of a community-wide community benefit plan for the facility

I_ Participation in 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 identified in the CHNA

I_ Prioritization of health needs In the community

TQ ™0 o n

I_ Prioritization of services that the hospital facility will undertake to meet health needs in its community
I_ Other (describe iInPart VI)

7 Did the hospital facility address all of the needs identified in its most recently conducted Needs Assessment? If“No,
explain in Part VI which needs 1t has not addressed together with the reasons why i1t 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 |Yes

9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care? . . . P e e e e e 9 |Yes

If"Yes," indicate the FPG family income limit for eligibility for free care 300 000000000000%
If "No," explainin Part VI the criteria the hospital facility used

Schedule H (Form 990) 2011



Schedule H (Form 990) 2011 Page b
Facility Information (continued)
Yes | No
10 Used FPG to determine eligibility for providing discounted care? 10 | Yes
If“Yes,” indicate the FPG family income limit for eligibility for discounted care 400 000000000000%
If"No," explainin Part VI the criteria the hospital facility used
11 Explained the basis for calculating amounts charged to patients? . 11 | Yes
If“*Yes,” indicate the factors used in determining such amounts (check all that apply)
a |7 Income level
b |_ Asset level
c |_ Medical indigency
d |_ Insurance status
e |_ Uninsured discount
f |_ Medicaid/Medicare
g |_ State regulation
h |7 Other (describe in Part VI)
12 Explained the method for applying for financial assistance? f e e e e e e e . 12 | Yes
13 Included measures to publicize the policy within the community served by the hospital facility? 13 No
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
c I_ The policy was posted in the hospital facility’s emergency rooms or waiting rooms
d I_ The policy was posted in the hospital facility’s admissions offices
e I_ The policy was provided, in writing, to patients upon admission to the hospital facility
f 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 (FAP) that explained actions the hospital facility may take upon non-payment? 14 No
15 Check all of the following collection actions against an individual that were permitted under the hospital faC|I|ty s
policies during the tax year before making reasonable efforts to determine the patient’s eligibility under the facility’s
FAP
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments or arrests
e |_ Other similar actions (describe in Part VI)
16 Did the hospital facility or an authorized third party perform any of the following actions during the tax year before
making reasonable efforts to determine the patient’s eligibility under the facility’s FAP? 16 No
If*Yes,” check all actions in which the hospital facility or a third party engaged
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments
e |_ Other similar actions (describe in Part VI)
17 Indicate which efforts the hospital facility made before initiating any of the 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 patients were eligible for financial assistance under the hospital
facility’s financial assistance policy
e I_ Other (describe in Part VI)
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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 No

If*No,” indicate why
a |7 The hospital facility did not provide care for any emergency medical conditions

b |_ The hospital facility’s policy was not in writing
c |_ The hospital facility imited who was eligible to receive care for emergency medical conditions (describe in Part
VI)
d |_ Other (describe in Part VI)
Individuals Eligible for Financial Assistance
19 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged to FAP-
eligible individuals for emergency or other medically necessary care
a |_ The hospital facility used its lowest negotiated commercial insurance rate when calculating the maximum

amounts that can be charged

b |_ The hospital facility used the average of it's three lowest negotiated commercial insurance rates when calculating
the maximum amounts that can be charged

c |_ The hospital facility used the Medicare rates when calculating the maximum amounts that can be charged

d |_ Other (describe in 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 coveringsuchcare? . . . . . . . . . 20 No
If“Yes,” explain in Part VI

21 Did the hospital facility charge any of its FAP-eligible patients an amount equal to the gross charge for services
provided to that patient?

21 No

If"Yes,” explainin Part VI
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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)

SHRINERS HOSPITAL FOR CHILDREN-SPOKANE
Name of Hospital Facility:
Line Number of Hospital Facility (from Schedule H, Part V, Section A): 15

Yes | No

Community Health Needs Assessment (Lines 1 through 7 are optional for2011)

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 to question8 . . . . . e 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 iIssues of uninsured persons, low-income persons, and
minority groups

g I_ The process for identifying and prioritizing community health needs and services to meet those needs
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I_ The process for consulting with persons representing the community’s interests
I_ Information gaps that limit the hospital facility’s ability to assess the community’s health needs
I_ Other (describe iInPart VI)

2 Indicate the tax year the hospital facility last conducted a Needs Assessment 20 ____

3 Inconducting 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 . . . . . + « & & & & v 4 & 4 e e 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 |_ Hospital facility’s website
b |_ Available upon request from the hospital facility
c |_ Other (describe in Part VI)

6 Ifthe hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate how
(check all that apply)

a I_ Adoption of an Implementation strategy to address the health needs of the hospital facility’s community
b I_ Execution of the implementation strategy

I_ Development of a community-wide community benefit plan for the facility

I_ Participation in 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 identified in the CHNA

I_ Prioritization of health needs In the community

TQ ™0 o n

I_ Prioritization of services that the hospital facility will undertake to meet health needs in its community
I_ Other (describe iInPart VI)

7 Did the hospital facility address all of the needs identified in its most recently conducted Needs Assessment? If“No,
explain in Part VI which needs 1t has not addressed together with the reasons why i1t 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 |Yes

9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care? . . . P e e e e e 9 |Yes

If"Yes," indicate the FPG family income limit for eligibility for free care 300 000000000000%
If "No," explainin Part VI the criteria the hospital facility used
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Facility Information (continued)
Yes | No
10 Used FPG to determine eligibility for providing discounted care? 10 | Yes
If“Yes,” indicate the FPG family income limit for eligibility for discounted care 400 000000000000%
If"No," explainin Part VI the criteria the hospital facility used
11 Explained the basis for calculating amounts charged to patients? . 11 | Yes
If“*Yes,” indicate the factors used in determining such amounts (check all that apply)
a |7 Income level
b |_ Asset level
c |_ Medical indigency
d |_ Insurance status
e |_ Uninsured discount
f |_ Medicaid/Medicare
g |_ State regulation
h |7 Other (describe in Part VI)
12 Explained the method for applying for financial assistance? f e e e e e e e . 12 | Yes
13 Included measures to publicize the policy within the community served by the hospital facility? 13 No
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
c I_ The policy was posted in the hospital facility’s emergency rooms or waiting rooms
d I_ The policy was posted in the hospital facility’s admissions offices
e I_ The policy was provided, in writing, to patients upon admission to the hospital facility
f 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 (FAP) that explained actions the hospital facility may take upon non-payment? 14 No
15 Check all of the following collection actions against an individual that were permitted under the hospital faC|I|ty s
policies during the tax year before making reasonable efforts to determine the patient’s eligibility under the facility’s
FAP
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments or arrests
e |_ Other similar actions (describe in Part VI)
16 Did the hospital facility or an authorized third party perform any of the following actions during the tax year before
making reasonable efforts to determine the patient’s eligibility under the facility’s FAP? 16 No
If*Yes,” check all actions in which the hospital facility or a third party engaged
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments
e |_ Other similar actions (describe in Part VI)
17 Indicate which efforts the hospital facility made before initiating any of the 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 patients were eligible for financial assistance under the hospital
facility’s financial assistance policy
e I_ Other (describe in Part VI)
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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 No

If*No,” indicate why
a |7 The hospital facility did not provide care for any emergency medical conditions

b |_ The hospital facility’s policy was not in writing
c |_ The hospital facility imited who was eligible to receive care for emergency medical conditions (describe in Part
VI)
d |_ Other (describe in Part VI)
Individuals Eligible for Financial Assistance
19 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged to FAP-
eligible individuals for emergency or other medically necessary care
a |_ The hospital facility used its lowest negotiated commercial insurance rate when calculating the maximum

amounts that can be charged

b |_ The hospital facility used the average of it's three lowest negotiated commercial insurance rates when calculating
the maximum amounts that can be charged

c |_ The hospital facility used the Medicare rates when calculating the maximum amounts that can be charged

d |_ Other (describe in 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 coveringsuchcare? . . . . . . . . . 20 No
If“Yes,” explain in Part VI

21 Did the hospital facility charge any of its FAP-eligible patients an amount equal to the gross charge for services
provided to that patient?

21 No

If"Yes,” explainin Part VI
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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)

SHRINERS HOSPITAL FOR CHILDREN-ST LOUIS
Name of Hospital Facility:
Line Number of Hospital Facility (from Schedule H, Part V, Section A): 16

Yes | No

Community Health Needs Assessment (Lines 1 through 7 are optional for2011)

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 to question8 . . . . . e 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 iIssues of uninsured persons, low-income persons, and
minority groups

g I_ The process for identifying and prioritizing community health needs and services to meet those needs
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I_ The process for consulting with persons representing the community’s interests
I_ Information gaps that limit the hospital facility’s ability to assess the community’s health needs
I_ Other (describe iInPart VI)

2 Indicate the tax year the hospital facility last conducted a Needs Assessment 20 ____

3 Inconducting 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 . . . . . + « & & & & v 4 & 4 e e 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 |_ Hospital facility’s website
b |_ Available upon request from the hospital facility
c |_ Other (describe in Part VI)

6 Ifthe hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate how
(check all that apply)

a I_ Adoption of an Implementation strategy to address the health needs of the hospital facility’s community
b I_ Execution of the implementation strategy

I_ Development of a community-wide community benefit plan for the facility

I_ Participation in 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 identified in the CHNA

I_ Prioritization of health needs In the community

TQ ™0 o n

I_ Prioritization of services that the hospital facility will undertake to meet health needs in its community
I_ Other (describe iInPart VI)

7 Did the hospital facility address all of the needs identified in its most recently conducted Needs Assessment? If“No,
explain in Part VI which needs 1t has not addressed together with the reasons why i1t 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 |Yes

9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care? . . . P e e e e e 9 |Yes

If"Yes," indicate the FPG family income limit for eligibility for free care 300 000000000000%
If "No," explainin Part VI the criteria the hospital facility used
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Facility Information (continued)
Yes | No
10 Used FPG to determine eligibility for providing discounted care? 10 | Yes
If“Yes,” indicate the FPG family income limit for eligibility for discounted care 400 000000000000%
If"No," explainin Part VI the criteria the hospital facility used
11 Explained the basis for calculating amounts charged to patients? . 11 | Yes
If“*Yes,” indicate the factors used in determining such amounts (check all that apply)
a |7 Income level
b |_ Asset level
c |_ Medical indigency
d |_ Insurance status
e |_ Uninsured discount
f |_ Medicaid/Medicare
g |_ State regulation
h |7 Other (describe in Part VI)
12 Explained the method for applying for financial assistance? f e e e e e e e . 12 | Yes
13 Included measures to publicize the policy within the community served by the hospital facility? 13 No
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
c I_ The policy was posted in the hospital facility’s emergency rooms or waiting rooms
d I_ The policy was posted in the hospital facility’s admissions offices
e I_ The policy was provided, in writing, to patients upon admission to the hospital facility
f 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 (FAP) that explained actions the hospital facility may take upon non-payment? 14 No
15 Check all of the following collection actions against an individual that were permitted under the hospital faC|I|ty s
policies during the tax year before making reasonable efforts to determine the patient’s eligibility under the facility’s
FAP
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments or arrests
e |_ Other similar actions (describe in Part VI)
16 Did the hospital facility or an authorized third party perform any of the following actions during the tax year before
making reasonable efforts to determine the patient’s eligibility under the facility’s FAP? 16 No
If*Yes,” check all actions in which the hospital facility or a third party engaged
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments
e |_ Other similar actions (describe in Part VI)
17 Indicate which efforts the hospital facility made before initiating any of the 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 patients were eligible for financial assistance under the hospital
facility’s financial assistance policy
e I_ Other (describe in Part VI)
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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 No

If*No,” indicate why
a |7 The hospital facility did not provide care for any emergency medical conditions

b |_ The hospital facility’s policy was not in writing
c |_ The hospital facility imited who was eligible to receive care for emergency medical conditions (describe in Part
VI)
d |_ Other (describe in Part VI)
Individuals Eligible for Financial Assistance
19 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged to FAP-
eligible individuals for emergency or other medically necessary care
a |_ The hospital facility used its lowest negotiated commercial insurance rate when calculating the maximum

amounts that can be charged

b |_ The hospital facility used the average of it's three lowest negotiated commercial insurance rates when calculating
the maximum amounts that can be charged

c |_ The hospital facility used the Medicare rates when calculating the maximum amounts that can be charged

d |_ Other (describe in 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 coveringsuchcare? . . . . . . . . . 20 No
If“Yes,” explain in Part VI

21 Did the hospital facility charge any of its FAP-eligible patients an amount equal to the gross charge for services
provided to that patient?

21 No

If"Yes,” explainin Part VI
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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)

SHRINERS HOSPITAL FOR CHILDREN-TAMPA
Name of Hospital Facility:
Line Number of Hospital Facility (from Schedule H, Part V, Section A): 17

Yes | No

Community Health Needs Assessment (Lines 1 through 7 are optional for2011)

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 to question8 . . . . . e 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 iIssues of uninsured persons, low-income persons, and
minority groups

g I_ The process for identifying and prioritizing community health needs and services to meet those needs
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I_ The process for consulting with persons representing the community’s interests
I_ Information gaps that limit the hospital facility’s ability to assess the community’s health needs
I_ Other (describe iInPart VI)

2 Indicate the tax year the hospital facility last conducted a Needs Assessment 20 ____

3 Inconducting 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 . . . . . + « & & & & v 4 & 4 e e 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 |_ Hospital facility’s website
b |_ Available upon request from the hospital facility
c |_ Other (describe in Part VI)

6 Ifthe hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate how
(check all that apply)

a I_ Adoption of an Implementation strategy to address the health needs of the hospital facility’s community
b I_ Execution of the implementation strategy

I_ Development of a community-wide community benefit plan for the facility

I_ Participation in 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 identified in the CHNA

I_ Prioritization of health needs In the community

TQ ™0 o n

I_ Prioritization of services that the hospital facility will undertake to meet health needs in its community
I_ Other (describe iInPart VI)

7 Did the hospital facility address all of the needs identified in its most recently conducted Needs Assessment? If“No,
explain in Part VI which needs 1t has not addressed together with the reasons why i1t 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 |Yes

9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care? . . . P e e e e e 9 |Yes

If"Yes," indicate the FPG family income limit for eligibility for free care 300 000000000000%
If "No," explainin Part VI the criteria the hospital facility used
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Facility Information (continued)
Yes | No
10 Used FPG to determine eligibility for providing discounted care? 10 | Yes
If“Yes,” indicate the FPG family income limit for eligibility for discounted care 400 000000000000%
If"No," explainin Part VI the criteria the hospital facility used
11 Explained the basis for calculating amounts charged to patients? . 11 | Yes
If“*Yes,” indicate the factors used in determining such amounts (check all that apply)
a |7 Income level
b |_ Asset level
c |_ Medical indigency
d |_ Insurance status
e |_ Uninsured discount
f |_ Medicaid/Medicare
g |_ State regulation
h |7 Other (describe in Part VI)
12 Explained the method for applying for financial assistance? f e e e e e e e . 12 | Yes
13 Included measures to publicize the policy within the community served by the hospital facility? 13 No
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
c I_ The policy was posted in the hospital facility’s emergency rooms or waiting rooms
d I_ The policy was posted in the hospital facility’s admissions offices
e I_ The policy was provided, in writing, to patients upon admission to the hospital facility
f 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 (FAP) that explained actions the hospital facility may take upon non-payment? 14 No
15 Check all of the following collection actions against an individual that were permitted under the hospital faC|I|ty s
policies during the tax year before making reasonable efforts to determine the patient’s eligibility under the facility’s
FAP
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments or arrests
e |_ Other similar actions (describe in Part VI)
16 Did the hospital facility or an authorized third party perform any of the following actions during the tax year before
making reasonable efforts to determine the patient’s eligibility under the facility’s FAP? 16 No
If*Yes,” check all actions in which the hospital facility or a third party engaged
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments
e |_ Other similar actions (describe in Part VI)
17 Indicate which efforts the hospital facility made before initiating any of the 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 patients were eligible for financial assistance under the hospital
facility’s financial assistance policy
e I_ Other (describe in Part VI)
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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 No

If*No,” indicate why
a |7 The hospital facility did not provide care for any emergency medical conditions

b |_ The hospital facility’s policy was not in writing
c |_ The hospital facility imited who was eligible to receive care for emergency medical conditions (describe in Part
VI)
d |_ Other (describe in Part VI)
Individuals Eligible for Financial Assistance
19 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged to FAP-
eligible individuals for emergency or other medically necessary care
a |_ The hospital facility used its lowest negotiated commercial insurance rate when calculating the maximum

amounts that can be charged

b |_ The hospital facility used the average of it's three lowest negotiated commercial insurance rates when calculating
the maximum amounts that can be charged

c |_ The hospital facility used the Medicare rates when calculating the maximum amounts that can be charged

d |_ Other (describe in 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 coveringsuchcare? . . . . . . . . . 20 No
If“Yes,” explain in Part VI

21 Did the hospital facility charge any of its FAP-eligible patients an amount equal to the gross charge for services
provided to that patient?

21 No

If"Yes,” explainin Part VI
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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)

SHRINERS HOSPITAL FOR CHILDREN-TWIN CITY
Name of Hospital Facility:
Line Number of Hospital Facility (from Schedule H, Part V, Section A): 18

Yes | No

Community Health Needs Assessment (Lines 1 through 7 are optional for2011)

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 to question8 . . . . . e 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 iIssues of uninsured persons, low-income persons, and
minority groups

g I_ The process for identifying and prioritizing community health needs and services to meet those needs
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I_ The process for consulting with persons representing the community’s interests
I_ Information gaps that limit the hospital facility’s ability to assess the community’s health needs
I_ Other (describe iInPart VI)

2 Indicate the tax year the hospital facility last conducted a Needs Assessment 20 ____

3 Inconducting 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 . . . . . + « & & & & v 4 & 4 e e 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 |_ Hospital facility’s website
b |_ Available upon request from the hospital facility
c |_ Other (describe in Part VI)

6 Ifthe hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate how
(check all that apply)

a I_ Adoption of an Implementation strategy to address the health needs of the hospital facility’s community
b I_ Execution of the implementation strategy

I_ Development of a community-wide community benefit plan for the facility

I_ Participation in 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 identified in the CHNA

I_ Prioritization of health needs In the community

TQ ™0 o n

I_ Prioritization of services that the hospital facility will undertake to meet health needs in its community
I_ Other (describe iInPart VI)

7 Did the hospital facility address all of the needs identified in its most recently conducted Needs Assessment? If“No,
explain in Part VI which needs 1t has not addressed together with the reasons why i1t 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 |Yes

9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care? . . . P e e e e e 9 |Yes

If"Yes," indicate the FPG family income limit for eligibility for free care 300 000000000000%
If "No," explainin Part VI the criteria the hospital facility used
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Facility Information (continued)
Yes | No
10 Used FPG to determine eligibility for providing discounted care? 10 | Yes
If“Yes,” indicate the FPG family income limit for eligibility for discounted care 400 000000000000%
If"No," explainin Part VI the criteria the hospital facility used
11 Explained the basis for calculating amounts charged to patients? . 11 | Yes
If“*Yes,” indicate the factors used in determining such amounts (check all that apply)
a |7 Income level
b |_ Asset level
c |_ Medical indigency
d |_ Insurance status
e |_ Uninsured discount
f |_ Medicaid/Medicare
g |_ State regulation
h |7 Other (describe in Part VI)
12 Explained the method for applying for financial assistance? f e e e e e e e . 12 | Yes
13 Included measures to publicize the policy within the community served by the hospital facility? 13 No
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
c I_ The policy was posted in the hospital facility’s emergency rooms or waiting rooms
d I_ The policy was posted in the hospital facility’s admissions offices
e I_ The policy was provided, in writing, to patients upon admission to the hospital facility
f 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 (FAP) that explained actions the hospital facility may take upon non-payment? 14 No
15 Check all of the following collection actions against an individual that were permitted under the hospital faC|I|ty s
policies during the tax year before making reasonable efforts to determine the patient’s eligibility under the facility’s
FAP
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments or arrests
e |_ Other similar actions (describe in Part VI)
16 Did the hospital facility or an authorized third party perform any of the following actions during the tax year before
making reasonable efforts to determine the patient’s eligibility under the facility’s FAP? 16 No
If*Yes,” check all actions in which the hospital facility or a third party engaged
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments
e |_ Other similar actions (describe in Part VI)
17 Indicate which efforts the hospital facility made before initiating any of the 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 patients were eligible for financial assistance under the hospital
facility’s financial assistance policy
e I_ Other (describe in Part VI)
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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 No

If*No,” indicate why
a |7 The hospital facility did not provide care for any emergency medical conditions

b |_ The hospital facility’s policy was not in writing
c |_ The hospital facility imited who was eligible to receive care for emergency medical conditions (describe in Part
VI)
d |_ Other (describe in Part VI)
Individuals Eligible for Financial Assistance
19 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged to FAP-
eligible individuals for emergency or other medically necessary care
a |_ The hospital facility used its lowest negotiated commercial insurance rate when calculating the maximum

amounts that can be charged

b |_ The hospital facility used the average of it's three lowest negotiated commercial insurance rates when calculating
the maximum amounts that can be charged

c |_ The hospital facility used the Medicare rates when calculating the maximum amounts that can be charged

d |_ Other (describe in 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 coveringsuchcare? . . . . . . . . . 20 No
If“Yes,” explain in Part VI

21 Did the hospital facility charge any of its FAP-eligible patients an amount equal to the gross charge for services
provided to that patient?

21 No

If"Yes,” explainin Part VI
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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)

SHRINERS HOSPITAL FOR CHILDREN-N CALI
Name of Hospital Facility:
Line Number of Hospital Facility (from Schedule H, Part V, Section A): 19

Yes | No

Community Health Needs Assessment (Lines 1 through 7 are optional for2011)

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 to question8 . . . . . e 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 iIssues of uninsured persons, low-income persons, and
minority groups

g I_ The process for identifying and prioritizing community health needs and services to meet those needs

[-%

=

I_ The process for consulting with persons representing the community’s interests
I_ Information gaps that limit the hospital facility’s ability to assess the community’s health needs
I_ Other (describe iInPart VI)

2 Indicate the tax year the hospital facility last conducted a Needs Assessment 20 ____

3 Inconducting 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 . . . . . + « & & & & v 4 & 4 e e 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 |_ Hospital facility’s website
b |_ Available upon request from the hospital facility
c |_ Other (describe in Part VI)

6 Ifthe hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate how
(check all that apply)

a I_ Adoption of an Implementation strategy to address the health needs of the hospital facility’s community
b I_ Execution of the implementation strategy

I_ Development of a community-wide community benefit plan for the facility

I_ Participation in 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 identified in the CHNA

I_ Prioritization of health needs In the community

TQ ™0 o n

I_ Prioritization of services that the hospital facility will undertake to meet health needs in its community
I_ Other (describe iInPart VI)

7 Did the hospital facility address all of the needs identified in its most recently conducted Needs Assessment? If“No,
explain in Part VI which needs 1t has not addressed together with the reasons why i1t 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 |Yes

9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care? . . . P e e e e e 9 |Yes

If"Yes," indicate the FPG family income limit for eligibility for free care 300 000000000000%
If "No," explainin Part VI the criteria the hospital facility used
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Facility Information (continued)
Yes | No
10 Used FPG to determine eligibility for providing discounted care? 10 | Yes
If“Yes,” indicate the FPG family income limit for eligibility for discounted care 400 000000000000%
If"No," explainin Part VI the criteria the hospital facility used
11 Explained the basis for calculating amounts charged to patients? . 11 | Yes
If“*Yes,” indicate the factors used in determining such amounts (check all that apply)
a |7 Income level
b |_ Asset level
c |_ Medical indigency
d |_ Insurance status
e |_ Uninsured discount
f |_ Medicaid/Medicare
g |_ State regulation
h |7 Other (describe in Part VI)
12 Explained the method for applying for financial assistance? f e e e e e e e . 12 | Yes
13 Included measures to publicize the policy within the community served by the hospital facility? 13 No
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
c I_ The policy was posted in the hospital facility’s emergency rooms or waiting rooms
d I_ The policy was posted in the hospital facility’s admissions offices
e I_ The policy was provided, in writing, to patients upon admission to the hospital facility
f 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 (FAP) that explained actions the hospital facility may take upon non-payment? 14 No
15 Check all of the following collection actions against an individual that were permitted under the hospital faC|I|ty s
policies during the tax year before making reasonable efforts to determine the patient’s eligibility under the facility’s
FAP
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments or arrests
e |_ Other similar actions (describe in Part VI)
16 Did the hospital facility or an authorized third party perform any of the following actions during the tax year before
making reasonable efforts to determine the patient’s eligibility under the facility’s FAP? 16 No
If*Yes,” check all actions in which the hospital facility or a third party engaged
a |_ Reporting to credit agency
b |_ Lawsuits
[ |_ Liens on residences
d |_ Body attachments
e |_ Other similar actions (describe in Part VI)
17 Indicate which efforts the hospital facility made before initiating any of the 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 patients were eligible for financial assistance under the hospital
facility’s financial assistance policy
e I_ Other (describe in Part VI)
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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 No

If*No,” indicate why
a |7 The hospital facility did not provide care for any emergency medical conditions

b |_ The hospital facility’s policy was not in writing
c |_ The hospital facility imited who was eligible to receive care for emergency medical conditions (describe in Part
VI)
d |_ Other (describe in Part VI)
Individuals Eligible for Financial Assistance
19 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged to FAP-
eligible individuals for emergency or other medically necessary care
a |_ The hospital facility used its lowest negotiated commercial insurance rate when calculating the maximum

amounts that can be charged

b |_ The hospital facility used the average of it's three lowest negotiated commercial insurance rates when calculating
the maximum amounts that can be charged

c |_ The hospital facility used the Medicare rates when calculating the maximum amounts that can be charged

d |_ Other (describe in 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 coveringsuchcare? . . . . . . . . . 20 No
If“Yes,” explain in Part VI

21 Did the hospital facility charge any of its FAP-eligible patients an amount equal to the gross charge for services
provided to that patient?

21 No

If"Yes,” explainin Part VI
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Facility Information (continued)

Section C. Other Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital Facility
(hst In order of size 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 NGOV D WN =

[y
o
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m Supplemental Information

Complete this part to provide the following information

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a,and 7, PartII, PartIII, ines 4,8, and 9b, and Part
V, Section B, lines 13, 3,4, 5c¢,61,7,9,10,11h,13g,15e,16e,17¢e,18d,19d, 20, and 21

2 Community health needs assessment. Describe how the organization assesses the health care needs of the communities it serves,
In addition to any community health 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 It serves

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

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

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

Identifier ReturnReference Explanation

PART I, LINE 3C SHRINERS HOSPITALS FOR CHILDREN

O FFERS SPECIALIZED MEDICAL SERVICES PERTAINING
TO ORTHOPAEDIC CONDITIONS, BURNS, SPINAL CORD
INJURIES AND CLEFT LIP AND PALATE UPON PATIENT
INDMITTANCE FORONE OF THESE CONDITIONS,
SHRINERS HOSPITALS FOR CHILDREN REVIEWS THE
PATIENT'S "ABILITY TO PAY" USING THE FEDERAL
POVERTY GUIDELINES SPECIFIED IN SCHEDULE H, PART
I,LINES 3A AND 3B, AND PROVIDES FREE OR
DISCOUNTED CARE PURSUANT TO THESE GUIDELINES
NEVERTHELESS, SHRINERS HOSPITALS FOR CHILDREN
WILL ALWAYS SERVE THESE SPECIALIZED NEEDS FOR ALL
OF ITS PATIENTS, REGARDLESS OF THEIR "ABILITY TO
PAY" AS SUCH, SHRINERS HOSPITALS FOR CHILDREN DID
NOT APPLY ANY INCOME-BASED CRITERIA, ASSET TEST,
OROTHER MEANS TEST OR THRESHOLD FOR PROVIDING
FREE CARE TO PATIENTS IN 2011
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Page 8

Identifier

ReturnReference

Explanation

PART I, LINE 7 A GENERAL LEDGERACCOUNTING
SYSTEM WAS USED TO CALCULATE THE AMOUNTS
REPORTED IN PART I, LINE 7 THE SYSTEM ADDRESSES
IALL PATIENT SEGMENTS (INPATIENT AND OUTPATIENT)
A COST-TO-CHARGE RATIO IS NOT PART OF THE SYSTEM
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Identifier

ReturnReference

Explanation

JARISE

PART III,LINE 4 BAD DEBT EXPENSE IS NOT APPLICABLE
ITO SHRINERS HOSPITALS FOR CHILDREN, AND AS SUCH,
IS NOT PART OF THE FOOTNOTES IN ITS FINANCIAL
STATEMENTS SHRINERS HOSPITALS FOR CHILDREN
PROVIDES PATIENT CARE WITHOUT COST TO THE
PATIENT OR THE PATIENT'S FAMILY AS SUCH, THERE
IARE NO REVENUES AGAINST WHICH A BAD DEBT COULD
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Identifier

ReturnReference

Explanation

PART III,LINE 9B SHRINERS HOSPITALS FOR CHILDREN
PROVIDES PATIENT CARE WITHOUT COST TO THE
PATIENT OR THE PATIENT'S FAMILY AS SUCH, THERE IS
NO DEBT COLLECTION POLICY
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN - CHICAGO

PART V,SECTION B, LINE 11H PATIENTS QUALIFY FOR
FINANCIAL ASSISTANCE BASED UPON THEIRINCOME
LEVEL COMPARED TO THE FEDERAL POVERTY
GUIDELINES AND INTERNAL POLICY
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN-CINCINNAT

PART V,SECTION B, LINE 11H PATIENTS QUALIFY FOR
FINANCIAL ASSISTANCE BASED UPON THEIRINCOME
LEVEL COMPARED TO THE FEDERAL POVERTY
GUIDELINES AND INTERNAL POLICY
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN-ERIE

PART V,SECTION B, LINE 11H PATIENTS QUALIFY FOR
FINANCIAL ASSISTANCE BASED UPON THEIRINCOME
LEVEL COMPARED TO THE FEDERAL POVERTY
GUIDELINES AND INTERNAL POLICY
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN-GALVESTON

PART V,SECTION B, LINE 11H PATIENTS QUALIFY FOR
FINANCIAL ASSISTANCE BASED UPON THEIRINCOME
LEVEL COMPARED TO THE FEDERAL POVERTY
GUIDELINES AND INTERNAL POLICY
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN-GREENV

PART V,SECTION B, LINE 11H PATIENTS QUALIFY FOR
FINANCIAL ASSISTANCE BASED UPON THEIRINCOME
LEVEL COMPARED TO THE FEDERAL POVERTY
GUIDELINES AND INTERNAL POLICY
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN-HONOLULU

PART V,SECTION B, LINE 11H PATIENTS QUALIFY FOR
FINANCIAL ASSISTANCE BASED UPON THEIRINCOME
LEVEL COMPARED TO THE FEDERAL POVERTY
GUIDELINES AND INTERNAL POLICY
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN-HOUSTON

PART V,SECTION B, LINE 11H PATIENTS QUALIFY FOR
FINANCIAL ASSISTANCE BASED UPON THEIRINCOME
LEVEL COMPARED TO THE FEDERAL POVERTY
GUIDELINES AND INTERNAL POLICY
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN-LEXINGTON

PART V,SECTION B, LINE 11H PATIENTS QUALIFY FOR
FINANCIAL ASSISTANCE BASED UPON THEIRINCOME
LEVEL COMPARED TO THE FEDERAL POVERTY
GUIDELINES AND INTERNAL POLICY
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN - L A

PART V,SECTION B, LINE 11H PATIENTS QUALIFY FOR
FINANCIAL ASSISTANCE BASED UPON THEIRINCOME
LEVEL COMPARED TO THE FEDERAL POVERTY
GUIDELINES AND INTERNAL POLICY
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN-POPS

PART V,SECTION B, LINE 11H PATIENTS QUALIFY FOR
FINANCIAL ASSISTANCE BASED UPON THEIRINCOME
LEVEL COMPARED TO THE FEDERAL POVERTY
GUIDELINES AND INTERNAL POLICY
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN-PHILADELP

PART V,SECTION B, LINE 11H PATIENTS QUALIFY FOR
FINANCIAL ASSISTANCE BASED UPON THEIRINCOME
LEVEL COMPARED TO THE FEDERAL POVERTY
GUIDELINES AND INTERNAL POLICY
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN-PORTLAND

PART V,SECTION B, LINE 11H PATIENTS QUALIFY FOR
FINANCIAL ASSISTANCE BASED UPON THEIRINCOME
LEVEL COMPARED TO THE FEDERAL POVERTY
GUIDELINES AND INTERNAL POLICY
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN-SALT LAKE

PART V,SECTION B, LINE 11H PATIENTS QUALIFY FOR
FINANCIAL ASSISTANCE BASED UPON THEIRINCOME
LEVEL COMPARED TO THE FEDERAL POVERTY
GUIDELINES AND INTERNAL POLICY
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN-SHREVEPOR

PART V,SECTION B, LINE 11H PATIENTS QUALIFY FOR
FINANCIAL ASSISTANCE BASED UPON THEIRINCOME
LEVEL COMPARED TO THE FEDERAL POVERTY
GUIDELINES AND INTERNAL POLICY
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN-SPOKANE

PART V,SECTION B, LINE 11H PATIENTS QUALIFY FOR
FINANCIAL ASSISTANCE BASED UPON THEIRINCOME
LEVEL COMPARED TO THE FEDERAL POVERTY
GUIDELINES AND INTERNAL POLICY
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN-ST LOUIS

PART V,SECTION B, LINE 11H PATIENTS QUALIFY FOR
FINANCIAL ASSISTANCE BASED UPON THEIRINCOME
LEVEL COMPARED TO THE FEDERAL POVERTY
GUIDELINES AND INTERNAL POLICY
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN-TAMPA

PART V,SECTION B, LINE 11H PATIENTS QUALIFY FOR
FINANCIAL ASSISTANCE BASED UPON THEIRINCOME
LEVEL COMPARED TO THE FEDERAL POVERTY
GUIDELINES AND INTERNAL POLICY
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN-TWIN CITY

PART V,SECTION B, LINE 11H PATIENTS QUALIFY FOR
FINANCIAL ASSISTANCE BASED UPON THEIRINCOME
LEVEL COMPARED TO THE FEDERAL POVERTY
GUIDELINES AND INTERNAL POLICY
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN-N CALI

PART V,SECTION B, LINE 11H PATIENTS QUALIFY FOR
FINANCIAL ASSISTANCE BASED UPON THEIRINCOME
LEVEL COMPARED TO THE FEDERAL POVERTY
GUIDELINES AND INTERNAL POLICY
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN - CHICAGO

PART V,SECTION B, LINE 19D THE AMOUNT CHARGED IS
CONSISTENT FORALLPAYER CLASSES, PATIENTS
QUALIFY FOR FINANCIAL ASSISTANCE BASED ON THEIR

INCOME LEVEL AND FEDERAL POV

ERTY GUIDELINES
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN-CINCINNAT

PART V,SECTION B, LINE 19D THE AMOUNT CHARGED IS
CONSISTENT FORALLPAYER CLASSES, PATIENTS
QUALIFY FOR FINANCIAL ASSISTANCE BASED ON THEIR

INCOME LEVEL AND FEDERAL POV

ERTY GUIDELINES
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN-ERIE

PART V,SECTION B, LINE 19D THE AMOUNT CHARGED IS
CONSISTENT FORALLPAYER CLASSES, PATIENTS
QUALIFY FOR FINANCIAL ASSISTANCE BASED ON THEIR

INCOME LEVEL AND FEDERAL POV

ERTY GUIDELINES
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN-GALVESTON

PART V,SECTION B, LINE 19D THE AMOUNT CHARGED IS
CONSISTENT FORALLPAYER CLASSES, PATIENTS
QUALIFY FOR FINANCIAL ASSISTANCE BASED ON THEIR

INCOME LEVEL AND FEDERAL POV

ERTY GUIDELINES
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN-GREENV

PART V,SECTION B, LINE 19D THE AMOUNT CHARGED IS
CONSISTENT FORALLPAYER CLASSES, PATIENTS
QUALIFY FOR FINANCIAL ASSISTANCE BASED ON THEIR

INCOME LEVEL AND FEDERAL POV

ERTY GUIDELINES
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN-HONOLULU

PART V,SECTION B, LINE 19D THE AMOUNT CHARGED IS
CONSISTENT FORALLPAYER CLASSES, PATIENTS
QUALIFY FOR FINANCIAL ASSISTANCE BASED ON THEIR

INCOME LEVEL AND FEDERAL POV

ERTY GUIDELINES
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN-HOUSTON

PART V,SECTION B, LINE 19D THE AMOUNT CHARGED IS
CONSISTENT FORALLPAYER CLASSES, PATIENTS
QUALIFY FOR FINANCIAL ASSISTANCE BASED ON THEIR

INCOME LEVEL AND FEDERAL POV

ERTY GUIDELINES
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN-LEXINGTON

PART V,SECTION B, LINE 19D THE AMOUNT CHARGED IS
CONSISTENT FORALLPAYER CLASSES, PATIENTS
QUALIFY FOR FINANCIAL ASSISTANCE BASED ON THEIR

INCOME LEVEL AND FEDERAL POV

ERTY GUIDELINES
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN - L A

PART V,SECTION B, LINE 19D THE AMOUNT CHARGED IS
CONSISTENT FORALLPAYER CLASSES, PATIENTS
QUALIFY FOR FINANCIAL ASSISTANCE BASED ON THEIR

INCOME LEVEL AND FEDERAL POV

ERTY GUIDELINES
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN-POPS

PART V,SECTION B, LINE 19D THE AMOUNT CHARGED IS
CONSISTENT FORALLPAYER CLASSES, PATIENTS
QUALIFY FOR FINANCIAL ASSISTANCE BASED ON THEIR

INCOME LEVEL AND FEDERAL POV

ERTY GUIDELINES
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN-PHILADELP

PART V,SECTION B, LINE 19D THE AMOUNT CHARGED IS
CONSISTENT FORALLPAYER CLASSES, PATIENTS
QUALIFY FOR FINANCIAL ASSISTANCE BASED ON THEIR

INCOME LEVEL AND FEDERAL POV

ERTY GUIDELINES

Schedule H (Form 990) 2011
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN-PORTLAND

PART V,SECTION B, LINE 19D THE AMOUNT CHARGED IS
CONSISTENT FORALLPAYER CLASSES, PATIENTS
QUALIFY FOR FINANCIAL ASSISTANCE BASED ON THEIR

INCOME LEVEL AND FEDERAL POV

ERTY GUIDELINES

Schedule H (Form 990) 2011
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN-SALT LAKE

PART V,SECTION B, LINE 19D THE AMOUNT CHARGED IS
CONSISTENT FORALLPAYER CLASSES, PATIENTS
QUALIFY FOR FINANCIAL ASSISTANCE BASED ON THEIR

INCOME LEVEL AND FEDERAL POV

ERTY GUIDELINES

Schedule H (Form 990) 2011
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN-SHREVEPOR

PART V,SECTION B, LINE 19D THE AMOUNT CHARGED IS
CONSISTENT FORALLPAYER CLASSES, PATIENTS
QUALIFY FOR FINANCIAL ASSISTANCE BASED ON THEIR

INCOME LEVEL AND FEDERAL POV

ERTY GUIDELINES

Schedule H (Form 990) 2011
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN-SPOKANE

PART V,SECTION B, LINE 19D THE AMOUNT CHARGED IS
CONSISTENT FORALLPAYER CLASSES, PATIENTS
QUALIFY FOR FINANCIAL ASSISTANCE BASED ON THEIR

INCOME LEVEL AND FEDERAL POV

ERTY GUIDELINES

Schedule H (Form 990) 2011
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN-ST LOUIS

PART V,SECTION B, LINE 19D THE AMOUNT CHARGED IS
CONSISTENT FORALLPAYER CLASSES, PATIENTS
QUALIFY FOR FINANCIAL ASSISTANCE BASED ON THEIR

INCOME LEVEL AND FEDERAL POV

ERTY GUIDELINES

Schedule H (Form 990) 2011
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN-TAMPA

PART V,SECTION B, LINE 19D THE AMOUNT CHARGED IS
CONSISTENT FORALLPAYER CLASSES, PATIENTS
QUALIFY FOR FINANCIAL ASSISTANCE BASED ON THEIR

INCOME LEVEL AND FEDERAL POV

ERTY GUIDELINES

Schedule H (Form 990) 2011
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN-TWIN CITY

PART V,SECTION B, LINE 19D THE AMOUNT CHARGED IS
CONSISTENT FORALLPAYER CLASSES, PATIENTS
QUALIFY FOR FINANCIAL ASSISTANCE BASED ON THEIR

INCOME LEVEL AND FEDERAL POV

ERTY GUIDELINES

Schedule H (Form 990) 2011
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Identifier

ReturnReference

Explanation

SHRINERS HOSPITAL FOR
CHILDREN-N CALI

PART V,SECTION B, LINE 19D THE AMOUNT CHARGED IS
CONSISTENT FORALLPAYER CLASSES, PATIENTS
QUALIFY FOR FINANCIAL ASSISTANCE BASED ON THEIR

INCOME LEVEL AND FEDERAL POV

ERTY GUIDELINES

Schedule H (Form 990) 2011
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Identifier

ReturnReference

Explanation

PART VI,LINE 2 SHRINERS HOSPITALS FOR CHILDREN
PROVIDES PEDIATRIC, ORTHOPAEDIC, AND BURN CARE

AT NO COST TO ITS PATIENTS

Schedule H (Form 990) 2011
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Identifier

ReturnReference

Explanation

MATERIALS

PART VI,LINE 3 SHRINERS HOSPITALS FOR CHILDREN
POSTSITS CHARITY CARE POLICY IN ADMISSION AREAS,
EMERGENCY ROOMS, AND OTHER AREAS OF FACILITIES
WHERE ELIGIBLE PATIENTS ARE LIKELY TO BE PRESENT,
IAND PROVIDES A COPY OFITS POLICY TO PATIENTS AS
PART OF THE INTAKE PROCESS AND WITH DISCHARGE

Schedule H (Form 990) 2011
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Identifier

ReturnReference

Explanation

PART VI,LINE 4 SHRINERS HOSPITALS FOR CHILDREN
(THROUGH THIS ENTITY AND ITS RELATED ENTITY)
SERVE CHILDREN IN NEED OF SPECIALIZED
ORTHOPAEDIC AND BURN CARE ACROSS THE ENTIRE

UNITED STATES

Schedule H (Form 990) 2011



Additional Data

Software ID:
Software Version:
EIN: 36-2193608
Name: SHRINERS HOSPITALS FOR CHILDREN

Form 990 Schedule H, Part V Section A. Hospital Facilities

Other

Section A. Hospital Facilities (Describe)

(hst in order of size, measured by total revenue per facility, from
largest to smallest)

12y10-43

How many hospital facilities did the organization operate during
the tax year? 19

|ehdsoL pasuE o

[ZoIb e g [EoIpaul [Riaumy
Eidsoy s uaipyn

[pdsoy Gunama |

Eldeoy ss2228 B2
Ajpae) oy

&dnoy +2-4H4

Name and address

SHRINERS HOSPITAL FOR CHILDREN-CHICAGO
1 2211 NORTH OAK PARKAVENUE X X X X
CHICAGO,IL 607073392

SHRINERS HOSPITAL FOR CHILDREN-CINCINNAT
2 3229 BURNET AVENUE X X X X
CINCINNATI,OH 452293095

SHRINERS HOSPITAL FOR CHILDREN-ERIE
3 1645 WEST 8TH STREET X X X X
ERIE,PA 16505

SHRINERS HOSPITAL FOR CHILDREN-GALVESTON
4 815 MARKET STREET X X X X
GALVESTON,TX 77550

SHRINERS HOSPITAL FOR CHILDREN-GREENV
5 950 WEST FARIS ROAD X X X X
GREENVILLE,SC 29605

SHRINERS HOSPITAL FOR CHILDREN-HONOLULU
6 1310 PUNAHOU STREET X X X X
HONOLULU,HI 968261099

SHRINERS HOSPITAL FOR CHILDREN-HOUSTON
7 6977 MAIN STREET X X X X
HOUSTON,TX 770303701

SHRINERS HOSPITAL FOR CHILDREN-LEXINGTON
8 1900 RICHMOND ROAD X X X X
LEXINGTON,KY 40502

SHRINERS HOSPITAL FOR CHILDREN-LA
9 3160 GENEVA STREET X X X X
LOS ANGELES,CA 90020

SHRINERS HOSPITAL FOR CHILDREN-POPS
10 2425 STOCKTON BOULEVARD X X X X
SACRAMENTO,CA 95817

SHRINERS HOSPITAL FOR CHILDREN-PHILADELP
11 |3551 NORTH BROAD STREET X X X X
PHILADELPHIA,PA 191404131

SHRINERS HOSPITAL FOR CHILDREN-PORTLAND
12 |3101 SWSAM JACKSON PARK RD X X X X
PORTLAND,OR 972393095

SHRINERS HOSPITAL FOR CHILDREN-SALT LAKE
13 |FAIRFAX ROAD AT VIRGINIA STREET X X X X
SALT LAKE CITY,UT 84103

SHRINERS HOSPITAL FOR CHILDREN-SHREVEPOR
14 3100 SAMFORD AVENUE X X X X
SHREVEPORT,LA 71103

SHRINERS HOSPITAL FOR CHILDREN-SPOKANE
15 911 WEST 5TH AVENUE X X X X
SPOKANE,WA 99204

SHRINERS HOSPITAL FOR CHILDREN-ST LOUIS
16 2001 SLINDBERGH BOULEVARD X X X X
STLOUIS,MO 631313597

SHRINERS HOSPITAL FOR CHILDREN-TAMPA
17 |12502 USF PINE DRIVE X X X X
TAMPA,FL 336129499

SHRINERS HOSPITAL FOR CHILDREN-TWIN CITY
18 2025 EAST RIVER PARKWAY X X X X
MINNEAPOLIS,MN 55414

SHRINERS HOSPITAL FOR CHILDREN-N CALI
19 2425 STOCKTON BOULEVARD X X X X
SACRAMENTO,CA 95817
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ScheduIeI OMB No 1545-0047
(Form 990) Grants and Other Assistance to Organizations, 201 1
Governments and Individuals in the United States

Complete if the organization answered "Yes," to Form 990, Part 1V, line 21 or 22. Open to Public
Department of the Treasury B Attach to Form 990 P ;
Internal Revenue Service Inspection

Name of the organization Employer identification number
SHRINERS HOSPITALS FOR CHILDREN

36-2193608

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?. . . . . . . . . - s e e e e e e e e e e e e e ¥ Yes ™ No
2 Describe in Part IV the organization's procedures for monitoring the use of grant funds n the Unlted States

m 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. Use
Part IV and Schedule I-1 (Form 990) If additional spaceisneeded. . . . . . + « + v v & & 4 4 w4 w e e e e e . N

(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 If applicable grant cash valuation non-cash assistance | or assistance
or government assistance (book, FMV, appraisal,
other)
(1) AMERICAN ACADEMY 36-2110592 501(C)(3) 40,000 SPONSORSHIP
OF ORTHOPAEDIC GRANT
SURGEONS6300 NORTH
RIVER ROAD
ROSEMONT,IL 60018
(2) MEDICAL COLLEGE OF 59-1892079 501(C)(3) 5,000 CONTRIBUTION
GEORGIA1120 15TH
STREET

AUGUSTA,GA 30912

2 Enter total number of section 501(c)(3) and government organizations listed inthelinel table. . . . . . .+ . .+ + .+« « .+ « « . . |

3 Enter total number of other organizations listedinthelinel table. . . . . .+ . + .+ + + o & & & 4 4w e a e e e .

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 50055P Schedule I (Form 990) 2011



Schedule I (Form 990) 2011

Page 2

Use Schedule I-1 (Form 990) If additional space Is needed.

m Grants and Other Assistance to Individuals in the United States. Complete If the organization answered "Yes" to Form 990, Part IV, line 22.

(a)Type of grant or assistance

(b)Number of

(c)Amount of

recipients

cash grant

(d)Amount of
non-cash assistance

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

(f)Description of non-cash assistance

Identifier

Return Reference

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

PROCEDURE FOR
MONITORING GRANTS

PART I, LINE 2

Explanation

INTHE U S

SCHEDULEI,PARTI,LINE 2 SHRINERS HOSPITALS FOR CHILDREN IS ACTIVELY INVOLVED WITH ALL GRANT

RECIPIENTS THROUGH THIS ACTIVE INVOLVEMENT, THE ORGANIZATIONS ARE MONITORED TO ENSURE THEIR

GRANT PROCEEDS ARE BEING USED APPROPRIATELY

Schedule I (Form 990) 2011
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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 1
Compensated Employees
k- Complete if the organization answered "Yes" to Form 990, -
Department of the Treasury Part IV, question 23. Open to Public
Intemal Revenue Service » Attach to Form 990. I+ See separate instructions. Inspection
Name of the organization Employer identification number
SHRINERS HOSPITALS FOR CHILDREN
36-2193608
m Questions Regarding Compensation
Yes | No
1la Check the appropilate box(es) If the organization provided any of the following to or for a person listed in Form
990, Part VII, Section A, line 1a Complete Part III to provide any relevant information regarding these items
[ First-class or charter travel [T Housing allowance or residence for personal use
v Travel for companions [T Payments for business use of personal residence
[T Tax idemnification and gross-up payments [T Health or social club dues or initiation fees
[T Discretionary spending account [T 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 | Yes
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 |ves
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 [T Written employment contract
[T Independent compensation consultant [ Compensation survey or study
[T 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? 4a No
Participate In, or receive payment from, a supplemental nonqualified retirement plan? 4b | Yes
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 III
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 iIn Part II1
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 iIn Part II1
7 For persons listed in Form 990, Part VII, Section A, line 1a, did the organization provide any non-fixed
payments not described in lines 5 and 6? If "Yes," describe in Part I1I 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
inPartIII 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 50053T Schedule J (Form 990) 2011



Schedule J (Form 990) 2011

Page 2

Im Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees. Use Schedule J-1 if additional space needed.

For each individual whose compensation must be reported in Schedule ], report compensation from the organization on row (1) and from related organizations, described in the
instructions on row (11) Do not list any individuals that are not listed on Form 990, Part VII

Note. The sum of columns (B)(1)-(in) for each listed individual must equal the total amount of Form 990, Part VII, Section A, line 1a, columns (D) and (E) for that individual

(A) Name

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

(C) Retirement and
other deferred

(D) Nontaxable

benefits

(E) Total of columns

(B)(1)-(D)

(F) Compensation
reported In prior

(i) Base (ii) Bonus & (iii) Other
compensation incentive reportable compensation Form 990 or
P compensation compensation Form 990-EZ
0] 0 0 0 0 0 0 0
1)JACK JONES
(1) ()] 158,833 0 0 0 0 158,833 0
(2) KEITH GARDNER (1) 362,359 0 0 16,500 8,860 387,719 0
() 0 0 0 0 0 0 0
(3) KENNETH (1) 428,771 0 0 939,936 6,289 1,374,996 0
GUIDERA ()] 0 0 0 0 0 0 0
(4) RICHARD KAGAN (M 408,892 0 0 626,637 0 1,035,529 0
() 0 0 0 0 0 0 0
(5)JACQUES (1) 429,752 0 0 535,430 5,863 971,045 0
D'ASTOUS ()] 0 0 0 0 0 0 0
(6) PHILLIP GATES (1) 405,233 0 0 484,054 3,179 892,466 0
() 0 0 0 0 0 0 0
(7) JOHN SCAVONE (M 736,348 0 0 58,869 5,836 801,053 0
() 0 0 0 0 0 0 0

Schedule J (Form 990) 2011
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.m Supplemental Information

Complete this part to provide the information, explanation, or descriptions required for Part I, ines 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) 2011
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SCHEDULE

(Form 990 or 990-EZ)

Department of the Treasury
Intemal Revenue Service

(0

Supplemental Information to Form 990 or 990-EZ

Complete to provide information for responses to specific questions on

OMB No 1545-0047

Open to Public
Inspection

Form 990 or to provide any additional information.
e Attach to Form 990 or 990-EZ.

Name of the organization
SHRINERS HOSPITALS FOR CHILDREN

Employer identification number

36-2193608
Identifier Return Explanation
Reference
FORM 990, THE ORGANIZATION IS ORGANIZED AS A NONPROFIT CORPORATION WITH MEMBERS MEMBERS HAVE
PART V|, THE RIGHT TO ELECT PERSONS BELONGING TO THE GOVERNING BODY, AND TO APPROVE SIGNIFICANT
SECTION A, LINE | DECISIONS OF THE GOVERNING BODY COMPENSATION IS NOT PROVIDED FOR BEING A MEMBER
6
FORM 990, THE ORGANIZATION HAS APPROXIMATELY 1,400 MEMBERS WHOM ARE APPOINTED FROM THE TOTAL
PART V|, MEMBERSHIP OF SHRINERS INTERNATIONAL (A RELATED ORGANZATION) MEMBERS MAY ELECT
SECTION A, LINE [ PERSONS ON THE ORGANIZATION'S GOVERNING BODY, AND MAY APPOVE SIGNIFICANT DECISIONS OF
7A THE ORGANIZATION
FORM 990, UNDER THE BY LAWS OF THE ORGANIZATION, SIGNIFICANT DECISIONS OF THE GOVERNING BODY
PART V|, REQUIRE APPROVAL BY THE ORGANIZATION'S 1,400 MEMBERS (SUCH AS CHANGES TO THE BY LAWS,
SECTION A, LINE [ OR SIGNIFICANT RESTRUCTURING OR EXTRAORDINARY EVENTS) THE ORGANIZATION'S MEMBERS
7B ALSO MAY ELECT PERSONS TO SERVE ON THE ORGANIZATION'S GOVERNING BODY THE
ORGANIZATIONS MEMBERS DO NOT HAVE CONTROL OVER THE GENERAL OPERATIONS OR FINANCIAL
MATTERS OF THE ORGANIZATION ELECTIONS AREHELD ANNUALLY BY THE MEMBERS AT VARY ING
LOCATIONS INTHEU S VOTING IS DECIDED WITH SIMPLE MAJORITY, WHERE EACH MEMBER'S VOTE IS
EQUAL WEIGHTED ELECTED PERSONS SERVE A THREE-Y EAR TERM ON THE BOARD OF TRUSTEES, A
ONE-Y EAR TERM ON THE BOARD OF DIRECTORS, A ONE-Y EAR TERM FOR THE ORGANIZATION'S
PRESIDENT, AND A ONE-Y EAR TERM FOR THE ORGANIZATION'S TREASURER THE ORGANIZATION'S
OFFICERS ARE NOT ELECTED, AND INSTEAD ARE HIRED BY COMMITTEE
FORM 990, A FULL VERSION OF FORM 990 AS FILED WITH THE IRS IS MADE AVAILABLE TO EACH VOTING MEMBER
PART V|, OF THE GOVERNING BODY ANDYOR DESIGNATED COMMITTEE RESPONSIBLE FOR PERFORMING A REVIEWV
SECTION B, LINE | PROCESS PRIOR TO FILING
11
FORM 990, THE ORGANIZATION HAS A WRITTEN CONFLICT OF INTEREST POLICY AND ALL MEMBERS ARE REQUIRED
PART V|, TO DISCLOSE ANY CONFLICTING INTERESTS OR STATE"NONE' ON THE ANNUAL CONFLICT OF INTEREST
SECTION B, LINE [ FORM POTENTIAL CONFLICTS ARE DETERMINED BY THE BOARD OF DIRECTORS THE PERSON(S)
12C HAVING A POTENTIAL CONFLICT OF INTEREST ARE PROHIBITED FROM PARTICIPATING IN
DELIBERATIONS/DECISIONS IN THE TRANSACTION
FORM 990, A SALARY & PERSONNEL COMMITTEE IS INVOLVED WITH ALL COMPENSATION AND APPROVES WAGES
PART V|, FOR MANAGEMENT AND COMPARES THESE SALARIES TO VARIOUS MARKET INDICATORS
SECTION B, LINE
15
FORM 990, THESE DOCUMENTS ARE AVAILABLE TO THE PUBLIC UPON WRITTEN REQUEST
PART V|,
SECTIONC, LINE
19
CHANGES IN [ FORM 990, NET UNREALIZED LOSSES ON INVESTMENTS -656,643,636 CHANGE IN PENSION FUNDING OBLIGATION -
NET ASSETS | PART X, LINE5S [ 11,307,912 TRANSFERS TO RELATED ENTITIES -64,696,301 CHANGE IN PATIENT TRANSPORTATION
OR FUND FUNDS HELD BY SHRINE TEMPLES 1,563,662 OTHER CHANGE IN FUNDS 5,604,093 TOTAL TO FORM 990,
BALANCES PART X|, LINE5 -725,480,094
FORM 990, THE ORGANIZATION HAS NOT CHANGED (DURING THE CURRENT Y EAR) ITS OVERSIGHT PROCESS OR
PART X, LINE TS SELECTION PROCESS REGARDING THE COMMITTEE RESPONSIBLE FOR THE OVERSIGHT OF THE
2C, AUDIT AUDIT OF THE FINANCIAL STATEMENTS AND THE SELECTION OF THE INDEPENDENT ACCOUNTANT
COMMITTEE
OVERSIGHT
PROCESS
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SCHEDULE R
(Form 990)

Department of the Treasury
Intemal Revenue Service

k- See separate instructions.

Related Organizations and Unrelated Partnerships

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

OMB No 1545-0047

Name of the organization
SHRINERS HOSPITALS FOR CHILDREN

36-2193608

2011

Open to Public
Inspection

Employer identification number

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

(a)
Name, address, and EIN of disregarded entity

(b)

Primary activity

(c)
Legal domicile (state
or foreign country)

Total iIncome

(d)

(e)

End-of-year assets

"

Direct controlling

entity

(1) PEDIATRIC ORTHOPEDIC & PROSTHETIC SERVICES - NORTHN CALIFORNIA LLC
2425 STOCKTON BLVD

SACRAMENTO, CA 95817

27-2210763

ORTHOPEDICS &
PROSTHETICS

DE

168,925

100,000

IEXYTEil 1dentification of Related Tax-Exempt Organizations (Complete If the organization answered "Yes" on Form 990, Part IV, line 34 because it had one
or more related tax-exempt organizations during the tax year.)

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

(b)

Primary activity

(c)
Legal domicile (state

(d)

Exempt Code section

(e)
Public chanty status

"

Direct controlling

(9)
Section 512(b)(13)
controlled

or foreign country) (if section 501(c)(3)) entity organization
Yes No
(1) THE SHRINERS' HOSPITAL FOR CHILDREN
POST OFFICE BOX 31356 HOSPITAL SYSTEM MA 501(C)(3) 3 [NO No
TAMPA, FL 336313356
04-2121377
(2) THE IMPERIAL COUNCIL OF THE ANCIENT ARAB ORDER OF NOBLES
FOUNDED SHRINERS

POST OFFICE BOX 31356 HOSPITALS FOR IA 501(C)(10) N/A NO No
TAMPA, FL 336313356 CHILDREN
36-2158164
(3) SHRINERS HOSPITALS FOR CHILDREN EMPLOYEE DISASTER RELIEF FUND
2900 ROCKY POINT DRIVE DISASTER RELIEF DC 501(C)(3) 9 [NO No

TAMPA, FL 33607
26-3733381

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

Cat No 50135Y

Schedule R (Form 990) 2011
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EETSEi#d Identification of Related Organizations Taxable as a Partnership (Complete If the organization answered "Yes" on Form 990, Part IV, line 34
because It had one or more related organizations treated as a partnership during the tax year.)

(a)
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)

U

Share of total
Income

(h) (i )
(9) Disproprtionate Code V—UBI General or
Share of end-of- allocations? amount In box 20 of | managing (k)
year Schedule K-1 partner? Percentage
assets (Form 1065) ownership
Yes No Yes No

- 1i#A"A Identification of Related Organizations Taxable as a Corporation or Trust (Complete If the organization answered "Yes" on Form 990, Part 1V,
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

(d)

(e)

(9)

foreign
country)

Direct controlling
entity

Type of entity
(C corp, S corp,
or trust)

Share of total
Income

Share of
end-of-year

assets

(h)
Percentage
ownership

Schedule R (Form 990) 2011
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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 iIf any entity 1s listed in Parts II, III orIV Yes | No
1 During the tax year, did the orgranization engage I1n 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 1a No
b Gift, grant, or capital contribution to related organization(s) 1b | Yes
c Gift, grant, or capital contribution from related organization(s) 1c No
d Loans orloan guarantees to or for related organization(s) 1d | Yes
e Loans orloan guarantees by related organization(s) 1le No
f Sale of assets to related organization(s) 1f No
g Purchase of assets from related organization(s) 1g No
h Exchange of assets with related organization(s) ih No
i Lease of facilities, equipment, or other assets to related organization(s) 1i | Yes
j Lease offacilities, equipment, or other assets from related organization(s) 1j No
k Performance of services or membership or fundraising solicitations for related organization(s) 1k No
I Performance of services or membership or fundraising solicitations by related organization(s) 1l No
m Sharing of facilities, equipment, mailing lists, or other assets with related organization(s) im No
n Sharing of paid employees with related organization(s) in No
o Reimbursement paid to related organization(s) for expenses lo | Yes
Reimbursement paid by related organization(s) for expenses 1p | Yes
q Othertransfer of cash or property to related organization(s) 1q No
r Othertransfer of cash or property from related organization(s) ir No

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

(a) (b) (c) (@
Transaction Method of determining amount
Name of other organization Amount involved
type(a-r) involved

(1) THE SHRINERS' HOSPITAL FOR CHILDREN D 29,832,222
(2) SHRINERS INTERNATIONAL I 3,484,463
(3) THE SHRINERS' HOSPITAL FOR CHILDREN B 39,797,428
(4)

(5)

(6)

Schedule R (Form 990) 2011
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Page 4

IEEITEZ28 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) (O] 6)]
Name, address, and EIN of Primary activity Legal domicile Predominant Are all (f Share of Disproprtionate allocations? Code V—UBI General or
entity (state or income(related, partners Share of end-of-year amount In box managing (k)
foreign unrelated, section total iIncome assets 20 of Schedule K-1| partner? Percentage
country) excluded from 501(c)(3) (Form 1065) ownership
tax under organizations?
sections 512-
514)
Yes No Yes No Yes | No

Schedule R (Form 990) 2011
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.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) 2011
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‘-/‘L/ KPMG LLP
Suite 1700
100 North Tampa Street
Tampa, FL 33602-5145

Independent Auditors’ Report

The Board of Directors
Shriners Hospitals for Children

We have audited the accompanying combined statements of financial position of Shriners Hospitals for
Children as of December 31. 2011 and 2010. and the related combined statements of operations. changes n
net assets. and cash flows for the sears then ended These combined financial statements are the
responsibility of the management of Shriners Hospitals for Children Our responsibility 1s to express an
opinion on these combined financial statements based on our audits

We conducted our audits m accordance with auditing standards generallv accepted m the United States of
America Those standards require that we plan and perform the audit to obtain reasonable assurance about
whether the financial statements are free of material misstatement An audit includes consideration of
mternal control over financial reporting as a basis for designing audit procedures that are appropriate in the
circumstances. but not for the purpose of expressing an opinion on the effectiveness of Shriners Hospitals
for Children’s internal control over financial reporting Accordingly. we express no such opiion An audit
also includes examining. on a test basis. evidence supporting the amounts and disclosures in the financial
statements. assessing the accounting principles used and significant estimates made by management. as
well as evaluating the overall financial statement presentation We believe that our audits provide a
reasonable basis for our opinion

In our opinion. the combined financial statements referred to above present fairly. n all material respects.
the financial position of Shriners Hospitals for Children as of December 31. 2011 and 2010. and the
changes m 1ts net assets and its cash flows for the vears then ended. in conformity with U S generally
accepted accounting principles

KPMes LLP

Aprl 4. 2012
Certified Public Accountants

KPMG LLP 1s a Delaware Imited hability partnership
the US member firm of KPMG Intemational Cooperative
{ KPMG International ) a Swiss entity



SHRINERS HOSPITALS FOR CHILDREN
Combined Statements of Financial Position
December 31. 2011 and 2010

(In thousands)

Assets 2011 2010
Cash and cash equivalents $ 8.918 13.335
Cash and cash equivalents held as collateral under securities
lending transactions 552.783 595150
Recervables. net 6.291 6415
Accrued interest and dividends 23.077 24.638
Patient transportation funds held by Shrine temples 48.942 47413
Inventories and deferred charges 25.356 28.7533
Long-term investments
Marketable securities 6.408.042 6.638.250
Charitable gift annuities 28.160 26.694
Beneficial interest in trusts 461.074 491.007
Real estate and mineral interests 192.331 168.883
Miscellaneous investments 21.357 18.805
Estates i process 283.107 289.394
Land. buildings. and equipment. net of accumulated depreciation 772.566 781.724
Total assets $ 8.832.004 9.130.461
Liabilities and Net Assets
Liabilities
Accounts payable and accrued expenses $ 99.700 89.135
Line of credit payable 130.000 —
Pension benefits 147.322 153.464
Liabilities under securities lending transactions 552.783 595150
Other Labilities 36.707 36.009
Total habilities 966.512 873.758
Net assets (net of cumulative foreign currency translation
adjustment of $9.344 mn 2011 and $9.913 1n 2010)
Unrestricted
Operations 5.776.995 6.127.213
Land. buildings. and equipment 772.566 781.724
Total unrestricted 6.549.561 6.908.937
Temporarly restricted 308.388 377.404
Permanently restricted 1.007.543 970.362
Total net assets 7.865.492 8.256.703
Total habilities and net assets $ 8.832.004 9.130.461

See accompanying notes to combined financial statements



SHRINERS HOSPITALS FOR CHILDREN
Combined Statements of Operations

Years ended December 31. 2011 and 2010

(In thousands)

Operating revenues and other support
Investment income
Interest
Dividends
Other investment income
Investment management fees
Bequests released from restrictions used for operations
Donations
Fund raising and special events
Hospital assessments
Reimbursements from Canadian Provinces
Net patient service revenue
Other

Total revenues and other support

Operating expenses
Hospitals
Research
Revenue cycle
Information sy stems
Headquarters. admistrative. and board related
Fund raising and special events

Total operating expenses
Decrease 1n net assets from operating activities

Nonoperating gains (losses)
Gain (loss) on mmvestments
Net realized gain from investments
Net unrealized (losses) gains on investments

Total (losses) gains on investments

Life memberships

Change 1n patient transportation funds held by Shrine temples
Pension-related changes other than net periodic pension costs
Other. net

Foreign currency translation adjustments

Total nonoperating (losses) gains

(Decrease) increase i unrestricted net assets

See accompanying notes to combined financial statements

(8]

2011 2010
100.937 87.379
93.830 74.671
34.272 33.736
(10.062) (13.518)
176.979 176.030
37.908 35.777
28.918 19.829
1.346 1.492
6.086 6.100
69.990 4.622
(1.354) 5.370
538.630 431.708
585.230 535.303
28.543 28.294
9.932 5.787
22.672 15.858
35.423 32.128
21.320 19.392
703.144 636.762
(164.494) (225.034)
516.776 162.527
(703.378) 414.948
(188.602) 577.475
182 297
1.529 3.934
(11.308) (5.915)
3.886 17.106
(569) 374
(194.882) 593.271
(359.376) 368.217




SHRINERS HOSPITALS FOR CHILDREN
Combined Statements of Changes in Net Assets
Years ended December 31. 2011 and 2010

(In thousands)

2011 2010
Unrestricted net assets
Decrease 1n net assets from operating activities $ (164.494) (225.054)
Nonoperating gains (losses)
(Losses) gain on investments
Net realized gains from investments 516.776 162.527
Net unrealized (losses) gains on investments (705.378) 414.948
Total (losses) gains on investments (188.602) 577475
Life memberships 182 297
Change 1n patient transportation funds held by Shrine temples 1.529 3.934
Pension related changes other than net periodic pension costs (11.308) (3.915)
Other. net 3.886 17.106
Foreign currency translation adjustments (369) 374
Total nonoperating (losses) gains (194.882) 593.271
(Decrease) increase 1n unrestricted net assets (339.376) 368.217
Temporanly restricted net assets
Bequests 167.144 166.489
Donations 1.759 1.833
Other. net (452) (1.5346)
Net realized loss from mvestment (677) (43)
Net unrealized (losses) gains from investments (14.911) 6.407
Reclassification of donor intent (44.900) —
Net assets released from restrictions used for operations (176.979) (176.050)
Decrease 1n temporarily restricted net assets (69.016) (2.915)
Permanently restricted net assets
Bequests 1.660 7.286
Donations 2.820 967
Other investment income | 2
Other. net 6 9)
Net realized gain (loss) from investment 317 (222)
Net unrealized (losses) gains from investments (12.523) 16.978
Reclassification of donor intent 44900 —
Increase in permanently restricted net assets 37.181 25.002
(Decrease) increase 1n net assets (391.211) 390.304
Net assets. beginning of year 8.256.703 7.866.399
Net assets. end of yvear $ 7.865.492 8.256.703

See accompanying notes to combined financial statements



SHRINERS HOSPITALS FOR CHILDREN

Combined Statements of Cash Flows
Years ended December 31. 2011 and 2010

(In thousands)

Cash flows from operating activities
Change 1n net assets $
Adjustments to reconcile change 1n net assets to net cash
used 1n operating activities
Depreciation
Loss on disposal of property and equipment
Realized and unrealized losses (gains) on investments
Gifts and bequests designated by the board or restricted by
donor for long-term investment
Pension related changes other than net period pension costs
Changes 1n operating assets and liabilities
Recervables. net
Accrued interest and dividends
Patient transportation funds held by Shrine temples
Inventories and deferred charges
Beneficial interest in trusts
Estates in process
Accounts pavable and accrued expenses
Pension benefits

Net cash used 1n operating activities

Cash flows from 1nvesting activities
Additions to property and equipment
Proceeds from sale of investments
Investment purchases

Net cash (used 1n) provided by mvesting activities

Cash flows from financing activities
Gifts and bequests designated for board endowment
Gifts and bequests permanently restricted by donors
Life memberships
Borrowings from line of credit
Change 1n other liabilities

Net cash provided by financing activities

Net (decrease) increase 1n cash and cash equivalents

Cash and cash equivalents at beginning of vear

Cash and cash equivalents at end of vear $

2011 2010
(391.211) 390.304
49.966 46.500
969 2.132
216.396 (600.590)
(168.986) (174.072)
11.308 5915
124 2.632
1.561 133
(1.329) (3.934)
3.397 (17.816)
29.933 (25.172)
6.287 10.174
10.563 427)
(17.450) (57)
(248.670) (364.236)
41.777) (63.496)
5.588.698 5.243.419
(5.602.352) (4.983.703)
(55.431) 196.220
167.144 166.489
1.660 7.286
182 297
130.000 —
698 (331)
299.684 173.541
(4.417) 5.305
13.333 7.830
8.918 13.333

See accompanying notes to combined financial statements
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SHRINERS HOSPITALS FOR CHILDREN
Notes to Combined Financial Statements
December 31. 2011 and 2010

(In thousands)

Summary of Significant Accounting Policies

(@)

(b)

Combined Organizations

Shriners Hospitals for Children (herein SHC) provide quality. specialized medical care. 1n the areas
of orthopaedics. severe burns. and spinal cord mjuries. through a network of 22 hospitals located
throughout the United States. Canada. and Mexico Medical care 1s provided regardless of the patient
or family's ability to pay SHC also funds intensive programs in pediatric orthopaedic and burns
research SHC relies principally on gifts and nvestment earnings to support their operations and
research programs

The combined financial statements of SHC mnclude the follow ing organizations

) Shriners Hospitals for Children. a Colorado Corporation

J Shriners Hospitals for Children. a Canadian Corporation

. Shriners Hospitals for Children (Quebec) Inc

J The Shriners™ Hospital for Children. a Massachusetts Corporation

. Shriners Hosprtals for Children. a Mexican Association

Additionallsy. the combined financial statements include the activities of Promotora Mexicana de
Servicios Medicos SA de C V. a Mexican Corporation. which was organized to facilitate the
construction of the Mexico City hospital All significant accounts and transactions between SHC
have been eliminated 1n combination

Shriners Hospitals for Children. a Colorado Corporation and The Shriners™ Hospital for Children. a
Massachusetts Corporation. have been recognized as exempt from U S federal income tax on related
mmcome under Section 301(a) of the Internal Revenue Code as an organization described in
Section 301(c)(3) of the Internal Revenue Code The Canadian and Quebec Corporations and the
Mexican Association and Corporation are also exempt from income tax on related income
accordance with the laws of their respective countries

Use of Estimates

The preparation of the combined financial statements m accordance with generally accepted
accounting principles requires management of SHC to make a number of estimates and assumptions
that affect the reported amounts in the combined financial statements and accompany ing notes to the
combined financial statements Actual results could differ from those estimates

Significant estimates have been made by management with regards to estates i process and
beneficial interests mn trusts These estimates are subject to significant fluctuation due to changes that
occur 1n the valuation of assets associated with these estates and trusts and the timing of information
recerved from trustees and executors of these estates and trusts Actual results could differ matenally
from these estimates. making 1t reasonably possible that a matenal change 1n these estimates could
occur 1n the near term

6 (Continued)
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SHRINERS HOSPITALS FOR CHILDREN
Notes to Combined Financial Statements
December 31. 2011 and 2010

(In thousands)

Basis of Presentation

The combined financial statements are presented on the accrual basis of accounting Contributions
recetved and unconditional promises to give are measured at their fair values and are reported as
increases 1n net assets SHC reports gifts of cash and other assets as restricted support 1f they are
recetved with donor stipulations that limit the use of the donated assets. or if they are designated as
support for future periods When a donor restriction expires. that 1s. when a stipulated time
restriction ends or purpose restriction 1s accomplished. temporarly restricted net assets are
reclassified to unrestricted net assets and reported 1n the combined statements of operations and
changes 1n net assets as net assets released from restrictions Donor-restricted contributions whose
restrictions are met mn the same reporting period are reported as unrestricted support

. Unrestricted net assets consist of mvestments and otherwise unrestricted amounts that are
available for use 1n carrving out the activities of SHC The majornity of unrestricted net assets
as of December 31. 2011 and 2010 represent board-designated endowment

J Temporanly restricted net assets represent those amounts. which are not available until future
periods or are donor restricted for specific purposes SHC reports estates in process. charitable
lead trusts. and charitable remainder trusts. as increases in temporarily restricted net assets as
these assets are not available for expenditure until future periods

o Permanently restricted net assets result from gifts and bequests from donors who place
restrictions on the use of the funds. which mandate that the original principal be mvested m
perpetuity  Permanently restricted net assets also include perpetual lead trusts

Operating Measure

Changes 1n unrestricted net assets from operating activities represents the revenues. gains. and other
support designated to operate SHC. less expenses and other costs associated with SHC operating and
research activities and costs to generate operating revenues

Liquidity

Assets are presented 1n the accompanying combined statements of financial position according to
their nearness of conversion to cash. and habilities according to the nearness of their maturity and
resulting use of cash

Cash and Cash Equivalents

SHC considers all highly liquid investments made from operating cash accounts and with a maturnty
of three months or less when purchased to be cash equivalents

Securities Loaned

Fmancial Accounting Standards Board (FASB) Accounting Standards Codification (ASC) 860.
Transferring and Servicing. requires SHC to recognize cash received as collateral for assets
transferred to brokers in secunty lending transactions along with the obligation to return the cash
SHC generally receives collateral in the form of cash in an amount m excess of the fair value of

7 (Continued)
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SHRINERS HOSPITALS FOR CHILDREN
Notes to Combined Financial Statements
December 31. 2011 and 2010

(In thousands)

securities loaned SHC monitors the fair value of securities loaned on a monthly basis with additional
collateral obtained as necessary At December 31. 2011 and 2010, SHC held $352.783 and $595.150.
respectively of cash and marketable securities as collateral deposits The collateral 1s mcluded as
both an asset and a liabilits 1n SHC s combined statements of financial position The securities on
loan had a fair value of $339.600 and $381.558 at December 31. 2011 and 2010. respectivels. and
are mcluded 1n marketable securities 1n the accompany ing combined statements of financial position

Inventories

Inventories of supplies are stated at the lower of cost (first-in. first-out method) or market

Long-Term Investments

The following long-term 1nvestments comprise SHC endowment marketable secunities. charitable
gift annuities. beneficial interest m trusts. real estate and mineral mterests and miscellancous
mvestments It 1s SHC's Board of Directors (Board) policy to maintain a long-term investment
portfolio to support the operating and research activities of SHC

Marketable securities are measured at fair value based on quoted market prices at the reporting date
for these or similar investments Investments in real estate and mineral interests and miscellaneous
mvestments are reported at fair value at the date of contribution and subsequently measured at fair
value based on various sources of information depending on the asset tvpe Investment mcome
(including gains and losses on mvestments. terest. and dividends) 1s included in the combined
statements of operations as increases or decreases n unrestricted net assets unless the income 1s
restricted by donor or law

SHC has a beneficial interest in a varniety of trust agreements Many of these trusts are chartable lead
trusts where SHC receives distributions from the trust. which in most cases are administered by a
third party Perpetual lead trusts are recorded at the fair value of the trust underlying assets and are
classified as permanently restricted net assets All other chantable lead trusts are recorded at the
present value of the estimated future distributions expected to be received by SHC. and are classified
as temporarily restricted net assets

Charitable remainder trusts and pooled income funds represent trust agreements where SHC
maintains custody of the related assets and make specified distributions to a designated beneficiary
or beneficiaries over the term of the trust Assets under both ty pes of trusts are recorded at fair value
Annuity liabilities associated with chantable remainder trusts are determined based on the present
value of the estimated future payments to be paid to the designated beneficiaries Deferred income 1s
recognized on gifts to pooled imncome funds representing the discounted value of the assets for the
estimated time period until the donor’s death The difference between the recorded assets and the
annuity liabilities or deferred income associated with pooled income funds 1s classified as
temporarily restricted net assets

Subsequent adjustments to the carrving value of the respective assets and related labilities or
deferred income are recognized 1n the combined statements of operations and combined statements

8 (Continued)
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SHRINERS HOSPITALS FOR CHILDREN
Notes to Combined Financial Statements
December 31. 2011 and 2010

(In thousands)

of changes 1n net assets and are mcluded 1n unrealized gains and losses 1n their respective net asset
category

Included 1in other habilities m the accompanying combined statements of financial position are
annuity  habilities of $21.980 and $23.440 and deferred mcome of $13.258 and $12.569 at
December 31. 2011 and 2010. respectively

Estates in Process

SHC recognizes a receivable and revenue for their interest in estates in process based on the
mventories of estate assets and conditions contained 1n the respective wills Amounts expected to be
recetved 1n future vears are discounted to provide estimates in current vear dollars SHC records
estates 1 process (when the court declares the related will valid) as either temporanly restricted net
assets. as these assets will not be available for expenditures until future periods (tv pically one to five
years). or as permanently restricted net assets As funds from an estate (other than permanently
restricted) are collected. temporarily restricted net assets are reclassified to unrestricted net assets.
and reported 1n the combined statements of operations and combined statements of changes 1n net
assets as net assets released from restrictions

Land, Buildings, and Equipment

Land. land improvements. buildings. and equipment are stated at cost. 1f purchased. or at estimated
fair value at date of receipt if acquired by gift Depreciation 1s calculated using the straight-line
method over the estimated useful lives of the assets

Impairment or Disposal of Long-Lived Assets

SHC accounts for long-lived assets m accordance with the provisions of FASB ASC
Topic 360-10-35. which requires that long-lived assets be reviewed for impairment whenever events
or changes 1n circumstances indicate that the carrying amount of an asset may not be recoverable
Assets to be disposed of are reported at the lower of the carrving amount or fair value less costs to
sell There are no such impairment losses recorded as of December 31. 2011 or 2010

SHC reviews whether events and circumstances have occurred to indicate 1f the remaining estimated
useful life of long-lived assets may warrant revision or that the remaining balance of an asset may
not be recoverable If such an event occurs. an assessment of possible impairment 1s based on
whether the carmving amount of the asset exceeds the expected total undiscounted cash flows
expected to result from the use of the assets and their eventual disposition No impairments were
recorded 1n 2011 and 2010

Foreign Currency Translation

Revenues and expenses of the Canadian and Quebec corporations and the Mexican Association and
Corporation are translated using average exchange rates during the vear. while monetary assets and
liabilities are translated into U S dollars using current exchange rates at the end of the year

9 (Continued)
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SHRINERS HOSPITALS FOR CHILDREN
Notes to Combined Financial Statements
December 31. 2011 and 2010

(In thousands)

Nonmonetary asset and lability 1tems (land. buildings. and equipment) and related revenues.
expenses. gams. and losses are remeasured using historical exchange rates Resulting translation
adjustments are accumulated 1n the combined statements of financial position caption “Cumulative
foreign currency translation adjustment.™ a separate component of net assets

Contributed Services

No amounts have been reflected in the combined financial statements for contributed services
SHC’s programs pay for most services requiring specific expertise However. many individuals
(Shriners and non-Shriners) volunteer their time at SHC and perform a variety of tasks that assist
SHC with specific programs and various committee assignments

Net Patient Service Revenue

Net patient service revenue is reported at the estimated net realizable amounts from patients.
third-party payors. and others for services rendered

Charity Care

SHC. through 1ts overall charitable policies. provides funding for cash requirements of the Hospitals
not met through normal operations In addition. SHC provides care to patients who meet certain
criteria under the charity care policies established by SHC without charge to its patients or families

Long-Term Investments

Marketable securities at December 31. 2011 and 2010 consist of

2011 2010

Cost Fair value Cost Fair value

Short-term investments $ 174 464 174.464 152511 152.511
Common and preferred stocks 4.272.042 4.238.068 3.760.680 4.411.073
U S government securities 788.189 341.060 1.497.302 1.548.833
Corporate bonds 574925 596.146 392.926 413.457
Other fixed income 597462 558.304 108.376 112.376
$ 6.407.082 6.408.042 5.911.995 6.638.250

10 (Continued)
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SHRINERS HOSPITALS FOR CHILDREN
Notes to Combined Financial Statements
December 31. 2011 and 2010

(In thousands)

Investment income and total return on all long-term 1nvestments comprised the following components for

the vears ended December 31. 2011 and 2010

2011 2010
Interest $ 100.937 87.379
Dividends 93.830 74.671
Trust income 17.938 17.614
Rents and roy alties 11.909 10.411
Other income 4.405 5.711
Less mvestment management fees (10.062) (13.518)
Total income from investments 218.977 182.268
Net realized gains from investments 516.416 162.257
Net unrealized gains (losses) from investments (732.812) 438.333
Total return on investments $ 2.581 782.838
Land, Buildings, and Equipment
Land. buildings. and equipment at December 31. 2011 and 2010 consist of
Estimated
2011 2010 useful lives
Land $ 29.743 29.750 —
Land improvements 11.566 11.498 5—20years
Buildings 964.638 890.223 40 — 50 vears
Equipment 348.308 346.878 4 — 235 vears
1.354.275 1.278.349
Less accumulated depreciation (632.111) (602.141)
722.164 676.208
Projects 1n process 30.963 23.659
Construction 1n progress 19.437 31.857
Land. buildings. and
cquipment. net $ 772.566 781.724

11
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SHRINERS HOSPITALS FOR CHILDREN
Notes to Combined Financial Statements
December 31. 2011 and 2010

(In thousands)

Construction and Other Major Capital Projects

Construction and other major capital projects committed to by the Board are as follows

Unexpended at

Total December 31,
Project appropriation 2011
Canada $ 122.000 119.034
Cincinnati 5.000 4.757
Philadelphia 2510 417
Tampa 2.000 1.956
Los Angeles 7.630 4.766
Lexington 2.039 1.956
Other 3617 2.960
Approved equipment expenditures
PACS imaging 22417 3.710
Information sy stems projects 15.748 4.442
Other equipment 19.413 19.413
$ 202.394 163.411
Line of Credit

During 2011. SHC entered mto an unsecured line-of-credit agreement. for up to $150 million. with a
financial mstitution for the purposes to aid in operations and cash management On the date of a principal
draw. SHC may elect to incur mterest at one of two nterest rate options At December 31. 2011. $130.000
was outstanding. and subsequent to year end $100 million was paid against the outstanding balance All
draws at December 31. 201 1. incur mterest at LIBOR plus 35 ( 91%)

Transactions with the Shriners International

SHC was founded by Shriners International (formerly known as the Impenal Council of the Ancient
Arabic Order of the Nobles of the My stic Shrine for North America)

The International Headquarters building and equipment 1s owned by SHC A portion of the building 1s
occupied by Shniners Intemational. which 1s allocated a share of the operating costs and depreciation of the
building and equipment The allocation of the costs 1s based upon the portion of the building occupied by
Shriners International 1n relation to the total occupied space in the building

SHC and Shriners International also share other costs based on the estimated fair value received by each
organization Additionally. hospital assessments. donations. and other charitable receipts from Shrine
temples are collected and remitted to SHC by Shriners International

12 (Continued)
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SHRINERS HOSPITALS FOR CHILDREN
Notes to Combined Financial Statements
December 31. 2011 and 2010

(In thousands)

At December 31. 2011 and 2010. amounts of $1.909 and $1.043. respectivels. were due from Shriners
International. and are included in recervables. net in the accompanying combined statements of financial
position

Fund-Raising Activities and Special Events

SHC 1s financially supported through each Shriner’s annual hospital assessment. income from investments.
gifts. and bequests from the general public and from Shriners. and certain fund-raising activities conducted
by Shriners Shrine temples and Shriners raise funds for both fratemal and charntable purposes Shrine
fund-raising activities consist of paper sale donations. football games. golf tournaments. and other
miscellaneous activities The name “Shriners Hospitals for Children™ may be used in connection with a
fund-raising activity by a Shrine temple or Shriner only with the written consent of Shriners International
and SHC when the proceeds are to benefit SHC Some of these funds are retamned by individual Shrine
temples for the support of their respective hospital patient transportation fund

Through the efforts of the donor relations committee. which oversees the development activities of SHC.
gifts. and bequests are solicited and received to support the operations of SHC or are designated by the
Board for endowment purposes Although the costs of these activities are mcluded in fund-raising
expenses. the associated revenues are reported as bequests and donations 1n the accompany ing combined
statements of operations and combined statements of changes of net assets

SHC also engages 1n other fund-raising activities to generate donations and to develop their donor base
These activities are conducted through an agreement with an unrelated third party

Fund-raising and special events revenues and costs for the vears ended December 31. 2011 and 2010
consist of the following

2011 2010

Revenues from Shrine temple sponsored events $ 7.744 7.984
Direct mail revenue 12.934 4.061
Other revenue 8.240 7.784
$ 28.918 19.829

Fund-raising costs paid directly by Shrine temples
in connection with fund-raising events $ 636 616
Donor relations expense 5.359 8.974
Direct mail expense 6.647 2.017
Other costs 8.638 7.785
$ 21.320 19.392

Revenues from Shrine temple sponsored events are reported net of direct costs of $3.060 and $2.995 for
2011 and 2010. respectively

13 (Continued)



®)

©)

SHRINERS HOSPITALS FOR CHILDREN
Notes to Combined Financial Statements
December 31. 2011 and 2010

(In thousands)

During the vear ended December 31. 2008. SHC became the Host Organization and Title Sponsor of a
PGA Tour golf tournament The term of this agreement commenced with the 2008 event and will conclude
after the 2012 tournament The 2011 event vielded $6.541 m revenues Expenses incurred on this event
2011 were $7.931. creating a net loss on the event of $1.390 The 2010 event vielded revenues of $6.479
Expenses incurred on this event in 2010 were $7.784. creating a net loss on the event of $1.305 These
revenues and expenses are included above 1n other revenue and other costs

Patient Transportation Funds Held by Shrine Temples

Shrine temples pay for substantially all of the costs of transporting patients to individual Shriners Hospitals
from their temple hospital transportation funds These costs are supported by funds authorized to be
retained from fund-raising events held for the benefit of SHC (note 7). as well as local donations from
Shriners and the general public The activities of the Shrine temple patient transportation funds are
reflected as a nonoperating change 1n patient transportation funds held by Shrine temples m the
accompany ing combined statements of operations

The activities of the patient transportation funds reflected for the vears ended December 31. 2011 and 2010
are as follows

2011 2010
Temple revenues restricted for patient transportation $ 17.995 16.359
Patient transportation costs (16.466) (12.625)
Change 1n patient transportation funds $ 1.529 3.934

Fair Value Measurements

FASB ASC Topic 820. Fair Value Measurements and Disclosures. defines fair value as the exit price that
would be received to sell an asset or paid to transfer a hiability n the principal or most advantageous
market 1n an orderly transaction between market participants on the measurement date FASB ASC
Topic 820 requires investments to be grouped into three categories based on certain criteria as noted
below

Level 1 Fair value 1s determined by using quoted prices for identical assets or liabilities m active
markets

Level 2 Fair value 1s determined by using other than quoted prices that are observable for the asset
or liability (e g . quoted prices for identical assets or liabilities 1n nactive markets. quoted prices for
similar assets or liabilities 1n active markets. observable inputs other than quoted prices. and nputs
derived principally from or corroborated by observable market data by correlation or other means)

Level 3 Fair value 1s determined by using mputs based on management assumptions that are not
directly observable
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The tables below summarize SHC s significant financial assets and liabilities measured at fair value on a
recurring basis as of December 31. 2011 and 2010

Fair value measurements at reporting

December 31, date using
2011 Level 1 Level 2 Level 3
Assets
Long-term 1nv estments
Short-term 1y estments $ 174.464 174464 — —
Common and preterred stocks 4.238.068 1.534.222 2.703.846 —
U S government securities 841.060 841.060 — —
Corporate bonds 596.146 — 396.146 —
Other fixed income 558.304 — 558.304 —
Charitable gitt annuities 28.160 — 28.160 —
Beneticial interests i trusts 461.074 — 461.074 —
Real estate and mineral interests 192.331 — — 192.331
Miscellaneous 1 estments 21.357 — 21.357 —
Total $ 7.110.964 2.549.746 4.368.887 192.331
Collateral under securities
lending transactions $ 552.783 552.783 — —
Liabilities
Annuity lhabilities $ 21.980 — 21.980 —
Liabilities under securities
lending transactions 552.783 552.783 — —
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Fair value measurements at reporting

December 31, date using
2010 Level 1 Level 2 Level 3
Assets
Long-term 1nv estments
Short-term 1y estments $ 152511 152511 — —
Common and preterred stocks 4.411.073 2.696.412 1.714.661 —
U S government securities 1.548.833 1.548.833 —
Corporate bonds 413.457 — 413457 —
Other fixed mncome 112.376 — 112.238 138
Charitable gitt annuities 26.694 — 26.694 —
Beneficial interests m trusts 491.007 — 491.007 —
Real estate and mineral mnterests 168.883 — — 168.883
Miscellaneous 1y estments 18.805 — 18.805 —
Total $ 7.343.639 4.397.756 2.776.862 169.021
Collateral under securities
lending transactions $ 395150 595150 — —
Liabilities
Annuity lhabilities $ 23,440 — 23.440 —
Liabilities under securities
lending transactions 595.150 595150 — —

SHC's Level 1 assets and liabilities include investments 1n cash. cash equivalents. common and preferred

stocks. and U S government securities and are valued at quoted market prices

SHC’s Level 2 assets include mvestments in foreign common and preferred stock. corporate debt
securities. other fixed income. chartable gift annuities. beneficial interest in trusts. and miscellaneous
mvestments with fair values modeled by external pricing vendors Liabilities include annuity lhabilities

Level 3 assets include real estate and mineral interests
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The tables below summarnize the changes m Level 3 assets for the vears ended December 31. 2011 and

2010
Fair v alue measurements using
significant unobsery able inputs (Level 3)
Fixed income Other
iny estments iny estments Total
2011
Begmning balance 138 168.883 169.021
Total gains (realized/unrealized)
mcluded 1n (decrease) increase
m unrestricted net assets 23 20.570 20.593
Purchases — 3.742 3.742
Settlements — — —
Sales (1el) (864) (1.025)
Transfers in/out of Level 3 — — —
Ending balance — 192.331 192.331
Fair v alue measurements using
significant unobsery able inputs (Level 3)
Fixed income Equity Other
iny estments inyestments iny estments Total
2010
Begmning balance 4.302 6.766 150.642 161.710
Total gains (losses) (realized/
unrealized) included n
(decrease) increase n
unrestricted net assts 186 (1.950) 24.999 23.235
Purchases 10.149 3.779 — 13.928
Settlements (212) — — (212)
Sales (12.580) (8.270) (996) (21.846)
Transters in/out of Level 3 (1.707) (325) (5.762) (7.794H
Ending balance 138 — 168.883 169.021
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Realized and unrealized gains included in changes n net assets for the vears ended December 31. 2011 and

2010 are reported 1n mvestment imncome as follows

December 31
2011 2010
Total gains included 1n increase (decrease) in
unrestricted net assets 20.593 23.235
Change n unrealized gains relating to assets still
held at reporting date 20.570 24.999

The fair values of the following investments have been estimated using the net asset value per share of the
mvestments as of December 31. 2011 There are no unfunded commitments on any of these funds

December 31, Redemption Redemption
2011 Fair value Frequency Notice period
Northern Trust Global Investments
Collective Daily S&P 500 Equity
Index Fund — Lending (a) $ 1.1153.611 Daily None
Common Daily EAFE Index - Lending (b) 440.630 Daily None
WTC CTF Opportunistic Fixed Income (c) 382.437 Monthly 30 davs
Capital Guardian Absolute Income (d) 54.168 Monthly 5 dayvs
Total $ 1.992.846
(a) The primary 1nvestment objective of the equity index fund 1s to match the nisk and return
characteristics of the S&P 300 Index Funds that participate in the securities lending program have a
twice-per-month redemption restriction. and a total redemption would require the Hospitals to fund
its portion of any collateral shortfall
(b) The primary objective of the Fund 1s to approxamate the risk and return characteristics of the Morgan
Stanles Europe. Australasia. and Far East (MSCI EAFE) Index This Index 1s commonly used to
represent the non U S equity markets This Fund may participate in securities lending
(¢) The Fund's investment objective 1s an unconstrained. nonbenchmark oriented mvestment approach
Barclay s Capital US Aggregate Bond Index will be used as the primary reference benchmark
(d) The mmvestment objective of the Fund 1s to seek a level of income that exceeds the average vield on

US stocks generally. to grow such income annually. and to distribute an increasing amount of
income per unit of the fund
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The fair values of the following investments have been estimated using the net asset value per share of the
mvestments as of December 31. 2010 There are no unfunded commitments on any of these funds

December 31, Redemption Redemption
2010 Fair value Frequency Notice period
Northern Trust Global Investments
Collective Daily S&P 500 Equity
Index Fund — Lending (a) $ 1.127.102 Daily None
Blackrock Alpha Tilts Fund (b) 527.941 Monthly 2 dayvs
Total $ 1.655.043

(a) The primary 1nvestment objective of the equity index fund 1s to match the nisk and return
charactenistics of the S&P 500 Index Funds that participate 1n the securities lending program have a
twice-per-month redemption restriction. and a total redemption would require the Hospitals to fund
its portion of any collateral shortfall

(b) The fund seeks to exceed the S&P 500

Retirement Plans and Other Postretirement Benefits

The emplovees of U S hospitals are included in the Shriners Hospitals for Children Emplovees
Retirement Plan and the Shriners Hospitals for Children Supplemental Retirement Plan (collectivels. the
Pension Plans) Benefits are based on years of service and the employees™ compensation during the highest
five consecutive vears of employment Contributions are made to the Pension Plans in accordance with
ERISA requirements In addition. SHC sponsors a postretirement life insurance plan (the Postretirement
Plan)
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The actuanally computed net periodic pension cost for the Shriner’'s Hospital Pension Plans and the
Postretirement Plan for the vears ended December 31. 2011 and 2010 included the following components

Pension Plans Postretirement Plan
2011 2010 2011 2010
Service cost — benefits carned
during the period $ 18.193 19.002 330 321
Interest cost on projected
benefit obligation 22.947 22384 548 349
Expected return on plan assets (21.698) (19.387) — —
Net amortized and deferral of
unrecognized gains and losses 6.391 4.483 323 301
Net periodic
pension cost $ 25.833 26.482 1.201 1.171

The following table sets forth the Pension Plans™ and the Postretirement Plan’s funded status and amounts
recognized 1n the combined statements of financial position as of December 31. 2011 and 2010.
respectively (using a measurement date of December 31)

Pension Plans Postretirement Plan
2011 2010 2011 2010
Change 1n benetit obligation
Benetit obligation at beginning
of year $ 406.132 359.992 9.782 8.982
Service cost 18.193 19.002 330 321
Interest cost 22.947 22.384 548 550
Actuarial loss 11.859 17.190 489 179
Benefits paid (13.730) (12.436) (220) (250)
Benetit obligation at end ot year 445,401 406.132 10.929 9.782
Change 1n plan assets
Fair value of plan assets at
begmning ot year 262450 221.368 — —
Actual return on plan assets 16.025 26.057 — —
Employer contributions 44.263 27461 220 250
Benefits paid (13.730) (12.436) (220) (250)
Fair value of plan assets at
end of yvear 309.008 262450 — —
Funded status at end ot year $ (136.393) (143.682) (10.929) (9.782)
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The accumulated benefit obligation for the Pension Plans was $389.734 and $342.814 at December 31.
2011 and 2010. respectivels  The accumulated benefit obligation differs from the benefit obligation above
in that 1t includes no assumption about future compensation levels It represents the actuanal present value
of future pay ments to plan participants using current and past compensation levels

Weighted average assumptions used to determine projected benefit obligations at December 31. 2011 and
2010 were as follows

Pension Plans Postretirement Plan
2011 2010 2011 2010
Discount rate 5 00% 5 50% 5 00% 5 50%
Rate of compensation increase 350 400 N/A N/A

Weighted average assumptions used to determine the net periodic benefit costs of the Pension Plans and
the Postretirement Plan are

Pension Plans Postretirement Plan
2011 2010 2011 2010
Discount rate 550% 6 00% 550% 6 00%
Expected long-term rate of
return on plan assets 7350 7350 N/A N/A
Rate of compensation increase 400 400 N/A N/A

The expected long-term rate of retum 1s based on the portfolio as a whole and not on the sum of the returns
on individual asset categories The return 1s based exclusively on historical returns. without adjustments
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The following are deferred pension costs. which have not yet been recognized n periodic pension expense
but mstead are accrued in unrestricted net assets as of December 31. 2011 Unrecognized actuanal losses
represent unexpected changes in the projected benefit obligation and plan assets over time. primarily due to
changes m assumed discount rates and mvestment experience Unrecognized prior service cost is the
impact of changes in plan benefits applied retrospectively to emplovee service previously rendered
Deferred pension costs are amortized into annual pension expense over the average remaining assumed

service period for active employ ees

Pension Plans

Postretirement Plan

Amounts
recognized in
unrestricted
net assets at
December 31,

Amounts in
unrestricted
net assets to
be recognized
during
the next

Amounts
recognized in
unrestricted
net assets at
December 31,

Amounts in

unrestricted

net assets to
be recognized
during
the next

2011 fiscal year 2011 fiscal year
Actuarial loss (gain) $ 6.359 7.790 (1 —
Prior service cost 32 32 300 5
Transition obligation — 34 34
Total $ 6.391 7.822 323 39

(a) Plan Assets

The weighted average allocation of the Pension Plans™ assets at December 31. 2011 and 2010 were

as follows

Asset category 2011 2010
Short-term mvestments 1% 1%
Common and preferred stock 39 44
Corporate and miscellancous bonds 15 31
Mutual funds 25 24
Total assets 100% 100%
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SHC’s mvestment policies and strategies for pension benefits do not use target allocations for the
individual asset categories The Hospitals™ investment goals are to maximize returns subject to
specific risk management policies

The table below summarizes the Pension Plan’s significant financial assets measured at fair value on
a recurring basis using the net asset value per share of the investments as of December 31. 2011

Fair value measurements at reporting
December 31, date using
2011 Level 1 Level 2 Level 3

Assets
Northern Trust Global
Investments Collective
Funds Trust (a) $ 3.876 3.876 — —
Dimensional Fund Adyisors
(DFA) Emerging Markets

Value (b) 13.876 — 13.876 —
Blackrock Global Allocation

Fund (¢) 14.227 — 14.227 —
Blackrock World Ex-U S Alpha

Tilts L Fund(d) 27.639 — 27.639 —

Nothern Trust Global

Investments Collective

Russell 2000 Index

Fund — Nonlending (e) 31.337 — 31.337 —
Nothern Trust Global

U S Treasury Interest

Strips (1) 47.180 — 47.180 —
Nothern Trust Global

Investments Collective

Daily S&P 500 Equity Index

Fund — Nonlending (1) 94.136 — 94.136 —
Pacitic Investment
Management
Long Duration Total
Return Funds (g) 38.789 — 38.789 —
Sertes All AST funds (3) 14.263 — 14.263 —

Nothern Trust Global
Investments Collective
Daily Aggregate Bond
Index Fund —
Nonlending (h) 23.685 — 23.685 —

Total $ 309.008 3.876 305.132 —
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This fund 1s composed of high-grade money market instruments with short maturities The
fund seeks to provide an investment vehicle for cash reserves while offering a competitive rate
of retum

The fund seeks to provide long-term growth of capital by investing primarily 1n a wide variety
of international equity securities 1ssued throughout the world. normally excluding the U S

This fund seeks to exceed the S&P 500

This fund seeks to exceed the Morgan Stanley Capital International Europe Australasia Far
East Free Index

The primary objective of this fund 1s to approxamate the nisk and return characterized by the
Russell 2000 Index This mdex 1s commonly used to represent the small cap segment of the
U S equity market The fund does not participate in securities lending

The primary objective of this fund 1s to approximate the risk and retum characteristics of the
S&P 500 Index The Index 1s commonly used to represent the large-cap segment of the
U S equity market This fund does not participate in securities lending

This fund seeks to maximize current imncome and capital appreciation while maintaining
exposure consistent with 1ts benchmark The fund maimtains duration within two vears of the
Barclay s Capital Long Term Government/Credit Index

The primary objective of this fund 1s to provide investment results that approximate the overall
performance of the Barclay 's Capital Aggregate Bond Index

This fund seeks to provide a growth of capital by investing in U S Treasury Separate Trading
of Registered Interest and Principal Securities or STRIPS

This fund seeks maximum real return. consistent with preservation of real capital and prudent
investment management While the fund 1s nondiversified. 1t invests in diversified underly ing
holdings
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The table below summarizes the Pension Plan’s significant financial assets measured at fair value on
a recurring basis using the net asset value per share of the investments as of December 31. 2010

Assets

(@)

(b)

(©)
(d)

Northern Trust Global
Inv estments Collective
Funds Trust (a)
Artio International Equuty
Group Trust Fund (b)
Blackrock Alpha Tilts Fund (c)
Blackrock World Ex-US Alpha
Tilts L Fund(d)
Nothern Trust Global
Inv estments Collective
Russell 2000 Index
Fund — Nonlending (¢)
Nothern Trust Global
Inv estments Collective
Daily S&P 500 Equity Index
Fund — Nonlending (f)
Nothern Trust Global
Inv estments Collective
Daily Aggregate Bond Index
Fund — Nonlending (g)

Total

Fair value measurements at reporting

December 31, date using
2010 Level 1 Level 2 Level 3
$ 1.210 1.210 — —
23,408 — 23,408 —
27.288 — 27.288 —
12.715 — 12.715 —
31.170 — 31.170 —
84.492 — 84.492 —
82.167 — 82.167 —
$ 262450 1.210 261.240 —

This fund 1s composed of high-grade money market instruments with short maturities The
fund seeks to provide an investment vehicle for cash reserves while offering a competitive rate

of return

The fund seeks to provide long term growth of capital by investing primarily 1n a wide variety
of mternational equity securities 1ssued throughout the world. normally excluding the United

States

This fund seeks to exceed the S&P 500

This fund seeks to exceed the Morgan Stanlesy Capital International Europe Australasia Far

East Free Index
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(¢) The primary objective of this fund 1s to approximate the risk and return characterized by the
Russell 2000 Index This mdex 1s commonly used to represent the small cap segment of the
U S equity market The fund does not participate in securities lending

(f)  The primary objective of this fund 1s to approximate the risk and return characteristics of the
S&P 300 Index The Index 1s commonly used to represent the large-cap segment of the U S
equity market This fund does not participate in securities lending

(g) The primary objective of this fund 1s to approximate the risk and return characteristics of the
S&P 500 Index The Index 1s commonly used to represent the large-cap segment of the
U S equity market This fund may not participate in securities lending

The Pension Plan’s Level 1 assets include short-term investments that are valued at the quoted
market prices

The Pension Plan’s Level 2 assets include common and collective trust funds with fair values
modeled by external pricing vendors

(b) Contributions

Annual contributions are determined based upon calculations prepared by the plans’ actuar
Expected contributions to the Pension Plans and the Postretirement Plan are $42.116 and $304.
respectivels. m 2012

(c) Benefit Payments

The following benefit payments. which reflect expected future service. as appropriate. are expected
to be paid out of the plans

Pension Postretirement
plans plan
Fiscal year
2012 $ 15486 304
2013 18.205 321
2014 19.447 342
2015 20.503 367
2016 22514 394
2017-2021 144,587 2521

SHC also has a retirement savings plan for all eligible employees Under this plan. SHC matches 50% of
the first 6% of voluntary contributions made from eligible compensation by emplovees Matching
contributions by SHC to the retirement savings plan were $5.888 and $4.185 i 2011 and 2010.
respectively
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Canadian and Mexican hospital emplosy ees are included 1n government retirement programs

In March 2009. the Board voted to freeze entry of new participants into the Pension Plans effective May 1.
2009

Estimated Malpractice Costs and Other Contingencies

SHC 1s self-insured for claims attributed to malpractice and workers™ compensation from providing
professional and patient care services Claims alleging malpractice have been asserted against SHC and are
currently 1n various stages of litigation Additional claims may be asserted against SHC ansing from
services provided to patients through December 31. 2011 Liabilities for malpractice and workers’
compensation claims are established based on specific identification and historical experience using
actuarial methodologies It 1s the opinion of management that estimated malpractice and workers
compensation claims accrued should be adequate to provide for potential losses resulting from both
reported claims and claims incurred but not reported Such amounts are not material and are recorded n
accounts payable and accrued expenses on the accompany ing combined statements of financial position

SHC 1s also a party to various other claims and legal actions arising 1 the ordinary course of business
Management does not believe that the ultimate outcome of such claims and legal actions will have a
material adverse effect on the financial position or activities of SHC

Endowment Funds

FASB ASC Topic 958-205-45-28 provides guidance on the net asset classification of donor-restricted
endowment funds for a nonprofit organization that 1s subject to an enacted version of the Uniform Prudent
Management of Institutional Funds Act of 2006 (UPMIFA) FASB ASC Topic 958-205-45-28 also
requires additional disclosures about an organization’s endowment funds (both donor-restricted and
board-designated endowment funds) whether or not the organization 1s subject to UPMIFA Effective
July 1. 2011 Flonda adopted UPMIFA. however. SHC 1s not subject to its provisions. as of December 3 1.
2011 or 2010

SHC’s endowment consists of marketable securities. charitable gift annuities. beneficial interest in trusts.
real estate and mineral mterests. and miscellancous mvestments The endowment consists of both
donor-restricted funds. as well as funds designated by the Board of Trustees to function as endowments

The Board has interpreted the wishes of donors and state law as requiring the preservation of the fair value
of the onginal gift as of the gift date of the donor-restricted endowment funds absent explicit donor
stipulations to the contrary As a result of this interpretation. SHC classifies as permanently restricted net
assets (a) the original value of gifts donated. (b) the original value of subsequent gifts to the permanent
endowment. and (¢) accumulations to the permanent endowment made 1 accordance with the direction of
the applicable donor gift instrument at the time the accumulation 1s added to the endowment Gifts given
with a restriction of time or purpose are added to the endowment as temporarily restricted funds Upon the
passage of time or completion of purpose. these funds are released as unrestricted Funds designated by the
Board as endowment funds are included as unrestricted endowment funds
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Investment Return Objectives, Risk Parameters. and Strategies SHC has adopted investment and spending
policies. approved by the Investment Committee. for endowment assets that attempt to provide a
predictable stream of funding to support the hospital system. while also maintaining the purchase power of
those endowment assets over the long term Accordingly. the investment process seeks to achieve an
after-cost total real rate of retum. mcluding mvestment mcome. as well as. capital appreciation. which
exceeds the budgeted annual distribution with acceptable levels of risk Endowment assets are invested in a
well-diversified asset mix. which includes equity and fixed-income securities that 1s mtended to result in a
rate of return that has sufficient iquidity to provide a high level of cash distribution. while growing the
funds. 1f possible Therefore. SHC expects its endowment assets. over time. to produce an average rate of
return of approximately 7 253% annually  Actual returns 1in any given vear may vary from this amount

Investment nisk 1s measured 1n terms of the total endowment fund. investment assets and allocation
between asset classes and strategies are managed to not expose the fund to unacceptable levels of risk

Spending Policy The Board does not have a formal endowment spending policy  Generally. all investment
return (excluding capital appreciation) 1s utilized 1n funding SHC's programs In making this funding
decision. the Board considers the long-term expected return on 1ts investment assets. the nature and
duration of the individual endowment funds. some of which must be mamntained 1n perpetuits because of
donor-restrictions. and the possible effects of inflation The Board's goal 1s for its endowment funds to
grow annually to maintain the purchasing power of the endowment assets. as well as. to provide additional
real growth through new gifts and mvestment return

Endowment asset composition by ty pe of fund. as of December 31. 2011 and 2010. are as follows

Total
Temporarily  Permanently endowment
Unrestricted restricted restricted assets
2011
Board-designated
endowment funds $ 6.649.720 — — 6.649.720
Donor-restricted
endowment funds — 100.591 360.653 461.244
$ 6.649.720 100.591 360.633 7.110.964
2010
Board-designated
endowment funds $ 6.832.632 — — 6.852.632
Donor-restricted
endowment funds — 122.490 368.517 491.007
$ 6.852.632 122.490 368.517 7.343.639
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Changes 1in endowment assets for the years ended December 31. 2011 and 2010 are as follows

Total
Temporarily  Permanently endowment
Unrestricted restricted restricted net assets
2011
Balance. beginning of year $ 6.852.632 122.490 368.517 7.343.639
Donations and bequests — 1.759 4341 6.100
Investment income 218.975 — | 218.976
Net depreciation (160.808) (15.588) (12.206) (188.602)
Reclassifications 8.070 (8.070) — —
Withdrawals (269.149) — — (269.149)
Balance. end of vear $ 6.649.720 100.591 360.653 7.110.964
2010
Balance. beginning of year $ 6511758 122207 343.628 6.977.593
Donations and bequests — 1.833 8.131 9.964
Investment income 182.268 — 2 182.270
Net appreciation 377.475 6.339 16.756 600.590
Reclassifications 7.909 (7.909) — —
Withdrawals (426.778) — — (426.778)
Balance. end of vear $ 6.852.632 122.490 368.517 7.343.639

(13) Subsequent Events

SHC has evaluated events subsequent to December 31. 2011 and through April 4. 2012. the date on which
the financial statements were available for 1ssuance
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