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Department of the Treasury

Internal Resenue Service

Return of Organization Exempt From Income Tax
Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code {except black lung

» The organization may have to use a copy of this return to satisfy state reporting requirements

benefit trust or private foundation)

OMB No 1545-0047

A Forthe 2011 calendar year, or tax year beglnninL

B Check f applicable
D Address change

D Name change
[:] Iribial return
D Terminated

D Amended return
D Application pending

Open to Public

2011

Inspection

IPo Box 12385

10/1/2011 , and endin 9/30/2012
C Name of organization Carilion Frankiin Memonal Hospdal D Employer identification number
Doing Business As 54-0480606
Number and street (or P O box if mails not delivered to street address) |Room/suite E Telephone number

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

VA

24025-2385

)(540) 224-5112

G Gross receipts $

40,203,898

F Name and address of principal officer

William Jacobsen PO Box 12385, Roanoke, VA 24025

i Tax-exempt status

501(c)(3)D 501(c)  (

} W (insertno.) D4947(a)(1)or D 527

J Website: » www.carilionclinic.orq

H(c) Group exemptiocn number P

H{a) Is this a group return for affilates? DYes No
H(b) Are all affiliates included?
If "No.” attach a list {see instructions)

DYesD No

K Form of osganization Corporation DTrust DAssocmuon D Other &

ILYearoHormatlon 1956 IMSlaieoflegaldom:cnle VA

5n I. Summary
1 Bnefly describe the organization's mission or most significant activities:  Carilion Frankiin Memorial Hospital,
g part of Carilion Clinic, is a not-for-profit healthcare orgamization committed toimproving_ ... ... ... .. ... ...
Z8 health outcomes for every patient while advancing the quality of care in the community ® .. .
Z2 BBV e eiataneeieaceaee e neaeeaeanenns,
% 2 Check this box »D if the orgamization discontinued its aperations of disposed of more than 25% of its net assets
3 Number of voting members of the governing body (Part Vi, iine 1a} 3 10
(—dé 4 Number of independent voting members of the governing body (Part Vi, line 1b) . 4 8
=2 | 5 Total number of individuals employed in calendar year 2011 (Part V, line 2a) 5 361
od | 6 Total number of volunteers (estimate if necessary) [:] 112
= | 7a Total unrelated business revenue from Pan VIIi, column (C), line 12, Ta 0
™~ b Net unrelated business taxable income from Form 990-T, line 34 .. 7h 0
-E Prior Year Curront Year
Qf 8 Contnbutions and grants (Pan VIli, ine 1h) 10,221 10,674
g 9 Program service revenue (Part VI, line 2g) . 34,561,621 36,855,602
E 10  Investment income (Part VIII, column (A), lines 3, 4, and 7d} . -122,992 48,413
, 11 Other revenue (Part V!II, column (A), lines 5, 6d, 8c, 9c, 10c, and 11e) 2,104,025 2,132,053
12  Total revenue—add lines 8 through 11 (must equal Part Vilf, column (A), ine 12) 36,552,875 39,046,742
13 Grants and similar amounts paid (Part 1X, column (A), hnes 1-3) . 62,142 7,619
14 Benefits paid to or for members (Part [X, column (A}, line 4) . 0 0
- |15  Salaries, other compensation, employee benefits (Part IX, column (A}, Iines 5-10) 15,704,403 15,696,190
'2 16a Professional fundraising fees (Part IX, column (A). iine 11e) . o 0
& | b Total fundraising expenses (PartIX, column (D), hne 25)» | 0 -
Y 147  Other expenses (Part IX, column (A), fines 11a-11d, 11f-24e) . 22,396,576 21,375,756
18  Total expenses. Add Iines 13-17 (must equal Part IX, column (A), line 25) 38,163,121 37,079,565
119 Revenue less expenses_Subtract line 18 from line 12 . . -1,610,246 1,967,177
5 g Beginning of Current Year End of Year
$5/120 Total assets (Part X, kne 16) . . oo 16,246,347 17,779,880
22|21 Total liabilities (Part X, line 26) . L 21,196,503 23,878,848
23 22 Net assets or fund balances Subtract hne 21 from line 20 -4,950,156 -6,098,968
Signature Block
Under penalties of perjury, | declare that | have examined this return, including accompanying schedules and staternants, and to the best of my knowledge
and betef. it 1s true, correct. and complete Declaration of preparer (other than officer) 1s based on ail information of which preparer has any knowledge
Slgn Signature of officer Date
Here Donald Halliwill Assistant Treasurer
Type or print name and title
PrintType preparer's name Preparer's signature Date PTIN
Paid Check D if
Preparer Francis J. Bedard 8/15/2013 | seli-empioyed [P00752421
Use Only Firm's name __ » Deloitte Tax LLP Fum's EIN_ » 86-1065772
Firm's address » 424 Church Street, Nashwville, TN 37219 Phoneng  (615) 259-1811

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

Yes D No

For Paperwork Reduction Act Notice, see the separate instructions.

(HTA)

Form 990 (2011)
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Form 990 (2011) Carilion Franklin Memorial Haspital 54-0480606 Page 2
Statement of Program Service Accomplishments
Check if Schedule O contains a response to any question in this Part il . . . .

1 Bnefly describe the organization's mission:

......................................................................................................

2 Did the organization undertake any significant program services dunng the year which were not listed on
the prior Form 990 or 990-E27? . . . . Coe - D Yes No
If "Yes,” describe these new services on Schedule O.

3 D the organization cease conducting, or make significant changes in how it conducts, any program
services? . . . [] ves [x]No
If “Yos," 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 4347(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 § ____30,915811 includinggrantsof & _____ . 7.619 )(Revenue$ | 38,604,088 )
See Schedule O e
4ab (Code. __ . ... )(Expenses$ | 0 including grantsof & 0 )(Revenue$ 0)

4d Other program services. {Descnbe in Schedule O.)

(Expenses $ 0 including grants of $ 0 )(Revenue $ 0)
4e__Total program service expenses # 30,915,811

Form 990 (2011)




Form990(2011)  Canlion Frankhin Memonal Hospital 54-0480606 Page 3
Part IV Checklist of Required Schedules

Yes { No

1 s the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? /f "Yes,”

complete Schedule A . . . . 1] X
2 Is the organization required to complete Schedule B, Schedule of Contnbutors (see |nstruct|ons)? Coe 21 X
3 Did the organization engage in direct or indirect political campaign activilies on behalf of or in opposition to

candidates for public office? If "Yes, " complete Schedule C, Part | . . ..l 3 X
4 Section 501(c)(3) organizations. Did the organization engage in lobbying actwmes or have a sectxon 501(h)

election in effect during the tax year? If "Yes,” complele Schedule C, Part Il . . . 4 | X

5 s the organization a section 501(c}(4), 501(c)(5), or 501(c)(6) organization that receives membershlp dues
assessments, or similar amounts as defined in Revenue Procedure 98-197? If "Yes, " complete Schedule C,
Part Il . . 5 X

6 Did the organization mamtam any donor advnsed funds or any snmllar funds or acc0unts for WhICh donors
have the nght to provide advice on the distribution or investment of amounts in such funds or accounts? If

"Yes," complele Schedule D, Part | . 8 X
7 D the organization receive or hold a conservation easement, mcludmg easemenls to preserve open space,

the environment, historic land areas, or historic structures? If “Yes,” complete Schedule D, Part il . 7 X
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If "Yes,"

complete Schedule D, Part i1l . . . o 8 X

8 Did the organization report an amount in Part X Ime 21;serveas a custodlan for amounts not Ilsted in Part
X, or provide credit counseling, debt management, credit repair, or debt negotiation services? /f “Yes,”

complete Schedule D, Part IV . . - 9 X
10 Did the organization, directly or through a re!ated orgamzatlon hold assets in temporanly restricted
endowments, permanent endowments, or quasi-endowments? If "Yes,” complete Schedule D, Part V . .. 110 X

11  If the organization's answer to any of the following questions is "Yes,” then complete Schedule D, Parts VI,
Vi1, VIl IX, or X as applicable.
a Did the organization report an amount for land, buildings, and equipment in Part X, hne 107 If "Yes," complete

Schedule D, Part Vi . 11al X
b Did the organization report an amount for lnvestments—other secuntles in Part X, line 12 thal is 5% or more

of its total assets reported in Part X, line 16? If “Yes," complete Schedule D, Part Vil. . . . . 11b X
¢ Did the organization report an amount for investments-—program related in Part X, line 13 that 1s 5% or more

of its total assets reported in Part X, line 167 If "Yes,” complete Schedule D, Part Vil . . . . . 11c X
d Did the organization report an amount for other assets in Part X, line 15 that is 5% or more of its total assets

reported in Part X, line 167 If “Yes, " complete Schedule D, Part IX. . 11d X

e Did the organization report an amount for other habilties in Part X, ine 257 If "Yes complete Schedule D, Part X . el X

f Did the organization's separate or consolidaled financial statements for the lax year include a footnote that addresses
the organization's liability for uncertain tax positions under FIN 48 (ASC 740)? If *Yes," complete Schedule D, Part X 11| X
12a Did the organization obtain separate, \ndependent audited financial statements for the tax year? If "Yes,” complete
Schedule D, Parts X!, Xli, and Xt . 12a X
b Was the organization included in consolidated, independent audnted ﬁnanmal statements for the tax year? If "Yes,"
and if the orgamzation answered "No” to ine 12a, then completing Schedule D, Parts Xi, XlI, and Xlil is optional . 12b X
13 Is the organization a school described in section 170(b)(1)(A)}i)? If "Yes,” complete Schedule g . . 13 X
14a Dud the organization maintain an office, employees, or agents cutside of the United States? . e ., 14a X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking,
fundraising, business, investment, and program service activities outside the United States, or aggregate
foreign investments valued at $100,000 or more? If "Yes,” complete Schedule F, Parts | and IV . . |14b X
15 Did the orgamization report on Part IX, column (A), line 3, more than $5,000 of grants or assistance to any
organization or entity located outside the United States? If "Yes,"” complete Schedule F, Parts il and IV . . . 15 X
16  Did the organization report on Part IX, column (A), ine 3, more than $5,000 of aggregate grants or assistance
to individuals located outside the United States? If “Yes, " complete Schedule F, Parts lll and 1V . . 16 X
17 Did the organization report a total of more than $15,000 of expenses for professional fundraising services
on Part IX, column (A), lines 6 and 11e? If "Yes,” complete Schedule G, Part | (see instructions) . 117 X
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIII, lines 1c and 8a? If "Yes," complete Schedule G, Part !l . L. 18 X
19  Did the organization report more than $15,000 of gross income from gaming activities on Part VIII lme 93‘7
If "Yes," complete Schedule G, Partill . . . L . 19 X
20a Did the organization operate one or more hospital facilities? II 'Yes comple!e Schedule H - . 20a] X
b If"Yes" to hne 20a, did the organization attach a copy of its audited financial statements to this retum" . 20b] X

Form 990 (2011)




Form 990 (2011) Canlion Franklin Memorial Hospital 54-0480606 Page 4
Checkiist of Required Schedules (continued)
Yes | No
21 Did the organization report more than $5,000 of grants and other assistance to any govemment or organization
in the United States on Part 1X, column (A), line 1? If “Yes,” complete Schedule I, Parts | and Ji . 211 X
22 Did the organization report more than $5,000 of grants and other assistance to individuals in the
United States on Part IX, column (A), ine 27 Jf "Yes,* complete Schedule I, Parts land ll} . . . . . 22 X
23 D the organization answer "Yes" to Part VI, Section A, line 3, 4, or 5 about compensation of the
organization's current and former officers, directors, trustees, key employees, and highest compensated
employees? If "Yes," complete Schedule J . . . 231 X
24a Dd the grganization have a tax-exempt bond issue with an outstandmg pnncrpat amount of more than
$100,000 as of the last day of the year, that was issued after December 31, 20027 If "Yes, " answer lines
24b through 24d and complete Schedule K If "No," go to line 25 . . - . 24a| X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exceptton" . . . |24b X
¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt bonds? . .o 24c X
d Did the organization act as an "on behaif of” issuer for bonds outstandmg at any trme dunng the year? 24d X
25a Section 501(c)(3) and 501(c)(4) organizations. Did the organization engage in an excess benefit transaction
with a disqualified person dunng the year? If "Yes,” complete Schedule L, Part | - 25a X
b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a
prior year, and that the transaction has not been reported on any of the argamzation's prior Forms 990 or
990-EZ7? If “Yes,” complete Schedule L, Part | 25b X
26 Was a loan to or by a current or former officer, director, trustee key employee htghly compensated employee, or
disqualfied person cutstanding as of the end of the organization's tax year? If "Yes, " complete Schedule L, Part If 28 X

27 Did the organization provide a grant or other assistance to an officer, director, trustee, key employee,
substantial contributor or employee thereof, a grant selection committee member, or to a 35% controlied
entity or family member of any of these persons? If *Yes," complete Schedule L, Partill . . . . . . 27 X

28 Was the organization a party to a business lransaction with one of the following parties (see Schedule L,
Part IV instructions for applicable filing thresholds, conditions, and exceptions)

a A current or former officer, diractor, trustee, or key employee? If "Yes,” complete Schedule L, Part IV 28a X
b A family member of a current or former officer, director, trustee, or key employee? If “Yes,” complete
Schedule L, Part IV . 28b X
¢ An entty of which a current or former ofﬁcer director, trustee or key employee (ora famuly member thereof)
was an officer, director, trustee, or direct or indirect owner? If "Yes,” complete Schedule L, Partiv . . . . 128¢| X
29 Did the organization receive more than $25,000 in non-cash contnbutions? If "Yes, " complete Schedule M . . 29 X
30 Did the orgamzation receive contributions of an, historical treasures, or other similar assets, or qualfied
conservation contributions? If "Yes,* complete Schedule M . . . 30 X
31 Dud the organization liquidate, terminate, or dissolve and cease operatrons') /f "Yes,” complete Schedule N,
Part { . 3 X
32 Dud the arganization sell, exchange, dispose of, or transfer more than 25% of its net assets”
If "Yas," complete Schedule N, Part H . 32 X
33 Did the organization own 100% of an entity disregarded as separate from the orgamzatron under Regulatlons
sections 301.7701-2 and 301.7701-3? If "Yes," complete Schedule R, Part! . . . . . 133 X
34 Was the organization related to any tax-exempt or taxable entity? if "Yes," complete Schedule R, Parts I,
i, v, and v, line 1 . . . . 34| X
35a Did the orgamization have a controlted entity wnthm the meaning of section 512(b)(13)‘7 . 35a X
b Did the organization receive any payment from or engage in any transaction with a controlled entity within
the meaning of section 512(b)(13)? /f "Yes,” complete Schedufe R, Part V, line 2 . . 35b X
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non- chantable retated
organization? /f “Yes," complete Schedule R, Part V, line 2 . N .. 36 X

37 Did the orgamzation conduct more than 5% of its activities through an entlty that is not a related organlzatuon
and that is treated as a partnership for federal income tax purposes? If “Yes,” complete Schedule R, Part

vi. . .. 37 X
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part Vi, Iines 11 and
182 Note. All Form 990 filers are required to complete Schedule O.. . . . L. .. . 3g | x

Form 990 (2011)




Form 930 (2011) Carilion Franklin Memonal Hospital 54-0480606 Paga 8
Statements Regarding Other IRS Filings and Tax Compliance

Check if Schedule O contains a response to any question in this PartV., . . . .o .
Yes | No
1a Enter the number reported in Box 3 of Form 10386. Enter -0- if not applicable 1a 0
b Enter the number of Forms W-2G included in line 1a Enter -0- 1f not applicable 1b 0
¢ Did the orgamization comply with backup withholding rules for reportable payments to vendors and reportable .
gaming {gambling) winnings to prize winners? . . . . R . ic | X
2a Enter the number of employees reported on Form W-3, Transmmal of Wage and Tax
Statements, filed for the calendar year ending with or within the year covered by this return . 2a 361
b If at least one 1s reported on line 2a, did the organization file all required federal employment tax returns? . . 2b| X
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-file. (see instructions) .
3a Did the organization have unrelated business gross income of $1,000 or more during the year? . . . .. 13 X
b 1f"Yes,” has it filed a Form 990-T for this year? If “No,” provide an explanation in Schedule O . . . . . 3b

4a At any time during the calendar year, did the organization have an interest in, or a signature or other authonty
over, a financial account in a foreign country (such as a bank account, secunties account, or other financial

account)? . da| X

b If "Yes,” enter the name of the forelgn country » See Atftached Statement

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 dunng the tax year? . . 5a X
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? . Sb X
c If"Yes" to line 5a or 5b, did the organization file Form 8886-7? . . 5c

6a Does the organization have annual gross receipts that are normally greater than $100 000, and dnd the

srganization solicit any contributions that were not tax deductible? . . 6a X
b If "Yes," did the organization include with every solicitation an express statement that such contnbutlons or
gifts were not tax deductible? . R . 6b

7  Organizations that may receive deductlble contnbutlons under sectlon 170(c)
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods

and services provided to the payor? L 7a X
b If"Yes,” did the organization notify the donor of the value of the goods or services prowded" . . 7b
¢ Did the organization seil, exchange, or otherwise dispose of tanglble personal property for which it was

required to file Form 82827 . . . . Co . 7c X
d 1f"Yes,” indicate the number of Forms 8282 fled during the year . . . L l 7d |
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? . . Te X
f Did the organization, duning the year, pay premiums, directly or indirectly, on a personal benefit contract? . . 7f X
g Ifthe organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required? | 7g
h  If the organization received a contribution of cars, boats, awplanes, or other vehicles, did the organization file a Form 1098-C?. | 7h

8 Sponsoring organizations maintaining donor advised funds and section 509(a)(3) supporting
organizations. Did the supporling organization, or a donor advised fund maintained by a sponsoring

organization, have excess business holdings at any tme duning the year? . . . e . 8
9  Sponsoring organizations maintaining donor advised funds. )
a Did the orgamization make any taxable distributions under section 49667 . .o . . 9a
b Did the organization make a distribution to a donor, donor advisor, or related person? . oh
10  Section 501(c)(7) organizations. Enter:
a Ination fees and capital contnbutions included on Part VI, ine 12 . . . . |10a
b Gross receipts, inciuded on Form 990, Part Viil, line 12, for public use of club facilties . . 10b
11 Section 501{c)(12) organizations. Enter:
a Gross income from members or shareholders L 11a
b Gross income from other sources (Do not net amounts due or pald to other sources
against amounts due or receved from them.) . . R 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization fiing Form 990 in heu of Form 1041? 12a
b If"Yes." enter the amount of tax-exempt interest received or accrued during the year . . l12b|
13 Section 501(c)(29) qualified nonprofit health insurance issuers.
a s the organization licensed to issue qualified health plans in more than one state? . L. 13a

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

the organization is licensed to issue qualified health plans . . . . R 13b
¢ Enter the amount of reserves on hand . 13c
14a Did the orgamization receive any payments for mdoor tannlng services dunng the tax year? Coe e . 14a X
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 980 (2011) Carilion Franklin Memorial Hospital 54-0480606 Page 6
Governance, Management, and Disclosure For each "Yes" response to lines 2 through 7b below, and for a "No*
response lo line 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 . . .

Section A. Governing Body and Management

Yes | No

1a Enter the number of voting members of the governing body at the end of the tax year. . . 1a 10] .
If there are material differences in voting rights among members of the governing body, or
if the governing body delegated broad authonty to an executive commuittee or similar
committee, explain in Schedule O.

b Enter the number of voting members included in line 1a, above, who are independent . . 1b 8

2 Did any officer, director, trustee, or key employee have a family relationship or a business relauonshlp with
any other officer, director, trustee, or key employee? . . . . 2 X

3 Did the organization delegate control over management duties customanly performed by or under the dlrect
supervision of officers, directors, or trustees, or key employees to a management company or other person?

4  Did the organizatron make any significant changes to its governing documents since the prior Form 990 was filed?

5 Did the organization become aware dunng the year of a significant diversion of the organization's assets?

6 Did the organization have members or stockholders?

7a Did the organization have members, stockholders, or other persons who had the power to elect or apponnl
one or more members of the governing bady? . . . 7a| X

b Are any govemance decisions of the orgamization reserved to {or subject to approval by) members
stockholders, or persons other than the governing body? . . . . 76} X

8 Did the organization contemporaneously document the meetings held or wntten actions undertaken dunng

the year by the following: )
a The governing body? . . . . 8a| X
b Each committee with authority to acton behalf of the goveming body7 . . |I8b| X

9 Is there any officer, director, trustee, or key employee listed in Part Vil, Section A who cannot be reached

at the organization's mailing address? If "Yes,” provide the names and addresses in Schedule O . 9 X

Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code )

| Yes | No
10a Did the organization have local chapters, branches, or affiliates?. . . 10a X

b If "Yes,” did the organization have written policies and procedures governing the actlvmes of such chapters

affiliates, and branches to ensure their operations are consistent with the organization's exempt purposes? . 10b

11a Has the organization provided a complete copy of this Form 990 to afl members of its governing bady before filing the form? 11a| X

b Describe in Schedule O the process, if any, used by the organization to review this Form 990.

12a Did the organization have a wnitten conflict of interest policy? If “No," go to ne 13 12a| X

b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give rise to conthcts" 12b] X

¢ Did the organization regularly and consistently monitor and enforce comphance with the policy? If "Yes,”

oo &
=

descnbe in Scheduie O how this was done . . 12¢! X
13 Did the organizatton have a written whistleblower policy? . . . 13| X
14 Did the organization have a written document retention and destruction policy? . . . 141 X

15 Did the procass 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 CEQ, Executive Director, or top management official .. . . . 15al X
b Other officers or key employees of the organization . . . .o . 15b] X
If "Yes" to line 15a or 15b, describe the process in Schedule O (see |nstruct|ons) i}
16a Did the organization invest in, contnbute assets to, or participate in a joint venture or simifar arrangement -
with a taxable entity dunng the year? . . . .. 16a X
b If"Yes," did the orgamization follow a written policy or procedure requmng the organlzatron 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? . L. . . . 16b
Section C. Disclosure
17  List the states with which a copy of this Form 990 is required o be filed L N
18 Section 6104 requires an organization to make its Forms 1023 (or 1024 if applicable), 990, and 990-T (Section 501(c)(3)s only)
available for public inspection. Indicate how you made these available Check all that apply.
[:] Own website Another's website Upon request
19 Describe in Schedule O whether {(and If so, how), the orgamzat:on made its govermning documents, conflict of interest
policy, and financial statements available to the public.
20 State the name, physical address, and telephone number of the person who possesses the books and records of the
organization- » The Organization {540) 224-5112

213 S Jefferson Street, Sute 827, Roanoke, VA 24011

Form 990 (2011)




Form 990 (2011)

Canhion Frankiin Memorial Hospital

54-0480606

Page 7

Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated
Employees, and Independent Contractors
Check if Schedule O contains a response to any question in this Part VII .

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.

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

¢ List all of the organization's current key employees, if any. See instructions for definttion of "key employee.”

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

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

o 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

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

(C}
Position
(A) (8) {co not check more than one (D) (E) {F}
Name and Title Average box, unless person s both an Reponable Reportable Estmated
hours per officer and a dwector/trustee compensation compensation amouni of
week o 5| 5{ol xle X from from related other
{describe allz2|2 2 S_ = § the organizations cnompensation
hours for g a % E 318 ala organization (W-2/1099-MISC) from the
woenons |35 | | 3[7E| | MO s
n Schedule 95, 3 § § organizations
0) 8l e 2
® 3
Q
J{1). Chris AylesworthPhD ...
Director 200 X 0 0 0
.{2). _RonaldEvans . ... ...
President/Direclor 200 X 0 0 0
_(3)._VictonaGardner . ... .....
Vice President/Director 2.00[ X 0 0 0
(&) _lamyHeaton ...
Director 2.00] X 0 0 0
_{9)_ Florelladohnson ...,
Director 200 X 4] 0 0
_(8)  BillyKingery ...
Director 200{ X 0 0 0
D). SusanKibyMO L
Director 2.00] X 0 0 0
.{8) DavePeters ____ ___ .. .. _...........
Director 200 X 0 0 0
JA8) _JeffPowell ...
Director 200) X 0 0 0
{10} MikeshShahMD ...
Chief of Staff/Director 200 X 0 238,084 24,813
[11). _William Jacobsen ...,
Secretary/Treasurer/Director 5000] X X 180,231 0 38,826
{12), Donaldlotton _ . ...
Assistant Treasurer 200 X 0 680,251 528,400
{33)._RachelMabe ... ...
Assistant Secretary 200 X 0 67,991 25,993
{14) _SharonScolt ...
Pharmacist 50.00 X 133,144 0 863

Form 990 (2011)




Form 980 (2011) Carilion Frankhn Memorial Hospital 54-0480606  Page 8
Part vil Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees {continued)
(€)
Position
(A) (8) {do not check more than one )} (E) F
Name and utle Average box, unless parson is both an Reportable Reportable Estimated
hours per officer and a dveclor/irustee) compsnsation compensalion amount of
week o5l 3 xle x| from from retated other
=2 Q 5| o
(descnbe ol 2|32 a gl 3 the organizations compensation
hours for g algle s e3le2 orgamization (W-2/1099-MISC) from the
related 45|85 2|3 g (W-2/1099-MISC) organzation
organizations |~ 5} £ % 3 and related
n Schedule G| 3 ® 3 organizations
0) 3 2 ]
8 £
&
(35) LorMcClure ...
Pharmacy Manager $0.00 X 131,007 0 35,385
88 s
L4
L8 ) P
) e
(20 e
() e
(22) s
$23) e
(28) s
(28) s
1b  Sub-total .. . > 444,382 986,326 654,280
¢ Total from continuation sheets to Part VI, Section A .» ] 0 0
d Total (add lines 1b and 1c). . . > 444,382 986,326 654,280
2 Total number of individuals {including but not limited to those listed above) who received more than $100,000 of
reportable compensation from the orgamization » 5 .
Yes| No
3 Did the organization list any former officer, director, or trustee, key employee, or highest compensated
employee on line 1a? /f “Yes,” complete Schedule J for such individual . . 3 X
4  For any individua! listed on line 1a, is the sum of reportable compensation and other compensation from
the organization and related organizations greater than $150,000? /f “Yes, " complete Schedule J for such
individual . .o .. 4 | X
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual :
for services rendered to the organization? If *Yes,” complete Schedule J for such person . 5 X
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for (he calendar year ending with or within the organization's tax
year.
(A) 8) (C)
Name and business address Description of services Compensation
Solstas Lab Partners Grouj PO Box 751337, Charlotie, NC 28275-1337 {Laboratory services 2,148,312
Siemens Medical Solutions 51 Valley Stream Parkway, Malvern, 19355 1|Equipment and software ma 263,895
0
0
0
2  Total number of independent contractors (including but not hmited to those listed above) who received
more than $100,000 of compensation from the organization > 2

Form 990 (2011)



Form 990 (2011) Caniion Franklin Memorial Hospital 54-0480606 Page 9
Statement of Revenue
- ’ - () (B) () (D)
Total revenue Related or Unrelated Revenue
o exempt business excluded from
s function revenue tax under sections
revenue 512,513 or 514
2 8| 1a Federated campaigns 1a 0
g 3| b Membership dues . 1b 0
;‘.’_3- E ¢ Fundratsing events 1c 0
& 5| d Related organizations . 1d 0 L -
2‘ Ei e Governmentgrants (contnbutlons) 1e 9.604 - -
8 @ £ Al other contributions, gifts, grants, and . ‘
_§ é’ simitar amounts not included above 1f 1,070 “
£ 9| g Noncash contributions included in lines 1a-1f 0
8 §| _h_Total. Add hnes 1a-1f . > 10,674
@ Business Code
§ | 2a NetPatent Service Revenues ... __ 900099 36,855,602 36,855,602
| o 0
81 ¢ 0
S| o 0
g - PP 0
g' f All other program service revenue 0
a g Total. Add lines 2a-2f . - L 36,855,602 -
3 Investment income (including dividends, interest, and
other similar amounts) . . A 172,412 172,412
4  Income from investment of tax-exempt bond proceeds . > 3 3
5 Royaities . . > 0
(1) Rea! (n) Personal
6a Grossrents 339,070 ,
b Less' rental expenses . '
¢ Rental income or (loss) . 339,070 0
d Net rental income or (loss) . . S .. » 339,070 351,072
7a Gross amount from sales of (1) Secunties () Other .
assets other than inventory 1,033,154 0
b Less: cost or other basis
and sales expenses . 1,063,791 93,365
¢ Gain or (loss) -30,637 -93,365
d Net gain or (loss) > -124.002 -124,002
né 8a Gross income from fundraising _
2 evenis (notincluding$ ... 0
§ of contnbutions reported on hne 1c).
] See Part IV, ne 18 . a 0 .-
":6' b Less. direct expenses b 0 .
¢ Netincome or (loss) from fundralsmg events . » 0
9a Gross income from gaming actvities.
See Part IV, line 19. a 0
b Less direct expenses . b 0 - _
c Net income or (loss) from gamlng acllvmes . > 0
10a Gross sales of inventory, less
returns and allowances . a 0
b Less: cost of goods sold b 0 . .
¢ Netincome or (loss) from sales of |nventory » 0
Miscellaneous Revenue Busliness Code o
11a EHRIncentive Payment __ ___ ____ ___._ __ 900099 1,724,143 1,724,143
b Cafeterialncome . .. ..___....__... 900099 44,497 44,497
¢ Court Cost Recovery Income ____________. 900099 25,860 25,860
d All other revenue -1,517 -1,517
e Total. Add lines 11a-11d. > 1,792,983
12 Total revenue, See instruchions , > 39,046,742 38,604,088 443,982

Form 990 (2011)



Form 990(2011) Carilion Franklin Memorial Hospital
Part IX 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).

54-0480606 Page 10

Check if Schedule O contains a response to any question in this Part IX

L]

Do not include amounts reported on lines 6b, Total e(:;enses Progra(:)semce Mana :(a(ri\)enl and Funéo)
7b, 8b, 9b, and 10b of Part Viil. expenses gener:gal expenses GKD;:I:;:Q
1 Grants and other assistance to governments and
organizations in the United States. See Part IV, line 21 7,619 7,619
2 Grants and other assistance to individuals in the
United States See Part IV, line 22 0
3 Grants and other assistance to governments,
organizations, and individuals outside the
United States. See Part IV, lines 15 and 16 0
4 Benefits paid to or for members 0
5 Compensation of current officers, directors
trustees, and key employees . 186,245 186,245
6 Compensation not inciuded above, to dlsquahﬁed
persons {as defined under section 4958(f)(1)) and
persons described in section 4958(¢)(3)(B) . 0
7 Other salaries and wages 12,088,423 11,824,034 264,389
8 Pension plan accruals and contnbutlons (|nclude
section 401(k) and 403(b) employer contributions) 952 811 952,811
8  Other employee benefits . 1,585,563 1,503,536 82,027
10 Payroli taxes . 883,148 882,980 168
11 Fees for services (non- employees)
a Management . 4,376,251 4,376,251
b Legal. 158 158
¢ Accounting 0
d Lobbying. 5,407 5,407
e Professional fundralsmg serwoes See Part IV Ime 17. 0
f Investment management fees 1,975 1,975
g Other 4,410,930 4,289,422 121,508
12 Adverlising and promotion . 98 98
13  Office expenses . 837,081 811,989 25,092
14  Information technology 74,346 73,325 1,021
15 Royalties 0
16 Occupancy 617,579 617,579
17 Travel 239,354 231.002 8,352
18  Payments of travei or entertainment expenses
for any federal, state, or local public officials 0
19 Conferences, conventions, and meetings 0
20 Interest 600,385 600,395
21 Payments to affiliates . 0
22 Depreciation, depletion, and amomzat|on 1,277,004 1,277,004 0 0
23 Ipsurance 316,829 203,607 113,222
24 Other expenses. ltemize expenses not covered - :
above (List miscellaneous expenses in line 24e. If
line 24e amount exceeds 10% of hine 25, column
(A) amount, list line 24e expenses on Schedule O.)
3 BadDebl . 4,587,955 4,587,955
b Medical Supplies i 1,977,831 1,977,831
¢ PracticeSubsidy . . ... 1,957,581 802,921 1,154,660
d Dues&Subscriptions _______ ... ... 38,493 36,391 _2,102
e Allother expenses OtherExpenses . . . .. 56,489 43,660 12,829
25  Total functional expenses. Add hnes 1 through 24e 37,079,565 30,915,811 6,163,754 0
26 Joint costs. Complete this ine only if the
organization reported in column (B) joint costs
from a combined educational campaign and
fundraising solicitation Check here DD if
following SOP 98-2 (ASC 958-720)

Form 990 (2011)



Form 990 (2011) Carilion Franklin Memorial Hospitat 54-0480606  Page 11
Balance Sheet
{(A) (8)
Beginning of year End of year
1 Cash—non-interest-beanng . 1,399] 1 1,399
2 Savings and temporary cash investments . 1,080 2 17,330
3 Pledges and grants receivable, net o 3 0
4  Accounts receivable, net . 5,172,321} 4 5,267.444
5 Recevables from current and former officers, directors, truslees key - -
employees, and highest compensated employees Complete Part Il of
Schedule L 5 )
6 Receivables from other dusqualuﬁed persons (as defi ned under section
4958(f)(1)), persons descnbed in section 4958(c)(3)(B), and contribuling
employers and sponsoring organizations of section 501(c)(9) voluntary
g employees' beneficiary organizations (see instructions) . . 6
@ | 7 Notes and loans receivable, net o 7 )
< [ 8 Inventores for sale or use . . ol 8 9.720
9 Prepaid expenses and deferred charges 149,167 9 176,909
10a Land, builldings, and equipment: cost or .
other basts. Complete Part Vi of Schedule D | 10a 34,719.290 B B .
b Less accumulated depreciation . 10b 25,243,477 10,410,687 10c 9.475.313
11 Investmenis—publicly traded securities 48,468 11 2,267,818
12  Investments—other secunities. See Part IV, line 11 43,308 12 275,109
13  Investments—program-related See Part IV, line 11 ol 13 0
14 Intangible assets . 0l 14 0
15 Other assets. See Part IV, hne 1. 419,807{ 15 288,338
16 Total assets. Add lines 1 through 15 (must equal hne 34) 16,246,347] 16 17,779,880
17  Accounts payable and accrued expenses 2,911,707} 17 3,356,697
18 Grants payable 18
19 Deferred revenue . . 76,649] 19 98,343
20 Tax-exempt bond lrabilities 11,339,497] 20 11,025,788
21 Escrow or custodial account liability Complete Part IV of Schedule D 21
# 122 Payables to current and former officers, directors, trustees, key
= employees, highest compensated employees, and disqualified
B persons Complete Part Il of Schedule L 22
3123 Secured mortgages and notes payable to unrelated third parties 0] 23 0
24 Unsecured notes and loans payable to unrelated third parties 0| 24 0
25 Other habilities {inciuding federal income tax, payables to related third
parties, and other tabiiies not included on lines 17-24) Complele
Pant X of Schedule D 6,868,650 25 9,398,020
26 Total liabilities. Add lines 17 throu jh 25 . 21,196,503| 26 23,878,848
® Organizations that follow SFAS 117, check here >. and
3 complete lines 27 through 29, and lines 33 and 34. .
& |27 Unrestricted net assets -4,993,192| 27 -6,136,420
S 128  Temporanly restricted net assets . 43,036| 28 37,452
€29 Permanently restricted net assets . 29
2 Organizations that do not follow SFAS 117, check here DD
] and complete lines 30 through 34,
§ 30 Capttal stock or trust principal, or current funds 30
2 31 Paid-in or capital surplus, or land, building, or equipment fund 31
g (32 Retained earnings, endowment, accumulated income, or other funds 32
Z i33 Total net assets or fund balances . -4,950,156] 33 -6,098,968
34 Total liabiities and net assets/fund balances 16,246,347} 34 17,779,880

Form 990 (2011)



Form 990(2011)  Carnlion Franklin Memonal Hospital

54-0480606  Page 12

Reconciliation of Net Assets
Check iIf Schedule O contains a response to any question in this Part Xl

1  Total revenue (must equal Part VIlI, column (A), ine 12) . 1 39,046,742
2 Total expenses (must equal Part IX, column (A), line 25) 2 37,079,565
3 Revenue less expenses. Subtract line 2 from line 1. 3 1,967,177
4  Net assets or fund balances at beginning of year (must equal Part X, ine 33 column (A)) 4 -4,950,156
5 Other changes in net assets or fund balances {explain in Schedule O) 5 -3,115,989
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 -6,098,968
Financial Statements and Reportmg
Check if Schedule O contains a response to any question in this Part XIi |:]
Yes | No
1 Accounting method used to prepare the Form 990: D Cash Accrual D Other
If the organization changed its method of accounting from a pnor year or checked “Other,” explan in
Schedule O.
2a Were the organization's financial statements compiled or reviewed by an independent accountant? . 2a X
b Were the organization's financial statements audited by an independent accountant? . 2h} X
¢ If "Yes" to line 2a or 2b, does the organization have a committee that assumes responsibility for oversught of
the audit, review, or compilation of its financial statements and selection of an independent accountant? . 2} X
If the organization changed either its oversight process or selection process dunng the tax year, explain in
Schedule O.
d Ii“Yes"to ine 2a or 2b, check a box below to indicate whether the financial statements for the year were
issued on a separate basis, consohdated basis, or bolh. '
D Separate basis Consolidated basis l_—_] Both consolidated and separate basis )
3a As a result 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 X
b If"Yes," did the organization undergo the required audit or aud:ts” If the orgamzataon drd not undergo the
required audit or audits, explain why in Schedule O and describe any steps taken 1o undergo such audits. 3b

Form 990 (2011)




SCH . , , o
Form 550 o 980.E2) Public Charity Status and Public Support | vt tessaon

2011

Open to Public

Complete if the organization is a section 501(c)(3) organization or a section

4947(a)(1 .
Department of the Treasury 947(a)(1) nonexempt charitable trust

Internal Revenue Service » Attach to Form 990 or Form 980-EZ » See separate instructions. Inspection
Name of the organization Employer identification number
Carilion Franklin Memorial Hospital 54-0480606

Reason for Public Charity Status (All organizations must complete this part.) See instructions
The Oﬁnizatlon 1s not a private foundation because 1t i1s: (For lines 1 through 11, check only one box.)

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

2 D 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)(iil).

4 D A medical research organization operated in conjunction with a hospital described in section 170(b){1)(A)(iii). Enter the
hospital's name, City, and State:

5 An organization operated for the benefit of a college or university owned or operated by a governmental unit described

in section 170(b}(1)(A)(iv). (Complete Part Il.)
A federal, state, or local government or governmental unit descnbed in section 170(b){1)(A){v).

An organization that normally recelves a substantial part of its support from a governmental unit or from the general public
descnbed in section 170(b){1)(A){vi). (Complele Part Il.)

A community trust described in section 170(b)(1)(A)}{vl). (Complete Part Ii.)

An organization that normally receives (1) more than 33 1/3% of its support from contributions, membarship fees, and gross
receipts from activities related to its exempt functions—subject to certain exceptions, and (2) no more than 33 1/3% of its
support from gross investment income and unrelated business taxable income (less section 5§11 tax) from businesses
acquired by the orgamization after June 30, 1975 See section 509(a)(2). (Complete Part 11i )

10 An organization organized and operated exclusively to test for public safely. See section 509(a)(4).

11 An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the

purposes of one or more publicly supported organizations described in section 509(a)({1) or section 509(a)(2). See section
508(a)(3). Check the box that descnbes the type of supporting organization and complete ines 11e through 11h

a D Type | b D Type Il c D Type HI-Functionally integrated d D Type I1-Other

e D By checking this box, | certify that the organization is not controlled directly or indirectly by one or more disqualified
persons other than foundation managers and other than one or more publicly supported organizations described in section
509(a)(1) or section 509(a)(2).

U0 0O d

g

f If the organization received a written determination from the IRS that itis a Type |, Type Ii, or Type !ll supporting
organization, check thisbox. . . . . . . . . C e .. ]
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 m {n} Yos | No
and (m) below, the governing body of the supporied organization? 11g(i}
(i) A family member of a person described In (1) above? . .. .o . . . 11g(i1)
(lii) A 35% controlled entity of a person described in (i) or (i) above? . . . . . 11g(ii)
h Provide the following information about the supported organization(s
{i) Name of supported (W) EIN (1il) Type of orgaruzation | {iv} is the organization (v) Did you notify {vi) Is the {vii) Amount of
organizatian (descnbed onhnes 1-9 | incol (i) listed inyour | the organization in orgaruzation In col support
above or IRC section goveming document? col (1) of your (1) organized in the
(see instructions)) support? Us-?
Yes No Yes No Yes No
(A}
0
(8)
0
(C)
0
(D)
0
(E)
0
Total - 0
For Paperwork Reduction Act Notice, see the Instructions for Schedule A (Form 990 or 990-E2) 2011

Form 990 or 990-EZ.
(HTA)




Schedule A (Form 990 or 880-EZ) 2011 Carilion Franklin Memorial Hospital 54-0480606 Page 2

Support Schedule for Organizations Described in Sections 170(b}(1){(A){iv) and 170(b)({1}(A){vi)
(Complete only if you checked the box on line 5, 7, or 8 of Part | or if the organization falled to qualify under
Part |ll. If the organization fails to qualify under the tests listed below, please complete Part I11.)

Section A. Public Support

Calendar year (or fiscal year beginning in}) » | (a) 2007 {(b) 2008 () 2009 {d) 2010 (e} 2011 (f) Total

1

n

6

Gifts, grants, contnbutions, and
membership fees received. {Do not
include any “unusual grants.") C 0
Tax revenues levied for the organization's
benefit and either paid to or expended on
its behalf . o 0
The value of services or facumes
furnished by a governmental unit to the
organization without charge . .
Total. Add lines 1 through 3 . 0 0 0 0 0
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 lme 4. . o 0

oo

Section B. Total Support

Calendar year (or fiscal year beginning in) »| (a) 2007 (b} 2008 {c) 2009 {d) 2010 {e) 2011 (f) Total

7
8

10

11
12
13

Amounts from lined . . . 0 0 0 0 0 0
Gross income from interest, dividends,
payments received on securities loans,
rents, royalties and income from similar
sources . . . 0
Net income from unrelated business
activities, whether or not the business ts
regularly carned on . 0
Other income Do not include gam or
loss from the sale of capital assets
(ExplaininPartiv). . . 0
Total support. Add hnes 7 lhrough 10. L 0
Gross recetpts from related activities, etc (see instructions) . 12 |

First five years. if the Form 990 is for the organization's first, second third, fourth or ffth tax year as a section 501(c)(3)
organization, check this box and stop here . .o . >

Section C. Computation of Public Support Percentage

14
15
16a

b

17a

18

Public support percentage for 2011 (line 6, column (f) divided by line 11, column (f)) . 14 0.00%
Public support percentage from 2010 Schedule A, Part il, ine 14 . 15 0.00%
33 1/3% support test—2011. |f the organization did not check the box on Ime 13 and I|ne 14is 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 a box on hine 13 or 16a, and Ilne 15 is 33 1/3% or more, check this
box and stop here. The organization qualifies as a publicly supported organization . .. . . A S

10%-facts-and-circumstances test—2011. If the organization did not check a box on line 13, 163, or 16b, and ine 14

1s 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 pubhcly supported

organzation. . . . »
10%-facts- and-clrcumstances test—2010 If the organization did not check a box on line 13, 16a, 16b, or 17a and Iune

15 is 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 orgarization qualifies as a publicly

supported organization . o e ) . e[

Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see

instructions )D

Schedule A (Form 930 or 990-EZ) 2011




Schedule A (Form 990 or 930-EZ) 2011

Carilion Franklin Memorial Hospital 54-0480606 Page 3
Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only if you checked the box on line 9 of Part | or if the organization failed to qualify under Part Ii.
If the organization fails to qualify under the tests listed below, please complete Part I1.)
Section A. Public Support
Calendar year {or fiscal year beginning in) P! {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 ) 0
2 Gross receipts from admissions, merchandise
sold or services performed, or facilites furnished
in any acbwvity that is related to the
organization's tax-exempt purpose 0
3 Gross receipts from activities that are not an
unrelated trade or business under section 513 0
4  Tax revenues levied for the organization’s
benefit and either paid to or expended on
its behalf . . 0
5  The value of services or facihties
furnished by a governmentat unit to the
orgamization without charge 0
6 Total. Add lines 1 through 5 0 0 0 0 0
7a  Amounts included on lines 1, 2, and 3
receved from disqualified persons 0
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 hne 13 for the year o
t Add hnes 7a and 7b 0 ) 0 0 0
8  Public support (Subtract line 7¢ from o ‘ -
line 6 ) R : . 0
Section B. Total Support
Calendar year (or fiscal year beginning in) » {a) 2007 {b) 2008 {c) 2009 {d) 2010 {e) 2011 {f) Total
9  Amounts from line 6 0 0 0 0 0
10a Gross income from interest, dwndends
payments received on securnties loans,
rents, royalties and income from similar sources 0
b Unrelated business taxable income (less
section 511 taxes) from businesses
acquired after June 30, 1975 0
¢ Add hines 10a and 10D 0 0 9] 0 J
1 Nel income from unrelated business
activihies not included in line 10b, whether
or not the business is regularly carned on 0
12 Otherincome Do not include gain or
loss from the sale of capital assets
(Explainin Part IV} 0
13 Total support. (Add lines 9. 10c, 11,
and 12) . 0 0 0 0 0
14 First five years. If the Form 990 1s for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check this box and stop here . [ D
Section C. Computation of Public Support Percentage
15  Pubhc support percentage for 2011 (ine 8, column (f) divided by line 13, column (f)) 15 0 00%
16  Public support percentage from 2010 Schedule A, Part i1, fine 15 . 16 0.00%
Section D. Computation of Investment Income Percentage
17  investmentincome percentage for 2011 (lne 10c, column (f) divided by line 13, column (f)) . 17 0.00%
18  Investment income percentage from 2010 Schedule A, Part lil, line 17 . 18 0.00%

19a

33 1/3% support tests—2011. If the organizahon did not check the box on ine 14, and line 15 is more lhan 33 1/3%. and line 17 is
not more than 33 1/3%, check this box and stop here The organization qualifies as a publicly supported orgamzation
b 33 1/3% support tests—2010. If the organization did not check a box on hne 14 or line 19a, and line 16 is more than 33 1/3%. and

line 18 Is not more than 33 1/3%, check this box and stop here. The organization quallfies as a publicly supported organization
20 Prvate 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



Schedule A (Form 9930 or 880-EZ) 2011 Carilion Franklin Memorial Hospital 54-0480606 Page 4
Supplemental Information. Complete this part to provide the explanations required by Part Il, line 10;
Part 1i, ine 17a or 17b; and Part 1, line 12. Also complete this part for any additional information. (See
instructions)

Schedule A {Form 990 or 930-EZ) 2011




SCHEDULE C Political Campaign and Lobbying Activities | ome o 15450047

(Form 990 or 990-E2)
For Organizations Exempt From Income Tax Under section 501(c) and section 527 2@ 1 1
> . I . " .
Department of the Treasury Complete if the organlzatuon’ls described below. P Attach to Form 990 or Form 990-E2Z. Open to Public
Internal Revenus Service See separate instructions. Inspection
If the organization answered “Yes" to Form 990, Part [V, line 3, or Form 990-EZ, Part V, line 46 (Pohtical Campaign Activities), then

s Section 501(c)(3) organizations Cornplete Parts I-A and B. Do not complete Part {-C
¢ Section 501(c) (other than section 501(c)(3)) organizations' Complete Parts I-A and C below Do not complete Part |-8.
¢ Section 527 organizations Complete Part I-A only.
If the organization answered "Yes" to Form 990, Part IV, line 4, or Form 890-EZ, Part Vi, line 47 (Lobbying Activities), then
» Section 501{c){3) orgamzations that have filed Form 5768 (election under section 501(h})). Complete Part II-A Do not complete Part I1-B.
¢ Section 501(c){3) organizations that have NOT filed Form 5768 (election under section 501(h)). Complete Part iI-B. Do not complete Part l-A
If the organization answered "Yes" to Form 990, Part 1V, line 5 (Proxy Tax) or Form 990-EZ, Part V, line 35¢ (Proxy Tax), then
* Section 501(c){4). (5). or (6) orqanizations Complete Par i
Name of organization Employer identification number
Carilion Franklin Memorial Hospital 54-0480606
Complete if the organization is exempt under section 501(c) or is a section 527 organization.
1 Provide a descnption of the organization's direct and indirect political campaign activities in Part V.
2 Poltical expenditures . . . <. C e e » S
3 Volunteer hours .

Part |-B Complete if the organization is exempt under section 501{c)(3).

1 Enter the amount of any excise tax incurred by the organization under section 4955 > S
2 Enter the amount of any excise tax incurred by organization managers under section 4855 > S
3 (f the organization incurred a section 4955 tax, did it file Form 4720 for this year? e e Yes [ |No
4a Was a correction made? . . e . [(Jyes [ INo

b if"Yes," descnbe in Part IV.
Complete if the organization is exempt under section 501(c), except section 501{c)(3).
1 Enter the amount directly expended by the filing organization for section 527 exempt function

activities . : L
2 Enter the amount of the filing orgamzatuon S funds contnbuled to other organizations

for section 527 exempt function activities . . 2 T
3 Total exempt function expenditures Add lines 1 and 2 Enter here and on Form 1120-POL,

fine 17b . e e .. . L T O_
4 Did the filing organization file Form 1120- POL for th|s year? . . e D Yes [ ]No

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

{a) Name (b) Address {c) EIN (d) Amount paid from {e) Amount of poliical
fiing organization’s contnbutions received and
funds if none, enter -0- promptly and directly
delivered to a separata
politicat organization If
none, enter -0-
) e
] 0 0
2} peeeeeemeceecsecieciaaiaa,
(2 0 0
3) et
) 0 0
, B ——
“@ 0 0
5 ---------------------------------
(5) 0 0
6 I i R L I R R
(6) 0 0
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 890-EZ. Schedule C (Form 990 or 990-E2) 2011
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Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election
under section 501(h)).

A Check >D if the filling orgamzation belongs to an affiliated group (and hist in Part IV each affihated group member's

name, address, EIN, expenses, and share of excess lobbying expenditures).

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

Limits on Lobbying Expenditures (a) Filing (b) Affiliated
(The term "expenditures” means amounts paid or incurred.) organization’s totals group totals

b

-« % o o

Total lobbying expenditures to influence public opinion (grass roots lobbying) .
Total lobbying expenditures to influence a legislative body (direct lobbying) .

Total lobbying expenditures (add fines laand 1b) . . . . . . . . - . 0

Other exempt purpose expenditures

QIOjC O |o

Total exempt purpose expenditures (add lines 1c and id) . .. . . . 0
Lobbying nontaxable amount Enter the amount from the following table in both
columns 0 0

ff the amount on line 18, column (a) or (b) is: The lobbying nontaxable amount is:

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

Over $500,000 but not over $1,000,000 $100.000 plus 15% of the excess over $500,000

Qver $1,000,000 but not over $1,500.000 $175,000 plus 10% of the excess over $1,000,000.

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

Over $17.000,000 $1,000.000.

—_— - T

Grassroots nontaxable amount (enter 25% of line 1f) . | L. . . 0 0
Subtract ine 1g from hine 1a If zero or less, enter -0- . . 0
Subtract line 1f from line 1c If zero or less, enter -0- . 0 0
1f there 1s an amount other than zero on either line 1h or line 1i, did the organlzatnon file Form 4720 reporting

section 4911 tax for this year? . . .o .. .. . .. . . I:] Yes D No

o

4-Year Averaging Period Under Section 501(h)
{Some organizations that made a section 501(h) election do not have to compiete all of the five
columns below. See the instructions for lines 2a through 2f on page 4.)

Lobbying Expenditures During 4-Year Averaging Period

Calendar year (or fiscal year (a) 2008 {b) 2009 {c) 2010 {d) 2011 (e) Total
beginning In)

23

Lobbying nontaxable amount

Lcnbbym.J celing amount
(150% of line 2a, columni{e)) 0

Total lobbying expenditures

Grassroots nontaxable amount

Grassroots ceiling amount
(150% of hine 2d. column (e)) : 0

Grassroots lobbying expenditures

0 0 0 0

Schedule C (Form 980 or 930-EZ) 2011
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Schedula C (Form 990 or 990-EZ) 2011 Page 3

Part II-B Complete if the organization is exempt under section 501(c)(3) and has NOT filed Form 5768
(election under section 501(h)).

For each "Yes" response to lines 1a through 1i below, provide in Part IV a detailed description (a) )
of the lobbying activity. Yes | No Amount

1 Duning the year, did the filing organization attempt to influence foreign, national, state or local
legislation, including any attempt to influence public opinion on a legislative matter or
referendum, through the use of:

Volunteers?

Paid staff or management (nnclude compensahon in expenses reported on Imes 1c¢ through 1|)7
Media advertisements? .

Mailings to members, Ieglslators or the pub|lc7

Publications, or published or broadcast statements?

Grants to other organizations for fobbying purposes? .

Direct contact with legislators, therr staffs, government officials, or a |eglslalnve body"

RKIX XX XX [X{x

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

Other activities? . . . e e e e . . s o X 5,407

N
GO0l em . T 0 Q0 T

Did the activities in line 1 cause the orgamzatlon to be not descnbed n sectlon 501(c)(3)7 X
If "Yes,” enter the amount of any tax incurred under section 4912 .

If “Yes,"” enter the amount of any tax incurred by organization managers under section 4912
If the filing orgamzation incurred a section 4912 tax, did it file Form 4720 for this year?

Total Add lines 1c through 1 . T 5,407

Complete if the organization is exempt under section 501(c)(4), section 501(0)(5), or section
501(c)}(6).

Yes | No

1 Were substantially ali (90% or more) dues received nondeductible by members? . . . . 1

2 Did the organization make only in-house lobbying expenditures of $2,000 or less? . . . 2

3 Dud the organization agree to carry over lobbying and political expenditures from the prior yeaﬂ 3

P AI[B:] Compilete if the organization is exempt under section 501(c){4), section 501(c)(5), or section
501(c)(6) and if either (a) BOTH Part lll-A, lines 1 and 2, are answered "No" OR (b) Part lil-A, line 3, is
answered "Yes."

1 Dues, assessments and similar amounts from members . .o 1

Section 162(e) nondeduchble lobbying and political expenditures (do not Include amounts of
political expenses for which the section 527(f} tax was paid).

a Current year .. . e e - . e . . 23

Carryover from last yeaf . 2b
c Total. . 2c 0
3 Aggregate amount reponed in section 6033(e)(1)(A) notuoes of nondeductlble sectlon 162(e) dues . 3

4 If notices were sent and the amount on line 2¢ exceeds the amount on line 3, what portion of the
excess does the organization agree to carryover to the reasonable estmate of nondeductible
lobbying and political expenditure next year? .

s

(2]
(=]

5 Taxable amount of lobbying and political expenditures (see mstructnons)

Supplemental Information

Complete this part to provide the dascriptions required for Part I-A, line 1; Part 1-B, line 4; Part I-C, line 5; Part II-A, and Part lI-B, line 1
Also, complete this part for any addllional mformatnon

...........................................................................................................................
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m Supplemental Information (continued)
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SCHEDULE D . .
(Form 990) Supplemental Financial Statements
» Complete if the organization answered “Yes,” to Form 890,
Partiv,line 6,7, 8,9, 10, 11a, 11b, 11¢c, 11d, 11e, 11f, 12a, or 12b.
Depantment of the Treasury

Internat Revenue Serice » Attach to Form 890,  » See separate instructions.
Name of the organization

I OMB No 1545-0047

2011

Open to Public

Inspection

Employer identification number

Carillon Frankhn Memorial Hospital 54-0480606
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

1 Total number at end of year .
2 Aggregate contributions to (during year)
3  Aggregate grants from (dunng year) .
4  Aggregate value at end of year .
5  Did the organization inform all donors and donor advisors In wnting that the assets held in donor advised

funds are the organization’s property, subject to the organization's exclusive legal control? D Yes D No
8 Did the organization inform all grantees, donors, and donor advisors in wnting that grant funds can be

used only for chantable purposes and not for the benefit of the donor or donor advisor, or for any other
purpose conferring impermissible private benefit? . [:] Yes D No
XA Conservation Easements. Complete if the ggamzatlon srswered "Yes' o Form 990, Part IV, ine 7
1  Purpose(s) of conservation easements held by the organization (check aii that apply).
Preservation of land for public use (e g ., recreation or education) Preservation of an historically important land area
D Protection of natural habitat D Preservation of a certified historic structure
D Preservation of open space

2 Complete lines 2a through 2d if the orgamzation held a qualified conservation contnbution in the form of a conservation
easement on the last day of the tax year.

Held at the End of the Tax Year
a Total number of conservation easements . . . . . Coe . 2a
b Total acreage restricted by conservation easements . . . . .. 2b
¢ Number of conservation easements on a certified historic structure included in (a) .o 2c
d Number of conservation easements included in (c¢) acquired after 8/17/06, and not on a
historic structure listed in the National Register 2d

3 Number of conservation easements modified, transferred, released extmgurshed or termmalsd by the organization
dunng the tax year P

4 Number of states where property subject to conservation easement is located  »
5§ Does the organization have a wntten policy regarding the penodic momitoring, inspection, handling of
violations, and enforcement of the conservation easements it holds? . . D Yes D No
6 Staff and volunteer hours devoted to monitonng, inspecting, and enforcing conservanon easements during the year
>
7 Amount of 'ex'penses incurred in monitoning, inspecting, and enforcing conservation easements dunng the year
>SS .
8 Does each conservation easement reported on line 2(d) above satisfy the requiremenls of section
170(h)(4)(B)(i) and section 170(h)4)(B)()? . . [Jves[ ] No

9 [n Part XIV, describe how the organization reports conservallon 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 descnbes
the organization's accounting for conservation easements.

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 if the organization elected, as permitted under SFAS 116 (ASC 958), not to report in its revenue statement and balance sheet
works of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance
of public service, provide, in Part X1V, the text of the footnote to its financial statements that describes these items.

b If the organization elected, as permitted under SFAS 116 (ASC 958), lo 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 Vill, linet. . . . . . .. . . ... ®»§% .
(i) Assets included in Form 990, Part X. . . N

2  if the organization received or held works of art, hlstorrc31 treasures or other snmllar assets for financial gain, provide the
following amounts required to be reported under SFAS 116 (ASC 958) relating to these items:

a Revenues included in Form 980, Part Vill, line1 . . . . e » S .
b Asseis included in Form 980, Part X . . RN e e e e . c e LA
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 930} 2011
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Canlion Franklin Memorial Hospital
Schedule D (Form 990) 2011
iCIdll] Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)

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

| a D Public exhibition d D
b ] e []
c D Preservation for future generations

4 Provide a descnption of the organization's collections and explain how they further the organization’s exempt purpose i
Part XIV

5  Dunng the year, did the organization solicit or receive donations of art, historical treasures, or other simitar
| assets to be sold to raise funds rather than to be maintained as part of the organization's collection? .

-’Y:41'4 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

1a s the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
included on Form 980, Part X?

54-0480606
Page 2

Loan or exchange programs

Scholarly research Other

D Yes D No

D Yes D No

b If"Yes,” explain the arangement in Part XIV and complete the followmg table
Amount
¢ Beginning balance . . . . . o e e .o . ic 0
d Additions duringtheyear. . . . . 1d
e Distributions during the year e . ; . NN 1e
f Ending balance. . . . . . Coe . 1f 0
2a Did the organization inctude an amount on Form 990, Part X, line 217 [: Yes [E No
b If “Yes,” explain the arrangement in Part XIV.
Endowment Funds. Complete if the organization answered "Yes" to Form 990, Part |V, tine 10.

(a) Current yoar (b) Prior year {c) Two years back
1a Beginning of year balance 0 0 0
b Contributions .
¢ Netinvestment earnings, gains,
and losses .
d Grants or scholarshnps
e Other expenditures for faciliies
and programs
f Administrative expenses . .
g End of year balance 0 0 0 0

(d) Three years back (@) Four years back

2 Provide the estimated percentage of the current year end balance (ine 1g, column (a)) held as:
a Board designated or quasi-endowment > %
b Permanent endowment LA %
¢ Temporanly restncted endowment ¥ %

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

organization by Yes | No
() unrelated organizations . 3a(i)
(i) related organizations . - . .. |3a(ii)
b If "Yes" to 3a(ii), are the related organlzatlons Ilsted as requrred on Schedule R"’ . . - . 3b
4 Describe in Part XIV the intended uses of the organization's endowment funds.
Land, Buildings, and Equipment. See Form 990, Part X, line 10.
Description of property {a) Cost or other basis {b) Cost or other {c) Accumulated (d) Book value
(investment) basis (other) depreciation
1a Land. 0 226,092 226,092
b Buildings . 0 18,201,318 10,817,246 7,384,072
¢ Leasehold improvements 0 16,939 16,939 0
d Equipment 0 15,388,518 13,727,762 1,660,756
g8 _Other 0 886,423 681,530 204,893
Total. Add lines 1a t ﬂgﬂh 1e. (Column (d) must equal Form 990, Part X, column (B), line 10(c).} . > 9,475,813

Schedule D (Form 990) 2011
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Page 3

Part Vil

Investments—Other Securities. See Form 990, Part X, line 12.

(a) Description of securnity or category
(including name of secunty)

{b) Book value

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

(1) Financial derivatives
(2) Closely-held equity interests .
(3) Other

()

Total (Column (b) must equal Form $80, Pant X, cof {B) ine 12 »

Investments—Program Relat

0
0
0
0
0
0
0
0
0
0
0
0
0
X

ed. See Form 990, Part

, hne 13.

(a) Descnption of investment type

(b} Bock value

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

()]

(2)

(3)

(4)

(5)

(6)

)

{8)

()

(10)

Total (Column {b) must equal Form 990, Past X, col (B} line 13) »

[=]l=} == (=1 [=d({=] (=] (=2 [=] (=]

Other Assets. See Form 990,

Part X, line 15.

(a) Descnption

(b} Book value

(1)

(2)

(3)

(4)

(5)

(8)

(7)

(8)

(9)

(10)

olojCoioD IO |Io|jo0|o

Total. (Column (b) must equal Formn 990, Part X, col (B) lne 15} . .
Other Liabilities. See Form 990, Part X, line 25.

1 (a) Descrnption of hability

(b) Bock value

(1) Federal iIncome taxes

0

{2) Qualifed Pension Liabihty

8,322,227

(3) 2001 Swap Unrealized Losses

164,486

{4) 2005 Fixed Payor Swap Unreal

823,409

(5) 2010 Barclays Swap Unreal Losses

-86,804

(6) Swap Contra

143,702

{7) Other Assets

31,000

(8)

0

Q)

0

(10

0

(n

0

Total. (Cofumn (b) must equal Form 990, Part X, col (B) lino 25) »

9,398,020

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

Schedule D (Form 990) 2011
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Reconciliation of Change in Net Assets from Form 990 to Audited Financial Statements
1 Total revenue (Form 990, Part VIii, column (A), line 12) . 1
2 Total expenses (Form 990, Part IX, column (A}, line 25) . 2
3 Excess or (deficit) for the year. Subtract line 2 from line 1 3 0
4 Net unrealized gains (losses) on investments 4
5 Donated services and use of facilities . 5
6 Investment expenses . 6
7 Prior peniod adjustments . . 7
8 Other (Describe inPart XIV.) . . . . . 8
9 Total adjustments (net) Add lines 4 through 8 . . - . 9 0
10  Excess or (deficit) for the year per audited financial statements Combine lines 3 and 9 10 0
Reconciliation of Revenue per Audited Financial Statements With Revenue per Return
1 Total revenue, gamns, and other suppon per audited financial statements 1
2 Amounts included on line 1 but not on Form 990, Part Vi, line 12:
a Net unrealized gains on investments . 2a
b Donated services and use of facilities . . . 2b
¢ Recoveries of prior year grants Co 2c
d Other (Describe in Part XIV) R . . 2d
e Add lines 2a through 2d 2e 0
3 Subtract line 2e from line 1 e . 3 0
4 Amounts included on Form 890, Part VI, ine 12, but not on line 1:
a Investment expenses not included on Form 990, Part Vi, line 7b . 4a
b Other (Describe in Part XIV.) C . . . 4b
¢ Addlines 4aand 4b. AN . - . 4c 0
5  Total revenue. Add lines 3 and 4c. (This must equal Form 990, Part I, ine 12.) . 5 0
Reconciliation of Expenses per Audited Financial Statements With Expenses per Return
1 Total expenses and losses per audited financial statements . 1
2 Amounts included on line 1 but not on Form 990, Part IX, ne 25;
a Donated services and use of facilites . . . . .. 2a
b Prior year adjustments . . e e .o 2b
c Otherlosses . . . .. e . 2c
d Other (Describe in Part XIV) . Lo ] . . 2d
e Add lines 2a through 2d 2¢ 0
3 Subtract line 2e from line 1 . . .o . 3 0
4 Amounts included on Form 990, Part IX, fine 25, but not on line 1:
a Investment expenses not included on Form 890, Part VI, hne 7b 4a
b Other (Descnbe in Pan XiV) . . .. . 4b
¢ Add lines 4a and 4b . . 4c 0
5 0

5  Total expenses. Add lines 3 and 4c. (This must equal Form 990, Part |, ine 18.) .
mJSupmmental Information

Complete this part to provide the descriptions required for Part I, lines 3, 5, and 9; Part lll, lines 1a and 4; Part IV, lines 1b
and 2b; Part V, line 4; Part X, line 2; Part Xl, line 8; Part XIi, ines 2d and 4b; and Part Xlli, lines 2d and 4b Also complete

this part to provide any additional information.

...........................................................................................................................
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SCHEDULEH .
{Form 990) Hosp|ta|s | OMB No 1545-0047

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

Department of the Treasury » »
Internal Revenue Serice Attach to Form 9880. See separate instructions.

Open to Public

Inspection
Name of the organization Employer identification number
Canlion Franklin Memonal Hospital 54-0480606
Financial Assistance and Certain Other Community Benefits at Cost
Yes | No
1a Did the organization have a financial assistance policy during the tax year? if "No," skip to question 6a 1a | X
b if“Yes, was it a wntten policy? . . 1ib | X
2 Ifthe organization had multiple hospital facmtles indicate which of the followmg best descnbes appllcatlon
of the financial assistance policy to its various hospital facliies dunng the tax year.
Applied uniformly to all hospital facilities Applied uniformly to most hospital facilities
Generally tailored to individual hospital facilities
3 Answer the following based on the financial assistance eligibility cntena that applied to the targest number of ?
the arganization's patients during the tax year.
a Did the organization use Federal Poverty Guidelines (FPG) to determine eligibiity for providing free care ? If
"Yes," indicate which of the following was the FPG family income limit for eligibility for free care-. . . . 35 X )
100% ] 150% [ 200% Other % '
b Oid the organization use FPG to determine eligibifity for providing discounted care? If "Yes,” indicate which
of the following was the family income hmt for ehigibility for discounted care . e . - b | X
200% ] 250% (] 300% ] 3s50% 400% [_] Other % |-
¢ Ifthe organization did not use FPG to determine eligibility, descnbe in Part VI the incomse based critena for o
determining eligibility for free or discounted care. include in the description whether the organization used an ’
asset test or other threshold, regardless of income, to determine eligibility for free or discounted care. P
4 Did the organization's financial assistance policy that applied to the largest number of its patients during the
tax year provide for free or discounted care to the “medically indigent"? . 4 | X
5a Did the crganization budget amounts for free or discounted care provided under its financial assistance policy during the tax year? Sa | X
b If"Yes," did the organization's financial assistance expenses exceed the budgeted amount? . 5b [ X
c If“Yes" to line 5b, as a resuit of budget considerations, was the organization unable to provide free or
discounted care to a patient who was eligible for free or discounted care? . . .. 5¢ X
6a Did the organization prepare a community benefit report during the tax year? .. 6a | X
b If"Yes," did the organization make It available to the public? .. . 6b | X
Complete the following table using the worksheets provided in the Schedule H nstructions. Do no( submlt
these worksheets with the Schedule H
7 Financial Assistance and Certain Other Gommunity Benefits at Cost
Financial Assistance and {a) Nu‘r?berot {b} Persons (¢} Total community | (d) Direct ofsetting | (e} Net community | {f) Percent
vi T
Means-Tested Government a:rloglr:; : ( :;:;igl) benefit expense revenue benefit expense e?('p l:rt‘asL
Programs {optional)
a Fmancl Assistance at cosl
(from Worksheet 1) 4,080,759 0 4,080,759] 12.56%
b Medicald (from Worksheet 3,
column a) . . 3,731,308 3,368,462 362,846 112%
¢ Costs of other means-tested
government programs (from
Worksheet 3, column b) . . 0 0 0 0.00%
d Total Financial Assistance and
Means-Tested Govemnment
Programs_. . 0 0 7,812,067 3,368,462 4443605 13.68%
Other Benefi ts
@ Community health improvement
services and community benefit
operations (from Worksheet 4} 142 5,785 37,025 414 36,611 0.11%
f Health professions education
(from Worksheet 5) . 0 0 0 0.00%
g Subsidized health services (from
Worksheet 6) . 0 0 0 0.00%
h Research (from Worksheet 7) . 0 0 0 0.00%
1 Cash and in-kind contributions
for community benefit (from
Worksheet 8) 7 722 56,818 0 56,818 017%
j Total. Other Benefits . 149 6,507 93,843 414 93,429 0.28%
k Total Add hnes 7d and 7) . 149 6,507 7,905,910 3,368,876 4,537,034,  13.96%
For Paperwork Reduction Act Notice, see the instructions for Form 990. Schedule H (Form 880) 2011
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Carilion Franklin Memonal Hospital

Schedule H (Form 990) 2011
Community Building Activities Complete this table if the organization conducted any community bullding

activities during the tax year, and describe in Part VI how its community building activities promoted the
health of the communities it serves.

54-0480606

Page 2

{a) Number of (b) Persons {c}) Total community {d) Direct offsetting | (@) Net community | (f) Percent of
actvities or served bulding expense revenue butlding expense | total expense
programs {optional)
{optional)
1 Physical improvements and housing 0 0.00%
2 Economic development 21 2,900 6,928 6,928 0.02%
3 Community support 14 6,056 7,158 7,158 0.02%
4  Environmental improvements 0 0.00%
5 Leadership development and training
for community members 0 0.00%
6__ Coalition building 3 425 278 278 0.00%
7  Communty health improvement advocacy 2 1,125 1,956 500 1,456 0 00%
8 Workforce development 0 0 00%
9 _ Other 0 0.00%
10 Total 40 10,506 16,320 500 15,820 0.04%
Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense Yes | No
1 Did the orgamzation report bad debt expense in accordance with Healthcare Financial Management Association Statement No 157 1 X
2 Enter the amount of the organization’s bad debt expense . 2 1,456,868
3 Enter the estimated amount of the organization's bad debt expense attributable to . -
patients eligible under the organization's financial assistance policy 3 258,422
4 Provide in Part VI the text of the footnote to the organization's financial statements that descnbes bad debt -
expenss. 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. A} .
Section B. Medicare
5 Enter total revenue received from Medicare (including DSH and |ME) . 5 9,624,281 '
6 Enter Medicare allowable costs of care relating to payments on line 5 . 6 9,130,742
7 Subtract ine 6 from ine 5 This 1s the surplus (or shortfall) . 7 493,539 '
8 Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community
benefit. Also descnbe in Part VI the costing methodology or source used to determine the amount reported
on line 6. Check the box that descnbes the method used:
Cost accounting system Cost to charge ratio D Other R 1
Section C. Collection Practices
9a Did the organization have a written debt collection policy during the tax year? 9a | X
b i"Yes ' did ne organization's collection policy thal applied to the largest number of its patients dunng the tax year CORi2IN Brovisions
on the coliection practices 16 be followed for patients who are known lo quallly for inancial assistance” Desenoe in Pan ¥l 9b | X
Management Companies and Joint Ventures
(a) Name of enlity (b) Descrniption of primary {c) Organization's | (d) Officers, directors, | (e) Physicians’
actvity of entity profit % or stock trustees or key profit % or stock
ownership % employees' profit % ownership %
or stock ownership %
1 0.00% 0 00% 0.00%
2 0 00% 0.00% 0 00%
3 0.00% 0.00% 0 00%
4 0 00% 0.00% 0.00%
5 0.00% 0.00% 0.00%
6 0.00% 0.00% 0 00%
7 0.00% 0.00% 0.00%
8 0.00% 0 00% 0 00%
9 0.00% 0.00% 0.00%
10 0.00% 0.00% 0.00%
11 0 00% 0 00% 0 00%
12 0.00% 0 00% 0.00%
13 0.00% 0 00% 0 00%
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Facility information

Section A. Hospital Facilities
(hst in order of size, from largest to smallest)

How many haospital facilities did the organization operate
during the tax year? 1

Name and address

|endsoy pasuaon

|eaifuns g |eoipaw jesBuag

lendsoy s,usipiyd

jedsoy Bunyoea)

[endsoy §$a00€ (EonuD

Anoe) yleasay

SINoY yZ2-Y43

ByIo-y3

Other (descnbe)

1 Carlion Franklin Memorial Hospital

180 Floyd Avenue

Rocky Mount VA 24151

x

2

10

"

12

13

14

15

16
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Schedule H {Form 990) 2011
m Facility Information (continued)

Section B. Facility Policies and Practices
{Complete a separate Section B for each of the hospital facilities listed in Part V, Section A)

Name of Hospital Facility: Carilion Franklin Memonal Hospital

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 for tax year 2011)

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 Iine 8
if "Yes," indicate what the Needs Assessment describes (check all that apply):

A definition of the community served by the hospital facility

o o

000 0 0dd OO

Demographics of the communty

Existing health care facilittes and resources within the community that are available to respond to the
health needs of the community
How data was obtained

The health needs of the community

Primary and chronic disease needs and other health 1ssues of uninsured persons, low-income persons,
and minonty groups

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

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

Information gaps that limit the hospstal facility's ability to assess the community’s health needs
Other (descnbe in Part Vi)

2 Iindicate the tax year the hospital facility last conducted a Needs Assessment: 20

3 in conducting its most recent Needs Assessment, did the hospital facility take into account input from
persons who represent the community served by the hospital facility? If “Yes,” descnibe in Part VI how the
hospital facility took into account input from persons who represenl the commumly, and identify the persons
the hospital facility consulted

4 Was the hospital facility's Needs Assessment conducted V\nth one or more other hospital facnlmes'? if "Yes
list the other hospital facilities 1n Part VI

5 Dud the hospital facility make its Needs Assessment wndely avanlable to the publlc?
If "Yes,” indicate how the Needs Assessment was made widely available (check all that apply)

a D Hospital facility's website

b D Available upon request from the hospital facility

¢ [ ] Other(descnbe n Part Vi)

6 If the hospital facility addressed needs identified inaits most recently conducted Needs Assessment, indicate
how (check all that apply):
a Adoption of an implementation strategy to address the health needs of the hospital facility's community

Execution of the implementation strategy
Participation in the development of a community-wide community benefit plan
Participation in the execution of a community-wide community benefit plan

—

Inclusion of a community benefit section in operational plans

Adoption of a budget for provision of services that address the needs identified in the Needs Assessment
Prioritization of health needs in its community

Pnontization of services that the hospital facility wili undertake to meet health needs in its community

Other (descnbe in Part V1)
7 Did the hospital facity address all of the needs identified in its most recently conducted Needs Assessment? If "No.” explain
in Part V) which needs it has not addressed and the reasons why it has not addressed such needs . e e

Ooo0ooud

Financial Assistance Policy

Did the hospital facility have in place during the tax year a wniten financial assistance policy that.
8 Explained eligibility critena for financial assistance, and whether such assistance includes free or discounted
care? .
9 Used federal pover‘ly gundelmes (FPG) to determine el|g|b|||ty for provudmg free care’7
If "Yes,” indicate the FPG family income limit for elgibility for free care: __100.00 %
If "No,” explain in Part VI the criteria the hospital facility used.

Schedute H (Form 990) 2011




Canlion Franklin Memorial Hospital 54-0480606
Schedule H (Farm 980) 2011 Page 5
m Facility Information (continued) Canlion Franklin Memonal Hospital
10 Used FPG to determine eligibility for providing discounted care? . e 10 Y;s ne
If "Yas," indicate the FPG family income limit for eligibility for discounted care: _ 400.00 %
if "No," explain 1n Part VI the cniteria the hospital facility used
11 Explained the basis for calculating amounts charged to patients? . 1] X
If "Yes," indicate the factors used in determining such amounts (check all that apply) '
a Income level
b Asset level
c Medical indigency
d Insurance status
e E] Uninsured discount
f Medicaid/Medicare
g [:] State regulation
h [] Other(describe in Part Vi) NE ‘
12 Explained the method for applying for financial assistance? . 12| X
13 Included measures to publicize the policy within the community served by the hospnal facmty? . 13] X
if “Yes," indicate how the hospital facility publicized the policy (check all that apply)
a The policy was posted on the hospital facility's website
b D The policy was attached to billing invoices
c The policy was posted in the hospital facility's emergency rooms or waiting rooms
d The policy was posted in the hospital facility's admissions offices
e D The policy was provided, in writing, to patients on admission to the hospital facility
f The policy was available on request
g [ ] Other (describe in Part VI) ‘
Billing and Collections
14 Did the hospital facility have in place during the tax year a separate bilhing and collections policy, or a wntten
financial assistance policy (FAP) that explained actions the hospstal facility may take upon non-payment? 14| X
15 Check all of the following actions against an individual that were permitted under the hospital facility's
policies dunng the tax year before making reasonable efforts to determine the patient’s eligibility under the
facility's FAP.
a D Reporting to credit agency
b D Lawsuits
c D Liens on residences
d [:] Body attachments
e Other similar actions {describe i Part V1)
16 Dud the hospital facility or an authonzed third party perform any of the following actions dunng the tax year
before making reasonable efforts to determine the patient's eligibiiity under the facility's FAP? . 16 X
If "Yes," check all actions in which the hospital faciity or a third party engaged-
a D Reporting to credit agency
b [:] Lawsuils
c l:] Liens on residences
d [:] Body attachments
e D Other similar actions (describe in Part Vi)
17 Indicate which efforts the hospital facility made before initiating any of the actions checked in line 16 (check
all that apply):
a Notified patients of the financial assistance policy on admission
b [:I Notified patients of the financial assistance policy prior to discharge
c D Notified patients of the financiai assistance policy in communications with the patients regarding the
patients' bills
d D Documented its determination of whether patients were eligible for financial assistance under the
hospttal facllity's financial assistance policy
e D Other (describe in Part VI)

Schedule H (Form 990) 2011
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Facility Information (continued)

54-0480606

Page 6

Canlion Franklin Memonal Hospital

Policy Relating to Emergency Medical Care

Yos 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 regardiess of their eligibility under the hospital facility's financial assistance policy? . 18] X
if "No," indicate why: -
a The hospital facility did not provide care for any emergency medical conditions
b [:] The hospital facility's policy was not in writing
c D The hospital facility limited who was eligible to receive care for emergency medical conditions {descnbe
in Part VI)
d [] Other (descrbe in Part V1)
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 commercia! insurance rate when calculating the
maximum amounts that can be charged
b [:] The hospital facility used the average of its three lowest negotiated commercial insurance rates when
calculating the maximum amounts that can be charged
c D The hospital facility used the Medicare rates when calculating the maximum amounts that can be
charged
d E Other (descnibe in Part V1)
20 Did the hospital facility charge any of its patients who were eligible for assistance under the hospital facility's
financial assistance policy, and to whom the hospital facility provided emergency or other medically
necessary services, more than the amounts generally billed to individuals who had insurance covering such
care? N . 20 X
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 any
service provided to that patient? . . . 21 X

if "Yes,” explain in Part VI.

Schadule H (Form 990} 2011
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Schedule H (Form 990) 2011 Page 7
Facility Information (continued)
Section C. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital
Facility
(hist in order of size, from largest to smallest)

How many non-hospital health care facilites did the organization operate dunng the tax year? 2
Name and address Type of Faciity {(descnbe)
1 Imaging Services
35 Medical Court
Hardy VA 24101 CT and Diagnostic Radiology
2 Imaging Services
230 South Main Strest
Rocky Mount VA 24151 Diagnostic Radiology
3
4
5
6
7
8
9
10

Schedule H (Form 890) 2011
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Supplemental Information
Complete this part to provide the following information

1 Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7, Part !If, Part lll, lines 4, 8, and 9b, and
Part v, Section B, lines 1j, 3, 4, 5c, 6i, 7, 9, 10, 11h, 13g, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

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

3 Patient education of eligibllity 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 govemment programs or under
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 1s part of an affiliated heaith care system, describe the respective roles of the
organization and its affihates in promoting the heaith of the communtties 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.

Part | line 3c, nfa

Part | line 6a, Information on community benefit is reported annually through a consolidated report

prepared by Carilion Clinic_Printed copies of this report are distributed throughout communities served

by hospitals affiliated with Carilion Clinic. Additionally, the community benefit report is available on

Canlion Clinic's website.

Part | line 7, 7e - This line 1s calculated at actual cost As part of its mission to educate the public

about heaith risks and steps that can be taken to improve health, in fiscal year 2012 Carilion Franklin

Memonal Hospital touched 5,253 people during 131 events offered throughout the community. Events

included health fairs, screenings, and presentations offered at various community locations.

Part | line 7, 7e CONTINUED Monthly blood pressure and blood glucose screenings are offered at vanous

locations in the community These screenings provide an opportunity to educate individuals about

improving health and quality of ife as well as determining one's nsk of developing a chronic iliness

Part ) line 7, 7 e CONTINUED _Another way that Canlion Frankhn Memonal Hospital touches the community

is through Med Talk, a weekly radio program, providing hsteners with an opportunity o learm more about

a varniety of heaith topics through a call in show that provides answers to their specific questions

Coordinated by a local health educator, quests of the show inciude health professionals as well as

representatives of local community service organizations

Part | line 7, 7e CONTINUED. Additional health improvement services nclude blood drives, assistance with

enrollment in public medical programs such as Medicaid and interpreter services for non-English speaking

Schedute H (Form 990) 2011




Carilion Franklin Memorial Hospitat 54-0480606
Schedule H (Form 990) 2011 Page 8

Supplemental Information
Complete this part to provide the following information

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

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

3 Patient education of eligibility for assistance. Descnbe 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
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 heaith. 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, elc.).

6 Affiliated health care system. If the organization is part of an affiiated health care system, descnbe the respective roles of the
organization and its affiliates in promoting the heaith 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.

patients

Part | line 7, 7f - This line is calculated at actual cost.

Part | hne 7, 7g - N/A

Part | line 7, 7h - N/A

Part 1 line 7, 71 - This line is calculated at actual cost. Financial contnbutions were made to the

American Cancer Society for support of research, patient services, early detection, treatment and

education; and Piedmont Community Services for behavioral health services including prevention,

treatment, education, and support

Part | line 7, 7i CONTINUED: Carihon Frankhin Memonal Hospital provided grant funding to support

operations of the Free Clinic of Franklin County, a non-profit organization with mission to provide

quality primary medicai care for uninsured families of the poor, the working poor and elderly on fixed

incomes; and Southem Virginia Child Advocacy Center for the Child and Caretaker Interaction Program,

Part | ine 7, 71 CONTINUED" a comprehensive approach to identifying strengths within caretaker/child

relationships for reports that provide additional insight for Judges, Department of Social Service, or

other agencies thal consider placements for children. In-kind support was provided to the United Way,

Additionally, Carilion Franklin Memonal Hospital's Emergency Department replenishes medications for

ambulances owned by local Emergency Medical Service omganizations.

Part | line 7, - Ratio of cost-to-charges was used to calculate the expense.

Part | iine 7, — Cotumn (f) - Bad debt expense subtracted from total expenses for the calculation is

Schedule M (Form 990) 2011
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Complete this part to provide the following information.

1 Required descriptions. Provide the descnptions required for Part |, lines 3c, 6a, and 7; Part II; Part !li, ines 4, 8, and 8b, and
Par V, Section B, lines 1j, 3, 4, 5¢, 61,7, 9, 10, 11h, 13g, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

$4 587 955

Part I, Line 1 - N/A

Part I, Line 2 - Canlion Franklin Memorial Hospital provided representation on the Smith Mountain Lake

Chamber of Commerce Board in support of their goal to strengthen the social and economic environment of

the community Additional support was provided duning Chamber events to raise awareness of the services

available in the community.

Part I, Line 3 - Support and education was provided duning Smith Mountain Lake Chamber events including

destignated driver education and support duning the annual Smith Mountain Lake Chamber of Commerce wine

festival and free tomato plants with nutntion education on the benefils of tomate consumption dunng the

Smith Mountain Lake Chamber Expo

Part Il, Line 3 CONTINUED:_Additional support was provided during a fundraiser for the Presbyterian

Community Center, a coalition of resources bringing together churches, caring volunteers, professionals,

and financial contnbutions for a ministry designed to help the most needy neighbors through prayer and a

wide assortment of mission activities

Part I, Line 3 CONTINUED: In-kind support included smart hiking education and leaders for Hike Franklin

County, an initialive to encourage physical activity within Franklin County; and participation in Reality

Check, an opportunity for Franklin County High School students to appreciate the importance of education

to achieving their dreams, while gaining a better understanding of why their parents work so hard to pay

household expenses

Schedule H (Form 990) 2011
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Supplemental Information
Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7, Part Il; Part ill, lines 4, 8, and 9b; and
Part V, Section B, lines 1), 3, 4, 5¢, 61,7, 9, 10, 11h, 13g, 15e, 16e, 179, 18d, 194, 20, and 21.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities 1t serves, in addition
to any needs assessments reported in Part V, Section B.

3 Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons who
may be billed for patient care about thelr ehgibility for assistance under federal, state, or local government programs or under
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 medica! staff, community
board, use of surplus funds, etc ).

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

Page 8

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

Part il, Line 4 - N/A

Part Il, Line S - N/A

Part |1, Line 6 - Support was provided for a local Initiative to decrease substance abuse among Franklin

County residents, and United Way fundraising events.

Part ||, Line 7 - Safety advocacy and education about recreational activities on the water were provided

during the annual Pigg River Ramble

Part It, Line 8 - NIA

Part |l line 4, Accounts receivable are reduced by an allowance for amounts that could become

uncoliectible in the future Canlion estimates the allowance for doubtful accounts by reserving a

percentage of all self-pay accounts receivable by aging category, based on collection history, adjusted

for expected recoveries and, If present, anticipated changes in trends The percentage used to reserve

for all self-pay accounts is based on Carnlion's collection history.

Part Ill ine 4, CONTINUED: Canlion coliects substantially all of its third-party insured receivables,

which include receivables from governmental agencies.

Part Iif ine 4, CONTINUED. The bad debt expense reported on Line 2 was calculated using the

cost-to-charges ratio applied to the provision for bad debt reported in the financial statements.

Part Il line 4, CONTINUED The estimated amount of bad debt expense, reported on line 3, attributable

to patients eligible for charity care was determined using external credit reporting data to identify the

patients that were eligible and applying the cost-to-charges ratio to the charges of the patients so

Schedule H {Form 990) 2011
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Supplemental Information
Complete this part to provide the following information.

1 Required descriptions. Provide the descnptions required for Part |, ines 3c, 6a, and 7; Part II; Part lif, lines 4, 8, and 9b; and
Part V, Section 8, lines 1j, 3, 4, 5¢, 6i, 7, 9, 10, 11h, 13g, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

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

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

4 Community information. Descnbe 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 faciities or
other health care facilities further its exempt purpose by promoting the heaith 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 affilates in promoling 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

Page 8

identified. Sufficient information was not available to make a definite determination of their

eligibility

Part Il ine 4, CONTINUED- Patient account balances are reduced by discounts allowed and payments

Part ll} ine 8, Medicare allowable costs are determined from the Medicare cost report using the

cost-to-charges ratio. The Hospital does not consider a Medicare shortfall as a community benefit

Part Ili line 9b, Canlion Clinic is committed to providing quality health care to all regardless of

their ability to pay Our Charity Care Policy is designed to aliow relief of all or part of the charges

that exceed a patient's reasonable ability to pay Carilion uses the Federal Poverty Guidelines (FPG)

pubiished and updated ysarly 1n the Federal Register along with a Financial Needs Assgssment

Questionnaire (FNAQ) as developed by Carilion to determine eligibility.

Part Il line 9b, CONTINUED _Together, the family income, number of family members living on that

income, and equity in real property are pertinent factors in determining how much, in the sole judgment

of Carilion, a patient is reasonably able to pay for services Patients with family income up to 400

percent of FPG with no more than $100,000 equity in real property are eligible for a Chanty Care

discount

Part Il ine 9b, CONTINUED _To apply for the Charity Care program compiete a Financial Needs Assessment

Questionnaire or contact our Billing Customer Service team with guestions. All patients who are able will

be expected to pay for their own healthcare services to avoid shifling the burden for their care to other

patients and the general public.
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Supplemental Information

Complete this part to provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7, Part |l; Part Ill, lines 4, 8, and 9b, and
Part Vv, Section B, lines 1}, 3, 4, 5¢, 6i, 7, 9, 10, 11h, 13g, 15e, 16e, 17e, 18d, 19d, 20, and 21.

Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition

to any needs assessments reported in Part V, Section B.

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
under the organization’s financial assistance policy.

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

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

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

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

organization, files a community benefit repont.

Part i1l line 9b, CONTINUED. The Charity Care Policy should have no impact on the collection policies

and practices with regard to those balances that do not qualify for chanty care. Failure to honor

_payment for amounts exceeding the chanty adjustment may result in the total chanty care being revoked

Part V, Line 19d The maximum amount that can be charged to FAP-eligible individuals for necessary care

is as follows. Individuals at or below 100% of the Federal Poverty Guidelines (FPG) are eligible for a

discount of their entire account balance. Individuals at 101% to 200% of FPG are eligible for a discount

of the greater of 75% of the account balance or the discount necessary to lower their remaining balance

to 10% of family income,

Part V. Line 19d CONTINUED Individuals at 201% to 250% of the FPG are eligible for a discount of the

greater of 70% of the account balance or the discount necessary to lower their remaining balance to 15%

of family income. Individuals at 251% to 300% of the FPG are eligible for a discount of the greater of

55% of the account balance or the discount necessary to lower their remaining balance o 20% of famuly

income.

Part V, Line 19d CONTINUED:- Individuals at 301% to 350% of the FPG are eligible for a discount of the

greater of 40% of the account balance or the discount necessary to lower their remaining balance to 25%

of family income Individuals at 351% to 400% of the FPG are eligible for a discount of the greater of

25% of the account balance or the discount necessary 1o lower their remaining balance to 30% of family

income

Part V., FOR Part VI, Lines 2, 3,4, 5, 6 and 7_See Schedule O for the supplemental information

Scheduls H (Form 990) 2011
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(SF?;':QD;(’;E J Compensation Information | -uere 1545000
For certain Officers, Directors, Trustees, Key Employees, and Highest 2@1 1
Compensated Employees
» Complete if the organization answered “Yas” to Form 980,
Department of the Treasury Part IV, line 23. Open to Public
Internal Revenue Service ® Attach to Form 990. _ » See separate instructions. Inspection
Name of the organization Employer identification number
Carilion Franklin Memornal Hospital 54-0480606
Questions Regarding Compensation
Yes No
1a  Check the appropriate 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 Ill to provide any relevant information regarding these items.
D First-class or charter travel D Housing allowance or residence for personal use
D Travel for companions D Payments for business use of personal residence
Tax indemnification and gross-up payments D Health or social club dues or initiation fees
D Discretionary spending account D Personal services (e g , maid, chauffeur, chef)
b If any of the boxes on line 1a are checked, did the organization foilow a written policy regarding payment
or reimbursement or provisnon of all of the expenses described above? If “No," complete Part Il to
explain. . 1b X
2 Did the organizatton require subslantlatlon prior to reambursmg or aIIowmg expenses mcurred by all
officers, directors, trustees, and the CEO/Executive Director, regarding the items checked in fine 1a? 2 X
3 Indicate which, if any, of the following the filing organization used to establish the compensation of the
organization's CEO/Executive Director Check all that apply. Do nol check any boxes for methods used by a
related organization to establish compensation of the CEO/Executive Director. Explain in Part Il
D Compensation committee I:] Wnitten employment contract
[:] independent compensation consultant D Compensation survey or study
[:l Form 990 of other arganizations [:] 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:
a Receive a severance payment or change-of-control payment? . . . . 4a X
b Participate in, or receive payment from, a supplemental nonquakfied ret:rement plan? - . 4 | X
¢ Participate in, or receive payment from, an equity-based compensation arrangement? .o 4c X
If "Yes" to any of ines 4a—c, list the persons and provide the applicable amounts for each item in Part Ill
Only section 501(c)(3) and 501(c})(4) organizations must complete lines 5-9.
5 For persons histed in Form 990, Part VII, Section A, line 1a, did the orgamization pay or accrue any
compensation contingent on the revenues of
a The orgamization? . . . . .. .. 5a X
b Any related orgamization? . . - 5b X
If "Yes" to line 5a or 5b, describe in Part Il
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:
a The organization? . . . . AP . . . - . 6a X
b Any related organization? . . . . 6b X
If "Yes" to line 6a or 6b, describe in Part il .
7 For persons listed in Form 990, Part Vil, Section A, tine 1a, did the organization provide any non-fixed
payments not described in lines 5 and 67 If "Yes,” describe in Partill . ) 7 X
8 Were any amounts reported in Form 990, Part Vi, paid or accrued pursuant to a contract that was
subject to the inial contract exception described in Regulations section 53.4958-4(a)(3)? If "Yes,” describe
in Part il . . 8 X
9 If “Yes" to line 8, did lhe orgamzatlon also follow the rebuttable presumptaon procedure descnbed in
Regulations section 53.4958-6(c)? .. .. L. . . .. 9
For Paparwork Reduction Act Notice, see the Instructions for Form 990. Schedule J (Form 990) 2011

(HTA)
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SCHEDULE L
(Form 990 or 990-EZ)

| omBno. 15450087

2011

Transactions With Interested Persons
» Complete if the organization answered
"Yes" on Form 990, Part IV, line 25a, 25b, 26, 27, 28a, 28b, or 28c,

Department of the Treasury or Form 990-EZ, Part V, line 38a or 40b. Open To Public
Internal Revenue Service » Attach to Form 990 or Form 890-E2.  » See separate instructions. Inspection
Name of the organization Employer identification number
Carilion Franklin Memorial Hospital 54-0480606
Part | Excess Benefit Transactions (section 501{c)(3) and section 501(c)(4) organizations only).
Complete if the organization answered "Yes” on Form 980, Part IV, line 25a or 25b, or Form 990-EZ, Part V, ine 40b.
{c) Corrected?
1 {a) Name of disqualified person {b) Description of transaction Yos | No
)
{2)
(3)
(4)
(5)
{6)
2 Enter the amount of tax imposed on the organization managers or disqualified persons during the year
under sechion 4958 o . > S
3 Enter the amount of tax, if any, on line 2, above, reimbursed by the organization LR
m Loans to and/or From Interested Persons
Compiete if the organization answered “Yes" on Form 980, Part IV, hne 26, or Form 990-EZ, Part V, line 38a
{a) Name of interested person and purpose {b) Loan to or from {c) Onginal {d) Batance due {e) In default? | () Approved | {(@) Wniten
the organization? prncipal amount by board or agreemeni?
commuttee?
To From Yes No Yeas No Yes No
(1) 0 0
{2) 0 0
(3) 0 0
(4) 0 0
{5) 0 0
(6) 0 0
{7) 0 0
(8) 0 0
{9) 0 0
{10) 0 0
Total .. . . . > 3 a
Part i Grants or Assistance Benefiting Interested Persons.
Complete if the organization answered "Yes" on Form 990, Part IV, line 27.
(a) Name of interasted person (b) Relationship between interested person and the {c) Amount and type of assistance
organszation
(1)
(2)
(3)
(4)
(5)
(6)
(7)
(8)
{9)
(10)
For Paperwork Reduction Act Notice, see the Instructions for Form 930 or 990-EZ. Schedule L (Form 990 or 990-E2) 2011

(HTA}




Schadule L (Form 990 or 890-E2) 2011 Carilion Frankiin Memonal Hospital 54-0480606 __page 2

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

{a) Name of interested person {b) Retationship between {c) Amount of {d) Description of transaction (e} Sharing of
interested person and the transaction organization's
organization revenues?
Yes No
{1) Donald Lorton Assistant Treasurer 2,247,467|Lab Services X
(2) 0
(3) 0
{4) 0
(5) 0
{6) 0
(7) 0
(8) 0
{9) 0
0

10
w Supplemental Information

Complete this part to provide additional information for responses o questions on Schedule L (se instructions).

Schedule L (Form 990 or 990-£2) 2011




| omBNo 15450047

2011

Open to Public

s
(Ffr:i(::’:;iez) Supplemental Information to Form 990 or 990-EZ

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

Departm .
I Rovene Sorgee. »  Attach to Form 990 or 990-EZ. Inspection
Name of the organization Employer identification number
Carilion Franklin Memorial Hospital 54-0480606

................................................................................................................
...................................................................................................................
...................................................................................................................
.......................................................................................................................
...................................................................................................................
.....................................................................................................................
..................................................................................................................
.....................................................................................................................

2011.Additionally, a comprehensive community health needs assessment is scheduled for

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 930-EZ. Schedule O (Form 990 or 990-EZ) (2011)
(HTA)




Schedule O (Form 990 or 980-E2) (2011) Page 2

Name of the orgarization Employer identification number
Carilion Frankhin Memonal Hospital 54-0480606
completion by September 30, 2013 along with a strategic implementation plan to address ... .. ... ..ol

....................................................................................................................
................................................................................................................
....................................................................................................................
.....................................................................................................................
......................................................................................................
......................................................................................................................
...................................................................................................................

purpose to meaningfully change the way healthcare is delivered and experienced, resulting in

Schedule O (Form 990 or 990-E2) (2011)




Schedule O (Form 930 or 990-E2) (2011) Page 2
Name of the organzation Employer identification number

Carilion Franklin Memorial Hospital 54-0480606

.................................................................................................................
......................................................................................................................
.....................................................................................................................
.....................................................................................................................
...................................................................................................................
....................................................................................................................

Form 990 Section Schedule H, Part Vi Line 6 CONTINUED: Additignally, the_University of

---------------------------- gt JP- o A A A i A AR S TR - i e Pha gl T e L L L T R R

................................................................................................................

.............................................................................................................

Critical Care

Schedule O (Form 990 or 990-EZ) (2011)




Schedule O (Form 990 or 980-E2) (2011) Page 2
Nare of the organzation Employer ldentification number

Carilion Frankhin Memorial Hospital 54-0480606

Form 990 Section Schedule H, Part VI Line 6 CONTINUED. Advanced Clinical Servicesin_______ ... ... ...

.....................................................................................................................
..............................................................................................................
...............................................................................................................
..................................................................................................................
..............................................................................................................
..............................................................................................................
...................................................................................................................
.................................................................................................................

Carilion Chnic Children’s Hospital provides Sub-specialty physicians and clinics in surgery,

Schedule O (Form 990 or 990-EZ) (2011)




Schedule O {Form 990 or 990-E2) (2011) Page 2
Name of the organization Employer identification number

Carilion Frankhn Memonal Hospital 54-0480606

.............................................................................................................

Form 990 Section Schedule H, Part Vi Line 6 CONTINUED_ An additional benefit to the community ... ... . ......

.....................................................................................................................
...................................................................................................................
.................................................................................................................
..................................................................................................................
.....................................................................................................................
...................................................................................................................
................................................................................................................
P A T A I A A~ e E R R R R R R ke

sole member also has the right to remove directors and fill any vacancies on the board that

Schedule O (Form 990 or 990-EZ) (2011)




Schedule O (Form 990 or 990-E2) (2011) Page 2
Name of the organization Employer identification number

Carilion Franklin Memorial Hospital 54-0480606

reviewed With respect to Carilion Clinic, the Compensation Committee reviews the compensation
Schedule O (Form 930 or 930-EZ) (2011)




Schedule O (Form 990 or 990-EZ) (2011) Page 2
Name of the organzation Employaer identification number

Carilion Franklin Memorial Hospital 54-0480606

....................................................................................................................
..................................................................................................................
..................................................................................................................
....................................................................................................................

..................................................................................................................
......................................................................................................................

Carilion Clinic, a chantable tax-exempt organization which serves as the parent company of

Scheodule O (Form 990 or 990-EZ} (2011)




Schedute O (Form 990 or 990-E2) (2011) Page 2
Name of the organization Employer Identification number

Carilion Franklin Memorial Hospital 54-0480606

..............................................................................

................................................................................................................

...............................................................................................................

.........................................................................................................................

Schedule O (Form 930 or 990-EZ) (2011)
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Supplemental Information
Complete this part to provide additional information for responses to questions on Schedule R (see
instructlions).
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